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Community-Based Services

Sec. 17b-4 (a)-1. Definitions

As used in Sections 17b-4 (a)-1 through 17b-4 (a)-6, inclusive, as follows:

(a) ‘“‘Adult”’ means a person with a disability between the ages of 18—-64 years.

(b) ‘‘Administrative Overpayment’” is an overpayment caused by the Depart-
ment’s incorrect action or failure to act within the appropriate time limits.

(c) ““Applicant’”” means any person who has submitted to the Department a
completed and signed application form for Community-Based Services for families
and adults.

(d) “‘Assets’” means all personal property and resources including, but not limited
to, cash, bank accounts, stocks, bonds, credit union shares, mortgage notes, real
estate, automobiles, cash value of life insurance, assignments of interest in estates
or causes of action.

(e) “‘Commissioner’” means the Commissioner of the Department of Social Ser-
vices or a designee.

() ‘‘Community-Based Services’’ means the following services:

(1) Adult Day Care Services — day care in a center for adults provided for a
scheduled number of hours per week. Elements of this service are directed toward
meeting supervision, health maintenance and restoration needs of participants.

(2) Adult Companion Service —home-based supervision and monitoring activities
which assist and/or instruct an adult in maintaining a safe environment, including
escorting adults to medical or other appointments or recreational activities, supervis-
ing and/or assisting with activities of adult daily living, and reminding individuals
to take self-administered medications.

(3) Home-Delivered Meals — the preparation and delivery of meals for adults
who are unable to prepare or obtain nourishing meals on their own.

(4) Case Management — the implementation, coordination and monitoring by a
department social worker of a community-based plan of care developed as a result
of a comprehensive client needs assessment completed by the Department.

(5) Chore Service — the performance of heavy indoor work, outdoor work or
household tasks that are necessary to maintain and promote a healthy and safe
environment for recipients in their own homes.

(6) Case Work — duties performed by a social worker dealing with problems of
a particular case.

(7) Homemaker Services — general household management activities provided
in the home on a part-time, intermittent, or full-time basis as determined by a
department social worker to assist and/or instruct the recipient in managing a
household.

(8) Temporary Foster Care — the placement of minor child(ren), for a period of
up to 90 days, in an approved foster home or with relatives when parents or a legal
guardian are out of the home due to illness or other factors beyond their control.

(9) Social Work Services — assessment and evaluation of need by a Department
social worker including service planning, contracting, counseling, case work, advo-
cacy for the recipient, and crisis intervention when appropriate.

(10) Teaching Homemaker — a trained provider who assists and/or instructs a
parent in child development, household management, shopping, meal planning, meal
preparation and family household finances.

(11) Personal Emergency Response System — a 24 hour electronic alarm system
placed in an adult’s home that enables him or her to obtain immediate help in case
of an emergency.
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(g) ‘‘Department’” means the Department of Social Services.

(h) ““Excess Income’” means the amount by which the gross income exceeds the
Title XIX medical assistance level for Region A as established annually by the
Department of Social Services (DSS).

(1) ‘“‘Emergency Need’’ is a situation in which a physical and/or mental impair-
ment prevents an individual from meeting needs of adult daily living, where there
is no legally liable relative able to perform these duties or a non-legally liable
relative or friend willing and able to perform these duties without compensation
and lack of service would result in serious physical and/or mental deterioration.

() “‘Family’’ means related individuals living together as one economic unit
which may include one or more child(ren) under the age of 18.

(k) ‘“‘Good Cause’’ means that a person was prevented from informing the Depart-
ment of changes in their circumstances which would affect their eligibility for
Community-Based Services due to personal illness, death in the immediate family,
severe weather, or other catastrophic events beyond the control of the recipient or
other responsible members of the recipient’s household.

(I) “‘Grant Reduction Recoupment’ is a method of recoupment in which the
Department reduces the recipient’s monthly grant.

(m) ‘‘Income”’

(1) ““Earned income’’ means any compensation payable by an employer to an
employee and includes wages, salaries, commissions, bonuses, and tips, as well as
earnings from self-employment or contractual agreements.

(2) ““Other income’ may include, but is not limited to, pensions, annuities,
dividends, interest, rental income, estate or trust income, royalties, social security
minus any Medicare deduction or supplemental security income, unemployment
compensation, workers’ compensation, alimony, child support, recurring voluntary
cash contributions, and cash assistance from federal, state, or municipal programs.

(n) “‘Installment Recoupment’’ is a method of recoupment in which the recipient
makes monthly installment payments to the Department.

(0) “‘Legally liable relative’” means either a spouse or a parent of a child under
the age of 18.

(p) ‘‘Lump-sum Recoupment’’ is a method of recoupment in which the recipient
makes payment to the Department of the entire amount of the overpayment in
one payment.

(qQ) “‘Overpayment’’ is the amount of financial assistance paid to or on behalf
of the recipient in excess of the amount to which the unit is properly entitled.

(r) ‘“‘Person with a disability’’ means an adult between the ages of 18 and 64
who, due to a physical and/or mental condition lacks the ability to meet his or her own
needs, and may, as determined by a Department social worker, require institutional
placement if not provided with significant supportive services.

(s) ‘‘Recipient’” means a person who has been determined eligible by the Depart-
ment for Community-Based Services for families and adults and who has been
notified of the effective date of such service and/or service payment.

(t) “‘Recoupment’’ is a process by which the Department recovers an overpayment
from the recipient or service provider.

(u) ‘‘Relative’” means blood relatives and their spouses, relatives of half-blood
and their spouses, and relatives whose relationship with the recipient is based on
legal adoption.

(v) “‘Risk of Institutionalization’” means the probability that a person will have
to be institutionalized within 60 days if services to prevent severe mental and/or
physical deterioration are either withheld or withdrawn.
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(w) ““‘Service Provider’” means one who provides Community-Based Services
but does not include:

(1) legally liable relatives or

(2) other relatives who are members of the recipient’s household unless they
have suffered a demonstrable loss of income as a result of providing such services.

(x) “‘Service provider agency’’ is an organization that employs persons to provide
Community-Based Services and for whom a rate of reimbursement has been
approved by the Commissioner.

(Effective November 30, 1995)

Sec. 17b-4 (a)-2. Conditions and standards of eligibility

(a) Eligible families:

(1) In order to be eligible for any services, families must reside in Connecticut
and meet the income guidelines in subsection (d) of this section.

(2) Eligible families may receive social work and case management services in
appropriate circumstances including, but not limited to, homelessness, child rearing
problems, pending eviction and family violence.

(3) Eligible families may receive paid community based services when the super-
vising relative is temporarily incapacitated or unable to manage the household and
children are in need of temporary foster care, homemaker services or the supervising
relative is in need of a teaching homemaker. Additionally, paid services may also
be provided if the supervising relative is a person with a disability.

(b) Eligible adults

(1) In order to be eligible for any services, the adult must reside in Connecticut,
be between the ages of 18 and 64, be a person with a disability as defined in
Section 17b-4 (a)-1 and meet the income guidelines as defined in subsection (d) of
this section.

(2) Eligible adults may receive social work and case management services in
appropriate circumstances including, but not limited to, homelessness, pending evic-
tion, and inappropriate institutionalization.

(3) Eligible adults with disabilities may receive paid community based services
if such services, as part of the overall case plan, are provided in order to maintain
the individual in the community.

(c) Medical need for Community-Based Services will be determined by the
Department as follows:

(1) The adult applicant for paid services shall document the medical basis of his
or her need, and the Department will review all documentation submitted to deter-
mine its sufficiency. Medical data may include a statement from a medical doctor,
therapist or other appropriate health care professional stating that services are neces-
sary to allow the applicant to remain in the community. The incapacitated supervising
relative of a family shall also document medical need when applying for paid
services.

(2) The Department social worker shall assess the case to determine the impact
of the disability on the individual and/or the family, and how this directly affects
their ability to meet needs.

(3) A Department social worker shall determine whether services provided or
paid for by the Department can adequately meet the need.

(4) The Department may authorize Community-Based Services for families and
adults when the social worker’s assessment indicates that a need for services exists
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due to an individual’s disability, appropriate medical data confirms this assessment,
and fiscal information verifies that there is financial eligibility.

No service plan shall be established unless the client has a need which can
specifically be met by a Community-Based Service as defined in Section 17b-4 (a)-1.

If an applicant is eligible for or receiving comparable services from another
agency, such applicant shall be considered ineligible for the same Community-
Based Services through the Department.

(d) Income

(1) In determining an applicant’s eligibility, or a recipient’s continuing eligibility,
the following income of the applicant/recipient and any legally liable relative shall
be counted:

(A) All gross monthly earned income, based on the most recent 13 weeks, minus:

(i) Non-personal work expenses such as: union dues (if mandatory), tools, materi-
als, uniforms or other special protective clothing necessary for the job if they are
not furnished or paid for by the employer.

(i) Personal work expenses such as: withholding tax based upon the maximum
number of dependents to which the applicant is entitled, FICA, group life insurance,
health insurance, and a mandatory retirement plan.

(B) The gross monthly amount of all other income, including any cash assistance
from federal, state, or municipal assistance programs not otherwise excluded as
income by federal or state law, and including the gross amount of social security
benefits, minus any Medicare deductions.

(2) A person shall be eligible for services when earned and other income of his
or family as determined in accordance with this subsection and based on family
size, does not exceed Title XIX Medical Assistance levels for Region A as established
annually by the Department of Social Services (DSS).

(e) Spend Down:

(1) Applicants and recipients who have excess income shall be eligible if the
excess income is less than the authorized payment for Community Based Services,
and the excess income is applied to the cost of Community Based Services.

(2) Excess income which is already being applied to medical expenses for the
purpose of qualifying the applicant/recipient for Title XIX medical assistance shall
not be considered available for community based services.

(f) Assets

(1) Total assets of applicants and recipients and any legally liable relatives shall
be considered in determining eligibility with the exception of real property used as
the primary residence, any medical or remedial appliance or device, prepaid funerals
or a vehicle essential for transportation.

(2) Assets shall not have been disposed of or transferred for less than reasonable
consideration or fair value, or for the purposes of qualifying for services, within a
period of 30 months prior to the date of application.

(3) Total assets of applicants and recipients and any legally liable relatives minus
the exclusions set forth in subdivision (1) of this subsection shall not exceed the
asset limits established by the Department of Health and Human Services through
the Social Security Administration for the Supplemental Security Income Program.

(g) Grandfathered Cases:

(1) Recipients of Community-Based Services at the time that the legislation
transferred new intake to the State Department on Aging in 1990 were grandfathered
as are those clients who turned 60 between July 1, 1990 and June 30, 1991 and
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will continue to receive services provided that their need for Community-Based
Services continues to exist, and all the eligibility requirements other than age are met.

(2) Community-Based Services for Families and Adult recipients who were
receiving service payments in excess of $650.00 per month prior to July 1, 1984,
and who continue to satisfy the eligibility standards, shall not be subject to subsection
(d) of Section 17b-4 (a)-4, whicn establishes a maximum payment of $650.00
per month.

(Effective November 30, 1995)

Sec. 17b-4 (a)-3. Application and determination of eligibility

(a) An applicant is responsible for providing all social, medical, and financial
information necessary to establish eligibility. Staff assigned by the Commissioner
may assist applicants in completing applications.

(b) A determination of eligibility by the Department shall be made no later than
60 days following the receipt by the Department of the completed application. A
notice of action shall be mailed to the applicant.

(c) Staff assigned by the Commissioner, with the assistance of the applicant,
shall assess the applicant’s needs, determine what needs are unmet, and develop an
appropriate plan for Community-Based Services within established cost limits.

(d) Applicants and recipients shall report any changes in circumstances affecting
eligibility to the Department within 10 days.

(e) Program eligibility for paid and unpaid services shall be reviewed at least
once per year. Eligibility will be reviewed more frequently in cases where service
needs are of short term.

(Effective November 30, 1995)

Sec. 17b-4 (a)-4. Payments for services

(a) Community-Based Services for Families and Adults is not an entitlement
program. Payments for services shall be contingent upon the availability of funds.
The Commissioner may take whatever steps are necessary to ensure that expenditures
do not exceed the amount of funds available.

(b) Should the Department be unable to provide payments for services to all
current recipients due to a shortage of funds, the steps that the Department may
take include the following:

(1) Denial of new applications for Community-Based Services as well as the
denial of additional services for current recipients.

(2) A pro rata reduction in payments to all recipients until such time as sufficient
funds are available. Thirty days written notice shall be given to all recipients stating
that payment levels for Community-Based Services shall be reduced, the reasons
for the reduction, and the date such reductions shall take effect. Unless the recipient
believes that the calculation of the payment is incorrect, there shall be no appeal
for this decision.

(3) Highest priority for payment may be given to those individuals at immediate
risk of institutionalization, recipients who have emergency needs, and children in
need of temporary foster care.

(c) There shall be no payment for any Community-Based Services for Families
and Adults not authorized by the Commissioner or a designee, nor shall there be
payment for any such service incurred, or paid for, by the recipient prior to the date
of payment authorization.

The date of authorization is the effective date appearing on the authorization form.
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(d) The maximum payment, per recipient, for Community-Based Services shall
not exceed $650.00 per month.

(e) Payment will be authorized for the applicant or recipient if the expense is
not payable through third party coverage.

(f) Prior to a reduction or discontinuance of a Community-Based Service for
Families and Adults payment, a recipient shall be given ten days’ written notice of
such proposed change except in cases of reductions in accordance with subsection
(b) (2) of this Section. The notice shall advise the recipient of the change and his
right to a fair hearing in accordance with Sections 17-603 and 17-604 of the
Connecticut General Statutes.

(g) FICA, FUTA, UC Payments

Payments for Community-Based Services shall be for the gross amount of the
service payment as authorized by the Commissioner with no deductions for Social
Security (FICA), Federal Unemployment Tax (FUTA), or State Unemployment
Compensation (UC) payments.

The recipient of services shall be responsible for payment of the appropriate
amount of FICA, FUTA, and UC.

Responsibility for FICA, FUTA and UC accounts currently established and main-
tained by the Department, may be transferred to the recipient of services. No such
transfer shall be made until recipients are given reasonable notice of such change.

(Effective November 30, 1995)

Sec. 17b-4 (a)-5. Recovery of direct services overpayments

(a) Recipients, service providers, and service provider agencies are obligated to
reimburse the Department for any overpayment received whether directly, or on
behalf of a recipient.

(b) The Commissioner may waive recoupment of an overpayment up to the limit
of statutory authority pursuant to Connecticut General Statutes Section 3-7 if in his
judgment the imposition of recoupment measures would place the recipient at
significant risk of institutionalization, would place the recipient’s family in a crisis
situation or is not in the best interest of the State.

(c) Prior to the Department initiating any recoupment process, the recipient,
service provider, or service provider agency shall be notified of the amount of the
overpayment, the reason the overpayment occurred, the time period covered by the
overpayment, and the proposed method for recovering the overpayment.

(d) Method of Recoupment:

(1) The Department will attempt to recover overpayments from recipients, former
recipients, service providers, or service provider agencies by the lump-sum recoup-
ment method.

(2) If the individual who owes the overpayment is unable to make a lump sum
repayment, the Department will attempt to recover the money through the installment
recoupment method. Active recipients and providers may agree to the grant reduction
recoupment method in lieu of installment recoupment.

(3) In cases where the individual who owes the overpayment fails or refuses to
make a lump sum payment, sign an installment agreement, or comply with the
provisions of an installment agreement, the Department may invoke the grant reduc-
tion recoupment method by reducing each subsequent payment made to or on behalf
of a recipient by up to 25% of the total amount owed until such overpayment
is recovered.



Sec. 17b-4 (a) page 9 (4-96)
Department of Social Services § 17b-4 (a)-6

(4) Service provider agencies that fail or refuse to repay overpayments may have
the amount which is owed recouped from any other payments to which they are
entitled on behalf of any other client.

(5) When there is failure to agree to an appropriate repayment plan, the Commis-
sioner shall take whatever action he deems appropriate to recover such overpayment.

(Effective November 30, 1995)

Sec. 17b-4 (a)-6. Fair hearings

A person aggrieved by any action or inaction of the Department may request a
fair hearing in accordance with Connecticut General Statutes Sections 17-603 and
17-604 as same may be amended. The Department of Social Services’ fair hearing
procedures are governed by applicable provisions of the Uniform Administrative
Procedure Act and the Department’s separate fair hearing regulations.

(Effective November 30, 1995)
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Uniform Policy Manual

Sec. 17b-10-1. Uniform policy manual

Pursuant to section 17b-10 of the Connecticut General Statutes, the Department
of Social Services has prepared, and routinely updates, a state eligibility Policy
Manual containing all departmental policy regulations and substantive procedures
which affect the rights or procedures available to the public. In particular, the Policy
Manual outlines the policies and procedures used by the department to implement
and enforce federal and state laws for all of the programs which it administers.

The Policy Manual was adopted pursuant to the applicable provisions of the
Uniform Administrative Procedure Act and any amendment to, or repeal of, the
regulatory provisions contained therein would also be subject to UAPA procedural
requirements. However, in accordance with Conn. Gen. Stat. 4-173 (c), the full text
will not be published herein. Instead, the following list of sections from the Table
of Contents for the Policy Manual has been reproduced in order to assist persons
interested in seeking further information with respect to the regulations:

Rights and Responsibilities 1000
The Eligibility Process 1500
Assistance Unit Composition 2000
Categorical Eligibility Requirements 2500
Technical Eligibility Requirements 3000
Procedural Eligibility Requirements 3500
Treatment of Assets 4000
Standards of Assistance 4500
Treatment of Income 5000
Income Eligibility 5500
Calculation of Benefits 6000
Benefits Issuance 6500
Benefit Error 7000
Recovery 7500
Special Programs 8000
Special Benefits 9000

A copy of the Policy Manual is available at the Connecticut Department of Social
Services, Office of Legal Affairs, 25 Sigourney Street, Hartford, CT 06106.

(Effective December 21, 1990, amended May 27, 1992, June 23, 1992, July 29, 1992, August 26,
1992, October 6, 1992, October 27, 1992, February 8, 1993, March 3, 1993, March 25, 1993, May 10,
1993, July 7, 1993, July 20, 1993, July 27, 1993, August 23, 1993, October 26, 1993, November 22,
1993, December 29, 1993, February 1, 1994, February 22, 1994, March 23, 1994, April 26, 1994, May
23, 1994, June 28, 1994, September 28, 1994, October 25, 1994, March 23, 1995, April 26, 1995, May
18, 1995, August 21, 1995, October 25, 1995, transferred from § 17-3f-1, January 31, 1996, amended
March 29, 1996, July 24, 1996, April 1, 1997, September 4, 1997, October 7, 1997, December 24, 1997,
February 4, 1998, May 8, 1998, February 9, 1999, September 23, 1999, October 8, 1999, February 9,
2000, June 6, 2000, November 7, 2000, February 13, 2001, November 5, 2001, November 7, 2001,
December 10, 2001, January 3, 2002, January 4, 2002, February 7, 2002, May 6, 2002, September 17,
2002, November 6, 2002, February 11, 2003, March 11, 2003, March 14, 2003, June 11, 2003, July 29,
2003, September 10, 2003, December 10, 2003, February 10, 2004, March 4, 2004, March 31, 2004,
May 24, 2004, July 9, 2004, August 19, 2004, August 23, 2004, August 26, 2004, September 8, 2004,
September 9, 2004, October 14, 2004, November 9, 2004, December 14, 2004, February 8, 2005, February
9, 2005, March 3, 2005, April 4, 2005, May 2, 2005, May 26, 2005, June 8, 2005, June 13, 2005, July
15, 2005, July 21, 2005, August 9, 2005, August 11, 2005, August 31, 2005, September 1, 2005,
September 9, 2005, September 14, 2005, October 12, 2005, November 9, 2005, December 7, 2005,
January 5, 2006, March 9, 2006, April 10, 2006, May 9, 2006, June 14, 2006, July 11, 2006, August
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3, 2006, August 7, 2006, August 23, 2006, October 5, 2006, December 6, 2006, December 15, 2006,
February 7, 2007, March 7, 2007, June 4, 2007, August 6, 2007, October 11, 2007, December 28, 2007,
January 31, 2008, April 7, 2008, July 7, 2008, July 29, 2008, July 31, 2008, September 4, 2008, October
9, 2008, December 5, 2008, January 7, 2009, February 11, 2009, April 8, 2009, August 12, 2009,
September 4, 2009, November 9, 2009, May 10, 2010, June 1, 2010, July 6, 2010, October 8, 2010,
November 5, 2010, March 3, 2011, March 31, 2011, June 8, 2011, July 11, 2011)
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Hospital-based Acknowledgment of Paternity

Sec. 17b-27-1. Definitions

As used in sections 17b-27-1 through 17b-27-7, inclusive:

(1) “*‘Acknowledgment of paternity’” means the form prescribed by the Department
of Public Health for the purpose of establishing the legal paternity of a child
born to unmarried parents, as provided in subsection (a) of section 46b-172 of
the Connecticut General Statutes. The acknowledgment of paternity includes the
affirmation of paternity, the waiver, and the notice of rights and responsibilities.

(2) “‘Affirmation of paternity’’ means the signed and sworn portion of the
acknowledgment of paternity in which the mother names the biological father of
her child and consents to such acknowledgment of paternity.

(3) “‘Birthing institution’” means a hospital that has an obstetric care unit or
provides obstetric services, or a birthing center associated with a hospital.

(4) “‘Commissioner’’ means the commissioner of the Department of Social Ser-
vices, a designee, or authorized representative.

(5) ““Department’” means the Department of Social Services or any bureau,
division, or agency of the Department of Social Services.

(6) ““Notice of rights and responsibilities’” means the portion of the acknowledg-
ment of paternity that contains the written notice to the mother and the putative father
of the alternatives to, the legal consequences of, and the rights and responsibilities
that arise from signing such acknowledgment, including the right to rescind the
acknowledgment, as required by subdivision (a) (1) of Section 46b-172 of the
Connecticut General Statutes.

(7) “‘Protocol’”’ means the standards and procedures established by a birthing
institution to comply with Sections 17b-27-1 to 17b-27-7, inclusive, of the Regula-
tions of Connecticut State Agencies.

(8) ““Waiver’’ means the portion of the acknowledgment of paternity that is signed
and sworn to by the putative father wherein such father voluntarily acknowledges that
he is the biological father of the child, accepts the obligation to support such child,
and waives his rights to a trial, a lawyer to represent him, and a genetic test to

determine paternity.
(Effective August 21, 1995; amended June 8, 1998)

Sec. 17b-27-2. Protocol requirement

(a) In general

Each birthing institution shall develop and follow a protocol for the voluntary
acknowledgment of paternity during the period immediately before or after the birth
of a child to an unmarried woman in such institution.

(b) Submittal

The protocol developed under subsection (a) of this section shall be in writing and
submitted to the commissioner. An amended protocol document shall be submitted no
later than 60 days after the adoption of a significant change to an existing protocol.

(c) Required components

The written protocol submitted in accordance with subsection (b) of this section
shall specify, at a minimum, how, when, and by whom each of the following services
shall be provided:

(1) distribution of the informational materials specified in section 17b-27-3 of
the Regulations of Connecticut State Agencies to the mother and the putative father;

(2) provision of the forms and notices specified in section 17b-27-4 of the Regula-
tions of Connecticut State Agencies to the mother and the putative father;
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(3) consultation regarding paternity establishment as required by section 17b-27-
5 of the Regulations of Connecticut State Agencies;

(4) provision of an opportunity for the mother and the father to sign an acknowledg-
ment of paternity, as provided in section 17b-27-6 of the Regulations of Connecticut
State Agencies, in the birthing institution in the presence of a notary public; and

(5) forwarding of the completed acknowledgment of paternity to the paternity
registry, as provided in section 17b-27-7 of the Regulations of Connecticut State
Agencies.

(Effective August 21, 1995; amended June 8, 1998)

Sec. 17b-27-3. Informational materials

The birthing institution shall distribute to both the mother and the putative father,
if he is present in such institution, written informational materials about paternity
establishment. Such materials shall include, but not be limited to, those developed
by the department and provided to such birthing institutions specifically for the
operation of the hospital-based acknowledgment of paternity program. The depart-
ment shall provide such informational materials to any birthing institution upon

request.
(Effective August 21, 1995; amended June 8, 1998)

Sec. 17b-27-4. Forms and notices

The birthing institution shall provide to both the mother and the putative father,
if he is present in such institution, the forms and notices necessary to voluntarily
affirm and acknowledge paternity, respectively. The department shall provide such
forms and notices to any birthing institution upon request. All of the required forms
and notices are included in the acknowledgment of paternity form prescribed by
the Department of Public Health pursuant to subdivision (a) (3) of Section 46b-172

of the Connecticut General Statutes.
(Effective August 21, 1995; amended June 8, 1998)

Sec. 17b-27-5. Consultation

The birthing institution shall provide to both the mother and the putative father,
if he is present in such institution, the opportunity to speak with staff, either by
telephone or in person, who are trained to clarify information and answer questions
about paternity establishment.

(Effective August 21, 1995; amended June 8, 1998)

Sec. 17b-27-6. Affirmation and acknowledgment opportunity

(a) In general

The requirements of this section shall be satisfied if the birthing institution provides
the required services, including notarization, prior to the mother’s discharge, if
practicable, or, if not practicable, within 10 calendar days thereafter.

(b) Affirmation procedure

The birthing institution shall provide to each unmarried mother the opportunity
to voluntarily sign an affirmation of paternity in such institution. The birthing
institution shall provide an oral and written notice of rights and responsibilities to
the mother before the mother signs an affirmation of paternity. The mother’s sworn
signature on the affirmation of paternity shall be sufficient to ensure that she is
informed, competent to understand and agree to an affirmation of paternity, and
that such affirmation is voluntary and free from coercion.

(c) Acknowledgment procedure
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The birthing institution shall provide to each putative father the opportunity to
voluntarily sign an acknowledgment of paternity in such institution. The birthing
institution shall provide an oral and written notice of rights and responsibilities to
such father before the father signs an acknowledgment of paternity. The father’s
sworn signature on the waiver shall be sufficient to ensure that he is informed,
competent to understand and agree to an acknowledgment of paternity, and that
such acknowledgment is voluntary and free from coercion.

(Effective August 21, 1995; amended June 8, 1998, May 24, 2004)

Sec. 17b-27-7. Filing

The birthing institution shall promptly forward the acknowledgment of paternity
completed in accordance with section 17b-27-6 of the Regulations of Connecticut
State Agencies to the paternity registry established and maintained by the Department
of Public Health in accordance with section 19a-42a of the Connecticut General
Statutes.

(Effective August 21, 1995; amended June 8, 1998, July 10, 2000)

Sec. 17b-27-8.
Repealed, June 8, 1998.






Sec. 17b-78 page 1 (6-98)

Department of Social Services

TABLE OF CONTENTS

The General Assistance Policy Manual

The general assistance policy manual . . . . . . . ... ... ..... 17b-78-44






Sec. 17b-78 page 3 (6-98)
Department of Social Services § 17b-78-44

The General Assistance Policy Manual

The provisions of Section 17b-78-44, which implements Public Act 97-2 of the
June 18th Special Session, shall include Sections 17b-78-11 through 17b-78-43 of the
Regulations of Connecticut State Agencies (the General Assistance Policy Manual).

For purposes of clarity, this Section shall incorporate the provisions of Public
Acts 95-194, 95-351, 96-209 and 96-268. Except as specifically noted in the text
of this Section, all towns are required to administer the General Assistance program
in accordance with regulations enacted herein as Section 17b-78-44.

Sec. 17b-78-44. The general assistance policy manual

The text of these regulations will not be published herein in accordance with the
provisions of Section 4-173 of the Connecticut General Statutes. Copies of this
regulation are available at the Department of Social Services. Interested members
of the public may obtain a copy by writing to the General Assistance Unit, Depart-
ment of Social Services, 25 Sigourney St., Hartford, CT 06106. Telephone (860)
424-5382 or toll free 1-800-842-2159.

(Transferred and amended February 10, 1998)
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Requirements for Providing Financial Incentive for
the Reporting of Vendor Fraud

Requirements for Payment for Reporting Vendor Fraud
Scope

Sections 17b-102-01 to 17b-102-04, inclusive, set forth the Department of Social
Services requirements for providing a financial incentive for the reporting of vendor
fraud in any program under the jurisdiction of the Department of Social Services.

Sec. 17b-102-01. Definitions

For the purposes of sections 17b-102-01 to 17b-102-04, inclusive, the following
definitions shall apply:

(1) ““Commissioner’”” means the chief executive officer of the department
appointed pursuant to subsection (a) of section 17b-1 of the general statutes.

(2) “‘Department’” means the Department of Social Services or its agent.

(3) ““Fraud’’ means, with intent to defraud the department or a program under
the jurisdiction of the department by:

(A) presenting for payment any false claim for goods or services performed;

(B) or accepting payment for goods or services performed, which exceeds either
the amounts due for goods or services performed, or the amounts authorized by law
for the cost of such goods or services;

(C) or soliciting to perform services for or sell goods to any beneficiary, knowing
that such beneficiary is not in need of such goods or services;

(D) or selling goods to or performing services for any beneficiary without prior
authorization by the department, when prior authorization is required by said depart-
ment for the buying of such goods or the performance of any service;

(E) or accepting from any person or source other than the state an additional
compensation in excess of the amount authorized by law.

(4) ““Vendor’’ means the definition contained in section 17-83k-1 of the Regula-

tions of Connecticut State Agencies.
(Adopted effective April 2, 1998)

Sec. 17b-102-02. Eligibility

Payment of a financial incentive shall be provided to any person reporting vendor
fraud in connection with any program under the jurisdiction of the department
subject to the payment conditions and limitations which apply to this financial
incentive pursuant to section 17b-102 of the general statutes and section 17b-102-

01 to 17b-102-04, inclusive, of the Regulations of Connecticut State Agencies.
(Adopted effective April 2, 1998)

Sec. 17b-102-03. Payment

(a) The commissioner shall be the sole determiner of whether the person is entitled
to the financial incentive.

(b) The payment shall not exceed 15% of the amounts recovered by the state that
are directly attributed to the person’s report.

(c) The commissioner shall be the sole determiner of the amount of the incentive.
(Adopted effective April 2, 1998)

Sec. 17b-102-04. Payment limitations

(a) The department shall pay a financial incentive when:

(1) the person reporting has not materially participated in or benefited from any
of the fraudulent activity being reported; and
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(2) a direct correlation exists between the information reported and amounts
recovered by the state as a result of such report; and

(3) the person reporting submits a claim for the financial incentive, in writing,
on a form specified by the department and files it within six months from the date
of when the vendor fraud was first reported;

(b) The department shall not pay a financial incentive when:

(1) the person reporting requests anonymity; or

(2) a claim is made regarding a case where the department or other state or federal
agency has initiated an audit, investigation or similar proceedings prior to the person
reporting the fraud; or

(3) the person reporting or a member of his immediate family is employed in a
job which requires auditing, investigation or enforcement involving the programs

under the jurisdiction of the department.
(Adopted effective April 2, 1998)
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Safety Net Services Account

Sec. 17b-112f-1. Safety net services account. Regulations

(a) All moneys deposited in the Safety net services account shall be used to
provide assistance to individuals receiving Safety net services pursuant to Section
17b-112e of the Connecticut General Statutes.

(b) All moneys deposited in the Safety net services account shall be used for the
following purposes:

(1) Payment for food, shelter, clothing and employment assistance to individuals
receiving Safety net services;

(2) Payment for eviction prevention;

(3) Payment for the purposes specified in subdivisions (3) and (4) of subsection
(b) of Section 17b-112e of the Connecticut General Statutes, to the extent funds
are available.

(c) There shall be no direct cash payments made to individuals enrolled in
Safety net.

(d) Payments shall be made either through vendor or voucher payment.
(Adopted effective January 5, 2001)
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Title IV-D Child Support Enforcement Program

Sec. 17b-179(a)-1. Definitions for the Title IV-D program

As used in sections 17b-179(a)-1 through 17b-179(a)-4, inclusive; 17b-179(b)-
1; 17b-179(b)-2; 17b-179(f)-1; 17b-179(i)-1; 17b-179(m)-1 through 17b-179(m)-
13, inclusive; 52-362d-1 through 52-362d-5, inclusive; and 52-362e-1 through 52-
362e-3, inclusive:

(1) ““AGO”’ means the Connecticut Attorney General’s office, or any assistant
attorney general within such office who is responsible for performing any IV-D
function in accordance with the cooperative agreement between the department and
such office.

(2) “‘Assistance case’’ means one in which the recipient of IV-D services is
receiving benefits under the TFA or foster care programs, or the federal waiver
granted under section 1115 of the Social Security Act.

(3) ““BCSE’”’ means the Bureau of Child Support Enforcement established within
the department by section 17b-179 of the Connecticut General Statutes as the IV-
D agency for the State of Connecticut.

(4) ““Case record’’” means the automated and paper files of BCSE and its cooperat-
ing agencies relating to a particular child support enforcement case, which shall
include all information and documents pertaining to the case, as well as all relevant
facts, dates, actions taken, contacts made, and results in the case.

(5) ““CCSES’”’ means the Connecticut Child Support Enforcement System, the
automated system used by BCSE and its cooperating agencies to collect and distribute
child support and maintain related records.

(6) ‘‘Commissioner’’ means the commissioner of the Department of Social Ser-
vices, a designee, or authorized representative.

(7) “‘Cooperating agency’’ means any Connecticut state agency under cooperative
or purchase of service agreement with BCSE to provide IV-D services or perform
IV-D functions as specified in federal or state statutes or regulations.

(8) ““Custodial party’” means the individual who has physical custody of a child, or,
in foster care cases, the Commissioner of the Department of Children and Families.

(9) “‘Department’’ means the Department of Social Services or any bureau,
division, or agency of the Department of Social Services.

(10) “‘FPLS’’ means the Federal Parent Locator Service operated by OCSE.

(11) ““IV-D*> means the child support enforcement program mandated by Title
IV-D of the federal Social Security Act and implementing OCSE regulations, as
implemented in Connecticut under section 17b-179 of the Connecticut General
Statutes and related statutes and regulations.

(12) ““IV-D agency’’ means the single and separate organizational unit within
state government that has the responsibility for administering or supervising the
administration of the IV-D state plan.

(13) “‘Location’” means information concerning the physical whereabouts of the
noncustodial parent, the noncustodial parent’s employer(s), and other sources of
income or assets, as appropriate, which is sufficient and necessary to take the next
appropriate action in a case.

(14) ““Non-assistance case’’ means one in which the recipient of IV-D services
applied for such services, is a Medicaid recipient, or is receiving continuation of
services following discontinuance of an assistance or Medicaid case.

(15) ““Noncustodial parent’” means the parent who does not have physical custody
of the child receiving IV-D services.
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(16) ““OCSE”’ means the federal Office of Child Support Enforcement within
the Department of Health and Human Services, Administration for Children and
Families.

(17) ““SED’’ means the Support Enforcement Division within the Connecticut
Judicial Branch, an agency under cooperative agreement with BCSE to assist in
administering the IV-D program for the State of Connecticut.

(18) ““SPLS’’ means the State Parent Locator Service operated by BCSE.

(19) ““Support order’” means a judgment, decree, or order, whether temporary,
final, or subject to modification, issued by a court or an administrative agency of
competent jurisdiction, for the support and maintenance of a child, including a child
who has attained the age of majority under the law of the issuing state, or of the
parent with whom the child is living, which provides for monetary support, health
care, arrearages, or reimbursement, and which may include related costs and fees,
interest and penalties, income withholding, attorneys’ fees, and other relief.

(20) ““TFA’’ means the Temporary Family Assistance program established under
section 17b-112 of the Connecticut General Statutes.

(21) ““UIFSA’’ means the Uniform Interstate Family Support Act, model legisla-
tion approved and recommended for enactment in all the states by the National
Conference of Commissioners on Uniform State Laws and adopted in Connecticut
as sections 46b-212 to 46b-213v, inclusive, of the Connecticut General Statutes.

(Effective July 31, 1995; amended June 8, 1998, July 10, 2000)

Sec. 17b-179(a)-2. Publication of names of delinquent obligors

(a) Definitions

The definitions in sections 17b-179(a)-1 and 52-362d-1 of the Regulations of
Connecticut State Agencies shall apply to this section.

(b) Developing a pre-publication list

The department may develop a pre-publication list consisting of randomly selected
obligors whose cases meet the following criteria.

(1) IV-D case

The obligor’s case is subject to the Title IV-D state plan.

(2) Court order

The obligor’s overdue support accrued under a court order to pay current and/or
past-due support

(3) CCSES obligation

The IV-D obligation has been monitored through CCSES for at least 180 days
prior to development of the pre-publication list.

(4) Duration of non-payment

The obligor made no payments on any CCSES obligations within 180 days
immediately preceding the development of the pre-publication list. For the purpose
of this subdivision, collections received as a result of any of the following actions
shall not be considered as payments made by the obligor:

(A) release of a lien on the obligor’s property in accordance with section 52-
362d-2 of the Regulations of Connecticut State Agencies;

(B) withholding of an obligor’s lottery winnings in accordance with section 52-
362d-4 of the Regulations of Connecticut State Agencies;

(C) seizure of financial assets in accordance with section 52-362d-5 of the Regula-
tions of Connecticut State Agencies;

(D) withholding of an obligor’s federal income tax refund in accordance with
section 52-362e-2 of the Regulations of Connecticut State Agencies; or
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(E) withholding of an obligor’s state income tax refund in accordance with section
52-362e-3 of the Regulations of Connecticut State Agencies.

(5) Overdue support amount

The obligor’s total overdue support on all CCSES obligations for a single case
is at least $5,000.

(6) Custodial party’s address

The custodial party’s address, according to CCSES records, is known and valid.

(c) Obtaining the custodial party’s consent

The name of the delinquent obligor shall not be publicized without the signed
written consent of the custodial party. BCSE shall use the following procedures to
obtain the custodial party’s consent.

(1) Identify custodial parties

BCSE shall identify the custodial parties associated with the obligors included
on the pre-publication list developed in accordance with subsection (b) of this section.

(2) Mail consent request

BCSE shall prepare and mail to the custodial parties identified in subdivision (1)
of this subsection a letter requesting such parties’ consent to publication of the name
of the delinquent obligor. The letter shall:

(A) cite the regulatory authority governing the proposed publicity;

(B) state the department’s intent to publicize the obligor’s name and other informa-
tion, as provided in subdivision (g) (1) of this section, provided all requirements of
this section are met, including the department’s receipt within 30 days of a signed
custodial party consent document;

(C) identify the delinquent obligor, the information the department intends to
publicize, and the method or methods of publication that may be used;

(D) state the overdue support amount and the date of last payment;

(E) request the custodial party’s consent to such publicity, and explain that the
custodial party is not required to provide such consent as a condition of receiving
IV-D services, and that the granting of consent does not ensure publication;

(F) explain the conditions under which consent may be withdrawn; and

(G) request a recent photograph of the obligor, if available, and a physical
description of the obligor, if the custodial party consents to the proposed publicity.

(3) Consent documentation

The request for consent letter shall be accompanied by a consent document and
a self-addressed return envelope. If a signed consent document is not received within
30 days of the request, BCSE shall delete the obligor from the pre-publication list.

(4) Withdrawal of consent

The custodial party may withdraw consent in writing at any time. If consent is
withdrawn within 60 days of the signing of the consent document, BCSE shall
exclude the obligor’s name from the publication list. If consent is withdrawn later
than 60 days after the signing of the consent document, BCSE shall exclude or
delete the obligor’s name from the publication list, or cease publicizing the obligor’s
name, only if administratively feasible.

(d) Notifying obligors

The department shall notify the obligor of the proposed publication and provide
an opportunity for the obligor to challenge such publication at a fair hearing held
by the department. BCSE shall use the following procedures to notify the obligor.

(1) Compile notice list

BCSE shall compile a notice list of the delinquent obligors with respect to whom
the department has received the consent of the custodial party pursuant to subsection
(c) of this section.
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(2) Mail notice

BCSE shall prepare and mail to the delinquent obligors identified in subdivision
(1) of this subsection, at their last known address as reflected in the department’s
records, a notice of intent to publicize the obligor’s name. The notice shall:

(A) state the regulatory authority governing the proposed publicity;

(B) state the department’s intent to publicize the obligor’s name and other informa-
tion, as provided in subdivision (g) (1) of this section;

(C) state the overdue support amount and the date of last payment;

(D) list the defenses available to the obligor to challenge the proposed action, as
specified in subsection (e) of this section; and

(E) inform the obligor of the method and timeframe for requesting a fair hearing.

(e) Providing a fair hearing

The department shall provide a fair hearing, in accordance with section 17b-60
of the Connecticut General Statutes, to any obligor who challenges the publication
of his name under this section, provided the request is made within 60 days of the
mailing date of the notice of intent in accordance with subsection (d) of this section.
The obligor’s available defenses shall include, but not be limited to, the following:

(1) Mistaken identity

The obligor is not the individual identified by the department as a non-payer of
child support.

(2) No court order

There is no child support order against the alleged obligor.

(3) Overdue support less than $5,000

The obligor’s total overdue support on the case is less than $5,000 on the date
of the notice issued under subsection (d) of this section.

(4) Inability to pay

During the 180 days of non-payment monitored by CCSES and used as the basis
for development of the pre-publication list, the obligor was unable to pay any amount
on the court order(s) for any of the following reasons:

(A) The obligor was receiving a federal, state, or local public assistance grant.

(B) The obligor was disabled as defined in section 2530.05 of the department’s
Uniform Policy Manual, or incapacitated as defined in section 8530.10 of the
department’s Uniform Policy Manual.

(C) The obligor was incarcerated.

(D) The obligor was institutionalized.

(E) The income of the obligor was such that application of the child support
guidelines, section 46b-215a-2 of the Regulations of Connecticut State Agencies,
would have resulted in a recommended support amount of zero.

(f) Compiling the publication list

BCSE may compile a publication list which shall be based on the following criteria:

(1) Fair hearing opportunity

The list shall be limited to those obligors who fail to request a fair hearing within
60 days after the mailing date of the notice of intent or who receive an adverse
fair hearing decision and fail to appeal such decision to the superior court in a
timely manner.

(2) Obligor not receiving assistance

The list shall be limited to obligors who are not current recipients of public
assistance from the State of Connecticut or public assistance from the town of the
obligor’s residence in this state, if known.

(3) Custodial party’s request
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The department may consider, in the compilation of any initial or amended
publication list, the custodial party’s request to publicize the name of an obligor
who is the noncustodial parent in his or her IV-D case provided:

(A) the obligor’s name was included on the pre-publication list developed in
accordance with subsection (b) of this section or otherwise selected by the department
on the basis of non-payment of child support, and

(B) all requirements other than those included in subsection (b) of this section
are met.

(g) Publicizing names

Publicizing the names of the obligors included on the publication list compiled
in accordance with subsection (f) of this section may proceed as follows:

(1) Data publicized

The data to be publicized shall include, but not be limited to, the following:

(A) the obligor’s name and date of birth;

(B) the obligor’s town of residence, and street address, if known;

(C) the total amount of overdue support as of a date certain; and

(D) the date of last payment.

The department may, in its discretion, also publicize the obligor’s photograph
and physical description.

(2) Publication methods

The department may use any publication methods, subject to available appropria-
tions. The methods may include, but shall not be limited to, the following:

(A) news releases and advertisements;

(B) radio and television public service announcements;

(C) utility and cable television bill inserts;

(D) billboards;

(E) posters;

(F) transit advertising;

(G) radio and television public affairs shows; and

(H) other state IV-D agencies.

(Effective August 3, 1995; amended June 8, 1998)

Sec. 17b-179(a)-3. Recovery of misapplied child support payments

(a) Definitions

(1) The definitions of ‘‘BCSE’’, ‘“CCSES’’, “‘cooperating agency’’, ‘‘custodial
party’’, ‘‘department’’, ‘‘IV-D’’, ‘‘non-assistance case’’, and ‘‘SED’’ in section
17b-179(a)-1 of the Regulations of Connecticut State Agencies and the definitions
of ‘“fair hearing’’, ‘‘obligor’’, and ‘‘past-due support’’ in section 52-362d-1 of the
Regulations of Connecticut State Agencies shall apply to this section.

(2) As used in this section:

(A) ““Child support collection’” means child and spousal support received from
an obligor by BCSE, SED, or the state disbursement unit, as defined in subdivision
(a)(3) of section 17b-179(m)-6 of the Regulations of Connecticut State Agencies,
pursuant to operation of the IV-D program or the state disbursement unit.

(B) ‘“Misapplied payment’” means a child support collection or refund posted to
the account of the wrong obligor or obligee, or the amount of which exceeds that
due the obligor or obligee.

(C) ““Misapplied payment recipient’” means the custodial party in a non-assistance
IV-D case or a case in which payments are directed to the state disbursement unit
pursuant to subsection (p) of section 52-362 of the Connecticut General Statutes,
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to whose account a misapplied payment has been posted or an obligor who has
received a misapplied payment in the form of a refund.

(D) ‘“‘Repayment agreement’’ means a document signed by the misapplied pay-
ment recipient which shall state the amount of the misapplied payment, the repayment
schedule established in accordance with subdivision (d)(2) of this section, and a
statement that failure to abide by such schedule shall result in the establishment of
a wrong account posting.

(E) ““Wrong account posting’’ means a CCSES entry that results in the automatic
interception of all or a part of any future child support collections made in behalf
of the misapplied payment recipient for the purpose of repayment of such misap-
plied payment.

(b) Notice of misapplied payment

BCSE shall provide written notice to the misapplied payment recipient which
notice shall contain, at a minimum, the following information:

(1) the alleged amount of the misapplied payment;

(2) a demand for repayment;

(3) a description of the available methods for repayment;

(4) a statement of the department’s intent to establish a wrong account posting
or make a referral to the Department of Administrative Services if such recipient
fails or refuses to cooperate in the voluntary repayment of the misapplied payment;

(5) a statement of such recipient’s right to request a fair hearing, and the method
and timeframe for doing so; and

(6) a list of possible reasons for requesting a fair hearing.

(c) Right to a fair hearing

An individual who receives notice of a misapplied payment shall have the right
to a fair hearing. Reasons for requesting a hearing, and defenses which may be
raised at a hearing, include, but are not limited to, the following:

(1) the individual who received the notice is not the person identified as having
received the misapplied payment;

(2) the alleged amount of the misapplied payment is incorrect; and

(3) the misapplied payment was not received.

(d) Recovery methods

BCSE, a cooperating agency, or the State Disbursement Unit shall attempt to
recover a misapplied payment from the misapplied payment recipient using the
methods described in this subsection.

(1) Lump sum recovery

Recovery by lump sum repayment equal to the full amount of the misapplied
payment shall be attempted first.

(2) Repayment agreement

(A) In general

If the misapplied payment recipient fails or refuses to repay the full amount of
such payment in one lump sum, such recipient shall be given an opportunity to
sign a repayment agreement. Such repayment agreement shall specify either the
establishment of a wrong account posting or regular installment payments in the
amount specified in subparagraph (B) in this subdivision.

(B) Amount

The amount of the installment payments shall be not less than three percent (3%)
but not more than ten percent (10%) of the sum of the amounts described in
subparagraphs (B) (i) and (B) (ii) of this subdivision. The following factors shall
be considered in determining the appropriate percentage: the total liquid assets
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available to the misapplied payment recipient, shelter costs relative to such recipient’s
household income, unreimbursable medical expenses, and support or alimony pay-
ments regularly made by such recipient.

(i) The first amount is ‘‘net income’’ as defined in subdivision (15) of section
46b-215a-1 of the Regulations of Connecticut State Agencies.

(i) The second amount is the average periodic payment, as determined over the
preceding thirteen week or three month period, of any current or past-due child
support received by the misapplied payment recipient.

(C) Exception

The installment payment may exceed the amounts specified in subparagraph (B)
of this subdivision at the sole option of the misapplied payment recipient.

(3) Wrong account posting

BCSE shall establish a wrong account posting pursuant to the terms of a repayment
agreement or in the case of any individual who fails to respond to the notice of
misapplied payment, or fails or refuses to abide by the terms of a repayment
agreement. The wrong account posting shall be established no earlier than 60 days
after the mailing date of the notice of misapplied payment.

(4) Referral to the Department of Administrative Services

(A) Agreement and purpose

Referral under this subdivision shall be made to the Department of Administrative
Services, Collection Services Business Center, for the purpose of debt collection
or Governor’s cancellation, as appropriate, provided an agreement is reached in
accordance with subdivision (a) (4) of section 4a-12 of the Connecticut General
Statutes.

(B) Referral criteria

Cases referred under this subdivision shall be limited to those in which the
misapplied payment recipient has failed or refused to repay the misapplied payment
and in whose case either (i) or (ii) applies:

(1) No payments have been applied to the wrong account posting for a period of
at least six months.

(i) The establishment of a wrong account posting is inappropriate.

(Effective November 27, 1996; amended June 8, 1998, May 24, 2004)

Sec. 17b-179(a)-4. Cooperation with the child support program

(a) Definitions

(1) The definitions of ‘““‘BCSE’’, ‘‘cooperating agency’’, ‘‘department’’, and *‘IV-
D agency’’ in section 17b-179(a)-1 of the Regulations of Connecticut State Agencies
shall apply to this section.

(2) As used in this section:

(A) ““Child”’ means one for whom TFA, Medicaid, SAGA or child care assistance
has been applied or received;

(B) ““Child care assistance’’” means a subsidy for child care expenses authorized
under the child care assistance program in accordance with sections 17b-749-01 to
17b-749-23, inclusive, of the Regulations of Connecticut State Agencies;

(C) ““Client’” means an applicant or recipient of TFA, Medicaid, SAGA or child
care assistance;

(D) ““Medicaid’’ means the medical assistance program funded under Title XIX
of the Social Security Act;

(E) ““SAGA’’ means the State Administered General Assistance program estab-
lished under section 17b-111 of the Connecticut General Statutes; and



Sec. 17b-179(a) page 10 (11-04)
§ 17b-179(a)-4 Department of Social Services

(F) ““TFA’’ means the Temporary Family Assistance program for cash assistance
to families funded under the Temporary Assistance to Needy Families block grant.

(b) Cooperation requirements

(1) In general

Except as provided in subsection (c) of this section, each client shall be required
to cooperate in good faith with the department in the following efforts on behalf
of each child for whom assistance is applied or received:

(A) locating the child’s noncustodial parent;

(B) establishing the child’s legal paternity;

(C) establishing, modifying, or enforcing a monetary support order; and

(D) establishing, modifying, or enforcing a medical support order.

Cooperation for the purposes of this section shall include the activities described
in subdivisions (2) through (5) of this subsection.

(2) Providing information

The activity required under this subdivision is providing the department with
information with respect to the noncustodial parent of each child. The purpose of
gathering this information is to enable the department to confirm the identity of the
noncustodial parent and to locate such parent for service of process. The minimum
information required is described in the following subparagraphs.

(A) Name

The first or given name and the last or surname of the noncustodial parent shall
be required.

(B) Social security number

The information required under this subparagraph is the social security number
of the noncustodial parent, if available. If unavailable, the client shall provide either
the information required under subparagraph (C) or the information required under
two of the subparagraphs (D) to (I), inclusive of this subdivision.

(C) Current or former employer

The information required under this subparagraph is the name and location of a
current or former employer of the noncustodial parent. Such information shall be
provided with sufficient specificity to enable the department to contact the employer
by mail or telephone.

(D) Date and place of birth

The information required under this subparagraph is the exact date and the town
and state or foreign country of the birth of the noncustodial parent. If such information
is not provided, an approximate age and all of the information listed in one of the
following items (i)-(iii) may be substituted.

(1) mother’s and father’s full names and, if still living, their address(es),

(i) make, model, and approximate year of any motor vehicle owned, or

(iii) license plate number of any motor vehicle owned.

(E) Schools attended

The information required under this subparagraph is the name, the town, and the
state of any secondary or postsecondary educational institution attended by the
noncustodial parent and the year or years of attendance.

(F) Trade or profession

The information required under this subparagraph is all of the information speci-
fied in at least one of the following items (i)-(ii):

(1) the name and location or telephone number of any union or trade association
of which the noncustodial parent is currently or was within the last five years a
member, or
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(i1) the name of any licensed profession or occupation in which the noncustodial
parent is currently or was within the last five years engaged, and the jurisdiction
in which the noncustodial parent is currently or was within the last five years licensed.

(G) Arrest or incarceration

The information required under this subparagraph is all of the information speci-
fied in at least one of the following items (i)-(ii):

(1) the approximate date and the town and state of any arrest of the noncustodial
parent within the last five years, or

(ii) the approximate dates and the name and state of the correctional institution
in which the noncustodial parent was incarcerated within the last five years.

(H) Military service

The information required under this subparagraph is the branch and the approxi-
mate dates of any military service of the noncustodial parent.

(I) Other information

The information required under this subparagraph is any other information which
can be verified by the department and could reasonably be expected to lead to the
determination of the parent’s social security number.

(3) Assisting in court actions and other proceedings

The client shall assist in court actions and other proceedings as necessary to
establish the paternity of, or to establish, modify, or enforce a medical or monetary
support order for, any child receiving assistance by participating in the following
activities:

(A) appearing as a witness in court, before a family support magistrate, or at a
fair hearing;

(B) assisting an attorney representing the interests of the IV-D agency in the
preparation or conduct of a court action;

(C) appearing at interviews as requested by a representative of the department
or a cooperating agency; and

(D) providing the department or a cooperating agency with information or docu-
mentation in addition to that specifically identified in subdivision (2) of this subsec-
tion to the extent it is known to, possessed by, or reasonably obtainable by such client.

(4) Submitting to genetic tests

The client shall submit to genetic tests and shall submit the child to genetic tests
pursuant to an order of a court or family support magistrate or as required by the
IV-D agency pursuant to subsection (a) of section 46b-168a of the Connecticut
General Statutes and section 46b-168a-1 of the regulations of Connecticut State
Agencies.

(5) Turning over support payments

A recipient of TFA only, not medicaid, SAGA, or child care assistance, shall turn
over to the department any support payments received directly from the noncustodial
parent for a child receiving such assistance. Any such payment that is not turned
over shall result in an overpayment.

(c) Exemptions from cooperation requirements

(1) Domestic violence

A client who is a past or present victim of domestic violence, as defined in section
17b-112a of the Connecticut General Statutes, or who is at risk of further domestic
violence shall be exempt from all cooperation requirements of subsection (b) of
this section provided the department determines that fulfilling such requirements
would result in the inability or increased difficulty of such client to escape or prevent
such domestic violence.
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(2) Deceitful noncustodial parent

A client shall be exempt from providing information under subdivision (2) of
subsection (b) of this section to the extent such client provides evidence and the
department determines that the noncustodial parent was deceitful concerning such
information and the required information is unavailable to the client.

(3) Mental impairment

A client shall be exempt from providing information under subdivision (2) of
subsection (b) of this section if the department determines that such client suffers
from a permanent or temporary mental illness or disability which impairs memory
or otherwise impedes the client’s ability to obtain such information.

(4) Other good faith reason

A client shall be exempt from providing information under subdivision (2) of
subsection (b) of this section if the department determines that such client has any
other good faith reason for not being able to provide such information.

(5) Exceptional circumstances

A client shall be excused from discrete acts such as but not limited to the keeping
of scheduled appointments as required under subdivisions (3) and (4) of subsection
(b) of this section, but shall not be exempt from otherwise cooperating under such
subdivisions, if such client demonstrates and the department determines that a good
faith effort was made to cooperate and that circumstances beyond the client’s control
prevented cooperation.

(6) Documentation

A client who is claiming an exemption under subdivisions (1) through (4), inclu-
sive of this subsection shall be required to submit a sworn statement describing the
circumstances justifying the claimed exemption. The department shall inform such
client of the following potential penalties prior to requesting such statement:

(A) penalties for false statement under sections 53a-157b and 17b-97 of the
Connecticut General Statutes,

(B) penalties for larceny under sections 53a-122 and 53a-123 of the Connecticut
General Statutes, and

(C) penalties for perjury under federal law.

(d) Cooperation determination by the department

(1) General rule

BCSE shall make all cooperation determinations pursuant to this section, except
as provided in subdivision (2) of this subsection.

(2) Exceptions

(A) Minimum information obtained

BCSE shall not be required to make a determination of cooperation where the
minimum information required under subdivision (2) of subsection (b) of this section
is provided by the client at application or redetermination.

(B) Domestic violence claimed

Exemption determinations on the basis of a claim of domestic violence pursuant
to subdivision (1) of subsection (c) of this section shall be made by departmental

staff who are not assigned to BCSE.
(Adopted, effective December 24, 1997; amended June 8, 1998, July 10, 2000, May 24, 2004)
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Child Support and Arrearage Guidelines

Sec. 17b-179(b)-1. Use of child support and arrearage guidelines

In all IV-D cases, current child support and arrearage obligations shall be computed
in accordance with the child support and arrearage guidelines promulgated by
Connecticut’s Commission for Child Support Guidelines, as required by Section
46b-215b of the Connecticut General Statutes. Such guidelines, and any updates,

are incorporated herein by reference as though fully set forth herein.
(Effective July 31, 1995; amended June 8, 1998)

Sec. 17b-179(b)-2. Redirection of support payments

(a) Payment to the state

Upon the establishment of a IV-D case, BCSE shall take appropriate CCSES and
other actions to redirect all payments under pre-existing support orders to the State
of Connecticut acting by and through the IV-D agency. When an order is redirected,
BCSE shall notify the obligee and shall mail promptly to the obligor a notice
informing him or her of such actions, which notice shall provide

(1) an explanation of the basis for such actions;

(2) information on the terms of the support order;

(3) instructions for making payments to the state disbursement unit, as defined
in subdivision (a) (3) of Section 17b-179(m)-6 of the Regulations of Connecticut
State Agencies;

(4) a summary of the remedies for noncompliance with the support order;

(5) notice of the obligor’s right to a hearing prior to imposition of any sanction,
the right to appointment of an attorney to represent him or her prior to incarceration
for contempt in the case of indigency, the right to request a review of the support
order, and the right to petition the court for a modification of such order; and

(6) the address and telephone number of the individual or agency to contact if
the obligor has any questions about the notice or disputes any information about
the support order.

(b) Distribution to the custodial relative

Payments redirected to the state acting by and through the IV-D agency under
subsection (a) of this section shall continue to be made to the state disbursement
unit for as long as IV-D services are being provided. Upon the discontinuance of
cases in which support rights have been assigned to the state in accordance with
section 17b-77 of the Connecticut General Statutes, current child support payments
shall be distributed to the custodial party of record on the date of discontinuance,

for the benefit of the children named in the support order.
(Effective July 31, 1995; amended June 8, 1998)
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Title IV-D Child Support Enforcement Program

Sec. 17b-179(f)-1. Referrals to the federal parent locator service

(a) Definitions

As used in this section:

(1) ““Authorized person’” means the Office of the State’s Attorney; the Office of
the U.S. Attorney; a family relations counselor of the Family Division of the
Superior Court; or the Department of Public Safety, Division of State Police, Missing
Persons Unit.

(2) ““Custody or visitation determination’” means a judgment, decree, or other
order of a court of competent jurisdiction providing for custody or visitation of a
child, and includes permanent and temporary orders, and initial orders and modifi-
cations.

(3) ““Parental kidnapping’’ means the unlawful taking or restraint of a child by
a parent.

(b) SPLS established

There is established within BCSE a central SPLS with sole responsibility, under
subsection (f) of section 17b-179 of the Connecticut General Statutes, to make
referrals to the FPLS in accordance with this section and in compliance with applica-
ble federal regulations.

(c) SPLS functions

(1) Accept requests to use the FPLS

The SPLS shall only accept requests to use the FPLS from:

(A) BCSE or an agency under cooperative agreement with BCSE or the department
which has the duty under such agreement to seek to recover any amounts owed as
child and spousal support;

(B) a court or agency thereof that has authority to issue a support order or to
serve as the initiating court in an action to seek an order against a noncustodial
parent for the support and maintenance of a child,;

(C) the resident parent, legal guardian, attorney, or agent of a child who is not
receiving TFA, without regard to the existence of a court order against a noncustodial
parent who has a duty to support and maintain any such child; or

(D) an authorized person, for the sole purpose of making or enforcing a child
custody or visitation determination, or investigating or prosecuting a parental kidnap-
ping case.

(2) Access FPLS

The SPLS shall:

(A) enter the required data into the FPLS automated system within five working
days of receipt of a proper referral and

(B) forward information received from the FPLS to the requesting agency or
individual within five working days from the date the information is received.

(3) Access other states” SPLS

When a request is made to access another state’s SPLS, the SPLS shall, in addition
to the efforts of subdivision (2) of this subsection:

(A) send a referral to such other state within five working days of receipt of a
proper referral and

(B) forward information received from the other state within five working days
of receipt of any information received.

(4) Protect information

(A) In general
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Except as provided in subparagraph (B) in this subdivision, any information
obtained by the SPLS shall be used and disclosed only in connection with the
administration of the IV-D program.

(B) Parental kidnapping and child custody cases

BCSE and the SPLS shall:

(i) restrict access to any information obtained in a parental kidnapping or child
custody case to such persons whose duties or responsibilities require access;

(i) send information obtained from the FPLS only to the requester of such
information, and make no other use of the information; and

(iii) destroy any confidential records or information related to the request after
the information is sent to the requester.

(d) Processing fees

A processing fee shall be charged by BCSE in accordance with this subsection
to all applicants for location services who are not receiving any other IV-D services.
All such fees shall be paid in advance to the commissioner, and shall be non-
refundable even if no information is found.

(1) Location-only cases

The fee for the location of a noncustodial parent when location is the only
service requested shall be $10.00 for the basic service, plus $4.00 additional if the
noncustodial parent’s social security number is not provided by the applicant.

(2) Parental kidnapping and child custody cases

The fee for the location of a noncustodial parent or child in a parental kidnapping
or child custody case shall be $20.00 for the basic service, plus $4.00 additional if

the noncustodial parent’s social security number is not provided by the applicant.
(Effective July 31, 1995; amended June 8, 1998)
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Title IV-D Child Support Enforcement Program

Sec. 17b-179(i)-1. Application fee for non-assistance cases

Individuals who request IV-D services and are not at the time of the request
receiving TFA, foster care, or medicaid assistance from the state, or continuing IV-
D services pursuant to such programs, shall be charged an application fee in the

amount of $1.00, which shall be paid by the state.
(Effective July 31, 1995; amended June 8, 1998, May 24, 2004)
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Title IV-D Child Support Enforcement Program

Sec. 17b-179(m)-1. Intake and establishment of cases

(a) Assistance and Medicaid cases

(1) Required activities

In assistance and Medicaid cases, BCSE shall, except as provided in subdivision
(2) in this subsection:

(A) ensure the availability of at intake or provide to the recipient within 5 working
days of referral from the appropriate referral source, information describing available
services, the individual’s rights and responsibilities, and the state’s fees, cost recov-
ery, and distribution policies;

(B) within 5 working days of receipt of referral from the appropriate referral
source, open a IV-D case by establishing a case record; and

(C) within 20 calendar days of receipt of referral from the appropriate referral
source, based on an assessment of the case to determine necessary action,

(i) solicit necessary and relevant information from the custodial party and other
relevant sources and initiate verification of information, if appropriate; and

(ii) if there is inadequate location information to proceed with the case, request
additional information from the custodial party or refer the case to the SPLS for
further location attempts.

(2) Domestic violence exemption

(A) Request

Upon receiving notice that a client, as defined in subparagraph (a)(2)(B) of section
17b-179(a)-4 of the Regulations of Connecticut State Agencies, has requested an
exemption from cooperation requirements on the basis of a claim of domestic
violence pursuant to section 17b-112a of the Connecticut General Statutes, BCSE
shall suspend all activities to establish paternity or establish, modify, or enforce a
child or medical support order until notified of a final determination pursuant to
subparagraph (d)(2)(B) of section 17b-179(a)-4 of the Regulations of Connecticut
State Agencies.

(B) Determination

BCSE shall not undertake to establish paternity or establish, modify, or enforce
a child or medical support order for any client who is determined exempt from
cooperation requirements pursuant to subdivision (c)(1) of section 17b-179(a)-4 of
the Regulations of Connecticut State Agencies.

(b) Non-assistance cases

In non-assistance cases, BCSE shall:

(1) provide an application for IV-D services to any individual who requests the
application or any IV-D service

(A) on the day of the request if the request is made in person or

(B) within 5 working days if the request is in writing or by telephone;

(2) provide with each application information describing available services, the
individual’s rights and responsibilities, and the state’s fees, cost recovery, and
distribution policies;

(3) accept a completed application as filed on the day it and the application fee
are received; and

(4) within 20 calendar days of the filing of an application, based on an assessment
of the case to determine necessary action:

(A) open a IV-D case by establishing a case record;
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(B) solicit necessary and relevant information from the applicant and other relevant
sources and initiate verification of information, if appropriate; and

(C) if there is inadequate location information to proceed with the case, request
additional information from the applicant or refer the case to the SPLS for further
location attempts.

(c) Continuation of services

Upon receiving notice from the department that a final determination to discon-
tinue an assistance or Medicaid case has been made, BCSE shall:

(1) continue to provide all appropriate IV-D services without an application or
application fee, provided the IV-D case has not been closed;

(2) redirect all future current support collections to the family;

(3) determine the amount of any IV-D collections which must be refunded to the
custodial party;

(4) transfer to the custodial party’s non-assistance accounts any assigned support
amounts which exceed the amount of unreimbursed assistance paid to the family; and

(5) mail a notice to the custodial party informing him or her of the available
child support services and his or her rights with respect thereto, any applicable fees,
how any support collections will be distributed, and that all appropriate IV-D services
will continue to be provided unless the custodial party requests case closure in
accordance with section 17b-179(m)-12 of the Regulations of Connecticut State
Agencies.

(Effective July 31, 1995; amended June 8, 1998, July 10, 2000)

Sec. 17b-179(mm)-2. Location of noncustodial parents

(a) Responsible agencies

(1) BCSE

BCSE shall be responsible for location pursuant to the intake process in all IV-
D cases, including those in which there is a pre-existing support order which has
not already been established on CCSES. Such responsibility shall remain with BCSE
until the noncustodial parent is located and an enforceable order is established.

(2) SED

SED shall be responsible for location in all IV-D cases after the establishment
of an enforceable order even if such order should subsequently become unenforceable
or the noncustodial parent’s whereabouts become unknown.

(b) General requirement

The responsible agency as specified in subsection (a) shall attempt to locate all
noncustodial parents or sources of income and/or assets when location is necessary
to take other necessary action in a case.

(c) Sources to be accessed

When location is necessary, the responsible agency shall use the following location
sources, as appropriate:

(1) the FPLS and interstate location networks;

(2) state and local officials and employees administering public assistance, general
assistance, medical assistance, food stamps, and social services;

(3) relatives and friends of the noncustodial parent;

(4) current or past employers;

(5) the local telephone company;

(6) the U.S. Postal Service;

(7) financial references;

(8) unions;

(9) fraternal organizations;
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(10) police, parole, probation, and criminal records;

(11) state labor department;

(12) motor vehicle department; and

(13) any other sources described in Section 17b-137 of the Connecticut Gen-
eral Statutes.

(d) Processing times

(1) Local sources

Within 30 calendar days of determining that location is necessary, the responsible
agency shall access all appropriate location sources other than the SPLS, the FPLS,
and interstate location networks; and either locate the noncustodial parent or a source
of income or assets, or refer the case to the SPLS for further location attempts.

(2) All sources

Within 75 calendar days of determining that location is necessary, the responsible
agency shall access all appropriate location sources including the SPLS, the FPLS,
and interstate location networks; and ensure that location information is sufficient
to take the next appropriate action in a case.

(e) Repeated location attempts

(1) When required

The responsible agency shall repeat location attempts in cases in which previous
attempts have failed, but adequate identifying and other information exists to meet
requirements for submittal for location, on the earlier of

(A) quarterly or

(B) immediately upon receipt of new information which may aid in location.

(2) Required sources

Quarterly attempts shall be limited to currently available automated sources and
shall include accessing state labor department files.

(3) Time standards

Repeated attempts because of new information which may aid in location shall

meet the time standards in subsection (d).
(Effective July 31, 1995; amended June 8, 1998)

Sec. 17b-179(m)-3. Service of process

(a) Responsible agencies

(1) AGO

The AGO shall be responsible for meeting the requirements of this section in
actions for the legal determination of paternity in all IV-D cases, provided that the
AGO shall refer cases in which repeated attempts to serve process are required
under subdivision (b) (2) of this section to BCSE for location efforts, and shall
repeat such attempts when the alleged father is located and the case is returned to
the AGO by BCSE.

(2) BCSE

BCSE shall be responsible for meeting the requirements of this section in actions
for the establishment of court-ordered support (exclusive of paternity actions) in all
IV-D cases.

(3) SED

SED shall be responsible for meeting the requirements of this section in actions
for the enforcement and modification of court-ordered support in all IV-D cases.

(b) General requirement

When service of process is necessary for the establishment, modification, or
enforcement of court-ordered support, the responsible agency, as specified in subsec-
tion (a), shall ensure that diligent efforts to serve process are



Sec. 17b-179(m) page 6 (10-00)
§ 17b-179(m)-3 Department of Social Services

(1) undertaken initially, and

(2) repeated at least quarterly in cases in which previous efforts have failed, but
adequate identifying and other information exists to attempt service of process.

(c) Diligent efforts

Diligent efforts to serve process upon a noncustodial parent shall include the fol-
lowing:

(1) at least one attempt to serve process in hand, and

(2) if that fails, service at the verified abode of the noncustodial parent, and

(3) if that fails, by service on the employer of the noncustodial parent, if known, in
accordance with subsection (f) of section 52-57 of the Connecticut General Statutes.

(d) Documentation

Diligent efforts, as required by this section, shall be documented in the case
record, and the responsible agency, as specified in subsection (a), shall obtain such
documentation from a sheriff or other party authorized to make the service whenever

the agency arranges for such other party to make service.
(Effective July 31, 1995; amended June 8, 1998)

Sec. 17b-179(m)-4. Establishment of paternity

(a) BCSE functions

BCSE shall:

(1) identify and use laboratories which perform, at reasonable cost, legally and
medically acceptable genetic tests which tend to identify the father or exclude the
alleged father. BCSE shall make available a list of such laboratories to SED, the
Attorney General’s Office (AGO), family support magistrates, and the public
upon request.

(2) in all IV-D cases in which paternity of a child has not been established, within
30 calendar days of locating the alleged father:

(A) establish legal paternity by obtaining an acknowledgment of paternity, or, if
that fails,

(B) refer the case to the AGO for establishment of paternity and a support order
by court action.

(b) AGO functions

The AGO shall, within 60 calendar days of receipt of a referral for paternity and
support action from BCSE,

(1) file a verified paternity petition, refer the case to an authorized party for service
of process, and complete service of process to establish paternity and support, or

(2) document unsuccessful attempts to serve process, despite diligent efforts to
do so, in accordance with section 17b-179(m)-3.

(c) Expedited process

Cases requiring service under this section shall be completed, from the date of
service of process to the date on which paternity and a support order are established
or the court action is dismissed, within the following timeframes:

(1) 75% within 6 months and

(2) 90% within 12 months.

(Effective September 26, 1996; amended June 8, 1998)

Sec. 17b-179(m)-5. Establishment of support orders

(a) Initial activity

In all intrastate IV-D cases in which a support order does not already exist,
BCSE shall, within 90 calendar days of locating the alleged father or noncustodial
parent, either:
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(1) establish a support order by obtaining a child support agreement and, if
necessary, an acknowledgment of paternity, or

(2) obtain the AGO’s approval of the documents necessary to commence proceed-
ings to establish a support order, and either:

(A) complete service of process of such documents, or

(B) document unsuccessful attempts to serve process, despite diligent efforts to
do so.

(b) Initiating income withholding

(1) AGO functions

The AGO shall, when an immediate order for withholding is issued by a court
or family support magistrate against a nonappearing obligor, attempt service by
certified mail of the notice required by subsection (b) of section 52-362 of the
Connecticut General Statutes.

(2) BCSE functions

Except as provided in subdivision (1) of this subsection, BCSE shall take the
actions required in subsection (b) of section 17b-179(m)-9 to initiate an income
withholding order upon the establishment of an initial support order or the redirection
of a pre-existing order to the State of Connecticut.

(c) Review in the case of dismissal

If the court or family support magistrate dismisses a petition for a support order
without prejudice, BCSE shall, in consultation with the AGO, examine the reasons
for dismissal at the time of dismissal and determine when it would be appropriate
to seek an order in the future, and schedule a review for that time.

(d) Expedited process

Cases requiring service under this section shall be completed, from the date of
service of process to the date on which a support order is established or the court
action is dismissed, within the following timeframes:

(1) 75% within 6 months and

(2) 90% within 12 months.

(Effective September 26, 1996; amended June 8, 1998)

Sec. 17b-179(m)-6. Collection of support payments

(a) Definitions

As used in this section:

(1) “‘Deposit’” means credit to an account owned by the State of Connecticut.

(2) ““Post’” means credit to the correct obligor’s account in CCSES.

(3) “*State Disbursement Unit’’ means the entity under contract with the depart-
ment to provide comprehensive collection and disbursement services for the Connect-
icut IV-D program.

(b) Time standards

The department shall take steps to ensure that the State Disbursement Unit:

(1) deposits all IV-D support collections within 24 hours of receipt and

(2) transmits to the department the necessary posting data for at least 95% of

such collections within 24 hours of receipt.
(Effective July 31, 1995; amended June 8, 1998)

Sec. 17b-179(m)-7. Medical support

(a) BCSE functions

BCSE shall:

(1) attempt to establish a medical support order, either solely in appropriate
Medicaid-only cases, or in conjunction with efforts to establish a monetary order
in any IV-D case, if there is no existing monetary support order;
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(2) coordinate the collection of information concerning the noncustodial parent’s
health insurance policy or plan and transmit the necessary information to the appro-
priate unit within the department for cases receiving medical assistance;

(3) recommend to the court to include employment related or other group health
insurance in support orders;

(4) inform individuals who are not receiving financial or medical assistance that
medical support enforcement services are available to them; and

(5) enter medical insurance information on CCSES within 10 calendar days from
the date that an order is entered, or from the date when the obligor secures health
insurance under the order.

(b) SED functions

SED shall:

(1) attempt to establish medical support through the modification process if a
monetary support order already exists;

(2) assist BCSE in obtaining and maintaining basic medical support information
on child support obligors;

(3) recommend to the court to include employment related or other group health
insurance in support orders;

(4) take the steps necessary to enforce the health coverage required by a court
or administrative order by ensuring that the obligor secure and maintain the health
coverage as ordered;

(5) transfer notice of a health insurance coverage requirement, in accordance with
subsection (e) of section 38a-497a of the Connecticut General Statutes, to the
obligor’s new employer when an obligor changes employment; and

(6) enter medical insurance information on CCSES within 10 calendar days from
the date that an order is modified, or from the date when the obligor secures health

insurance under the order.
(Effective July 31, 1995; amended June 8, 1998, July 10, 2000)

Sec. 17b-179(m)-8. Review and modification

SED shall perform the following functions with respect to the review and modifica-
tion of support orders in IV-D cases.

(a) Review

Review the orders in all IV-D cases in accordance with subdivision (s) (4) of
Section 46b-231 of the Connecticut General Statutes and in compliance with applica-
ble federal regulations. The review shall include a determination of the appropriate-
ness of a motion for modification as well as the application of appropriate
enforcement remedies.

(b) Modification

SED shall prepare, serve, and be available for testifying at court on motions for
modification for all orders identified pursuant to subsection (a), herein, as appropriate
for modification. All types of modifications, including, but not limited to, the
following shall be the responsibility of SED:

(1) upward and downward modifications due to increased or decreased income
of either party or other change in financial circumstances causing a 15% or more
deviation from the child support guidelines;

(2) addition or removal of a child resulting from emancipation, changed household
residence, consolidation or modification of orders after a paternity acknowledgment
or adjudication, or a child born after divorce;

(3) establishment of a current support order if only an arrearage order or a medical
support order exists;



Sec. 17b-179(m) page 9 (10-00)
Department of Social Services § 17b-179(m)-9

(4) addition of a health insurance coverage requirement to an existing financial
support order;

(5) change of unallocated order when the children now reside with different
custodial parties; and

(6) custody modifications, payee changes, and motions to add party plaintiff when

ordered by the court during enforcement or modification proceedings.
(Effective July 31, 1995; amended June 8, 1998, July 10, 2000)

Sec. 17b-179(m)-9. Enforcement of support orders

(a) In general

(1) Use of CCSES

The CCSES automated enforcement module shall be maintained by SED and
shall be used in all IV-D cases to monitor compliance with support orders. Cases
of noncompliance shall be identified by CCSES on the date the obligor fails to
make payments in an amount equal to the support payable for one month.

(2) Required actions

Support orders in IV-D cases shall be enforced as follows:

(A) Income withholding

Income withholding shall be initiated in accordance with subsection (b) of this
section.

(B) Income tax refund withholding

(i) Federal

All TV-D cases which satisfy the criteria set forth in section 52-362e-2 of the
Regulations of Connecticut State Agencies shall be submitted in accordance with
such section once a year for federal income tax refund withholding.

(ii) State

All IV-D cases which satisfy the criteria set forth in section 52-362e-3 of the
Regulations of Connecticut State Agencies shall be submitted in accordance with
such section once a year for state income tax refund withholding.

(C) Other enforcement actions

Except as otherwise provided in this section, SED shall be responsible for taking
the actions required by this subparagraph. Enforcement actions other than income
withholding and income tax refund withholding shall be taken as follows:

(1) Service of process not required

If service of process is not required, the action shall be taken within 30 calendar
days of the later of the date the delinquency or other support-related noncompliance
is identified, or the noncustodial parent is located.

(ii) Service of process required

If service of process is required, the action shall be taken within 60 calendar days
of the date the delinquency or other support-related noncompliance is identified, or
the noncustodial parent is located. If service of process cannot be made, diligent
efforts to serve process, as described in section 17b-179(m)-3 of the Regulations
of Connecticut State Agencies, shall be made and documented within the specified
time period.

(D) Review when attempts fail

In cases in which enforcement attempts have been unsuccessful, the agency
responsible for taking the particular enforcement action shall examine, at the time
an attempt to enforce fails, the reason the attempt failed and determine when it
would be appropriate to take an enforcement action in the future, and review the
case at that time.

(3) Communication and referral
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BCSE shall assist SED in the enforcement of IV-D support orders by:

(A) referring to SED all persons requesting the enforcement of support orders
which have already been established on CCSES;

(B) assisting SED in communicating with IV-D agencies in other jurisdictions
regarding the collection and enforcement of support orders;

(C) notifying SED within five working days of any changes in the status of an
assistance or Medicaid case affecting the child support obligation; and

(D) providing SED with any new information on the obligor that becomes available
to BCSE, including but not limited to address, employer, unemployment compensa-
tion intercept data, and increased wages.

(4) Motions to add party plaintiff

BCSE shall take the necessary steps to prepare a motion to add party plaintiff in
situations where the state and the custodial party applying for IV-D services for the
child were not parties to the original court action.

(5) Fatherhood initiative

SED shall, within existing resources, provide information regarding work activity
and education programs to noncustodial parents when appropriate. SED shall also
make recommendations to the family support magistrate that certain noncustodial
parents participate in work activities and education programs when brought before
the court. SED shall monitor cases for compliance when the family support magistrate
issues an order to participate in work activities and education programs.

(b) Income withholding

(1) General provisions

(A) Responsible agency

Except as otherwise provided, BCSE shall be responsible for the procedures in
this subsection pursuant to the establishment of an initial support order or the
initiation of withholding on the basis of a pre-existing support order not already on
CCSES, provided the obligor’s income source is known at the time the order is
established or the withholding is initiated. SED shall be responsible for such proce-
dures in all other IV-D cases.

(B) Termination of withholding

BCSE shall examine CCSES reports to identify all cases in which

(1) a payment is received,

(i) there is no longer a current support order,

(iii) all arrearages have been satisfied, and

(iv) income withholding is still in effect.

BCSE shall notify SED of all cases so identified, and SED shall promptly notify
the obligor’s employer or other payer of income to terminate withholding.

(C) Refunds

SED shall identify all IV-D cases in which amounts have been improperly with-
held, and promptly prepare and refer to BCSE a request for refund of such amounts.
BCSE shall promptly process such requests.

(D) Reporting requirements

All support orders issued or modified in IV-D cases shall include a provision
requiring the obligor to keep the IV-D agency informed of:

(i) the name and address of his or her current employer,

(i) whether the obligor has access to health insurance coverage at reasonable
cost and, if so,

(iii) the health insurance policy information.

(E) Unemployment compensation



Sec. 17b-179(m) page 11 (11-04)
Department of Social Services § 17b-179(m)-9

SED shall review on a monthly basis computer printouts of unemployment com-
pensation recipients to determine if an income withholding order should be served
on the labor department commissioner.

(F) Action on new hire reporting information

SED shall review information received through the new hire reporting process
pursuant to section 31-254 of the Connecticut General Statutes and take the necessary
action to establish, transfer or enforce an income withholding order pursuant to
section 52-362 of the Connecticut General Statutes.

(2) Immediate withholding

All support orders issued or modified in IV-D cases shall include an order for
immediate income withholding, regardless of any arrearage, except where:

(A) a party demonstrates, and the court or family support magistrate finds, that
there is good cause not to require immediate withholding, or

(B) the parties reach a written agreement which provides for an alternative
arrangement.

For the purposes of this subparagraph, ‘‘written agreement’’ means a written
alternative arrangement signed by all parties, approved by the IV-D agency, and
reviewed and entered in the record by the court or family support magistrate.

(3) Initiated withholding

This subdivision applies in all IV-D cases not subject to an order for immediate
income withholding, including cases subject to a finding of good cause or to a
written agreement, as provided in subdivision (2) of this subsection.

(A) When obligor subject to withholding

The income, as defined in subdivision (a)(5) of section 52-362 of the Connecticut
General Statutes, of the obligor shall become subject to withholding on the date on
which the payments the obligor has failed to make under a support order are at
least equal to the support payable for one month or, if earlier, and without regard
to any arrearage, on the earlier of:

(1) the date on which the obligor requests that withholding begin, provided a
voluntary wage deduction is executed and approved in accordance with section 52-
362c of the Connecticut General Statutes, or

(ii) the date on which the custodial party requests that withholding begin, provided
such request is in writing and the procedures in subparagraph (B) of this subdivision
are followed.

(B) Issuance of withholding order

The responsible agency shall issue an income withholding order as provided in
subsection (e) of section 52-362 of the Connecticut General Statutes when the
obligor becomes subject to withholding in accordance with subparagraph (a) of this
subdivision. The order for withholding shall include all provisions required by
section 52-362 of the Connecticut General Statutes and applicable federal law
and regulations.

(C) Notice to obligor

The responsible agency shall serve notice of the withholding issued under subpara-
graph (B) of this subdivision promptly in accordance with subsection (h) of section
52-362 of the Connecticut General Statutes. Such notice shall comply in all respects
with the provisions of subsection (c) of section 52-362 of the Connecticut General
Statutes, and shall be accompanied by a copy of the withholding order.

(D) Hearing

A hearing shall be held in accordance with subsection (d) of section 52-362 of
the Connecticut General Statutes if the obligor contests the withholding in response
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to the notice served in accordance with subparagraph (C) of this subdivision. When
a hearing is requested, the responsible agency shall notify the employer or other
payer of income that the withholding order is stayed under said subsection until the
claim or motion is decided by the court or a family support magistrate.

(4) Processing times

(A) Immediate withholding

In the case of an immediate withholding order under subdivision (2) of this
subsection, the responsible agency shall use CCSES to send the withholding order
to the employer within two business days of the date the support order is entered
if the employer is known on that date or, if the employer is unknown on that date,
within two business days of locating the employer.

(B) Initiated withholding

In the case of initiated withholding pursuant to subdivision (3) of this subsection,
the responsible agency shall use CCSES to send the withholding order to the
employer within two business days of the date the obligor becomes subject to
withholding if the employer is known on that date or, if the employer is unknown
on that date, within two business days of locating the employer.

(5) Interstate withholding

(A) Initiating cases

Within 20 calendar days of a determination that an obligor has earnings subject
to income withholding in another jurisdiction and, if appropriate, receipt of any
information necessary to carry out the withholding, SED shall follow the procedure
set forth in section 52-362f of the Connecticut General Statutes to request inter-
state withholding.

(B) Responding cases

SED shall, in addition to any other requirements set forth in section 52-362f of
the Connecticut General Statutes, upon filing a foreign support order as provided
in subsection (d) of section 52-362f of the Connecticut General Statutes, proceed
as provided in section 46b-213k of the Connecticut General Statutes.

(c¢) Administrative enforcement functions

(1) BCSE functions

BCSE shall meet the requirements of this subdivision in all IV-D cases.

(A) Liens

Liens shall be placed in accordance with section 52-362d-2 of the Regulations
of Connecticut State Agencies.

(B) Reporting overdue support to consumer reporting agencies

Overdue support information shall be reported to consumer reporting agencies in
accordance with section 52-362d-3 of the Regulations of Connecticut State Agencies.

(C) Withholding of lottery winnings

Lottery winnings shall be withheld in accordance with section 52-362d-4 of the
Regulations of Connecticut State Agencies.

(D) Seizure of financial assets

Financial assets shall be seized in accordance with section 52-362d-5 of the
Regulations of Connecticut State Agencies, as provided in subsection (e) of section
52-362d of the Connecticut General Statutes.

(E) State and federal income tax refund withholding

State and federal income tax refunds shall be withheld in accordance with sections
52-362e-1 through 52-362e-3 of the Regulations of Connecticut State Agencies.
Information concerning modifications, deletions and state payments relative to certi-
fied cases shall be submitted in a timely manner to the appropriate agency.
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(F) Federal administrative enforcement certifications

Cases appropriate for passport denial, revocation, restriction or limitation, and
cases appropriate for administrative offset of federal payments shall be certified to
the appropriate federal agency in accordance with applicable federal law. Information
concerning modifications, deletions and state payments relative to certified cases
shall be submitted in a timely manner to the appropriate agency.

(G) Fair hearings

When a fair hearing in cases not yet referred to SED, or in cases involving
recoupment or seizure of financial assets, is requested by a IV-D obligor,

(i) A hearing summary shall be prepared and

(i1) Appropriate personnel shall attend and participate in the fair hearing.

Testimony regarding the procedures followed by BCSE to establish support orders
or to calculate arrearages shall be provided at fair hearings for which SED is
responsible when requested by the hearing officer.

(H) Capias mittimus

Capias mittimus orders shall be served in accordance with the order of the court
or family support magistrate.

(I) IRS full collection

Applications for IRS full collection services shall be submitted to OCSE within
30 days of receipt from SED, provided such applications are properly completed
and adequately documented, and the fee has been paid.

(J) Fraudulent transfers

BCSE shall, in any case in which it determines that a child support obligor has
made a transfer of income or property that is fraudulent as to the state or the recipient
of IV-D services under chapter 923a of the Connecticut General Statutes,

(i) seek to avoid such transfer under section 52-552h of the Connecticut General
Statutes or

(ii) obtain a settlement in the best interests of the state or such recipient.

(2) SED functions

SED shall meet the requirements of this subdivision in all IV-D cases.

(A) Account audit

An audit of an obligor’s account shall be performed upon the obligor’s request.

(B) Fair hearings

When a fair hearing on matters other than recoupment or seizure of financial
assets is requested by a IV-D obligor,

(i) a hearing summary shall be prepared and

(ii) appropriate personnel shall attend and participate in the fair hearing.

(C) Liens and fraudulent transfers

(i) A determination shall be made, when enforcing or modifying an order, whether
the obligor owns real or personal property which can be encumbered for the purpose
of securing any past-due support or may have made a transfer of any such property
that is fraudulent as to the state or the recipient of IV-D services under chapter
923a of the general statutes.

(i1) Cases identified in step (i) shall be referred to BCSE within fifteen days for
appropriate action.

(D) Record maintenance

CCSES and manual records related to the enforcement functions described in
this section shall be maintained.

(E) IRS full collection
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(1) Applications for IRS full collection services shall be prepared in IV-D cases
in which other legal remedies have been exhausted.

(ii) The appropriate fee shall be collected and forwarded with the application
to BCSE.

(iii) Appropriate cases in which SED cannot identify assets sufficient for
requesting full collection services shall be referred to BCSE for obtaining information
subject to disclosure by the IRS.

(Effective September 26, 1996; amended June 8, 1998, July 10, 2000, May 24, 2004)

Sec. 17b-179(m)-10. Provision of services in interstate IV-D cases

(a) Central registry

(1) Definition

“‘Central registry’’ means a single centralized office within or under cooperative
agreement with the IV-D agency which is responsible for receiving, distributing,
and responding to automated and manual inquiries on all incoming interstate [V-D
cases, including UIFSA petitions and requests for income withholding.

(2) Functions

There shall be a central registry located within SED which shall:

(A) within 10 working days of receipt of an interstate IV-D case from an initiat-
ing state,

(i) review submitted documentation for completeness,

(ii) forward the case to either the SPLS or the appropriate local office of SED
for processing,

(iii) acknowledge receipt of the case and ensure that any missing documentation
has been requested from the initiating state, and

(iv) inform the IV-D agency in the initiating state where the case was sent
for action;

(B) if the documentation received with a case is inadequate and cannot be remedied
by the central registry without the assistance of the initiating state, forward the case
to the appropriate agency for any action which can be taken pending receipt of
necessary documentation from the initiating state; and

(C) respond to inquiries from other states within 5 working days of receipt of
the request for a case status review.

(b) Responding state functions

When Connecticut is the responding state, SED shall:

(1) serve as the support enforcement agency under UIFSA and provide any
necessary services within the applicable timeframes for the given services which
shall include paternity and support obligation establishment, in conjunction with
the AGO, enforcement of court orders, and collection and monitoring of support
payments;

(2) perform clerical, administrative and other non-judicial functions on behalf of
the family support magistrate division pursuant to UIFSA;

(3) maintain a registry of support orders of the Family Support Magistrate Division;

(4) maintain a registry of paternity judgments of other states, which registry shall
include both paternity acknowledgments and adjudications;

(5) serve as the state information agency under UIFSA;

(6) provide timely notice to the parties and the IV-D agency in the initiating state of:

(A) Hearings to establish or modify a support order,

(B) Hearings to contest the registration of a support or income withholding
order, and
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(C) Hearings to contest the direct filing of an income withholding order from
another state with a Connecticut employer;

(7) Provide a copy of any support order established or modified, or a notice of
determination that there should be no change in the amount of the support order,
within 14 days of issuance, to each party and the state case registry;

(8) Provide the petitioner within 5 days, excluding weekends and holidays with:

(A) copies of written notice from an initiating, responding or registering tribunal,

(B) copies of written communication from the respondent or respondent’s attor-
ney, and

(C) notice if jurisdiction over the respondent cannot be obtained;

(9) within 10 working days of receipt of new information on a case, notify the
IV-D agency in the initiating state by submitting an updated form;

(10) within 75 calendar days of receipt of a standardized interstate Child Support
Enforcement Transmittal and documentation from the central registry:

(A) provide location services in accordance with section 17b-179(m)-2 of the
Regulations of Connecticut State Agencies if the request is for location services or
the form or documentation does not include adequate location information on the
noncustodial parent,

(B) if unable to proceed with the case because of inadequate documentation,
notify the IV-D agency in the initiating state of the necessary additions or corrections
to the form or documentation, and

(C) if the documentation received with a case is inadequate and cannot be remedied
by SED without the assistance of the initiating state, process the interstate IV-D
case to the extent possible pending necessary action by the initiating state;

(11) within 10 working days of locating the noncustodial parent in a different
jurisdiction within the state, forward the form and documentation to the appropriate
jurisdiction and notify the initiating state and central registry of its action;

(12) within 10 working days of locating the noncustodial parent in a different state:

(A) return the form and documentation, including the new location, to the initiating
state, or, if directed by the initiating state, forward the form and documentation to
the central registry in the state where the noncustodial parent has been located, and

(B) notify the central registry where the case has been sent;

(13) If a petition or comparable pleading is received by an inappropriate tribunal
of this state, promptly forward the pleadings and the accompanying documents to
an appropriate tribunal in this state or another state and notify the petitioner by first
class mail where and when the pleading was sent;

(14) Accept and process international requests for child support services from
any foreign jurisdiction that has enacted a law or established procedures for issuance
and enforcement of support orders which are substantially similar to UIFSA, the
Uniform Reciprocal Enforcement of Support Act, or the Revised Uniform Reciprocal
Enforcement of Support Act;

(15) notify the central registry in the initiating state when a case is closed; and

(16) coordinate genetic testing arrangements with the initiating court.

(c) Initiating state functions

When Connecticut is the initiating state, SED shall perform the functions assigned
to it under UIFSA. SED shall also accept and process requests from BCSE for child
support services in foreign nations that have enacted a law or established procedures
for issuance and enforcement of support orders which are substantially similar to
UIFSA, the Uniform Reciprocal Enforcement of Support Act, or the Revised Uniform
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Reciprocal Enforcement of Support Act. SED shall also perform the following
additional functions specified in this subsection.

(1) Establishment

In cases requiring the establishment of paternity where the putative father resides
out of or is absent from the state, BCSE shall first attempt to establish legal paternity
in accordance with section 17b-179(m)-4 of the Regulations of Connecticut State
Agencies, to the extent provided in section 46b-160 of the Connecticut General
Statutes, before proceeding under this section. In other cases when Connecticut is
the initiating state, BCSE shall, in cases requiring the establishment of a support
order through the UIFSA petition process:

(A) complete all required forms for the interstate referral package and refer to
the responding state’s central registry within 20 calendar days of determining that
the noncustodial parent is in another state;

(B) provide the petitioner within five days, excluding weekends and holidays with:

(1) copies of written notice from an initiating, responding or registering tribunal,

(ii) copies of written communication from the respondent or the respondent’s
attorney, and

(iii) notice if jurisdiction over the respondent cannot be obtained;

(C) provide the IV-D agency or central registry in the responding state any
requested additional information or notify the responding state when the information
will be provided within 30 calendar days of receipt of the request for information
by submitting an updated form and any necessary additional documentation;

(D) notify the IV-D agency in the responding state within 10 working days of
receipt of new information on a case by submitting an updated form and any
necessary additional documentation;

(E) coordinate genetic testing arrangements when ordered by the responding
court; and

(F) provide a copy of any support order established or modified, or a notice of
determination that there should be no change in the amount of the support order,
within 14 days of issuance, to each party and the state case registry.

(2) Enforcement

(A) Responsible agency

BCSE shall perform the functions in this subdivision if it determines, pursuant
to the intake process, that there is a pre-existing support order which has not already
been established on CCSES. SED shall perform such functions if BCSE determines
that there is a pre-existing support order which has already been established on
CCSES.

When BCSE performs the functions in this subdivision, it shall also, where
required for the remedy chosen, complete all forms for the interstate referral package
and forward the completed package along with all required documentation, such as
financial affidavits and certified copies of court orders, to the responding state’s
central registry within 20 calendar days of determining that the noncustodial parent
is in another state.

(B) Initiate remedy

The responsible agency shall obtain sufficient information and documentation to
determine the appropriate remedy, depending on the noncustodial parent’s income
source, and initiate such remedy as follows:

(i) income withholding served on resident agent if the noncustodial parent is
employed by a company doing business in Connecticut,
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(i) direct income withholding if the noncustodial parent is employed by a company
in another state with the UIFSA direct withholding provision;

(iii) interstate income withholding or request for enforcement of responding state’s
own local order if the noncustodial parent is employed by a company not doing
business in Connecticut and direct income withholding is not appropriate,

(iv) involuntary military allotment if the noncustodial parent is in active mili-
tary service,

(v) withholding served on designated agent if the noncustodial parent is employed
by the federal government,

(vi) registration of order or request for enforcement of responding state’s own
local order if the noncustodial parent is self-employed or his or her income source
is unknown, or

(vii) UIFSA petition to establish a support order if there are no orders entitled
to recognition under UIFSA.

(C) Provide information

The responsible agency shall provide the IV-D agency or central registry in the
responding state any requested additional information or notify the responding state
when the information will be provided within 30 calendar days of receipt of the
request for information by submitting an updated form and any necessary addi-
tional documentation.

(D) Update information

The responsible agency shall notify the IV-D agency in the responding state
within 10 working days of receipt of new information on a case by submitting an
updated form and any necessary additional documentation.

(E) Notify petitioner

The responsible agency shall provide the petitioner within five days, excluding
weekends and holidays with:

(i) copies of written notice from an initiating, responding or registering tribunal,

(ii) copies of written communication from the respondent or the respondent’s
attorney, and

(iii) notice if jurisdiction over the respondent cannot be obtained.

(F) Coordinate genetic testing

The responsible agency shall coordinate genetic testing arrangements when
ordered by the responding court.

(G) Provide copy of order

The responsible agency shall provide a copy of any support order established or
modified, or a notice of determination that there should be no change in the amount
of the support order, within 14 days of issuance, to each party and the State
Case Registry.

(H) Update CCSES

The responsible agency shall update CCSES upon completion of the responding
state action.

(Effective July 31, 1995; amended June 8, 1998, July 10, 2000)

Sec. 17b-179(m)-11. Administration

(a) BCSE or department functions

BCSE, the department, or an entity under contract with the department shall
perform the following administrative functions.

(1) Federal reports

Prepare the federal reports required by OCSE for the IV-D program.

(2) Fair hearings
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Provide obligors aggrieved by an alleged action or inaction with an opportunity
for a fair hearing on matters concerning the withholding of state and federal income
tax refunds; placement of liens on real or personal property; reporting overdue
support to consumer reporting agencies; withholding of lottery winnings; SED
determinations not to pursue motions for modification; certifications for passport
denial, revocation, restriction or limitation, and administrative offset of federal
payments; and seizure of financial assets.

(3) Oversight

Ensure that the functions delegated to cooperating agencies pursuant to the IV-
D state plan are being carried out properly, efficiently and effectively.

(4) CCSES reports

Provide existing reports, and create and provide new reports, that are appropriate
and necessary for the administration of the Connecticut IV-D program based on
information contained in CCSES.

(5) Labor department cooperative agreement

Maintain a cooperative agreement with the state labor department that defines
procedures for serving income withholding orders on the labor commissioner against
the unemployment compensation benefits of child support obligors. The cooperative
agreement shall also provide for payment of the labor department’s costs by the
IV-D program.

(6) Access to automated databases

Ensure access by SED to the automated databases of the departments of labor,
motor vehicles, correction, and others as available, through CCSES.

(7) Automated interface

Arrange for and maintain an automated interface capability between CCSES
and the department’s Eligibility Management System for referral and information
exchange in assistance and Medicaid cases.

(8) Bad checks

Receive IV-D support checks which have been charged back and returned by
financial institutions, establish a bad check recovery disposition on CCSES, and
return the original charged back check to the payer with appropriate notification
and instructions.

(9) Returned checks

Receive IV-D support checks returned by the post office as undeliverable and
remail such checks to a more recent valid address if one appears on CCSES. If a
more recent valid address does not appear on CCSES, void such checks and invalidate
the custodial party’s address on CCSES using a unique code.

(10) Refunds

Process all refund requests and respond to all inquiries concerning such refunds
other than those related to the preparation of the request itself.

(11) Recovery of retained direct support

Recover child support payments received directly and retained by custodial parties.

(12) Recovery of misapplied child support payments

Recover misapplied child support payments in accordance with section 17b-
179(a)-3 of the Regulations of Connecticut State Agencies.

(13) Resolution of inquiries and complaints

Assist in the resolution of inquiries and complaints.

(14) Administrative enforcement inquiries

Accept and respond to initial telephone inquiries regarding the administrative
enforcement mechanisms for which BCSE is responsible under subsection (c) of
section 17b-179(m)-9 of the Regulations of Connecticut State Agencies.
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(15) IV-D management forum

Establish a forum for the cooperating agencies at the managerial level to maintain
open communications between the primary agencies involved in the administration
of the IV-D program for the State of Connecticut. Such forum shall hold regular
meetings for the purpose of identifying and resolving any functional issues not
otherwise adequately addressed, maintaining a clear and unified vision of the aims
and policies of the IV-D program, and planning for the implementation of any new
federal or state requirements.

(b) SED functions

SED shall perform the following administrative functions.

(1) Interstate correspondence

Cooperate with BCSE in responding to any requests for information or services
received from IV-D agencies in other jurisdictions.

(2) Financial statements

Submit to BCSE for the purpose of federal financial participation a quarterly
statement of costs incurred in the performance of its responsibilities under the IV-
D state plan no later than twenty days from the last day of each quarter, in accordance
with an agreed cost allocation plan and the annual personnel plan consisting of the
number of positions by job classification and a budget for the cost of services
provided. Indirect costs shall be submitted annually no later than the second quarter
of the state fiscal year, and calculated utilizing the statewide cost allocation plan
and the standard indirect cost rate.

(3) Statistical reports

Submit monthly statistical reports to BCSE as required for the implementation
of the IV-D state plan, subject to the availability of staffing and electronic data
processing resources.

(4) Oversight

Assist BCSE in its monitoring responsibilities in accordance with the self-assess-
ment plan issued by BCSE pursuant to federal IV-D program requirements to ensure
that the IV-D agency remains in compliance with federal regulations and OCSE
audit guidelines.

(5) Record retention

Retain all records for cases closed for a minimum of three years from the date
of closure.

(6) Bad checks

Assist BCSE in the recovery of bad checks issued to the State of Connecticut in
non-assistance cases when a payer fails to provide restitution to the department.
SED assistance shall be limited to notifying the court of the existence of a bad
check in the automated enforcement process and remitting any recovery to BCSE
for proper credit.

(7) Refund requests

Investigate and prepare requests for refunds of child support monies to obligors
and custodial parties, and refer such requests to the department for processing.
Respond to inquiries concerning such refunds that are related to the preparation of
the request itself. Refer to the department or the State Disbursement Unit, as appro-
priate, cases associated with problems resulting from operator error or systemic
failure for completing the refund request.

(8) Resolution of inquiries and complaints

Maintain a unit of judicial branch employees referred to as the child support
information and problem resolution unit whose responsibilities shall include:
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responding to requests for child support program information, responding to ques-
tions and inquiries related to the child support enforcement program, and resolving
case-related problems that require extensive, detailed research or time.

(9) Payment processing

(A) Transfer child support payments or other funds received by SED field offices
to the State Disbursement Unit by electronic fund transfer, check or other automated
process when appropriate. Such transfers shall be made in accordance with state
and federal laws and regulations.

(B) Prepare and fax to the State Disbursement Unit a transmittal, which contains
the appropriate detail, related to each payment received by SED and transferred to
the State Disbursement Unit.

(C) Notify the State Disbursement Unit of misapplied or missing payments that
are discovered by SED and document such payments in CCSES or on an appropriate
form to ensure resolution.

(D) Assist the State Disbursement Unit in the resolution of non-disbursed funds
due to a “‘not valid address’” indicator in CCSES.

(E) Assist the State Disbursement Unit in the resolution of returned checks (not
deliverable by the post office) by performing the following activities, as
resources permit:

(1) locate activities as appropriate,

(ii) case closure,

(iii) termination of income withholding, if appropriate, and

(iv) notifying BCSE of action taken.

(F) Assist the State Disbursement Unit in contacting employers who are not in
compliance with an income withholding order.

(10) Non-IV-D cases

(A) Process income withholding order forms from non-IV-D litigants or their
attorneys.

(B) Enter the required information for non-IV-D cases in the state case registry.
(Effective July 31, 1995; amended June 8, 1998, July 10, 2000)

Sec. 17b-179(m)-12. Case closure

BCSE, in pre-obligation cases, and SED, in obligation cases, shall close cases in
accordance with this section. The agency responsible for case closure shall also be
responsible for verifying the circumstances justifying closure.

(a) Criteria

In order to be eligible for closure, a IV-D case must meet at least one of the
following criteria:

(1) There is no longer a current support order and arrearages are under $150 if
owed to the state, under $500 if owed to the custodial party, or unenforceable under
state law.

(2) The noncustodial parent or putative father is deceased and no further action,
including a levy against the estate, can be taken.

(3) Paternity cannot be established because:

(A) the child is at least 18 years old and action to establish paternity is barred
by section 46b-160 of the Connecticut General Statutes,

(B) a genetic test or a court or administrative process has excluded the putative
father and no other putative father can be identified,

(C) the department has determined that it would not be in the best interests of
the child to establish paternity in a case involving incest or forcible rape, or in any
case where legal proceedings for adoption are pending, or
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(D) The identity of the biological father is unknown and cannot be identified
after diligent efforts, including at least one interview by the IV-D agency with the
recipient of services.

(4) The noncustodial parent’s location is unknown, and BCSE or a cooperating
agency has made diligent efforts using multiple sources, in accordance with section
17b-179(m)-2 of the Regulations of Connecticut State Agencies, all of which have
been unsuccessful, to locate the noncustodial parent:

(A) Over a three-year period when there is sufficient information to initiate an
automated locate effort, or

(B) Over a one-year period when there is not sufficient information to initiate an
automated locate effort.

(5) The noncustodial parent cannot pay support for the duration of the child’s
minority because the parent has been institutionalized in a psychiatric facility, is
incarcerated with no chance for parole, or has a medically verified total and perma-
nent disability with no evidence of support potential, and no income or assets
available which could be levied or attached for support.

(6) The noncustodial parent is a citizen of, and lives in, a foreign country, does
not work for the federal government or a company with headquarters or offices in
the United States, and has no reachable domestic income or assets; and Connecticut
has been unable to establish reciprocity with such country.

(7) In a non-assistance case,

(A) BCSE or SED is unable to contact the recipient of services within a 60
calendar day period despite an attempt by at least one letter sent by first class mail
to the recipient’s last known address, or

(B) BCSE or SED documents the circumstances of the recipient of services
noncooperation and an action by the recipient of services is essential for the next
step in providing IV-D services.

(8) BCSE or SED documents failure by the initiating state to take an action which
is essential for the next step in providing services.

(9) BCSE has provided location-only services as requested pursuant to section
17b-179(f)-1 of the Regulations of Connecticut State Agencies.

(10) The non-assistance recipient of services requests closure of a case in writing
and there is no assignment to the state of medical support or arrearages which
accrued under a support order.

(11) The client has been determined exempt from cooperation requirements in
accordance with subsection (c) of section 17b-179(a)-4 of the Regulations of Con-
necticut State Agencies and the department has determined that support enforcement
may not proceed without risk of harm to the child or custodial party.

(b) Notice of closure

In cases meeting the criteria in subdivisions (1) through (8) of subsection (a) of
this section, BCSE, in pre-obligation cases, and SED, in obligation cases, shall
notify the recipient of services, or in an interstate case meeting the criteria for
closure under subdivision (a)(8) of this section, the initiating state, in writing 60
calendar days prior to closure of the state’s intent to close the case. The case shall
be kept open if the recipient of services or the initiating state supplies information
in response to the notice which could lead to the establishment of paternity or a
support order or enforcement of an order or, in the instance of subparagraph (a)(7)(A)
of this section, if contact is reestablished with the recipient of services. If the case
is closed, the former recipient of services may request at a later date that the case
be reopened if there is a change in circumstances which could lead to the establish-
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ment of paternity or a support order or enforcement of an order by completing a
new application for IV-D services and paying any applicable application fee in
accordance with section 17b-179(i)-1 of the Regulations of Connecticut State
Agencies.

(c) Retention of case records

BCSE and cooperating agencies shall retain all records for cases closed pursuant

to this section for a minimum of three years.
(Effective July 31, 1995; amended June 8, 1998, July 10, 2000)

Sec. 17b-179(m)-13. Substantial compliance

(a) Definition

(1) 90% standard

Substantial compliance with the standards established in

(A) subparagraph (a)(1)(A) and subdivisions (b)(1) through (b)(3) of section 17b-
179(m)-1, and

(B) section 17b-179(m)-12
shall be defined as achievement of the given standard in at least 90% of the cases
requiring the action regulated by such standard.

(2) 75% standard

Except as provided in subsection (c) of section 17b-179(m)-4 and subsection (d) of
section 17b-179(m)-5 of the Regulations of Connecticut State Agencies, substantial
compliance with the standards established in sections 17b-179(m)-1 (exclusive of
those subject to the standard established in subdivision (1) of this subsection) through
17b-179(m)-11, inclusive, shall be defined as achievement of the given standard in
at least 75% of the cases requiring the action regulated by such standard.

(b) How determined

Substantial compliance shall be determined separately for each case activity
described in sections 17b-179 (m)-1 through 17b-179 (m)-12, to the extent of the
monitoring capabilities of CCSES.

(c) Notice of deficiency

The department may issue a notice of deficiency to any cooperating agency

determined to be not in substantial compliance with any of sections 17b-179 (m)-
1 through 17b-179 (m)-12. The notice shall identify the specific deficiencies and
how they were determined, and shall specify the date by which a corrective action
plan shall be submitted.

(d) Corrective action plan

(1) Submittal

Any agency to which a notice of deficiency has been issued shall prepare, in
consultation with the director of BCSE and any other appropriate department offi-
cials, a corrective action plan detailing the steps such agency will take to achieve
compliance. The plan shall be submitted to the department within 45 calendar days
of the issuance date of the notice of deficiency.

(2) Review

The department shall review a cooperating agency’s corrective action plan within
90 calendar days of its submittal date. The results of such review shall be reported
to the cooperating agency within 30 calendar days.

(3) Implementation

The department shall review a cooperating agency’s implementation of any correc-
tive action plan a minimum of 180 calendar days from the date of approval of such
plan. The results of such review shall be reported to the cooperating agency within
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30 calendar days. Any deficiencies remaining at the time of the review shall be
noted in the annual report of BCSE to the judiciary and human services committees
of the general assembly, as required by subsection (n) of section 17b-179 of the
Connecticut General Statutes.

(Effective September 26, 1996; amended July 10, 2000)
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Title IV-D Child Support Enforcement Program

Sec. 17b-179b-1. Definitions

As used in sections 17b-179b-1 through 17b-179b-4, inclusive, of the Regulations
of Connecticut State Agencies:

(1) ““Arrearage’’ means either one or a combination of (A) court ordered current
support payments which have become due and payable and remain unpaid; and (B)
support due for past periods that has been found owing by a court of competent
jurisdiction, whether or not presently payable;

(2) ‘“‘Arrearage adjustment’’ means a reduction, by the Department of Social
Services or any bureau, division, or agency of the department, or agency under
cooperative or purchase of service agreement therewith, of the total arrearage owed
as of the first day of the qualifying year by a noncustodial parent to the State in a
child support case in accordance with sections 17b-179b-1 to 17b-179b-4, inclusive,
of the Regulations of Connecticut State Agencies, and includes an equivalent reduc-
tion of the amount of unreimbursed assistance;

(3) “‘Arrearage adjustment program’’ means the system of scheduled arrearage
adjustments prescribed by sections 17b-179b-1 to 17b-179b-4, inclusive, of the
Regulations of Connecticut State Agencies for the purpose of encouraging the
positive involvement of noncustodial parents in the lives of their children and
encouraging noncustodial parents to make regular support payments;

(4) ““Child support case’” means one in which the Department of Social Services
or any bureau, division, or agency of the department, or agency under cooperative
or purchase of service agreement therewith, is providing child support enforcement
services under Title IV-D of the federal Social Security Act;

(5) ““Current child support obligation’” means a court ordered amount for the
ongoing support of a child, and does not include payments on an arrearage;

(6) ‘“Custodial party’’ means the individual who has primary physical custody
of a child, or, in foster care cases, the Commissioner of the Department of Children
and Families;

(7) ““Domestic violence’” means (A) physical acts that result in or are threatened
to result in physical or bodily injury; (B) sexual abuse; (C) sexual activity involving
a child in the home; (D) forced participation in nonconsensual sexual acts or activi-
ties; (E) threats of or attempts at physical or sexual abuse; (F) mental abuse; or (G)
neglect or deprivation of medical care;

(8) “‘Parenthood Program’® means any project, site or program that meets the
requirements of section 17b-179b-2 of the Regulations of Connecticut State Agen-
cies, and shall include the research and demonstration projects established under
subsection (d) of section 1 of Public Act 99-193;

(9) “‘Noncustodial parent’” means the parent who does not have primary physical
custody of a child;

(10) “‘Obligor’’ means the individual required to make payments under a current
child support or arrearage obligation;

(11) “*Qualifying year’’ means the twelve-month period beginning with the date
anoncustodial parent enters into a voluntary agreement to participate in the arrearage
adjustment program;

(12) “‘Starting arrearage’’ means the total arrearage owed, as of the first day of
the qualifying year, to the State of Connecticut by a noncustodial parent or obligor
in a child support case; and

(13) ““Unreimbursed assistance’’ means the portion that has not been repaid to
the State of Connecticut of the total assistance provided under the aid to families
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with dependent children, state-administered general assistance or temporary family
assistance programs to or in behalf of either parent, such parent’s spouse, or such
parent’s child; such portion being the subject of the State’s claim under section
17b-93 of the Connecticut General Statutes.

(Adopted effective May 24, 2004)

Sec. 17b-179b-2. Parenthood Program requirements

(a) In general

(1) Certification

Participants in a Parenthood Program shall be eligible for an arrearage adjustment
under section 17b-179b-3 of the Regulations of Connecticut State Agencies only if
such program is designated initially and certified annually by the Commissioner of
Social Services as a participating program that provides services that promote the
positive involvement and interaction of noncustodial parents with their children.

(2) Exception

Notwithstanding subdivision (1) of this subsection, the research and demonstration
projects established under subsection (d) of section 1 of Public Act 99-193 shall
not require certification to participate in the arrearage adjustment program.

(b) Program components

A Parenthood Program seeking designation or certification as a participating
program under subsection (a) of this section shall demonstrate to the satisfaction
of the Commissioner of Social Services that such program provides a minimum
curriculum of at least twenty-four hours of programming over an eight week period,
and a plan of service to assist male or female noncustodial parents to identify and
resolve problems, build healthy relationships with their children, and establish or
strengthen collaborative co-parenting alliances with the custodial party. To meet
these requirements, a participating program shall provide services directly and by
referral in at least the following areas:

(1) education, training and employment placement;

(2) parenting education and services to strengthen the parent-child relationship;

(3) counseling, support and self-help;

(4) legal assistance and court advocacy;

(5) mental health and substance abuse services;

(6) housing;

(7) transportation;

(8) domestic violence services;

(9) conflict resolution and anger management;

(10) mentoring;

(11) relationship and co-parenting mediation; and

(12) pregnancy prevention.

(c) Administrative requirements

(1) In general

A Parenthood Program seeking designation or certification as a participating
program under subsection (a) of this section shall demonstrate to the satisfaction
of the Commissioner of Social Services that such program has and will use the
forms and procedures prescribed by such commissioner to administer the provisions
of sections 17b-179b-1 to 17b-179b-4, inclusive, of the Regulations of Connecticut
State Agencies.

(2) Voluntary agreement
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The voluntary agreement required under subdivision (4) of subsection (a) of
section 17b-179b-3 of the Regulations of Connecticut State Agencies shall, at a
minimum:

(A) state the rights and responsibilities of the noncustodial parent or obligor under
the arrearage adjustment program;

(B) clearly define the activities required for participation in the arrearage adjust-
ment program;

(C) specify the outcomes expected from successful participation in the arrearage
adjustment program; and

(D) state the total arrearage amount that may be subject to adjustment.
(Adopted effective May 24, 2004)

Sec. 17b-179b-3. Arrearage adjustment program for Parenthood Program
participants

(a) Eligibility for program

A noncustodial parent or obligor shall be eligible for the arrearage adjustment
program for Parenthood Program participants if the Department of Social Services
determines, based on information provided by a participating program or otherwise
available to the department, that the requirements of this subsection are met. The
requirements of this subsection may be met retroactively in the case of participants
in programs that were established under subsection (d) of section 1 of Public Act
99-193 as research and demonstration projects or funded under the federal Temporary
Assistance for Needy Families block grant.

(1) The noncustodial parent begins and continues to make regular current support
payments after non-payment of support for a year or more. For the purpose of this
subdivision, such support payments shall not include recoveries of past-due or
overdue support pursuant to child support enforcement actions taken by the State
of Connecticut under sections 52-362d-2, 52-362d-4, 52-362d-5, 52-362¢-2, or 52-
362e-3 of the Regulations of Connecticut State Agencies;

(2) The noncustodial parent or obligor is participating and making satisfactory
progress in a Parenthood Program, as demonstrated by quantifiable achievements
that facilitate positive involvement with the child or the participant’s ability to
provide support, such as (A) signing a paternity acknowledgment, (B) signing a
voluntary support agreement, (C) signing a co-parenting or mediation agreement,
(D) attending one or more child development classes or (E) registering with the
Department of Labor for skills training;

(3) The noncustodial parent meets program goals for appropriate involvement
and interaction with the child or children and (A) has an active child support case
where an arrearage is owed to the State of Connecticut and there is a current payment
due to the custodial party or (B) is an obligor who now resides with the child or
children to whom support is owed;

(4) The noncustodial parent or obligor applies for an arrearage adjustment and
enters annually into a voluntary agreement with the Commissioner of Social Services
or such commissioner’s designee that complies with subdivision (2) of subsection
(c) of section 17b-179b-2 of the Regulations of Connecticut State Agencies; and

(5) The noncustodial parent or obligor has no felony convictions, as known or
reported to the Department of Social Services or attested by such parent or obligor,
during the year for which an adjustment is requested.

(b) Adjustment amounts

(1) Qualifying Year

(A) Completes Parenthood Program
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A noncustodial parent or obligor who successfully completes a Parenthood Pro-
gram shall receive a one-time arrearage adjustment in the qualifying year of five
percent of the starting arrearage.

(B) Pays support or lives with child

(1) A noncustodial parent or obligor who, during the qualifying year, receives an
adjustment under subparagraph (A) of this subdivision shall be eligible to claim an
arrearage adjustment in accordance with the following *‘Arrearage Adjustment Table
— Qualifying Year’’ if such parent or obligor:

(D pays the full amount of the current child support obligation due to the custo-
dial party,

(IT) resides with the child and documents substantial contributions for support of
the child or is the primary caregiver for the child, provided the custodial party
acknowledges or consents in writing to such arrangement and there is no evidence
of domestic violence for the qualifying year, or

(III) becomes the custodial party and resides with the child, in which case the
acknowledgment or consent of the other parent shall not be required.

ARREARAGE ADJUSTMENT TABLE - QUALIFYING YEAR

Ifthe obligor meets the criteria under paragraphs | the arrearage adjustment shall be in the following
(1), (1), or (IIl) for the following number of | percentage of the starting arrearage:
months during the qualifying year:

12 20%
11 15%
10 10%

(ii) The arrearage adjustment specified under subclause (i) of this subparagraph
may be granted on the basis of criterion (I) of said subclause exclusively, criterion
(IT) of said subclause exclusively, criterion (III) of said subclause exclusively, or
on the basis of any combination of such criteria, provided at least one criterion is
satisfied during the period specified in the ‘‘Arrearage Adjustment Table’’.

(iii) A noncustodial parent or obligor who is denied an arrearage adjustment on
the basis of only an allegation of domestic violence shall be entitled to a desk review
of the denial by the Commissioner of Social Services or such commissioner’s
designee.

(C) Maintains steady employment

A noncustodial parent or obligor who receives an adjustment under subparagraph
(B) of this subdivision and maintains employment for an average of at least one
hundred twenty hours per month during the qualifying year shall receive an additional
arrearage adjustment of five percent of the starting arrearage to be added to the
percentages specified in subparagraph (B) of this subdivision.

(2) Subsequent years

(A) Pays support or lives with child

(i) A noncustodial parent or obligor who received an adjustment for the immedi-
ately preceding year shall be eligible to claim an additional arrearage adjustment
in accordance with the following ‘‘Arrearage Adjustment Table — Subsequent Years’’
if, during a subsequent year, such parent or obligor:

(D pays the full amount of the current child support obligation due to the custo-
dial party,
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(II) resides with the child and documents substantial contributions for support of
the child or is primary caregiver for the child, provided the custodial party acknowl-
edges or consents in writing to such arrangement and there is no evidence of domestic
violence for the qualifying year, or

(III) becomes the custodial party and resides with the child, in which case the
acknowledgment or consent of the other parent shall not be required.

ARREARAGE ADJUSTMENT TABLE - SUBSEQUENT YEARS

If the obligor meets the criteria under |the arrearage adjustment shall be in the following percentages
paragraphs (1), (II), or (Ill) for the |of the starting arrearage in the indicated subsequent years:
following number of months during all
the subsequent year: Sirst ... second . . . | third . . . additional . . .

12 15% 10% 10% 10%

11 10% 5% 5% 0%

10 5% 0% 0% 0%

(i) The arrearage adjustment specified under subclause (i) of this subparagraph
may be granted on the basis of criterion (I) of said subclause exclusively, criterion
(II) of said subclause exclusively, criterion (IIT) of said subclause exclusively, or
on the basis of any combination of such criteria, provided at least one criterion is
satisfied during the period specified in the ‘‘Arrearage Adjustment Table’’.

(iii) A noncustodial parent or obligor who is denied an arrearage adjustment on
the basis of only an allegation of domestic violence shall be entitled to a desk review
of the denial by the Commissioner of Social Services or such commissioner’s
designee.

(iv) A noncustodial parent or obligor who signs a voluntary agreement to partici-
pate in the arrearage adjustment program and who fails to qualify for a scheduled
adjustment without good cause shall be eligible to receive a future adjustment only
if such parent or obligor signs a new voluntary agreement. In such cases, any future
adjustments shall be in the amounts prescribed in this subdivision for subsequent
years, and not in the amounts prescribed in subdivision (1) of this subsection for
the qualifying year.

(B) Maintains steady employment

A noncustodial parent or obligor who receives an adjustment under subparagraph
(A) of this subdivision and, during the subsequent year, as compared to the preced-
ing year:

(i) maintains employment for a greater average number of hours per month,

(ii) increases earnings, or

(iii) enhances employability through education or training

shall receive an additional arrearage adjustment of five percent of the starting
arrearage to be added to the percentages specified in subparagraph (A) of this subdi-
vision.

(Adopted effective May 24, 2004)

Sec. 17b-179b-4. Arrearage liquidation

(a) Definitions

As used in this section:

(1) “*Arrearage liquidation’” means an arrearage adjustment, as defined in section
17b-179b-1 of the Regulations of Connecticut State Agencies, of one hundred percent
in accordance with this section based on a lump sum payment by the noncustodial
parent of a specified percentage of the existing arrearage;
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(2) “‘Liquidation percentage’’ means the portion of a noncustodial parent’s total
arrearage that may be accepted by the Commissioner of Social Services in full
satisfaction of the support arrearage owed to the State of Connecticut.

(b) Eligibility

A noncustodial parent or obligor shall be eligible for arrearage liquidation of
state-owed arrearages if the requirements of this subsection are met.

(1) State-owed arrearage

There is an arrearage owed to the State in a child support case that would take
the obligor at least five years to pay in full at the rate of payment calculated in
accordance with the Arrearage Guidelines established in section 46b-215a-4a of the
Regulations of Connecticut State Agencies.

(2) Obligations to custodial party

(A) Current support

If there is a current child support obligation payable to the custodial party:

(i) payments shall be current, or

(ii) any payments owed to the custodial party shall be paid prior to or at the time
of the arrearage liquidation.

(B) Arrearage

Any arrearage payable to the custodial party shall be paid in full prior to or at
the time of the arrearage liquidation.

(c) Liquidation percentage

The liquidation percentage for State-owed arrearages shall be determined with
reference to the following ‘Arrearage Liquidation Table’’, to be used in conjunction
with the liquidation percentage factors set forth in subsection (d) of this section:

ARREARAGE LIQUIDATION TABLE

If it would take the obligor the following the liquidation percentage shall be . . .

number of years to pay the arrearage in

full: at least . . . but no more than . . .
5 70% 85%
6 68% 83%
7 66% 81%
8 64% 79%
9 62% 77%
10 60% 75%
11 58% 73%
12 56% 71%
13 54% 69%
14 52% 67%
15 50% 65%
16 48% 63%
17 46% 61%
18 44% 59%
19 42% 57%

20 or more 40% 55%
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(d) Liquidation percentage factors

(1) Specific

The applicable liquidation percentage shall be reduced by three percent from the
higher percentage listed in the table set forth in subsection (c) of this section for
each of the following factors:

(A) The obligor is presently living with the child or has made regular support
payments for the past three months.

(B) The obligor has paid at least twenty-five percent of the child’s college or
private secondary school tuition for one semester.

(C) The obligor has satisfactorily completed a Parenthood Program, as defined
in section 17b-179b-1 of the Regulations of Connecticut State Agencies.

(D) The obligor was not present at a court hearing held to determine the obligor’s
initial arrearage, and the court used a standard other than the obligor’s actual past
ability to pay to determine at least six months of such arrearage.

(E) At least six months of the obligor’s arrearage accrued while the obligor was
incarcerated or unemployed.

(F) The obligor has received a disability determination from the federal Social
Security Administration.

(2) Non-specific

If full payment of the arrearage would take twenty years or more, the applicable
liquidation percentage shall be reduced by the following percentages from the higher
percentage listed in the table set forth in subsection (c) of this section:

(A) Three percent if full payment of the arrearage at the guidelines rate would
take twenty-five years or more.

(B) Six percent if full payment of the arrearage at the guidelines rate would take
thirty years or more.

(C) Nine percent if full payment of the arrearage at the guidelines rate would
take thirty-five years or more.

(D) Twelve percent if full payment of the arrearage at the guidelines rate would
take forty years or more.

(3) Limitation

The combined percentage reductions applied pursuant to subdivisions (1) and (2)
of this subsection shall not reduce the applicable liquidation percentage below the

lower percentage listed in the table set forth in subsection (c) of this section.
(Adopted effective May 24, 2004)
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Requirements for Payments of Services Provided under the State
Administered General Assistance Program

Sec. 17b-192-1. Scope

Sections 17b-192-1 to 17b-192-12, inclusive, of the Regulations of Connecticut
State Agencies set forth the Department of Social Services’ requirements to adminis-
ter the State Administered General Assistance Program (SAGA) as authorized by
section 17b-192 of the Connecticut General Statutes. Payment for services is avail-
able for all persons eligible for the SAGA medical program pursuant to section
17b-192 of the Connecticut General Statutes, subject to the conditions and limitations
that apply to these services as described in section 17b-192 of the Connecticut
General Statutes, sections 17b-192-1 to section 17b-192-12 of the Regulations of
Connecticut State Agencies and the contract between the administrative services
organization and the Department of Social Services.

(Adopted effective October 12, 2005)

Sec. 17b-192-2. Definitions

As used in section 17b-192-1 to section 17b-192-12, inclusive, of the Regulations
of Connecticut State Agencies:

(1) “*‘Administrative hearing’’ means the administrative hearing procedure con-
tained in sections 17b-60 to 17b-66, inclusive, of the Connecticut General Statutes;

(2) ‘‘Administrative services organization’’ (ASO) means the organization under
contract with the Department of Social Services to administer certain health care
benefits for members who are eligible for the SAGA program, or the ASO’s agent;

(3) “‘Border hospital’” means ‘‘border hospital’” as defined in Section 17b-262-
631 (4) of the Regulations of Connecticut State Agencies;

(4) ““Chronic disease hospital’” means ‘‘chronic disease hospital’’ as defined in
section 19-13-D1 of the Regulations of Connecticut State Agencies;

(5) ‘““‘Commissioner’” means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes or
the Commissioner’s agent;

(6) ‘‘Department”” means the Connecticut Department of Social Services or
its agent;

(7) ““Emergency’’ means a medical condition, including labor and delivery, mani-
festing itself by acute symptoms of sufficient severity, including severe pain, such
that the absence of immediate medical attention could reasonably be expected to
result in placing a member’s health in serious jeopardy, serious impairment to bodily
functions, or serious dysfunction of a bodily organ or part;

(8) “‘Family planning services’’ means any medically approved diagnostic proce-
dure, treatment, counseling, drug, supply or device that is prescribed or furnished
by a provider to members of child bearing age for the purpose of enabling such
members to freely determine the number and spacing of their children;

(9) “‘Federally qualified health center’” or ‘‘FQHC’’ means ‘‘federally qualified
health center’’ as defined in 42 USC 1396d(1);

(10) ““Grievance’’ means a written or verbal request to the ASO from a member
for a formal review of an ASO decision related to the denial, reduction, termination
or suspension of authorization for payment of service;

(11) ““Hospital’’ means an institution as defined in section 19-13-D(1)(b)(1) of
the Regulations of Connecticut State Agencies;
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(12) “‘Intensive care management’’ means specialized care management tech-
niques that are undertaken by the ASO when a member has complex health care
needs;

(13) ““‘Medicaid program’’ means the program operated by the Department of
Social Services pursuant to section 17b-260 of the Connecticut General Statutes
and authorized by Title XIX of the Social Security Act;

(14) ““Medically necessary’’ means those health services required to prevent,
identify, diagnose, treat, rehabilitate or ameliorate a health problem or its effects,
or to maintain health and functioning, provided such services are:

a) consistent with generally accepted standards of medical practice;

b) clinically appropriate in terms of type, frequency, timing, site and duration;
c) demonstrated through scientific evidence to be safe and effective and the
least costly among similarly effective alternatives, where adequate scientific
evidence exists; and

d) efficient in regard to the avoidance of waste and refraining from provision
of services that, on the basis of the best available scientific evidence, are not
likely to produce benefit;

(15) ““Member’’ means a client who has been certified by the State of Connecticut
as eligible to enroll under the SAGA program;

(16) ‘“Member services’’ means administrative services provided by ASO staff,
such as: assisting members with selection of providers, answering members’ ques-
tions, providing information on how to access services, and responding to complaints
and resolving problems informally;

(17) “‘Out-of-network provider’’ means a provider that has not contracted with
the ASO to provide services to SAGA members;

(18) “‘Physician incentive plan’’ means ‘‘physician incentive plan’’ as defined
in 42 CFR 422.208;

(19) ““Primary care provider’” or ‘‘PCP’” means a licensed health care professional
responsible for coordinating the health care needs of members;

(20) “‘Prior authorization’” means the approval for the service or delivery of the
goods from the ASO or the department before the provider actually provides the
service or delivers the goods;

(21) ““Provider’’ means an individual, entity or organization that supplies medical
or dental health services or goods and has contracted with the ASO to provide
services to SAGA members;

(22) “‘Provider network’” means the providers contracted with the ASO;

(23) ““Quality management’’ means the process of reviewing, measuring and
continually improving the processes and outcomes of care delivered;

(24) “‘State Administered General Assistance’’ or ‘‘SAGA’’ means the program
established pursuant to section 17b-192 of the Connecticut General Statutes;

(25) “‘Transportation’” means emergency ambulance; and non-emergency medical
transportation for radiation oncology, chemotherapy and dialysis; and

(26) ‘“Utilization management’’ means the prospective, retrospective or concur-
rent assessment of the necessity and appropriateness of the allocation of health care
resources and services given, or proposed to be given, to an individual.

(Adopted effective October 12, 2005)

Sec. 17b-192-3. Administration of the SAGA medical program

(a) The department shall administer hospital inpatient and outpatient services
except outpatient clinic and associated ancillary services.
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(b) The department shall contract with an ASO to administer the services and goods
listed in section 17b-192-6(c) of the Regulations of Connecticut State Agencies.
(Adopted effective October 12, 2005)

Sec. 17b-192-4. Responsibilities of the ASO

Responsibilities of the ASO shall include, but not be limited to, the following:

(1) Member services as defined in section 17b-192-2 of the Regulations of Con-
necticut State Agencies;

(2) Quality management as defined in section 17b-192-2 and described in section
17b-192-7 of the Regulations of Connecticut State Agencies;

(3) Utilization management as defined in section 17b-192-2 and described in
section 17b-192-7 of the Regulations of Connecticut State Agencies;

(4) Intensive care management as defined in section 17b-192-2 and described in
section 17b-192-7 of the Regulations of Connecticut State Agencies;

(5) Provider contracting and credentialing;

(6) Provider contract oversight;

(7) Programmatic and financial reporting;

(8) Grievance resolution process as described in section 17b-192-12 of the Regula-
tions of Connecticut State Agencies;

(9) Health care provider appeal process as described in section 17b-192-12 of
the Regulations of Connecticut State Agencies; and

(10) Claims processing.

(Adopted effective October 12, 2005)

Sec. 17b-192-5. Provider network

(a) The ASO shall develop and maintain a comprehensive network of providers
that has the capacity to deliver, or arrange for the delivery of, all of the goods and
services reimbursable under the SAGA program that are listed in section 17b-192-
6(c) of the Regulations of Connecticut State Agencies.

(b) The ASO shall provide pharmaceutical services through pharmacies under
contract with the ASO.

(c) The ASO shall ensure that its provider network:

(1) includes access for each member to a PCP, as well as obstetric and gynecologi-
cal providers, at a distance of no more than twenty miles from the town where the
member resides to the town where the provider is located as measured by the
Department of Public Utility Control; and

(2) provides access to obstetricians and gynecologists in accordance with section
38a-503b of the Connecticut General Statutes.

(d) The ASO shall assign a PCP to each member. Such assignment shall be
appropriate to the member’s age, gender, and place of residence.

(e) The ASO shall implement procedures to permit members to select a PCP
other than the PCP assigned by the ASO.

(f) Each member shall be offered the opportunity to choose among available
providers in the provider network.

(g) A member may select any family planning provider or abortion provider for
such services without regard to the provider’s contractual relationship with the ASO.

(h) A member may use any emergency service without regard to the provider’s
contractual relationship with the ASO.

(1) The department shall require the ASO to have a system of referring members
to out-of-network providers if appropriate participating providers are not available
in the network.

(Adopted effective October 12, 2005)
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Sec. 17b-192-6. Services covered and limitations

(a) Services and goods covered for SAGA members shall be identical to those
covered under the SAGA program on July 1, 2003.

(b) The SAGA program shall pay only for covered services and goods that are
medically necessary.

(c) The following services or goods shall be available only through the ASO:

(1) Ambulatory surgery clinic services;

(2) Medical clinic services;

(3) FQHC medical clinic services;

(4) Rehabilitation clinic services;

(5) Dialysis clinic services;

(6) Family planning clinic services;

(7) Dental practitioner services;

(8) FQHC dental clinic services;

(9) Independent radiologist services;

(10) Independent laboratory services;

(11) Medical equipment, devices and supplies;

(12) Nurse practitioner services;

(13) Nurse midwife services;

(14) Physician services;

(15) Emergency ambulance transportation services;

(16) Non-emergency medical transportation services for radiation oncology, che-
motherapy and dialysis;

(17) Pharmacy services;

(18) Hospital outpatient clinic and related ancillary services; and

(19) Chronic disease hospital services.

(d) Each provider receiving payment under the SAGA program shall comply
with any enrollment requirements specified in Medicaid regulations specific to the
provider’s type and specialty contained in the Regulations of Connecticut State
Agencies.

(e) Hospitals shall provide, and the department shall administer, inpatient and
outpatient hospital services other than those services listed in subsection (c)(18) of
this section.

(Adopted effective October 12, 2005)

Sec. 17b-192-7. Service management

(a) Quality Management

(1) The ASO shall develop an annual Quality Management Program Plan that
outlines the objectives and scope of its quality management activities, subject to
the review and approval of the department.

(2) The ASO Quality Management Program Plan shall, at a minimum, include:

(A) recipient and provider satisfaction surveys;

(B) clinical issues studies that examine quality and access-related issues and
resulting recommendations if any;

(C) ongoing quality management activities including, but not limited to, prioritiz-
ing, monitoring, and analyzing problems identified through the utilization manage-
ment, intensive care management, member services, and complaints and
grievance processes;

(D) quality improvement initiatives designed to address specific issues related to
health care quality or access; and
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(E) a quality management program evaluation.

(b) Utilization Management

(1) Hospital services administered by the department.

(A) Inpatient hospital services provided under the SAGA program shall be subject
to the prior authorization requirements described in section 17-134d-80 of the
Regulations of Connecticut State Agencies.

(B) Outpatient hospital services provided under the SAGA program shall be
subject to the requirements described in the Department of Social Services Medical
Services Policy section 150.2 through section 150.2.A.V.

(2) Services provided by the ASO as listed in section 17b-192-6(c) of the Regula-
tions of Connecticut State Agencies shall be subject to utilization management as
permitted under the contract between the department and the ASO.

(3) The ASO shall provide, on an annual basis, a Utilization Management Program
Plan for approval by the department.

(4) Utilization management policies and procedures shall include, but not be
limited to, criteria for authorization decisions and protocols for hospital discharge
planning.

(5) No authorization shall be required for the following covered services:

(A) preventive care;

(B) family planning services, including, but not limited to:

(i) preventive family planning services;

(ii) oral contraceptives; and

(C) emergency ambulance services or emergency care.

(c) Intensive Care Management.

The ASO shall develop policies and procedures for the provision of intensive
care management for individuals with complex health care needs, including, but
not limited to, the criteria for undertaking intensive care management activities on
behalf of a member. Such policies and procedures shall be subject to the review
and approval of the department.

(d) Physician Incentive Plan.

The ASO may establish a physician incentive plan in accordance with its contract
with the department.

(e) Coordination of Medical and Behavioral Health Services.

The ASO shall develop policies and procedures for the coordination of medical
services with behavioral health services, including those services that may be pro-
vided by other state agencies or their agents. Such policies and procedures shall be
subject to the review and approval of the department.

(Adopted effective October 12, 2005)

Sec. 17b-192-8. Billing and payment procedures

(a) Hospitals shall bill the department for services rendered to SAGA members
as described in their provider agreement.

(b) Providers listed in section 17b-192-6(c)(18) of the Regulations of Connecticut
State Agencies shall submit their bills in accordance with their contract with the
ASO. The contract shall specify, at a minimum, the process for submitting claims,
the process for adjudicating claims and the time frames for adjudicating claims.

(Adopted effective October 12, 2005)

Sec. 17b-192-9. Payment for hospitals

(a) The department, in consultation with the Office of Policy and Management
shall, within available appropriations, establish an annual allocation for Connecti-
cut’s acute care hospitals and participating border hospitals.
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(b) The department shall limit annual SAGA medical expenditures to acute care
hospitals and participating border hospitals to the annual budgeted amount.

(c) The department shall reimburse hospital providers, in aggregate, approximately
1/12" of the annual hospital appropriation each month. The department shall allocate
the monthly allotment to each hospital in proportion to its costs incurred in rendering
inpatient and outpatient medical services to SAGA recipients.

(d) The department shall automatically adjust payments to ensure that the aggre-
gate payment is within the monthly allotment. With each monthly claims cycle,
aggregate SAGA hospital medical claims cost shall be compared to the monthly
allotment.

(1) If the total claims cost of all hospitals is less than the allotment, payment for
each claim shall be increased by a percentage such that the resulting total expenditure
is equal to the allotment.

(2) If the total claims cost of all hospitals is more than the allotment, the payment
for each claim shall be reduced by a percentage such that the resulting total expendi-
ture is equal to the allotment.

(3) The percentage increase or reduction shall be applied uniformly across hos-
pitals.

(Adopted effective October 12, 2005)

Sec. 17b-192-10. Payment rates for providers

(a) The ASO shall pay hospitals for outpatient services under section 17b-192-
6(c)(18) of the Regulations of Connecticut State Agencies at the prevailing rate in
the Medicaid program. Rates in excess of the prevailing Medicaid rate may be
negotiated when necessary and on an interim basis to address issues related to
access, as authorized by the department.

(b) Payment rates for other services shall be negotiated by the ASO. Rates in
excess of the prevailing Medicaid rate shall require authorization by the department.

(Adopted effective October 12, 2005)

Sec. 17b-192-11. Documentation

(a) Providers shall maintain a specific record for each client eligible for Medical
Assistance Program payment including, but not limited to: name; address; birth date;
Medical Assistance Program identification number; pertinent diagnostic information;
current and all prior treatment plans prepared by the provider; pertinent treatment
notes signed by the provider; documentation of the dates of service; and other
requirements as provided by federal and state statutes and regulations pursuant to
42 CFR 482.61 and, to the extent such requirements apply to a provider’s licensure
category, record requirements set forth in chapter iv of the Connecticut Public Health
Code (sections 19-13-D1 to 19-13-D105, inclusive, of the Regulations of Connecticut
State Agencies) and sections 19A-14-40 to 19A-14-51, inclusive, of the regulations
of Connecticut State Agencies. Such records and information shall be made available
to the department upon request.

(b) Providers shall maintain all required documentation for at least five years or
longer as required by state or federal law or regulation in the provider’s file subject
to review by authorized department personnel. In the event of a dispute concerning
goods or services provided, documentation shall be maintained until the end of the
dispute, for five years, or the length of time required by state or federal law or
regulation, whichever is greatest. Failure to maintain and provide all required docu-
mentation to the department upon request shall result in the disallowance and
recovery by the department of any future or past payments made to the provider
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for which the required documentation is not maintained and not provided to the
department upon request, as permitted by state and federal law.

(c) Providers shall maintain documentation as specified in regulations adopted
by the department specific to their type and specialty.

(Adopted effective October 12, 2005)

Sec. 17b-192-12. Grievance and administrative hearing process

(a) Grievance Process

The ASO shall have an organized grievance process under which a member may
request review of an ASO decision. The process shall be described in the member
handbook published by the ASO.

(b) Administrative Hearing

A member may request an administrative hearing from the department only after
the ASO grievance procedure has been exhausted.

(c) Health Care Provider Appeal Process

(1) The ASO shall have an internal provider appeal process under which a health
care provider may request review of a coverage or payment decision.

(2) The health care provider appeal process shall not include any appeal right to
the department or any right to an administrative hearing.

(Adopted effective October 12, 2005)
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Requirements for Payment of Home Health Agencies

Sec. 17b-262-1. Scope

Sections 17b-262-2 to 17b-262-9 inclusive set forth the requirements for payment
of Home Health services provided to individuals who are determined eligible to
receive services under Connecticut’s Medical Assistance Program pursuant to Sec-

tion 17b-262 of the Connecticut General Statutes.
(Effective June 4, 1996)

Sec. 17b-262-2. Definitions

For the purpose of Sections 17b-262-1 through 17b-262-9 the following defini-
tions apply:

(1) ““Commissioner’’ means the Commissioner of the department of social ser-
vices, or his representative.

(2) “‘Department’’ means the State of Connecticut department of social services,
or its agent.

(3) ““Home’’ means the recipient’s place of residence which includes a boarding
home or Home for the Aged. Home does not include a hospital, Skilled Nursing
Facility, Intermediate Care Facility, or Intermediate Care Facility for the Men-
tally Retarded.

(4) “‘Home Health Care Agency’’ means the definition contained in subsection
(d) of section 19a-490 of the Connecticut General Statutes (CGS).

(5) ‘““Home Health Provider’’ means any home health care agency licensed by the
Department of Public Health and who also meets the requirements for participation in
Medicare. Providers shall also meet all departmental enrollment requirements.

(6) “‘Refusal to Serve’’ shall mean a refusal to accept a new client, a termination
of service to an existing client, or an interruption of service to an existing client
which lasts longer than 48 hours.

(7) “‘Service Area’’ means those cities or towns designated by zip codes on
forms provided by the department.

(8) ““Suspension of Service’’ shall mean an interruption of service to an existing

client which lasts 48 hours or less.
(Effective June 4, 1996)

Sec. 17b-262-3. Provider participation

In order to receive payment from the department for home health services, all
Home Health Care Agencies shall be licensed by the Department of Public Health
and shall meet the requirements for participation in Medicare. [Home Health Care
Agency Licensure Regulations: Public Health Code Sections 19-13-D66 to D79
Inclusive and Federal Regulation: Sections 42 (Code of Federal Regulations) 440.70
and 42 (Code of Federal Regulations) 441.15]. Providers shall also meet all depart-
mental enrollment requirements.

(Effective June 4, 1996)
Sec. 17b-262-4. Eligibility

Payment for home health services is available to all persons eligible for Medicaid
subject to the conditions and limitations which apply to these services.

(Effective June 4, 1996)
Sec. 17b-262-5. Policy

No home health care agency enrolled as a Medicaid provider shall select a service
area, or refuse to serve any person, based on the geographical location of the
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service to be provided unless the home health care agency has a legitimate, non-
discriminatory reason for its choice of service area or its refusal to serve. Referrals
for service made to Medicaid enrolled home health care agencies shall not be refused
if the patient’s home is located within the home health care agency’s designated
service area. Any and all home health care agency refusals to serve shall be docu-
mented and based upon objective, legitimate, non-discriminatory reason(s). Upon
receipt of a complaint of discriminatory action by a home health care agency, the
home health care agency’s proof of legitimate non-discriminatory purpose shall be
evaluated to determine that it is not pretextual.
(Effective June 4, 1996)

Sec. 17b-262-6. Designation of service area

(a) All home health care agencies shall designate their service area by identifying
the zip codes of the areas which they serve on a form to be provided by the
department. All changes in that service area shall be reported to the department on
an annual basis. The designated service area shall not be smaller than that reported
to the Department of Public Health. If an agency serves any zip code within a town
or municipality, the agency shall serve all zip codes within such town.

(b) The department shall timely evaluate all such designations, and changes in
designations, to determine that the service area has not been chosen in a pattern
which suggests an intent to avoid, or has the effect of avoiding, areas with a
high concentration of minority residents, based on census data and other objective
information. If the department determines that the choice of service area is designed
to or has the effect of avoiding areas with a high concentration of minority residents,
the agency shall be notified in writing of such determination and shall be required,
within ten days, to provide written justification of its choice of service area based
upon legitimate non-discriminatory reasons in accordance with subsection 17b-262-
8, Legitimate Non-Discriminatory Reason.

(Effective June 4, 1996)

Sec. 17b-262-7. Refusal to serve

(a) All home health care agencies shall record each and every written or oral
refusal to serve and suspension of service, including but not limited to discharges,
including the date, the name and address of the patient or the reason why the name
and address is unavailable, the reason for the refusal to serve, and identifying the
support for this reason.

(b) If the stated reason for the refusal to serve is that there is an immediate danger
to the health and safety of the home health care agency’s personnel, the home health
care agency shall, within 48 hours of the refusal to serve or discharge:

(1) Complete a form to be provided by the department detailing the timely,
objective and substantial evidence on which the refusal to serve is based, the
reasonable efforts taken to protect the home health care agency personnel, the
geographic area covered by the refusal to serve, and the actual or expected duration
of the refusal to serve;

(2) If the name and address of the client are known, send the client written notice
of the refusal to serve in a form prescribed by the department, which notice shall
include the reason for the refusal to serve, the timely, objective and substantial
evidence on which the refusal to serve is based, the length of time during which
service shall be refused, the right of the client to file a complaint with the department;
and informing the client of his or her right to seek legal advice if he or she feels
his or her rights have been violated; and
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(3) Send the department a copy of the form with a copy of the notice to the
client attached.

If the department determines that the agency has failed to comply with these
requirements, the home health care agency shall be notified in writing of such
determination, and shall be required, within ten days of receipt of the notice, to
submit, in writing, justification for its failure to comply based on legitimate non-
discriminatory reasons in accordance with section 17b-262-8.

(c) The department shall review and monitor all forms prepared by home health
care agencies pursuant to subsection (b) of section 17b-262-7, Refusal to Serve, to
determine that the refusal to serve does not evidence a pattern which suggests an
intent to avoid, or have the effect of avoiding, areas with a high concentration of
minority residents, based on census data and other objective information. If the
department determines that such a pattern exists, the home health care agency shall
be notified of such determination, and shall be required, within ten days, to submit, in
writing, justification for his refusals to serve based on legitimate non-discriminatory
reasons in accordance with section 17b-262-8.

(d) The department shall conduct random inspections to ensure compliance with
record-keeping requirements.

(e) The department shall respond to all complaints of refusal to serve by conducting
a full investigation into the circumstances of the particular case, including but not
limited to inspection of the home health care agency’s records regarding refusals
to serve.

(f) The department shall, in its discretion, conduct investigations into any refusals
to serve or discharges which it determines warrant investigation, even in the absence
of a specific complaint.

(g) If the department determines that a home health care agency has refused to
serve a person located within its designated service areas, the agency shall be notified
in writing of such determination and shall be required, within ten days, to submit, in
writing, justification for its refusal to serve based upon legitimate non-discriminatory
reasons in accordance with section 17b-262-8.

(h) All suspensions of service shall be justified by timely, objective and substantial
evidence, and oral or written notice of the suspension shall be given to the client.

(Effective June 4, 1996)

Sec. 17b-262-8. Legitimate non-discriminatory reason

(a) In any case in which a home health care agency is required to provide written
justification based upon legitimate non-discriminatory reasons in accordance with
this section, the home health care agency shall be afforded an opportunity to demon-
strate, and shall have the burden of demonstrating, that it had a legitimate, non-
discriminatory reason for its actions, including but not limited to:

(1) The patient’s non-compliance with the plan of care;

(2) Lack of staff qualified for the client’s particular medical needs; and

(3) Immediate danger to the health or safety of home health care agency personnel.

(b) Immediate danger to the health or safety of home health care agency personnel
shall not constitute a legitimate, non-discriminatory reason unless:

(1) There is timely, substantial and objective evidence demonstrating that the
provider has a well-founded belief that there is an immediate danger to the health
or safety of home health care agency personnel in providing services at the particular
time and location at which the home health care services were requested, or in
accessing such location, which prevents the agency from delivering services;
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(2) All reasonable efforts to protect the home health care agency personnel have
been made prior to refusing service, including but not limited to the use of escorts,
coordination with community patrols, and coordination with public and housing
authority law enforcement;

(3) The refusal to serve covers an area no larger than necessary to avoid the
immediate danger to the health and safety of the home health care agency person-
nel; and

(4) The refusal to serve is limited in duration so as to be no longer than necessary
to avoid the immediate danger to the health or safety of the home health care
agency personnel.

(c) Proof of a legitimate non-discriminatory reason, including immediate danger
to the health and safety of home health care agency personnel, shall be documented
in writing and be based on timely, objective and substantial evidence. Such proof
may include, but not be limited to, records maintained pursuant to Department of
Public Health’s regulations. Proof of immediate danger to the health and safety of
home health care agency personnel, such as documented observation of significant
drug dealing, criminal gang activity or threatening use of weapons or police depart-
ment reports of ongoing criminal activity, shall relate to the particular location in
question, or the means of access to that location.

(d) All proof of legitimate non-discriminatory purpose submitted pursuant to
subsection (c) of section 17b-262-8, Legitimate Non-Discriminatory Reason, shall
be investigated and evaluated by the department to ensure that they are not pretextual.
For purposes of this section, an allegedly legitimate non-discriminatory purpose is
pretextual when:

(1) The home health care agency is unable to offer timely, substantial and objective
proof of its alleged legitimate non-discriminatory purpose; or

(2) Timely, substantial and objective evidence exists which demonstrates that
there were alternative, neutral means of accomplishing the alleged purpose and that
the home health care agency knew or should have known of the existence of such
alternative, neutral means.

The department shall issue its findings and recommendations in writing at the
conclusion of its investigation.

(e) If the home health care agency is unable to demonstrate a legitimate non-
discriminatory purpose, or if the department finds an alleged legitimate non-discrimi-
natory purpose to be pretextual, the department shall issue a notice of violation and
refer the case to the U.S. Department of Health and Human Services Office of
Civil Rights.

(Effective June 4, 1996)

Sec. 17b-262-9. Sanctions

If the department determines, in accordance with sections 17b-262-1 through 17b-
262-9, that these regulations have been violated, the department shall provide the
home health care agency a written notice of violation stating the basis of the
department’s determination and the sanctions to be imposed. Such sanctions may
include any of the following, alone or in combination:

(a) Termination of provider agreement;

(b) Monitoring and/or reporting requirements;

(c) Public Notice; and

(d) Such other and further sanctions as the department deems appropriate.

(Effective June 4, 1996)
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Secs. 17b-262-10—17b-262-201. Reserved

Requirements for the Reimbursement of Early Intervention Services to
Children Age Birth to Three Years with Developmental Delays

Secs. 17b-262-202—17b-262-211.
Repealed, August 28, 1998.

Sec. 17b-262-212. Reserved

Requirements for Payment of School Based Child Health Services

Sec. 17b-262-213. Scope

Sections 17b-262-213 to 17b-262-224 inclusive set forth the requirements for
payment of school based child health services provided by or on behalf of Local
Educational Agencies (LEAs) under section 10-76d of the Connecticut General
Statutes (CGS), and Part B of the Individuals with Disabilities Education Act (IDEA)
20 U.S.Csection 1411 et seq., to children determined eligible to receive such services
under Connecticut’s Medical Assistance Program pursuant to section 17b-262 of
the CGS.

(Effective January 31, 1996; amended May 10, 2000)

Sec. 17b-262-214. Definitions

For purposes of section 17b-262-213 through 17b-262-224 the following defini-
tions shall apply:

(1) “‘Allied Health Professional’’ means an individual who is licensed or certified
by the Department of Public Health (DPH) or the SDE to provide school based
child health services as defined within the context of this regulation.

(2) ¢“Child”’ means an individual as defined in subsection (e) of section 10-76a
of the Connecticut General Statutes (CGS).

(3) ”’Children Requiring Special Education’’ means an individual as defined
in subsection (e) of section 10-76a of the CGS.

(4) “‘Department’’ means the State of Connecticut Department of Social Services
(DSS) or its designated agent.

(5) ““‘Diagnostic Services’’ means those services as defined in the Code of Federal
Regulations (CFR) under 42 CFR, Part 440, subsection (a) of section 440.130, as
amended from time to time.

(6) “‘Individualized Education Program (IEP)’’ means the ongoing plan of
treatment services as defined in section 10-76d-11 of the Regulations of Connecticut
State Agencies, and Part B of IDEA, as amended from time to time.

(7) ““Evaluation’’ is the process defined under section 10-76d-9 of the Regulations
of Connecticut State Agencies.

(8) ““Licensed Practitioner of the Healing Arts’’ means those practitioners as
defined in section 20-1 of the CGS.

(9) ““Local Educational Agencies’’ or ‘“Board of Education’’ means local or
regional boards of education as defined in subsection (b) of section 10-76a-1 of the
Regulations of Connecticut State Agencies and in Part B of IDEA, as amended
from time to time.

(10) ““Medical Appropriateness/Medically Appropriate’> means health care
that is provided in a timely manner and meets professionally recognized standards



Sec. 17b-262 page 16 (11-09)
§ 17b-262-214 Department of Social Services

of acceptable medical care; is delivered in the appropriate setting; and is the least
costly of multiple, equally- effective, alternative treatments or diagnostic modalities.

(11) ““‘Medically Necessary’’ means medical care provided to correct or diminish
the adverse affects of a medical condition, assist an individual in attaining or
maintaining an optimal level of well being, diagnose a condition or prevent a medical
condition from occurring.

(12) “‘Planning and Placement Team’’ means the definition contained in subsec-
tion (p) of section 10-76a-1 of the Regulations of Connecticut State Agencies.

(13) “‘Provider’’ means the local educational agencies or boards of education
that participate in the medicaid program as providers of school based child health
(““SBCH”’) services.

(14) “‘Qualified SBCH Service Providers’’ include but, are not limited to:
licensed physician, licensed osteopath, licensed optometrist, licensed chiropractor,
licensed naturopath, licensed audiologist, speech therapy assistants working under
the direction of licensed speech pathologists, licensed speech pathologist, licensed
advanced practice registered nurse (APRN), licensed registered nurse (RN), licensed
physician assistant, licensed practical nurse (LPN), licensed psychologist, certified
family and marital counselors, SDE certified school psychologist, SDE certified
school social worker, DPH certified independent social worker, DPH certified sub-
stance abuse counselor, DPH certified marital and family therapist, SDE certified
school counselor, SDE certified guidance counselor, licensed occupational therapist,
licensed occupational therapy assistant, licensed physical therapist, physical therapist
assistant meeting requirements of section 20-66 of the CGS, licensed respiratory
care practitioner and licensed optometrist.

(15) “‘Rehabilitative Services’’ are those services as defined under 42 CFR, Part
440, subsection (d) of section 440.130, as amended from time to time.

(16) ““‘School Based Child Health Services’’ are those diagnostic and rehabilita-
tive treatment services which are medically necessary and appropriate and which
meet the needs of children as provided in accordance with Part B of IDEA, as
amended from time to time, and section 10-76d of the CGS and supporting regula-
tions, and are recommended in writing by a licensed practitioner of the healing arts
within each respective practitioner’s scope of practice as defined under state law
in accordance with 42 CFR, Part 440, subsections (a) and (d) of section 440.130,
as amended from time to time.

(17) ““Triennial Reevaluation’’ is the process of reevaluation at least once every
three years as described under section 10-76d-9 of the Regulations of Connecticut
State Agencies.

(18) ““Type of Placement’’ means, for the purposes of this regulation, the type
of setting in which the child receives special education services. These settings
include, but are not limited to: in-district, out-of-district public residential, out-of-
district private residential, out-of-district public day and out-of-district private day.

(Effective January 31, 1996; amended May 10, 2000)

Sec. 17b-262-215. Provider participation

In order to participate in the Connecticut Medical Assistance Program and provide
SBCH Services eligible for Medicaid reimbursement from the Department, the
provider shall meet the following requirements:

(1) Enroll with the Department, and have on file, a valid provider agreement.
This agreement shall be updated annually in order to continue billing the Department
for services.
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(2) Ensure that all professionals employed by or under contract arrangements
with a LEA to provide school based child health services meet all applicable federal
and state licensing and certification requirements.

(3) Comply with all Medicaid documentation and other requirements, including,
but not limited to those delineated in the provider agreement.

(4) Follow all laws, rules, regulations, policies and amendments which govern
Medicaid reimbursement for services provided pursuant to Part B of IDEA, as
amended from time to time, and section 10-76 of the CGS, and which are specified
by the federal government and the State of Connecticut.

(Effective January 31, 1996; amended May 10, 2000)

Sec. 17b-262-216. Eligibility

Medicaid funding is available for SBCH Services under section 17b-262-218
below on behalf of all children who are Medicaid recipients.
(Effective January 31, 1996; amended May 10, 2000)

Sec. 17b-262-217. Need for services

Medicaid shall reimburse for SBCH Services provided the following requirements
are met:

(a) The diagnostic and evaluation services recommended by the PPT and a licensed
practitioner of the healing arts in the initial evaluation or triennial reevaluation of
the child are supported by reports containing recommendations by licensed or
certified practitioners within the scope of their practice as defined by state law.

(b) The ongoing treatment services, as recommended by the PPT and a licensed
practitioner of the healing arts, are specified in the child’s IEP on file with the
respective LEA. The IEP shall include, either in the IEP document itself or in an
attachment to the IEP, but is not limited to:

(1) applicable medical diagnoses in a format acceptable to the department;

(2) anticipated treatment goals;

(3) a description of the type, amount, frequency and duration of the services to
be furnished;

(4) identification of the type(s) of service providers(s); and

(5) signature(s) of licensed practitioner(s) of the healing arts, within their scope

of practice as defined by state law, recommending the plan of medical services.
(Effective January 31, 1996; amended May 10, 2000)

Sec. 17b-262-218. Services covered

The Department shall pay for the following services:

(a) Audiology

Audiology services include, but are not limited to: (1) identification of children
with hearing loss; (2) determination of the range, nature and degree of hearing loss,
including referral for medical or other professional attention for the treatment of
hearing; (3) provision of treatment activities, such as language habilitation, auditory
training, speech reading (lip reading), hearing evaluation and speech conservation;
(4) creation and administration of programs for the prevention of hearing loss; (5)
counseling and guidance of children, parents and teachers regarding hearing loss;
and (6) determination of the child’s need for individual or group amplification,
selecting and fitting an appropriate aid and evaluating the effectiveness of amplifica-
tion, provided that these services are within the scope of practice set forth in
subsection (3) of section 20-408 of the CGS.

(b) Clinical Diagnostic Laboratory Services
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Clinical diagnostic laboratory services means services recommended by the PPT
such as simple diagnostic tests and procedures performed in the school. These
services include, but are not limited to: (1) blood sugar by a finger stick, (2) urine
dipstick and (3) hematocrit.

(c) Durable Medical Equipment, Other Medical Supplies and Devices

Durable medical equipment means the purchase or rental of medically necessary
and appropriate assistive devices such as: (1) augmentative communication device;
(2) crouch screen voice synthesizer; (3) prone stander; (4) corner chair; (5) wheel-
chair; (6) crutches; (7) walkers; (8) auditory trainers; and (9) suctioning machines.
Other medical supplies and devices means supplies and devices necessary, and
incidental to, IEP related services.

(d) Medical Services

Medical services means medical diagnostic and evaluative services recommended
by the PPT to determine the child’s medically related disability as approved by the
licensed practitioner of the healing arts as defined in section 20-1 of the CGS and
provided by the qualified SBCH service provider.

(e) Medical Transportation

Medical transportation means the transportation of a child identified as requiring
special education and related services to sites of medically appropriate and necessary
services. This includes the cost of staff required to accompany the child, as prescribed
in the IEP, in order to transport the child to and from school and other sites of
medically appropriate and necessary services.

(f) Mental Health Services (Psychological & Counseling Services)

Mental health services means diagnostic and treatment services involving mental,
emotional or behavioral problems and disturbances and dysfunctions, or the diagnosis
and treatment of substance abuse. These services include, but are not limited to:
(1) mental health evaluations; (2) psychological testing such as the (A) administering
of psychological tests and other assessment procedures; (B) interpreting of assess-
ment results; (C) obtaining, integrating and interpreting of information about child
behavior and conditions related to learning; (D) planning and managing of a program
of psychological services including psychological counseling for children and par-
ents; and (3) counseling services such as individual, group or marital and family
counseling or psychotherapy for the treatment of a mental, emotional, behavioral
or substance abuse condition to alleviate the condition and encourage growth and
development, as performed by qualified SBCH providers, provided these services
are within the scope of practice set forth in subsection (a) of section 20-740, section
20-187a, subsections (a) and (b) of section 20-195, subsection (a) of section 20-
195a, subsection (a) of section 20-195m, and subsection (b) of section 20-195q of
the CGS, and sections 10-145d-555 through 10-145d-566, inclusive, of the Regula-
tions of Connecticut State Agencies.

(g) Nursing Services

Nursing services include, but are not limited to: (1) health assessment and develop-
ment of individualized health care plans; (2) nursing procedures including suctioning,
tracheostomy care, catherterization, toileting, ostomy management and care; (3)
monitoring of health status, for example, monitoring of shunt functioning or respira-
tory status; and individual health counseling and instruction and emergency interven-
tions, provided that these services are within the scope of practice set forth in
subsections (a), (b) and (c) of section 20-87a of the CGS.

(h) Occupational Therapy
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Occupational therapy services means those services as defined in subsection (1)
of section 20-74a of the CGS.

(i) Physical Therapy

Physical therapy services means those services as defined in subsection (2) of
section 20-66 of the CGS.

(j) Respiratory Care Services

Respiratory care services means those services as defined in subsection (b) of
section 20-162n of the CGS.

(k) Speech/Language

Speech pathology services include, but are not limited to: (1) identification of
children with speech and language impairments; (2) diagnosis and appraisal of
specific speech and language impairments; (3) referrals for medical or other profes-
sional attention necessary for the treatment of speech or language impairments;
(4) provision of speech or language services for the treatment or prevention of
communicated impairments; and (5) counseling or guidance of parents, children
and teachers regarding speech and language impairments, provided that these services
are within the scope of practice set forth in subsection (1) of section 20-408 of the
CGS and sections 10-145d-543 through 10-145d-546, inclusive, of the Regulations
of Connecticut State Agencies.

(I) Optometric Services

Optometric services include, but are not limited to: (1) assessment for visual
acuity, color blindness, near vision and strabismus; and (2) diagnosis of abnormalities
related to the eye and optic nerves, provided that these services are within the scope

of practice set forth in subsection (2) of section 20-127 of the CGS.
(Effective January 31, 1996; amended May 10, 2000)

Sec. 17b-262-219. Limitations

(a) No payments shall be made by Medicaid:

(1) directly to health professionals or organizations under contract to a LEA
for medically appropriate and necessary services covered under section 17b-262-
218 above;

(2) for services of an unproven, experimental, cosmetic or research nature or for
any diagnostic, therapeutic or treatment procedures in excess of those deemed
medically appropriate and necessary by the Department to treat the child’s condition;

(3) for any immunizations, biological products and other products or examinations
and laboratory tests for preventable diseases available free of charge from the
Department of Public Health;

(4) for speech services involving non-diagnostic, non-therapeutic, routine, repeti-
tive and reinforced procedures or services for the child’s general good and welfare
(e.g., the practicing of word drills which are not planned and performed or supervised
by a licensed speech pathologist);

(5) for services which are provided free of charge to all students such as routine
screenings; or

(6) for cancelled visits or appointments not kept.

(b) Services may be provided to an individual until the end of the school year
in which a student reaches twenty-one (21) years of age.

(Effective January 31, 1996; amended May 10, 2000)
Sec. 17b-262-220. Documentation and record retention requirements

(a) A permanent service record documenting each SBCH Service provided to
each medicaid eligible child shall be maintained by the LEA at which the child is
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enrolled at the time of service. The permanent service record shall include, but is
not limited to:

(1) the written evaluation and the results of any diagnostic tests;

(2) the diagnosis(ses), in a manner acceptable to the Department;

(3) the IEP signed by a licensed practitioner of the healing arts in a manner
acceptable to the Department; and

(4) the actual service delivery record including: the type of service; the date of
the service; the units of service; the name and discipline of the person performing
services and, for persons affiliated with an organization under contract to the LEA,
the name of the organization; the signature of the individual performing the service;
and progress notes signed by a licensed or certified allied health professional who
performed or supervised the services within the scope of his or her practice under
state law.

(b) The Local Educational Agency (LEA) shall maintain a current record of the
applicable licenses or certificates of practice of all licensed or certified persons
performing SBCH Services.

(c) The Local Educational Agency (LEA) shall maintain all supporting records
of costs reported for SBCH Services.

(d) All records shall be maintained for at least six (6) years.
(Effective January 31, 1996; amended May 10, 2000)

Sec. 17b-262-221. Billing requirements

(a) All SBCH Services performed on behalf of Medicaid-eligible children shall
be recorded on the required claim forms for the SBCH provider and submitted to the
Department in accordance with the billing instructions provided by the Department.

(b) All claims submitted to the Department for payment of services covered under
section 17b-262-218 above shall be substantiated by documentation in the eligible
child’s permanent service record pursuant to section 17b-262-220 above.

(Effective January 31, 1996; amended May 10, 2000)

Sec. 17b-262-222. Establishment of rates

(a) The Department shall establish payment rates for three (3) types of service
specific to type of placement for SBCH Services:

(1) a per month per child unit rate for SBCH treatment services, specific to type
of placement;

(2) a rate for initial evaluations and triennial reevaluations, specific to type of
placement; and

(3) a rate for Durable Medical Equipment, Other Medical Supplies and Devices.

Rates shall be determined based upon annual cost and utilization filings made
on forms prescribed by the Commissioner of the Department, except that for the
July 1, 1999 through June 30, 2000 rate period, such rates shall be determined based
upon the July 1, 1996 through June 30, 1997 cost reports inflated by the increase
in the consumer price index (urban-all items). Rates shall be based on cost and
utilization data for all children referred for special educational services. The Commis-
sioner may establish interim rates for the billing periods.

(b) On an annual basis, except for the July 1, 1999 through June 30, 2000
period, the participating local educational agencies (LEA), shall provide to the
Commissioner of the Department of Social Services, for all Medicaid eligible and
non-Medicaid eligible children receiving SBCH services through such agencies, the
following information and supporting documentation including, but not limited to:
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(1) the average monthly unduplicated count of children receiving initial evalua-
tions for special education services by type of placement;

(2) the costs of providing initial evaluations for special education services by
type of placement;

(3) the average monthly unduplicated count of children receiving triennial reevalu-
ations and diagnostic testing for special education services by type of placement;

(4) the costs of providing triennial reevaluations and diagnostic testing for special
education services by type of placement;

(5) the average monthly unduplicated count of children receiving ongoing special
education-related health treatment services independent of initial evaluations and
triennial reevaluations by type of placement; and

(6) the costs of providing ongoing special education-related health treatment
services independent of initial evaluations and triennial reevaluations by type of
placement.

(c) Cost and utilization data provided to the Department by the State Department
of Education shall be audited in accordance with Generally Accepted Government
Auditing Standards (GAGAS).

Cost and utilization data shall be maintained for a minimum of six (6) years from
the billing period by the LEA.

(Effective January 31, 1996; amended May 10, 2000)

Sec. 17b-262-223. Audit/compliance review

All supporting accounting and business records, statistical data, the child’s perma-
nent service record and all other records relating to the provision of SBCH Services
paid for by the Department shall be subject to audit or compliance review by
authorized personnel. If an audit discloses discrepancies in the accuracy or allowabil-
ity of actual direct or indirect costs or statistical data as submitted for each state
fiscal year by the Department of Education and its LEAs, the Department’s rates
for said period shall be subject to adjustment. All documentation shall be made
available to authorized personnel upon request in accordance with 42 CFR, Part
431. SDE shall take full responsibility for any Medicaid claims disallowed due to
inadequate documentation by any LEA or failure to comply with requirements set

forth in statute or regulations.
(Effective January 31, 1996; amended May 10, 2000)

Secs. 17b-262-224—17b-262-298. Reserved

Requirements for Payment of Services Provided by Intermediate Care
Facilities for the Mentally Retarded (ICFs/MR)

Sec. 17b-262-299. Scope

Sections 17b-262-299 to 17b-262-311, inclusive, of the Regulations of Connecti-
cut State Agencies set forth the requirements for payment of services provided by
Intermediate Care Facilities for the Mentally Retarded to clients eligible to receive
such services under Medicaid pursuant to section 17b-262 of the Connecticut Gen-

eral Statutes.
(Adopted effective October 1, 2001)

Sec. 17b-262-300. Definitions

As used in sections 17b-262-299 to 17b-262-311, inclusive, of the Regulations
of Connecticut State Agencies the following definitions shall apply:
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(1) ““Active treatment’’ means the treatment as described in 42 CFR 483.440(a),
as amended from time to time;

(2) ““Applied income’” means the amount of income that each client receiving
ICF/MR services is expected to pay each month toward the cost of his or her care,
calculated according to the DSS Uniform Policy Manual, section 5045.20;

(3) ““Client’’” means a person eligible for services under the Connecticut Medic-
aid program;

(4) “‘DMR’’ means the Department of Mental Retardation or its agent;

(5) “‘DPH”’ means the Department of Public Health or its agent;

(6) “‘Department’” or ‘‘DSS’’ means the Department of Social Services or its
agent;

(7) ““Discharge’’” means the movement of a client out of an ICF/MR;

(8) ‘““Home leave’” means an overnight absence from the ICF/MR for any reason
other than admission to a hospital. It is taken at the discretion of the client;

(9) ““Hospital’’” means a general hospital, special hospital or chronic disease
hospital as defined in section 19-13-DI1(b) of the Regulations of Connecticut
State Agencies;

(10) “‘Interdisciplinary team’” or ‘‘IDT’’ means a group of persons, as described
in 42 CFR 483.440(c)(2), as amended from time to time;

(11) “‘Intermediate care facility for the mentally retarded’’ or ‘‘ICF/MR’’ means
a residential facility for the mentally retarded licensed pursuant to section 17a-227
of the Connecticut General Statutes and certified and enrolled to participate in
Medicaid as an intermediate care facility for the mentally retarded pursuant to 42
CFR 442.101, as amended from time to time;

(12) ““Medical appropriateness’” or ‘‘medically appropriate’’ means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and, is
the least costly of multiple, equally-effective, alternate treatments or diagnostic
modalities;

(13) ‘““Medicaid’’ means the program operated by the Department of Social
Services pursuant to section 17b-260 of the Connecticut General Statutes and author-
ized by Title XIX of the Social Security Act;

(14) ““Medical necessity’’ or ‘‘medically necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist a client in attaining or maintaining an optimal level of health; to diagnose
a condition; or to prevent a medical condition from occurring;

(15) “‘Objective information’’ means an estimate of the client’s projected length
of hospital stay obtained by the ICF/MR from a hospital staff person. This prognosis
may be obtained from the client’s record or the overall plan of service (OPS) or
given by a physician or other health professional under his or her direction or by
another qualified professional such as a social worker or discharge planner;

(16) ““‘Overall plan of services’’ or ‘‘OPS’’ means a document that specifies a
strategy to guide the delivery of services to a client for up to one year. It is the
document required for a client that meets the federal requirements for a plan of
care as outlined in 42 CFR 456.380, as amended from time to time, and an individual
program plan as outlined in 42 CFR 483.440, as amended from time to time; and

(17) ““Provider’” means an ICF/MR that is enrolled in the Medicaid program.

(Adopted effective October 1, 2001)

Sec. 17b-262-301. Provider participation

In order to enroll in Medicaid and receive payment from the department, providers
shall comply with sections 17b-262-522 to 17b-262-533, inclusive, of the Regula-
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tions of Connecticut State Agencies and be certified, in accordance with federal

regulations, to participate in the Medicaid program.
(Adopted effective October 1, 2001)

Sec. 17b-262-302. Eligibility

Payment to Intermediate Care Facilities for the Mentally Retarded is available
on behalf of all clients who are determined to be in need of ICF/MR care by the
Department of Mental Retardation and the Department of Social Services, subject
to the conditions and limitations set forth in sections 17b-262-299 to 17b-262-311,
inclusive, of the Regulations of Connecticut State Agencies. Clients shall be receiving

active treatment as described in 42 CFR 483.440(a), as amended from time to time.
(Adopted effective October 1, 2001)

Sec. 17b-262-303. Services covered and limitations

(a) Services Covered

(1) The department shall pay an all-inclusive per diem rate, computed in accord-
ance with section 17b-340 of the Connecticut General Statutes and sections 17-311-
1 to 17-311-120, inclusive, of the Regulations of Connecticut State Agencies, to
the ICF/MR for each client. This rate represents an inclusive payment for all services
and items that are required to be provided by the facility as a condition for participa-
tion as an ICF/MR, including but not necessarily limited to the following:

(A) services provided by qualified staff engaged by the ICF/MR, as described in
42 CFR 483.430, as amended from time to time;

(B) active treatment services as described in 42 CFR 483.440, as amended from
time to time;

(C) client behavior and facility practice as described in 42 CFR 483.450, as
amended from time to time;

(D) health care services as described in 42 CFR 483.460, as amended from time
to time;

(E) physical environment management as described in 42 CFR 483.470, as
amended from time to time;

(F) dietetic services as described in 42 CFR 483.480, as amended from time to time;

(G) routine personal hygiene items as defined in 42 CFR 483.10(c)(8)(1)(E), as
amended from time to time;

(H) over the counter medications except insulin;

(D) durable medical equipment, except for those items listed in section 17b-262-
676(a)(2) of the Regulations of Connecticut State Agencies where Medicaid payment
is available directly to the supplier of durable medical equipment if the item is
medically necessary;

(J) supplies used in the routine care of the client that are included on the depart-
ment’s medical and surgical fee schedule including:

(i) antiseptics and solutions;

(ii) bandages and dressing supplies;

(iii) catheters and urinary incontinent supplies;

(iv) diabetic supplies;

(v) diapers and underpads;

(vi) compression, burns and specialized medical garments;

(vii) ostomy supplies;

(viii) respiratory and tracheotomy supplies;

(ix) enteral and parenteral supplies; and

(x) miscellaneous supplies;
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(K) services related to the provision or arrangement for provision of customized
wheelchairs that are the responsibility of the ICF/MR as described in subsections
17-134d-46(m) and (n) of the Regulations of Connecticut State Agencies; and

(L) transportation services necessary to transport a client to and from any service
included in the per diem rate as described in this section.

(2) The department shall pay to reserve a bed in an ICF/MR for a client during
a temporary absence in a hospital as described in section 17b-262-306 of the
Regulations of Connecticut State Agencies.

(3) The department shall pay to reserve a bed in an ICF/MR for home leave in
accordance with section 17b-262-307 of the Regulations of Connecticut State
Agencies.

(b) Limitations

(1) The department shall not pay for anything of an unproven, experimental or
research nature or for services in excess of those deemed medically necessary by
the department to treat the client’s condition or for services not directly related to
the client’s diagnosis, symptoms or medical history.

(2) The department shall pay for the date of admission and not for the date of
discharge. Exceptions to this are:

(A) the department shall pay for the date of death when the client dies in the
ICF/MR. If the client dies while in the hospital or on home leave, the date of death
is paid as a reserve bed day, provided all other bed reservation requirements as
described in sections 17b-262-306 and 17b-262-307 of the Regulations of Connecti-
cut State Agencies are met; and

(B) in the case of a client admitted and discharged on the same day, payment is
authorized for one day of care.

(Adopted effective October 1, 2001)

Sec. 17b-262-304. Need for services and authorization process

(a) The decision to admit and the subsequent admission to a facility must be
made by the Department of Mental Retardation or the admitting ICF/MR in conjunc-
tion with the client’s interdisciplinary team, subject to review by DSS.

(b) DSS shall evaluate and approve in writing the client’s need for ICF/MR
services ordered by the physician, as described in 42 CFR 456.372, as amended
from time to time.

(c) In order for DSS to pay for ICF/MR services, the ICF/MR shall document
the need for the admission by all of the following:

(1) certification of the need for care by a physician as described in 42 CFR
456.360(a), as amended from time to time;

(2) medical, psychological and social evaluations as described in 42 CFR 456.370,
as amended from time to time;

(3) an admissions review as described in 42 CFR 483.440(b), as amended from
time to time;

(4) exploration of alternative services as described in 42 CFR 456.371, as amended
from time to time;

(5) an OPS; and

(6) a written report of each evaluation and OPS entered in the client’s record, as
described in 42 CFR 456.381, as amended from time to time.

(7) DSS written approval of the client’s need for ICF/MR services in accordance
with 42 CFR 456.372, as amended from time to time.
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(d) Beginning no later than six months after admission, or earlier if indicated at
the time of admission, the ICF/MR shall document the need for continued stay by
all of the following:

(1) recertification of need for care as described in 42 CFR 456.360(b), as amended
from to time, on forms prescribed by DSS;

(2) exploration of alternative services as described in 42 CFR 456.371, as amended
from time to time;

(3) a continued stay review process in accordance with 42 CFR 456.431 to 42
CFR 456.438, inclusive, as amended from time to time;

(4) a review of the OPS as described in 42 CFR 456.380(c), as amended from
time to time; and

(5) monitoring of the program plan as described in 42 CFR 483.440(f), as amended

from time to time.
(Adopted effective October 1, 2001)

Sec. 17b-262-305. Client’s bill of rights

(a) An ICF/MR shall protect and promote the rights of each client as described
in 42 CFR 483.420, as amended from time to time.

(b) Requirements for the administration of the patient’s personal allowance shall
be in accordance with sections 17-2-140 to 17-2-145, inclusive, of the Regulations
of Connecticut State Agencies.

(Adopted effective October 1, 2001)

Sec. 17b-262-306. Bed reserve for hospitalization

(a) DSS shall pay to reserve a bed in an ICF/MR for a client during a temporary
absence in a hospital for up to fifteen (15) days in accordance with subsection (e)
of this section.

(b) The ICF/MR shall inform the client and guardian or other responsible person,
upon admission to the ICF/MR and upon transfer of a client to the hospital, that
the bed of a client shall be reserved if the conditions outlined in this section are met.

(c) The ICF/MR shall reserve the bed of any client who is absent from the ICF/
MR due to hospitalization unless the ICF/MR has obtained objective information
from the hospital that the client shall not return to the ICF/MR within the fifteen
day period, including the day of admission, to the hospital.

(d) The ICF/MR shall not make the reserved bed available for use by any
other person.

(e) DSS shall reimburse an ICF/MR at the per diem Connecticut Medicaid program
rate of the ICF/MR for each day that the ICF/MR reserves the bed of a client in
accordance with the following conditions:

(1) an ICF/MR shall be reimbursed for reserving the bed of a client who is
hospitalized for a maximum of seven (7) days including the admission date of
hospitalization, if on the date of admission the ICF/MR documents that it contacted
the hospital and the hospital failed to provide objective information confirming that
the person would be unable to return to the ICF/MR within fifteen (15) days of the
date of hospitalization;

(2) the ICF/MR shall be reimbursed for a maximum of eight (8) additional days
provided on or before the seventh day, but not before the third day of the hospitaliza-
tion of a client, the ICF/MR contacts the hospital for an update on the client’s status
and the ICF/MR documents in the client’s file that the information obtained through
the contact does not indicate that the client shall be unable to return to the ICF/MR
within fifteen (15) days of the hospital admission;
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(3) documentation of the hospital contact described in subdivisions (1) and (2)
of this subsection shall include the date of the contact, the hospital representative’s
name, the source of the information and the estimated length of stay;

(4) if at any time the ICF/MR is provided with information from the hospital that
the client shall not return to the ICF/MR within fifteen (15) days of the hospital
admission, the ICF/MR is not eligible to receive reimbursement for reserving the
client’s bed for any days after such information is received, including the day the
information is received; and

(5) for the purposes of determining the beginning of the bed reservation period,
admission to the hospital shall mean the time at which the client, on recommendation
of a physician, is formally admitted as an inpatient to the hospital. When a client
is transferred to the hospital and is not formally admitted, it shall not be considered
a discharge, regardless of the length of the stay. It shall be considered a discharge
from the ICF/MR only when the client is formally admitted by the hospital. Any
other hospital stay, whether in the emergency room or otherwise shall be considered
an outpatient Vvisit.

(f) If the client’s hospitalization exceeds the period of time that an ICF/MR is
required to reserve the client’s bed, the ICF/MR:

(1) shall provide the client the first available bed at the time notice is received
of the client’s discharge from the hospital;

(2) shall grant the client priority admission over applicants for new admission to
the ICF/MR; and

(3) may charge a fee to reserve the bed if the client, his or her family or responsible
party wishes to pay to reserve the bed. For hospital leave beyond fifteen (15) days
per hospital admission, the facility shall reserve the bed as long as payment is
available. The fee shall not exceed the per diem Connecticut Medicaid program
rate for that bed.

(Adopted effective October 1, 2001)

Sec. 17b-262-307. Bed reserve for home leave

(a) DSS shall pay to reserve a bed in an ICF/MR for a client during a temporary
absence for home leave for up to thirty-six (36) days per calendar year. The ICF/
MR shall not make the reserved bed available for use by any other person.

(b) The ICF/MR shall inform the client and guardian or other responsible person
upon admission to the facility, that a bed shall be reserved for home leave if the
conditions outlined in subsection (d) of this section are met.

(c) The ICF/MR shall reserve a client’s bed for up to thirty-six (36) days per
calendar year. No facility shall require, or request, a client to provide payment for
authorized home leave.

(d) DSS shall reimburse an ICF/MR at the per diem Connecticut Medicaid program
rate of the facility for each day that the facility reserves the bed in accordance with
the following conditions:

(1) the client has not used more than thirty-six (36) days of home leave during
the calendar year;

(2) the facility has not refused to take the client back during or upon completion
of the authorized home leave. If so, no payment shall be made for the entire home
leave; and

(3) the client has not failed to return to the ICF/MR. If the client has not returned,
the liability for payment to the ICF/MR shall terminate on the date the ICF/MR is
notified that the client will not be returning.
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(e) If the client has used more than thirty-six (36) days of home leave in a calendar
year the facility shall not be required to reserve the bed; however, the ICF/MR:

(1) shall provide the client the first bed available after notice is received that the
client wishes to return;

(2) shall grant the client priority admission over applicants for new admission to
the ICF/MR; and

(3) may charge a fee to reserve the bed if the client, his or her family or responsible
party wishes to pay to reserve the bed. For home leave beyond thirty-six (36) days
per calendar year, the facility shall reserve the bed as long as payment is available.
The fee shall not exceed the per diem Connecticut Medicaid program rate for that bed.

(f) The ICF/MR shall document in the client’s medical record:

(1) the contact person;

(2) the duration of the absence;

(3) the client’s condition before leaving, and upon returning, to the facility; and

(4) the dates of home leave.

(g) The medical record does not need to be closed nor does the client need to be

readmitted after home leave.
(Adopted effective October 1, 2001)

Sec. 17b-262-308. Applied income

(a) DSS is responsible for calculating the applied income. DSS shall notify the
ICF/MR of the amount of any applied income that the facility is responsible for
collecting. Applied income shall be deducted from what otherwise would have been
the DSS monthly payment to the ICF/MR on behalf of the client.

(b) The ICF/MR shall notify DSS of any errors in the amount of applied income
processed against the claim using the form specified by DSS. Payment adjustments
resulting from retroactive applied income corrections shall be processed periodically.

(c) In any month that a client returns to the community or dies, and the cost of
care is less than the applied income, the department shall adjust the applied income
as follows: the applied income shall equal the number of days that the client was
in the ICF/MR multiplied by the per diem rate.

(d) Applied income shall not be pro rated. It shall be used to cover the cost of
care until it is expended.

(Adopted effective October 1, 2001)

Sec. 17b-262-309. Billing and payment procedures

(a) The ICF/MR shall submit claims to the department as described in section
17b-262-529 of the Regulations of Connecticut State Agencies and the billing
instructions specific to ICFs/MR.

(b) The ICF/MR shall:

(1) complete the daily admission and discharge forms in accordance with DSS
instructions;

(2) notify the DSS caseworker if the ICF/MR is aware that the ICF/MR client’s
asset level exceeds the established resource limit. The report shall be made on the
form specified by DSS.

(3) notify the convalescent payment unit of DSS of any and all credits due DSS

on the form specified by DSS.
(Adopted effective October 1, 2001)

Sec. 17b-262-310. Rates

The per diem rates for an ICF/MR shall be determined annually, pursuant to
section 17b-340 of the Connecticut general statutes and sections 17-311-1 to 17-
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311-120, inclusive, of the Regulations of Connecticut State Agencies. DSS shall

reimburse the ICF/MR at the per diem rate minus the applied income.
(Adopted effective October 1, 2001)

Sec. 17b-262-311. Documentation

(a) The ICF/MR shall maintain all documentation required for rate setting purposes
for a minimum of 10 years pursuant to section 17-311-56 of the Regulations of
Connecticut State Agencies, including all documentation required to support the
billing for bed reserve days described in subsection (e)(4) of this section. This
documentation shall be subject to review by the department.

(b) The ICF/MR shall maintain all other documentation required by this section
for at least five (5) years or longer as required by statute or regulation, and shall
be subject to review by authorized department personnel. In the event of a dispute
concerning a service provided, the ICF/MR shall maintain all documentation until
the end of the dispute, for five (5) years, or for the length of time required by statute
or regulation, whichever is longest.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the ICF/MR for which the
required documentation is not maintained and provided to the department upon
request. Documentation requirements are described in detail in the Provider
Agreement for ICFs/MR and sections 17b-262-522 to 17b-262-533, inclusive, of
the Regulations of Connecticut State Agencies.

(d) An ICF/MR shall maintain fiscal and medical records to fully disclose services
and goods rendered or delivered to Medicaid residents. Records shall be maintained
in accordance with the department’s Provider Agreement for ICFs/MR.

(e) Required documentation shall include:

(1) all reports, evaluations, certifications, reviews and approvals documenting the
need for admission as described in subsection 17b-262-304(b) of the Regulations
of Connecticut State Agencies;

(2) all certifications and reviews documenting the need for continued stay as
described in subsection 17b-262-304(c) of the Regulations of Connecticut State
Agencies;

(3) all admission and discharge forms required by DSS; and

(4) all documentation required to support the ICF’s/MR billing for and the DSS
payment of bed reserve days as described in sections 17b-262-306 and 17b-262-
307 of the Regulations of Connecticut State Agencies.

(f) Providers shall maintain all medical records pursuant to sections 17a-227-17
and 17a-227-18 of the Regulations of Connecticut State Agencies.

(Adopted effective October 1, 2001)

Secs. 17b-262-312—17b-262-336. Reserved

Requirements for Payment of Physicians’ Services

Sec. 17b-262-337. Scope

Sections 17b-262-337 through 17b-262-349, inclusive, set forth the Department
of Social Services requirements for payment of accepted methods of treatment
performed by or under the supervision of licensed physicians for clients who are
determined eligible to receive services under Connecticut’s Medicaid Program pursu-
ant to section 17b-261 of the Connecticut General Statutes.

(Adopted effective May 11, 1998; amended January 31, 2008)
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Sec. 17b-262-338. Definitions

As used in sections 17b-262-337 through 17b-262-349, inclusive, of the Regula-
tions of Connecticut State Agencies:

(1) ““Acute’’ means symptoms that are severe and have rapid onset and a short
course;

(2) ‘““Admission’” means the formal acceptance by a hospital of a client who is
to receive health care services while lodged in an area of the hospital reserved for
continuous nursing services;

(3) ‘“Allied Health Professional’’ or ‘‘AHP’’ means a licensed individual who
is qualified by special training, education, skills, and experience in health care and
treatment and shall include: psychologists, social workers, nurses, nurse midwives,
physician assistants, professional counselors, marital and family therapists, alcohol
and drug counselors, physical therapists, occupational therapists, speech therapists,
audiologists and respiratory care practitioners as defined in title 20 of the Connecticut
General Statutes;

(4) “‘Border provider’’ means a provider located in a state bordering Connecticut,
in an area that allows it to generally serve Connecticut residents, and that is enrolled
as and treated as a Connecticut Medical Assistance Program provider. Such providers
are certified, accredited, or licensed by the applicable agency in their state and are
deemed border providers by the department on a case-by-case basis;

(5) ““Child”’ means a person who is under twenty-one years of age;

(6) ““Chronic disease hospital’’ means ‘‘chronic disease hospital’” as defined in
section 19-13-D1 of the Regulations of Connecticut State Agencies;

(7) ““Client’’ means a person eligible for goods or services under the department’s
Medicaid program;

(8) ‘“‘Commissioner’” means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes;

(9) ““Consultation’” means those services rendered by a physician whose opinion
or advice is requested by the client’s physician or agency in the evaluation or
treatment of the client’s illness;

(10) ““Department’’ means the Department of Social Services or its agent;

(11) ““Early and Periodic Screening, Diagnostic and Treatment services’’ means
the services provided in accordance with section 1905(r) of the Social Security Act,
as amended from time to time;

(12) ‘“‘Emergency’’ means a medical condition, including labor and delivery,
manifesting itself by acute symptoms of sufficient severity, including severe pain,
such that the absence of immediate medical attention could reasonably be expected
to result in placing the client’s health in serious jeopardy, serious impairment to
bodily functions, or serious dysfunction of any bodily organ or part;

(13) “‘Family planning services’’ means any medically approved diagnostic proce-
dure, treatment, counseling, drug, supply, or device which is prescribed or furnished
by a provider to individuals of childbearing age for the purpose of enabling such
individuals to freely plan the number and spacing of their children;

(14) ““Fees’” means the payments for services, treatments, and drugs administered
by physicians which shall be established by the commissioner and contained in the
department’s fee schedules;

(15) ““General hospital’’ means ‘‘general hospital’’ as defined in section 17-134d-
80 of the Regulations of Connecticut State Agencies;

(16) ““Home’’ means the client’s place of residence, which includes a boarding
home, community living arrangement, or residential care home. Home does not
include facilities such as hospitals, chronic disease hospitals, nursing facilities,
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intermediate care facilities for the mentally retarded (ICF/MR), or other facilities
that are paid an all inclusive rate directly by Medicaid for the care of the client;

(17) ‘‘Hysterectomy ’’means ‘‘hysterectomy’’ as defined in 42 CFR 441.251;

(18) “‘Informed consent’” means ‘‘informed consent’ as defined in 42 CFR
441.257,

(19) ““Intermediate care facility for the mentally retarded’’ or ‘‘ICF/MR’’ means
a residential facility for persons with mental retardation licensed pursuant to section
17a-227 of the Connecticut General Statutes and certified to participate in the
Medicaid program as an intermediate care facility for the mentally retarded;

(20) “‘Institutionalized individual’’ means an ‘‘institutionalized individual’’ as
defined in 42 CFR 441.251;

(21) ““Legend Device’” means ‘‘legend device’ as defined in section 20-571 of
the Connecticut General Statutes;

(22) “‘Legend Drug’’ means ‘‘legend drug’’ as defined in section 20-571 of the
Connecticut General Statutes;

(23) ““Medical appropriateness’’ or ‘‘Medically appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate setting; and is the least
costly of multiple, equally-effective alternative treatments or diagnostic modalities;

(24) ‘‘Medicaid’’ means the program operated by the Department of Social
Services pursuant to section 17b-260 of the Connecticut General Statutes and author-
ized by Title XIX of the Social Security Act;

(25) ““Medical necessity’’ or ‘‘medically necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or to prevent a medical condition from occurring;

(26) ‘‘Medical record’’ means ‘‘medical record’’ as defined in section 19a-14-
40 of the Regulations of Connecticut State Agencies;

(27) ‘‘Mentally incompetent individual’’ means a ‘ ‘mentally incompetent individ-
ual’’ as defined in 42 CFR 441.251;

(28) “‘Nursing facility’” means a ‘ ‘nursing facility’” as defined in 42 USC 1396r(a);

(29) ““Out of state provider’’ means a provider that is located outside Connecticut
and is not a border provider;

(30) “‘Panel or Profile Tests’” means certain multiple tests performed on a single
specimen or material derived from the human body which are related to a condition,
disorder or family of disorders, which when combined mathematically or otherwise,
comprise a finished identifiable laboratory study or studies;

(31) “‘Physician’’ means a person licensed pursuant to section 20-10 of the
Connecticut General Statutes;

(32) ““Physicians’ services’’ means services provided:

(A) by a physician within the scope of practice as defined by state law; or

(B) by an AHP within the scope of practice of the AHP as defined by state law;

(33) ““Prior authorization’” means approval for the provision of a service or the
delivery of goods from the department before the provider actually provides the
service or delivers the goods;

(34) “‘Provider’’ means a licensed physician or physician group enrolled in the
Medicaid program, or an AHP acting within their scope of practice;

(35) ““Quality of care’’ means the evaluation of medical care to determine if it
meets the professionally recognized standards of acceptable medical care for the
condition and the client under treatment;

(36) “‘Sterilization’” means ‘‘sterilization’’ as defined in 42 CFR 441.251;
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(37) ““Under the supervision’’ means that the physician shall assume professional
responsibility for the service performed by the AHP;

(38) ““Usual and customary charge’” means the amount that the provider charges
for the service or procedure in the majority of non-Medicaid cases. If the provider
varies the charges so that no one amount is charged in the majority of cases, ‘‘usual
and customary charge’’ shall be defined as the median charge. Token charges for
charity patients and other exceptional charges are to be excluded; and

(39) ““Utilization review’’ means ‘‘utilization review’’ as defined in section 17-
134d-80 of the Regulations of Connecticut State Agencies.

(Adopted effective May 11, 1998; amended January 31, 2008)

Sec. 17b-262-339. Provider participation

In order to enroll in Medicaid and receive payment from the department, providers
shall meet and maintain all departmental enrollment requirements as described in
sections 17b-262-522 to 17b-262-533, inclusive, of the Regulations of Connecticut
State Agencies.

(Adopted effective May 11, 1998; amended January 31, 2008)

Sec. 17b-262-340. Eligibility

Payment for provider’s services shall be available on behalf of all persons eligible
for Medicaid subject to the conditions and limitations that apply to these services.
(Adopted effective January 31, 2008)

Sec. 17b-262-341. Services covered and limitations

The department shall pay providers:

(1) only for those procedures listed in the department’s fee schedule for providers
that are medically necessary and medically appropriate to treat the client’s condition;

(2) for provider services provided in an office, a general hospital, the client’s home,
a chronic disease hospital, nursing facility, icf/mr or other medical care facility;

(3) for laboratory services provided by a provider in compliance with the provi-
sions of the Clinical Laboratory Improvement Amendments (CLIA) of 1988;

(4) for medical and surgical supplies used by a provider in the course of treatment
of a client;

(5) for drugs and devices administered by a provider;

(6) for a second opinion for surgery when requested voluntarily by the client or
when required by the department. The department shall pay for a second opinion
according to the established fees for consultation;

(7) for family planning, abortion and hysterectomy services as described in section
17b-262-348(s) of the Regulations of Connecticut State Agencies;

(8) for Early and Periodic Screening, Diagnostic and Treatment services, including
treatment services which are indicated following screening not otherwise covered,
provided that prior authorization is obtained;

(9) for surgical services necessary to treat morbid obesity when another medical
illness is caused by, or is aggravated by, the obesity. Such illnesses shall include
illnesses of the endocrine system or the cardio-pulmonary system, or physical trauma
associated with the orthopedic system. For the purposes of this section, ‘‘morbid
obesity’” means ‘‘morbid obesity’’ as defined by the International Classification of
Diseases (ICD), as amended from time to time;

(10) for family planning services for clients of childbearing age, including minors
who can be considered sexually active, and who desire the services;

(11) for sterilization for clients who are at least 21 years of age at the time of
informed consent; and
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(12) for a hysterectomy performed during a period of retroactive eligibility as
described in 42 CFR 441.255(e).
(Adopted effective January 31, 2008)

Sec. 17b-262-342. Services not covered

The department shall not pay for the following:

(1) transsexual surgery or for a procedure which is performed as part of the
process of preparing an individual for transsexual surgery, such as hormone therapy
and electrolysis;

(2) immunizations, biological products and other products available to providers
free of charge;

(3) examinations and laboratory tests for preventable diseases which are furnished
free of charge;

(4) information or services provided to a client by a provider over the telephone;

(5) cosmetic surgery;

(6) an office visit for the sole purpose of the client obtaining a prescription where
the need for the prescription has already been determined;

(7) cancelled services and appointments not kept;

(8) services provided in a general hospital if the department determines the
admission does not, or retrospectively did not, fit the department’s utilization review
requirements as set forth in section 17-134d-80 of the Regulations of Connecticut
State Agencies;

(9) infertility treatment;

(10) sterilizations performed on mentally incompetent individuals or institutional-
ized individuals;

(11) more than one visit per day to the same physician by a client; and

(12) services to treat obesity other than those described in section 17b-262-341(9)
of the Regulations of Connecticut State Agencies; and

(13) any procedures or services of an unproven, educational, social, research,
experimental or cosmetic nature; for any diagnostic, therapeutic or treatment services
in excess of those deemed medically necessary and medically appropriate by the
department to treat the client’s condition; or for services not directly related to the
client’s diagnosis, symptoms or medical history.

(Adopted effective January 31, 2008)

Sec. 17b-262-343. Need for service

Payment for an initial office visit and continuing services which the department
deems medically necessary, in relation to the diagnosis for which care is required,
is available provided that:

(a) the services are within the scope of the provider’s practice, and

(b) the services are made part of the client’s medical record.

(Adopted effective January 31, 2008)

Sec. 17b-262-344. Prior authorization

(a) Prior authorization, on forms and in the manner specified by the department,
is required in order for payment to be available for the following provider services:

(1) electrolysis epilation;

(2) physical therapy services in excess of two visits per calendar week per client
per provider;

(3) physical therapy services in excess of nine visits per calendar year per client
per provider, when the therapy being prescribed is for the treatment of:
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(A) all mental disorders, including diagnoses related to mental retardation and
specific delays in development covered by the International Classification of Dis-
eases (ICD), as amended from time to time;

(B) musculoskeletal system disorders of the spine covered by the ICD, as amended
from time to time; and

(C) symptoms related to nutrition, metabolism, and development covered by the
ICD, as amended from time to time;

(4) reconstructive surgery, including breast reconstruction following mastectomy;

(5) plastic surgery;

(6) transplant procedures; and

(7) Early and Periodic Screening, Diagnostic and Treatment services that are
identified during a periodic screening as medically necessary and which are not
payable pursuant to the existing physician fee schedule.

(b) Prior authorization is required for payment of all hospital admissions as
required and described in section 17-134d-80 of the Regulations of Connecticut
State Agencies.

(c) The department shall make payment available only if the procedure or course
of treatment authorized shall be initiated not later than six months of the date
of authorization.

(d) The initial authorization period shall be for a period not to exceed six months.

(e) If prior authorization is needed beyond the initial authorization period, requests
for continued treatment beyond the initial authorization period shall be considered
for up to an additional six-month period per request.

(f) Except in emergency situations, prior authorization shall be received before
services are rendered.

(g) In an emergency situation that occurs after working hours or on a weekend
or holiday, the provider shall secure verbal approval on the next working day for
the services provided. This applies only to those services that normally require
prior authorization.

(h) In order to receive payment from the department a provider shall comply
with all prior authorization requirements. The department in its sole discretion
determines what information is necessary in order to approve a prior authorization
request. Prior authorization does not, however, guarantee payment unless all other
requirements for payment are met.

(Adopted effective January 31, 2008)

Sec. 17b-262-345. Billing procedures

(a) Claims from providers shall be submitted on the department’s designated form
or electronically transmitted to the department’s fiscal agent and shall include all
information required by the department to process the claim for payment.

(b) The amount billed to the department shall represent the provider’s usual and
customary charge for the services delivered.

(c) When a client is referred to a provider for consultation, the consultant provider
shall include the referring practitioner’s name.

(d) When billing for anesthesia services, anesthesiologists shall include the name
of the primary surgeon on the bill.

(e) Laboratory services performed in the provider’s office shall be payable to the
provider and shall be billed as separate line items. When a provider refers a client
to a private laboratory for services, the laboratory shall bill directly and no laboratory
charge shall be paid to the provider.
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(f) when services are provided by more than one member of a group, the authoriza-
tion request shall be submitted prior to billing as described in the billing instructions

in the provider manual.
(Adopted effective January 31, 2008)

Sec. 17b-262-346. Payment

(a) Fees shall be the same for in state, border and out-of-state providers.

(b) Payment shall be made at the lowest of:

(1) the provider’s usual and customary charge;

(2) the lowest Medicare rate;

(3) the amount in the applicable fee schedule as published by the department
pursuant to section 4-67c of the Connecticut General Statutes; or

(4) the amount billed by the provider.

(c) Notwithstanding the provisions of the regulations of connecticut state agencies
or any provisions of the department’s Medical Services Policy, the department shall
not pay any provider under sections 17b-262-337 through 17b-262-349, inclusive,
of the Regulations of Connecticut State Agencies for a client seen at a freestanding
clinic enrolled in Medicaid. Only the clinic may bill for such services. As an
exception to the foregoing, a provider may bill for covered services for a client
seen at an outpatient dialysis clinic or at an outpatient surgical facility. A provider
who is enrolled with medicaid at a location separate from the clinic may bill the
department for clients seen at the separate practice location.

(d) The department shall not pay interns or residents for their services nor shall
the department pay for assistant surgeons in general or chronic disease hospitals
staffed by interns and residents, unless the procedure is significantly complicated,
open heart surgery for example, so as to justify a full surgeon acting as an assistant.
If the surgery is performed by a resident or intern and the supervising surgeon
assists, only the assistant’s fee shall be paid to the surgeon. The regular surgical
fee shall not be paid.

(e) If a resident or intern performs the surgery and the supervising surgeon is not
present while the procedure is performed, no fee shall be paid to the surgeon even
when the surgeon is on call.

(Adopted effective January 31, 2008)

Sec. 17b-262-347. Payment rate

The department shall establish and may periodically update the fees for covered
physician services as promulgated in the department’s fee schedule pursuant to
section 4-67c of the Connecticut General Statutes.

(Adopted effective January 31, 2008)

Sec. 17b-262-348. Payment limitations

(a) The fees listed in the department’s fee schedule shall be payable only when
the services are performed by or under the supervision of a provider.

(b) The department shall pay the fee for an initial visit by a provider in an office,
home, ICF/MR or nursing facility only once per client. Initial visits refer to the
provider’s first contact with the client and reflect higher fees for the additional time
required for setting up records and developing past history. The only exception to
this is when the provider-client relationship has been discontinued for three or more
years and is then reinstated.

(c) The department shall pay non-hospital based providers for evaluation and
management services provided to the provider’s private practice clients in the emer-
gency room.

(d) Payment for physician fees are available only when the opinions and advice
of a physician consultant are requested by another physician or other appropriate
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source. The consultant’s opinion and any services that were ordered or performed
must be documented in the patient’s medical record and communicated by written
report to the requesting physician or other appropriate source. In a consultation, the
referring provider carries out the plan of care. In a referral, a second provider
provides direct service to the client.

(e) If a client is referred to a provider for treatment of a condition that the referring
provider does not usually treat, the department shall pay the treating provider the
fee for an office visit rather than the fee for a consultation.

(f) When the consultant provider assumes the continuing care of the client, any
subsequent service shall be paid according to the fee listed for the procedure.

(g) If a client’s medical condition necessitates the concurrent services and skills
of two or more providers, each provider shall be entitled to the listed fee for the
service that he or she provides.

(h) When a provider examines a Medicaid applicant for the purpose of substantiat-
ing whether a medical condition exists that would enable the department to determine
eligibility for Medicaid disability, the department shall pay only for the tests required
to establish eligibility as requested by the department. No other procedures shall
be paid.

(i) Surgery

(1) When a claim is submitted by a provider for multiple surgical procedures
performed on the same date of service, the department shall pay for the primary
surgical procedure the full Medicaid allowed amount. the department shall pay
for additional surgical procedures performed on that day at 50% of the Medicaid
allowed amount.

(2) When an assistant surgeon, in addition to staff provided by the general or
chronic disease hospital, is required, the amount payable by the department to the
assistant surgeon shall be 20% of the listed fee for surgery.

(3) Fees for related evaluation and management encounters on the same day of
surgery are not payable.

(4) The listed fees for all surgical procedures include the surgery and typical
postoperative follow-up care while in the general or chronic disease hospital. Follow-
up visits after a client is discharged from the general or chronic disease hospital
shall be payable as office visits.

(5) The listed fees for surgery on the musculoskeletal system shall include payment
for the application of the first cast or traction device.

(j) Anesthesia

(1) The listed fees for anesthesia services include pre- and post-operative visits,
the administration of the anesthetic and the administration of fluids and blood
incident to the anesthesia or surgery.

(2) The listed fees for anesthesia services shall be used only when the anesthesia
is administered by or under the supervision of a licensed provider who remains in
constant attendance during the procedure for the sole purpose of rendering anesthe-
sia services.

(3) No payment shall be made for local infiltration or digital block administered
by the operating surgeon.

(k) Radiology

(1) The listed fees for all diagnostic radiology procedures, including nuclear
medicine, magnetic resonance imaging, computerized axial tomography and diagnos-
tic ultrasound, shall include consultation and a written report to the referring provider.

(2) The listed fees for all diagnostic radiology procedures shall apply only when
the provider’s own equipment is being used. If the equipment used to perform the
procedure is owned directly or indirectly by the general or chronic disease hospital
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or a related entity, or if a hospital includes the operating expenses of the equipment
in its cost reports, the provider shall not be paid for the technical component of the
listed fee.

() Radiotherapy

(1) The provider fee for radiological treatment of malignancies shall include one-
year follow-up care unless otherwise specified.

(2) The provider fee for treatment of nonmalignant conditions shall include follow-
up care ninety days from the end of treatment unless otherwise specified.

(3) The provider fee for treatment shall include the concomitant office visits, but
does not include surgical, radiological or laboratory procedures performed on the
same day.

(4) The fees listed for therapeutic procedures involving the use of radium and
radioisotopes shall not include the radioactive drug used or preliminary and follow-
up diagnostic tests. Radioactive drugs may be billed separately.

(5) The fees listed for diagnostic procedures involving the use of radium and
radioisotopes shall not include the radioactive drugs used. Radioactive drugs may
be billed separately.

(m) Laboratory

(1) The following routine laboratory tests shall be included in the physician fee
for an office visit and shall not be billed on the same date of service: urinalysis
without microscopy, hemoglobin determination and urine glucose determination.

(2) No payment shall be made for tests which are provided free of charge.

(3) Payment shall be made for panel or profile tests according to the fees listed
in the department’s fee schedule for panel tests and not according to the fee for
each separate test included in the panel or profile.

(n) Drugs

(1) The department shall pay the actual acquisition costs for oral medications
incident to an office visit as billed by the provider.

(2) The department shall pay for legend drugs and legend devices administered
by the provider based on a fee schedule determined by the department.

(3) No payment shall be made for drugs provided free of charge.

(o) Newborn Care

(1) The provider fee for routine care of a normal newborn infant in the general
hospital includes history and examination of the infant, initiation of diagnostic and
treatment programs, preparation of hospital records, history and physical examination
of the baby and conferences with the parents. Subsequent hospital care for evaluation
and management of a normal newborn is paid per day.

(2) When a newborn requires other than routine care following delivery, the
provider shall bill for the appropriate critical care. The department shall not pay
both the critical care and the routine or subsequent newborn care for the same child.

(3) Newborn resuscitation may be billed in addition to billing for routine care of
a newborn or billing for critical care.

(p) Payment for assessments and subsequent care for clients in a nursing
facility, ICF/MR and chronic disease hospital

(1) The department shall make payments available to providers for evaluation
and management only when performed in the facility.

(2) The annual assessment is limited to one per client per year.

(q) Allergy Procedures

Providers shall bill for follow-up visits which include intracutaneous tests only
if subsequent visits require testing. If follow-up visits do not include testing, regular
office visit codes for established clients shall be billed.

(r) Admission to a General Hospital
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Payment for services provided by the admitting provider in a general hospital
shall not be made available if it is determined by the department’s utilization review
program, either prospectively or retrospectively, that the admission did not fulfill
the accepted professional criteria for medical necessity, medical appropriateness,
appropriateness of setting or quality of care. Specific requirements are described in
section 17-134d-80 of the Regulations of Connecticut State Agencies.

(s) Family planning, abortion and hysterectomy

(1) The department shall pay the provider for sterilization only if the client has
given his or her informed consent in accordance with the requirements in 42 CFR
441.250 through 441.259, inclusive, as amended from time to time.

(2) The department shall pay for hysterectomies and related laboratory and hospital
services that are medically necessary and medically appropriate only if the physician
or physician’s representative has obtained:

(A) a consent form in accordance with 42 CFR 441.251 through cfr 441.259
inclusive, as amended from time to time, or

(B) aphysician’s certification in accordance with 42 CFR 441.255(d), as amended
from time to time.

(3) The department shall pay physicians for all abortions that a physician certifies
as medically necessary and medically appropriate whether or not the woman’s life
would be endangered by carrying the fetus to term and whether or not the pregnancy
is the result of rape or incest. For the purposes of abortion coverage and payment,
a physician determines medical necessity.

(4) the provider shall maintain all forms required by section 19a-116-1 of the
Regulations of Connecticut State Agencies and section 19a-601 of the Connecticut
General Statutes.

(Adopted effective January 31, 2008)

Sec. 17b-262-349. Documentation and audit requirements

(a) Providers shall maintain a specific record for all services received for each
client eligible for Medicaid payment including, but not limited to: name, address,
birth date, Medicaid identification number, pertinent diagnostic information, a cur-
rent treatment plan and treatment notes signed by the provider, documentation of
services provided and the dates the services were provided.

(b) All required documentation shall be maintained in its original form for at
least five years or longer by the provider in accordance with statute or regulation
subject to review by authorized department personnel. In the event of a dispute
concerning a service provided, documentation shall be maintained until the end of
the dispute, five years or the length of time required by statute or regulation whichever
is longest.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the provider for which
the required documentation is not maintained and not provided to the department
upon request.

(d) The department retains the right to audit any and all relevant records and
documentation and to take any other appropriate quality assurance measures it deems
necessary to assure compliance with these and other regulatory and statutory

requirements.
(Adopted effective January 31, 2008)

Secs. 17b-262-350—17b-262-439. Reserved

Secs. 17b-262-440—17b-262-449.
Repealed, January 31, 2008.

Secs. 17b-262-450—17b-262-451. Reserved
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Requirements for Payment of Psychiatrists’ Services

Sec. 17b-262-452. Scope

Sections 17b-262-452 through 17b-262-463 inclusive set forth the Department
of Social Services requirements for payment of: (a) medical and clinical services
provided by licensed psychiatrists in private or group practice, and (b) clinical
procedures performed by allied health professionals in the employ of the psychiatrist
in private or group practice for clients who are determined eligible to receive services
under Connecticut’s Medical Assistance Program pursuant to section 17b-262 of
the Connecticut General Statutes (CGS).

(Adopted effective May 11, 1998)

Sec. 17b-262-453. Definitions

For the purposes of sections 17b-262-452 through 17b-262-463 the following
definitions shall apply:

(1) ““Acute’” means having rapid onset, severe symptoms, and a short course.

(2) ““‘Acute Care’” means medical care needed for an illness, episode, or injury
which requires short-term, intense care, and hospitalization for a short period of time.

(3) ““Allied Health Professional (AHP)’’ means a professional or paraprofessional
individual who is qualified by special training, education, skills, and experience in
mental health care and treatment and shall include, but is not limited to: psychologists,
social workers, psychiatric nurses, and other qualified therapists.

(4) “‘By or Under the Supervision’’ means the psychiatrist shall assume profes-
sional responsibility for the service performed by the allied health professional,
overseeing or participating in the work of the allied health professional including,
but not limited to:

(A) availability of the psychiatrist to the allied health professional in person and
within five minutes;

(B) availability of the psychiatrist on a regularly scheduled basis to review the
practice, charts, and records of the allied health professional and to support the
allied health professional in the performance of services; and

(C) a predetermined plan for emergency situations, including the designation of
an alternate psychiatrist in the absence of the regular psychiatrist.

(5) ““Client’’ means a person eligible for goods or services under the department’s
Medical Assistance Program.

(6) ‘““‘Commissioner’” means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes.

(7) ““Consultation’” means those services rendered by a psychiatrist whose opinion
or advice is requested by another physician or an agency in the evaluation and
treatment of a client’s illness.

(8) “‘Department’” means the Department of Social Services or its agent.

(9) ““Emergency’’ means a medical condition, including labor and delivery, mani-
festing itself by acute symptoms of sufficient severity, including severe pain, such
that the absence of immediate medical attention could reasonably be expected to
result in placing the client’s health in serious jeopardy, serious impairment to bodily
functions, or serious dysfunction of any bodily organ or part.

(10) ““Estimated Acquisition Cost (EAC)’’ means the department’s best estimate
of the price generally and currently paid by providers for a drug marketed or sold
by a particular manufacturer.

(11) ““HealthTrack Services’’ means the services described in subsection (r) of
section 1905 of the Social Security Act.
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(12) “‘HealthTrack Special Services’’ means medically necessary and medically
appropriate health care, diagnostic services, treatment, or other measures necessary
to correct or ameliorate disabilities and physical and mental illnesses and conditions
discovered as a result of a periodic comprehensive health screening or interperiodic
encounter. Such services are provided in accordance with subdivision (5) of subsec-
tion (r) of section 1905 of the Social Security Act, and are:

(A) services not covered under the State Plan or contained in a fee schedule
published by the department; or

(B) services covered under the State Plan and contained in a fee schedule published
by the department which exceed the limit on the amount of services established by
the department that are contained in regulation.

(13) ‘“Home’’ means the client’s place of residence which includes a boarding
home or home for the aged. Home does not include a hospital or long-term care
facility; long-term care facility includes a nursing facility, chronic disease hospital,
and intermediate care facility for the mentally retarded (ICF/MR).

(14) ““Interperiodic Encounter’’ means any medically necessary visit to a Connect-
icut Medical Assistance provider, other than for the purpose of performing a periodic
comprehensive health screening. Such encounters include, but are not limited to,
physician’s office visits, clinic visits, and other primary care visits.

(15) ““Legend Drug’’ means the definition contained in section 20-571 of the
Connecticut General Statutes.

(16) “‘Licensed Practitioner of the Healing Arts’’ means a professional person
providing health care pursuant to a license issued by the Department of Public
Health (DPH).

(17) “‘Long-Term Care Facility’’ means a medical institution which provides, at
a minimum, skilled nursing services or nursing supervision and assistance with
personal care on a daily basis. Long-term care facilities include:

(A) nursing facilities,

(B) chronic disease hospitals—inpatient, and

(C) intermediate care facilities for the mentally retarded (ICFs/MR).

(18) ““Medical Appropriateness or Medically Appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and is
the least costly of multiple, equally-effective, alternative treatments or diagnostic
modalities.

(19) “‘Medical Assistance Program’’ means the medical assistance provided pursu-
ant to Chapter 319v of the Connecticut General Statutes (CGS) and authorized by
Title XIX of the Social Security Act. The program is also referred to as Medicaid.

(20) ““Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or to prevent a medical condition from occurring.

(21) ““Medical Record”” means the definition contained in section 19a-14-40
of the Regulations of Connecticut State Agencies, which is part of the Public
Health Code.

(22) “‘Prior Authorization’” means approval for the provision of a service or the
delivery of goods from the department before the provider actually provides the
service or delivers the goods.

(23) ““Provider’” means a psychiatrist.
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(24) “‘Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.

(25) ““Psychiatric Services’’” means services provided to individuals, groups, and
families, by or under the supervision of a licensed psychiatrist in private or group
practice. In such a setting the psychiatrist retains the primary medical and clinical
responsibility for work up of the initial evaluation, diagnosis, and prescription of
the treatment plan, rehabilitation, and discharge of the client. Such services include
the diagnosis of specific mental and social problems which disrupt an individual’s
daily functioning and provide treatment to reduce the symptoms and signs associated
with these disturbances.

(26) “‘Psychiatrist’” means a physician licensed pursuant to section 20-10 of the
Connecticut General Statutes who specializes in the study, diagnosis, treatment, and
prevention of mental and social disorders.

(27) *‘State Plan’’ means the document which contains the services covered by
the Connecticut Medical Assistance Program in compliance with Part 430, Subpart
B, of Title 42 of the Code of Federal Regulations (CFR).

(Adopted effective May 11, 1998)

Sec. 17b-262-454. Provider participation

In order to enroll in the Medical Assistance Program and receive payment from
the department, providers shall:

(a) meet and maintain all applicable licensing, accreditation, and certification
requirements;

(b) meet and maintain all departmental enrollment requirements; and

(c) have a valid provider agreement on file which is signed by the provider and
the department upon application for enrollment into the Medical Assistance Program.
This agreement, which shall be periodically updated, shall continue to be in effect
for the duration of the agreement or for the stated period in the agreement. The
provider agreement specifies conditions and terms which govern the program and

to which the provider is mandated to adhere in order to participate in the program.
(Adopted effective May 11, 1998)

Sec. 17b-262-455. Eligibility

Payment for psychiatrists’ services shall be available on behalf of all persons
eligible for the Medical Assistance Program subject to the conditions and limitations
which apply to these services.

(Adopted effective May 11, 1998)

Sec. 17b-262-456. Services covered and limitations

Except for the limitations and exclusions listed below, the department shall pay
for the professional services of a licensed psychiatrist which conform to accepted
methods of diagnosis and treatment, but shall not pay for anything of an unproven,
educational, social, research, experimental, or cosmetic nature; for services in excess
of those deemed medically necessary and medically appropriate by the department
to treat the client’s condition; or for services not directly related to the client’s
diagnosis, symptoms, or medical history.

(a) The department shall pay for:

(1) psychiatric evaluation;

(2) psychotherapy, including: individual, group, family, hypnosis, and elec-
troshock;

(3) psychiatric consultation;
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(4) drugs, as limited in subsection (b) of section 17b-262-456;

(5) all admitting and inpatient services performed by the admitting psychiatrist
in an acute care hospital after the psychiatrist has received prior authorization for
the admission pursuant to the department’s utilization review program as delineated
in section 17-134d-80 of the Regulations of Connecticut State Agencies; and

(6) HealthTrack Services and HealthTrack Special Services.

(b) Limitations on covered services shall be as follows:

(1) a psychiatric evaluation shall be limited to one evaluation in any twelve month
period per client per provider;

(2) only one unit of therapy of the same type shall be paid for on the same day:

(3) group psychiatric sessions shall be limited in size to a maximum of eight
persons per group session regardless of the payment source of each participant;

(4) services covered shall be limited to those listed in the department’s applicable
fee schedule; and

(5) hypnosis and electroshock therapy shall be personally provided by a psychi-
atrist.

(c) Services Not Covered

The department shall not pay for the following psychiatric services:

(1) information or services furnished by the provider to the client over the
telephone;

(2) concurrent services for the same client involving the same services or pro-
cedure;

(3) office visits to obtain a prescription, the need for which has already been ascer-
tained;

(4) procedures performed in the process of preparing an individual for transsexual
surgery; and

(5) cancelled office visits or appointments not kept.

(Adopted effective May 11, 1998)

Sec. 17b-262-457. Need for service

The department shall pay for medically necessary and medically appropriate
psychiatric services for Medical Assistance Program eligible clients which are pro-
vided by a licensed physician who specializes in the study, diagnosis, treatment,
and prevention of mental and social diseases.

(Adopted effective May 11, 1998)

Sec. 17b-262-458. Prior authorization

(a) Prior authorization, on forms and in a manner as specified by the department,
is required for all clients, including clients originally referred by another state
agency for:

(1) treatment services in excess of thirteen visits in a calendar quarter;

(2) treatment services to hospitalized clients from the date of admission; and

(3) HealthTrack Special Services. HealthTrack Special Services are determined
medically necessary and medically appropriate on a case-by-case basis. The request
for HealthTrack Special Services shall include:

(i) a written statement from the prescribing physician, or other licensed practitioner
of the healing arts, performing such services within his or her respective scope of
practice as defined under state law, justifying the need for the item or service
requested;

(i1) a description of the outcomes of any alternative measures tried; and
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(ii1) if applicable and requested by the department, any other documentation
required in order to render a decision.

(b) The procedure or course of treatment authorized shall be initiated within six
months of the date of authorization. The form shall include the progress made to
date and the future gains expected through additional treatment.

(c) Initial authorization for outpatient services shall be up to six months.

(d) Initial authorization for hospital inpatient services shall be authorized for up
to forty-two days from the date of initial admission for a specific episode of illness.

(e) Requests for continued treatment beyond the initial authorized period shall
be submitted prior to the onset of services for which authorization is requested. The
form shall include the progress made to date and the future gains expected through
additional treatment.

(f) Outpatient services beyond the initial authorized period shall be extended up
to six months.

(g) One extension of hospital inpatient services for the same episode of illness
shall be allowed up to an additional twenty one days unless the client requires
hospitalization for a concurrent medical problem.

(h) Clients who require hospitalization for a concurrent medical problem shall
receive hospital inpatient psychiatric services until hospital inpatient treatment for
the concurrent medical problem is no longer necessary.

(i) The authorization request form shall include the name of the physician, person,
or agency making the referral.

(§) In emergency or urgent situations involving services which require prior
authorization, the provider of the service may request verbal approval by the depart-
ment during normal working hours, or no later than the next business day if the
emergency or urgent situation occurs outside of the department’s normal working
hours, when such authorization may be given. However, approval in such a manner
shall be limited to psychiatric services that are immediately necessary and vital to
the health and safety of the client.

(k) In order to receive payment from the department a provider shall comply
with all prior authorization requirements. The department in its sole discretion
determines what information is necessary in order to approve a prior authorization
request. Prior authorization does not, however, guarantee payment unless all other
requirements for payment are met.

(Adopted effective May 11, 1998)

Sec. 17b-262-459. Billing procedures

(a) Claims from psychiatrists shall be submitted on the department’s designated
form or electronically transmitted to the department’s fiscal agent and shall include
all information required by the department to process the claim for payment.

(b) The amount billed to the department shall represent the psychiatrist’s usual
and customary charge for the services delivered.

(c) When a Medical Assistance Program client is referred to a psychiatrist for
consultation, the consultant psychiatrist shall include the referring practitioner’s
provider number and name. If no provider number has been assigned, the consultant
psychiatrist shall enter the entire name as well as the state license number of the
referring physician on the billing form.

(d) Psychiatric consultations in the hospital, home, or long-term care facility shall
be billed as a comprehensive consultation.
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(e) All charges billed for supplies and materials provided by a psychiatrist, except
glasses, shall be reviewed by the department.
(Adopted effective May 11, 1998)

Sec. 17b-262-460. Payment

(a) Payment shall be made at the lowest of:

(1) the provider’s usual and customary charge to the general public;

(2) the lowest Medicare rate;

(3) the amount in the applicable fee schedule as published by the department;

(4) the amount billed by the provider; or

(5) the lowest price charged or accepted for the same of substantially similar
goods or services by the provider from any person or entity.

(b) A psychiatrist who is fully or partially salaried by a general hospital, public
or private institution, physicians’ group, or clinic shall not receive payment from
the department unless the psychiatrist maintains an office for private practice at a
location separate from the hospital, institution, physicians’ group, or clinic in which
the psychiatrist is employed. Psychiatrists who are solely hospital, institution, physi-
cians’ group, or clinic-based, either on a full- or part-time salary are not entitled to
payment from the department for services rendered to Medical Assistance Pro-
gram clients.

(c) A psychiatrist who maintains an office for private practice separate from the
hospital, institution, physicians’ group, or clinic shall be able to bill for services
provided at the private practice location or for services provided to the psychiatrist’s
private practice clients in the hospital, institution, physicians’ group, or clinic only
if the client is not a patient of the hospital, institution, physicians’ group, or clinic.

(Adopted effective May 11, 1998)

Sec. 17b-262-461. Payment rate

The commissioner establishes the fees contained in the psychiatrists’ and allied
health professionals’ fee schedules pursuant to section 4-67c of the Connecticut
General Statutes.

(Adopted effective May 11, 1998)

Sec. 17b-262-462. Payment limitations

(a) Psychiatrists’ services shall be performed at the psychiatrist’s private or group
practice location, hospital, long-term care facility, clinic, or the client’s home.

(b) The psychiatrist who employs allied health professionals shall personally
conduct the evaluation and, accordingly, develop the treatment plan in all cases.

(c) In situations where the psychiatrist employs allied health professionals on a
salary or fee-for-service basis, the psychiatrist shall be paid at the psychiatrists’ rate
only under the following conditions:

(1) for clients personally being treated by the psychiatrist; and

(2) when the psychiatrist personally interviews the client as part of the psychia-
trist’s supervisory responsibilities, but only at that rate which corresponds to the
time or service he or she actually provides to the client.

(d) Services provided by allied health professionals shall be billed at the rate for
allied health professionals established by the department and not at the scheduled
rate for psychiatrists.

(e) Fees for psychiatric evaluations include an allowance for the preparation of
a full written report.
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(f) When a psychiatrist renders consultation services and thereafter assumes the
continuing care of the client, any subsequent services rendered by the psychiatrist
or the psychiatrist’s staff shall no longer be considered as a consultation and shall
be billed at the rate applicable for the ongoing service.

(g) The fee for any procedure, as stipulated in the fee schedule for psychiatric
services published by the department, represents the maximum amount payable per
day regardless of the time it takes to complete the procedure.

(h) Payment for hospital inpatient services shall be limited to admissions to acute
care hospitals.

(i) Payment for services provided by the admitting psychiatrist in an acute care
hospital shall not be made, or shall be recouped, if it is determined by the department’s
utilization review program, either prospectively or retrospectively, that the admission
did not fulfill the accepted professional criteria for medical necessity, medical
appropriateness, appropriateness of setting, or quality of care.

(j) The department shall pay psychiatrists for drugs which are administered or
dispensed directly to a client under the following conditions:

(1) excluding oral medications, payment shall be made to a psychiatrist for the
estimated acquisition cost as determined by the department for drugs which are
administered directly to the client; and

(2) for legend drugs which must be administered by a psychiatrist, the department
shall reimburse the psychiatrist for the estimated acquisition cost as determined by

the department for the amount of the drug which is administered.
(Adopted effective May 11, 1998)

Sec. 17b-262-463. Documentation

(a) Psychiatrists shall maintain a specific record for all services received for each
client eligible for Medical Assistance Program payment including, but not limited
to: name, address, birth date, Medical Assistance Program identification number,
pertinent diagnostic information, a current treatment plan signed by the psychiatrist,
documentation of services provided, and the dates the services were provided.

(b) All required documentation shall be maintained for at least five years in the
psychiatrist’s file subject to review by authorized department personnel. In the event
of a dispute concerning a service provided, documentation shall be maintained until
the end of the dispute or five years, whichever is greater.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the psychiatrist for which the
required documentation is not maintained or provided to the department upon request.

(Adopted effective May 11, 1998)

Secs. 17b-262-464—17b-262-466. Reserved

Requirements for Payment of Psychologists’ Services

Sec. 17b-262-467. Scope

Psychologists’ services provide professional therapeutic intervention relating to
mental, emotional, and social problems involving individuals or groups, taking into
consideration the sum of actions, traits, attitudes, thoughts, and mental state of
an individual. Sections 17b-262-467 through 17b-262-478 inclusive set forth the
Department of Social Services requirements for payment of accepted methods of
treatment by licensed psychologists for clients who are determined eligible to receive
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services under Connecticut’s Medical Assistance Program pursuant to section 17b-
262 of the Connecticut General Statutes (CGS).
(Effective June 8, 1998)

Sec. 17b-262-468. Definitions

For the purposes of sections 17b-262-467 through 17b-262-478 the following
definitions shall apply:

(1) ¢“Client’’ means a person eligible for goods or services under the department’s
Medical Assistance Program.

(2) ““Commissioner’’ means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes.

(3) ““Department’” means the Department of Social Services or its agent.

(4) ‘“‘HealthTrack Services’’ means the services described in subsection (r) of
section 1905 of the Social Security Act.

(5) ‘“HealthTrack Special Services’’ means medically necessary and medically
appropriate health care, diagnostic services, treatment, or other measures necessary
to correct or ameliorate disabilities and physical and mental illnesses and conditions
discovered as a result of a periodic comprehensive health screening or interperiodic
encounter. Such services are provided in accordance with subdivision (5) of subsec-
tion (r) of section 1905 of the Social Security Act, and are:

(A) services not covered under the State Plan or contained in a fee schedule
published by the department; or

(B) services covered under the State Plan and contained in a fee schedule published
by the department which exceed the limit on the amount of services established by
the department that are contained in regulation.

(6) ‘“Interperiodic Encounter’’ means any medically necessary visit to a Con-
necticut Medical Assistance provider, other than for the purpose of performing a
periodic comprehensive health screening. Such encounters include, but are not
limited to, physician’s office visits, clinic visits, and other primary care visits.

(7) ““Licensed Practitioner of the Healing Arts’’ means a professional person
providing health care pursuant to a license issued by the Department of Public
Health (DPH).

(8) ‘““‘Medical Appropriateness or Medically Appropriate’’ means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and is
the least costly of multiple, equally-effective, alternative treatments or diagnostic
modalities.

(9) ‘““Medical Assistance Program’’ means the medical assistance provided
pursuant to Chapter 319v of the Connecticut General Statutes (CGS) and authorized
by Title XIX of the Social Security Act. The program is also referred to as Medicaid.

(10) ““Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or to prevent a medical condition from occurring.

(11) ““‘Prior Authorization’> means approval for the provision of a service or
the delivery of goods from the department before the provider actually provides the
service or delivers the goods.

(12) ““Provider’’ means a psychologist.

(13) ““Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.
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(14) “‘Psychologist’> means a health professional, licensed by the Board of
Examiners of Psychologists of Connecticut pursuant to section 20-186 and under
Chapter 383 of the Connecticut General Statutes, who is engaged in private practice
and has clinical training and experience approved by the department to provide
psychological services to clients eligible under Connecticut’s Medical Assistance
Program.

(15) ““Psychologists’ Services’ that are permitted means clinical, diagnostic,
and remedial services personally performed by a psychologist. Services include:

(A) counseling and psychotherapy to individuals who are experiencing problems
of a mental or behavioral nature; and

(B) measuring and testing of personality, aptitudes, emotions, and attitudes.

(16) ““Qualified Neuropsychologist’> means a psychologist who:

(A) documents completion of a Ph.D. or Psy.D. degree in clinical psychology
from a program approved by the American Psychological Association with extensive
pre- or post-doctoral coursework in basic neurosciences, neuroanatomy, neuropathol-
ogy, clinical neurology, psychological assessment, clinical neuropsychological
assessment, psychopathology and psychological intervention; and either

(B) has completed one year of full-time supervised clinical neuropsychological
experience at the post-doctoral level and at least one year of independent professional
experience as a clinical neuropsychologist, or, in lieu of (B), has

(C) the equivalent of three years of unsupervised post-doctoral experience as a
clinical neuropsychologist within the past ten years.

(17) ““Neuropsychological Evaluation’’ means a full battery of tests used to
develop a diagnosis. The evaluation is the sum of all the testing and diagnostic
interview sessions. The components of the neuropsychological evaluation are: patient
history; assessment of perceptual motor functions; language functions; attention;
memory, learning, intellectual processes and level; and emotional, behavioral, and
personality functioning. The evaluation must be accomplished by means of appro-
priate psychological procedures administered by a qualified neuropsychologist.

(18) ¢“State Plan’’ means the document which contains the services covered by
the Connecticut Medical Assistance Program in compliance with Part 430, Subpart

B, of Title 42 of the Code of Federal Regulations (CFR).
(Effective June 8, 1998)

Sec. 17b-262-469. Provider participation

In order to enroll in the Medical Assistance Program and receive payment from
the department, providers shall:

(a) meet and maintain all applicable licensing, accreditation, and certification
requirements;

(b) meet and maintain all departmental enrollment requirements; and

(c) have a valid provider agreement on file which is signed by the provider and
the department upon application for enrollment into the Medical Assistance Program.
This agreement, which shall be periodically updated, shall continue to be in effect
for the duration of the agreement or for the stated period in the agreement. The
provider agreement specifies conditions and terms which govern the program and

to which the provider is mandated to adhere in order to participate in the program.
(Effective June 8, 1998)

Sec. 17b-262-470. Eligibility
Payment for psychologists’ services shall be available on behalf of all persons
eligible for the Medical Assistance Program subject to the conditions and limitations

which apply to these services.
(Effective June 8, 1998)
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Sec. 17b-262-471. Services covered and limitations

Except for the limitations and exclusions listed below, the department shall pay
for the professional services of a licensed psychologist which conform to accepted
methods of diagnosis and treatment, but shall not pay for anything of an unproven,
educational, social, research, experimental, or cosmetic nature; for services in excess
of those deemed medically necessary and medically appropriate by the department
to treat the client’s condition; or for services not directly related to the client’s
diagnosis, symptoms, or medical history.

(a) The department shall pay for the following psychological services:

(1) Psychodiagnostic Evaluations

(A) Intellectual Evaluation - Individual

Evaluation of intellectual functioning by means of appropriate psychological
procedures, such as the Wechsler Adult Intelligence Scale, Wechsler Intelligence
Scale for Children, and Stanford-Binet Intelligence Scale;

(B) Scholastic Achievement or Group Intelligence

(i) Scholastic Achievement: Determination of acquired abilities in areas of educa-
tional achievement through the administration and evaluation of tests, California
Reading Test, and Wide Range Achievement Test; and

(ii) Group Intellectual Evaluation: Determination of intellectual functioning by
means of group intelligence tests such as the Lorge-Thorndike Intelligence Test,
Otis Quick-Scoring Mental Ability Test, and California Short-Form Test of Men-
tal Maturity;

(C) Personality Diagnosis and Evaluation

Study of personality dynamics, interpersonal relations, emotional adjustment, and
stability, through the utilization of psychological procedures such as Rorschach,
MMPI, Thematic Apperception Test, Children’s Apperception Test, and Figure-
Drawing;

(D) Evaluation of Organic Brain Involvement: Organicity

Assessment of functions requiring memory, concept formation, visual motor
skills, by means of psychological procedures such as the Wechsler Memory Scale,
Goldstein-Scheerer Battery Graham-Kendall Memory for Designs, and Bender
Visual Motor Gestalt Test;

(E) Evaluation of Aptitudes, Interests, and Educational Adjustment

Assessment of vocational aptitudes and interests and educational achievement by
means of such procedures as manipulation tests of dexterity and coordination,
vocational aptitude tests, interest tests, and achievement tests; and

(F) Neuropsychological Evaluation

Assessment of perceptual or motor functions; attention; memory; and learning;
intellectual processes; and emotion, behavior, and personality by means of appro-
priate psychological procedures administered by a qualified neuropsychologist, such
as the Wechsler Adult Intelligence Scale, the Wide Range Achievement Test, the
Wechsler Memory Scale, the Luria Nebraska Neuropsychological Battery, and the
Halstead-Reitan Neuropsychological Battery.

(2) Counseling and Psychotherapy

(A) Diagnostic Interview

Initial contact, review of available records, and personal interview with subject.
Applicable only when formal testing is not possible;

(B) Individual Counseling or Psychotherapy; and

(C) Group Counseling or Psychotherapy.

(3) Staff Consultation
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Attendance at staff conferences to present and to discuss psychological findings
in planning for the individual; and

(4) HealthTrack Services and HealthTrack Special Services.

(b) Limitations on covered services shall be as follows:

(1) a diagnostic interview or psychodiagnostic evaluation procedure is limited to
one of each in any twelve month period per psychologist for the same client;

(2) only one unit of individual counseling or psychotherapy and one unit of group
counseling or psychotherapy shall be paid for on the same day;

(3) the department shall not pay for more than one psychodiagnostic evaluation
in any twelve month period when performed by the same psychologist for the
same client;

(4) group psychotherapy sessions shall be limited in size to a maximum of eight
persons per group session regardless of the payment source of each participant;

(5) only two staff consultations, as described in subdivision (3) of subsection (a)
of section 17b-262-471, shall be allowed per year per client per psychologist; and

(6) services covered are limited to those listed in the department’s published

fee schedule.
(Effective June 8, 1998)

Sec. 17b-262-472. Services not covered

The department shall not pay for the following psychological services:

(a) information or services furnished by the psychologist to the client over the
telephone;

(b) all evaluations, diagnostic interviews, and therapy services performed in
hospital inpatient or outpatient settings;

(c) concurrent services involving similar treatment modalities for the same client
by different health professionals;

(d) cancelled office visits or for appointments not kept; and

(e) psychological services which are primarily for vocational or educational
guidance.

(Effective June 8, 1998)

Sec. 17b-262-473. Need for service and authorization process

(a) Need for Service

The department shall pay for psychological services which are provided by a
licensed psychologist and are medically necessary and medically appropriate for
the prevention, diagnosis, and treatment of intellectual functioning and mental illness.

(b) Prior Authorization

(1) Prior authorization, on forms and in a manner as specified by the department,
is required for:

(A) all clients for all counseling and psychotherapy interviews in excess of thirteen
visits in a calendar quarter, per type of treatment for the same provider and client; and

(B) HealthTrack Special Services. HealthTrack Special Services are determined
medically necessary and medically appropriate on a case-by-case basis. The request
for HealthTrack Special Services shall include:

(i) a written statement from the prescribing physician, or other licensed practitioner
of the healing arts, performing such services within his or her respective scope of
practice as defined under state law, justifying the need for the item or service
requested;

(i1) a description of the outcomes of any alternative measures tried; and
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(ii1) if applicable and requested by the department, any other documentation
required in order to render a decision.

(2) For services requiring prior authorization, the procedure or course of treatment
shall be initiated within six months of the date of authorization.

(3) The initial authorization period shall be up to three months.

(4) All authorization request forms shall include an explanation of the need for
additional treatment for services in excess of the limitations described in subpara-
graph (A) of subdivision (1) of subsection (b) of section 17b-262-473, and the future
gains expected.

(5) If prior authorization is needed beyond the initial authorization period, requests
for continued treatment beyond the initial authorized period shall be considered for
up to six months per request.

(6) The provider shall determine as soon as possible whether the number of
service visits necessary shall exceed thirteen visits in a calendar quarter. If the
number of visits shall exceed the limit, authorization shall be obtained from the
department prior to the onset of the service visits for which authorization is needed.

(7) The authorization request form shall include the name of the physician, person,
or agency making the referral.

(8) In urgent situations involving services which require prior authorization, the
provider of service may request verbal approval by the department during normal
working hours, or no later than the next business day if the urgent situation occurs
outside of the department’s normal working hours, when such authorization may
be given. However, approval in such a manner shall be limited to psychological
services that are immediately necessary and vital to the health and safety of the client.

(9) In order to receive payment from the department a provider shall comply
with all prior authorization requirements. The department in its sole discretion
determines what information is necessary in order to approve a prior authorization
request. Prior authorization does not, however, guarantee payment unless all other
requirements for payment are met.

(Effective June 8, 1998)

Sec. 17b-262-474. Billing procedures

(a) Claims from psychologists shall be submitted on the department’s designated
form or electronically transmitted to the department’s fiscal agent and shall include
all information required by the department to process the claim for payment.

(b) The amount billed to the department shall represent the psychologist’s usual
and customary charge for the services delivered.

(c) Claims submitted for services not requiring prior authorization shall include
the name of the physician, person, or agency making the referral—if there was
a referral.

(d) When a psychologist is requested to attend a staff conference for a Medical
Assistance Program client, the name of the referring practitioner, clinic, or agency
shall be entered in the appropriate section of the claim form.

(e) Neuropsychological evaluations shall be billed as one unit regardless of the
number of sessions.

(Effective June 8, 1998)

Sec. 17b-262-475. Payment

(a) Psychologists who are fully or partially salaried by a general hospital, public
or private institution, group practice, or clinic shall not receive payment from the
department unless the psychologist maintains an office for private practice at a



Sec. 17b-262 page 50 (10-1)
§ 17b-262-475 Department of Social Services

separate location from the hospital, institution, or clinic in which the psychologist
is employed and bills for a service provided to the psychologist’s private practice
client at the psychologist’s private practice location only.

(b) Payment for services directly performed by a psychologist in private practice
shall be made at the lowest of:

(1) the provider’s usual and customary charge to the general public;

(2) the lowest Medicare rate;

(3) the amount in the applicable fee schedule as published by the department;

(4) the amount billed by the provider; or

(5) the lowest price charged or accepted for the same or substantially similar

goods or services by the provider from any person or entity.
(Effective June 8, 1998)

Sec. 17b-262-476. Payment rate

The commissioner establishes the fees contained in the department’s fee schedule

pursuant to section 4-67c of the Connecticut General Statutes.
(Effective June 8, 1998)

Sec. 17b-262-477. Payment limitations

(a) The psychologist’s interview of the client’s family during the course of
treatment in the psychologist’s office shall be paid at the rate for individual therapy
regardless of the number of persons in attendance.

(b) The fees for evaluative and treatment services, as stipulated in the psycholo-
gist’s fee schedule, represent one unit of service, and only one unit shall be billed
per day per service regardless of the number of days to complete the unit billed.

(c) The department shall not reimburse the psychologist for services performed
by allied health professionals or paraprofessionals who are in the employ of the
psychologist. The psychologist shall be paid for services only to the clients personally
being treated by the psychologist.

(Effective June 8, 1998)

Sec. 17b-262-478. Documentation

(a) Psychologists shall maintain a specific record for all services received for
each client eligible for Medical Assistance Program payment including, but not
limited to: name, address, birth date, Medical Assistance Program identification
number, pertinent diagnostic information, a current treatment plan signed by the
psychologist, documentation of services provided, and the dates the services were
provided.

(b) The evaluation report for psychodiagnostic tests, including the Aptitudes,
Interests, and Education Adjustment Evaluation, shall be on file with the psychologist
to justify medical necessity and medical appropriateness of treatment.

(b) All required documentation shall be maintained for at least five years in the
psychologist’s file subject to review by authorized department personnel. In the
event of a dispute concerning a service provided, documentation shall be maintained
until the end of the dispute or five years, whichever is greater.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the psychologist for which
the required documentation is not maintained and provided to the department

upon request.
(Effective June 8, 1998)

Secs. 17b-262-479—17b-262-492. Reserved
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Requirements for Client Copayment on Prescription Drugs, Over-The-Counter
Drugs, and Refills Under the Medical Assistance Program

Sec. 17b-262-493. Scope

Sections 17b-262-493 to 17b-262-498 inclusive, set forth the copayment require-
ments for clients who are eligible to receive prescription drugs, over-the-counter
drugs, or refills covered under the Medicaid, General Assistance and State Adminis-
tered General Assistance Programs and furnished by a pharmacy provider enrolled
in the Connecticut Medical Assistance Program pursuant to section 17b-259a and
section 17b-262 of the Connecticut General Statutes and subject to the exclusions
as set forth in section 17b-262-496.

(Adopted, effective November 13, 1997)

Sec. 17b-262-494. Definitions

For the purposes of sections 17b-262-493 to 17b-262-498 inclusive, the following
definitions shall apply:

(1) ““Client’’ means a person eligible for services under the department’s Medical
Assistance Program.

(2) ““Compounded Prescriptions’” means two or more drugs mixed together in
which at least one ingredient is a legend drug. A compounded prescription shall
include the name, strength, and amount of each prescribed ingredient.

(3) ““Copayment’’ means the set portion of the department’s fee for prescription
drugs, over-the-counter drugs, or refills which shall be the responsibility of the
client to pay to the pharmacy provider for such services furnished to the client.

(4) “‘Department’” means the department of social services.

(5) ““Medical Assistance Program’ means the medical assistance provided pursu-
ant to Chapter 319V of the Connecticut General Statutes and authorized by Title
XIX of the Social Security Act. The program is also referred to as Medicaid.

(6) ‘“‘Pharmacy’’ means a facility licensed by the Commission of Pharmacy in
the Department of Consumer Protection under Section 20-594 of the Connecticut
General Statutes or by the appropriate regulatory body of the state in which it
is located.

(7) “‘Provider’” means any individual or entity enrolled in the department’s
Medical Assistance Program and performing within the scope of his or her practice
under state law and capable of furnishing services or goods to Medical Assistance
clients under the terms of a provider agreement with the department.

(8) ‘‘Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.

(Adopted, effective November 13, 1997)

Sec. 17b-262-495. Services requiring a copayment

Except for the exclusions specified in section 17b-262-496 below, a copayment
shall be imposed on each prescription, over-the-counter drug, or refill which is
furnished to a client and covered in the department’s fee schedule for pharmacy pro-

viders.
(Adopted, effective November 13, 1997)

Sec. 17b-262-496. Copayment exclusions

The following list contains those clients and services not subject to a copayment:
(a) The categories of clients and services described in subsection (b) of section
1916 of the Social Security Act and Part 447, section 447.53, of Title 42 of the
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Code of Federal Regulations (CFR), are specifically excluded from the copay-
ment requirement;
(b) Children who are at least 18 years of age but under 21 years of age; and

(c) Compounded prescriptions.
(Adopted, effective November 13, 1997)

Sec. 17b-262-497. Copayment responsibilities

(a) Each pharmacy provider shall collect the copayment amount from the client
at the time of the service unless the pharmacy provider, in dispensing a prescription,
over-the-counter drug, or refill, does not have face-to-face contact with the client,
in which case, the pharmacy shall bill the client for the amount of the copayment;

(b) The copayment shall be automatically deducted from the maximum allowable
amount paid by the department to the pharmacy provider for each prescription drug,
over-the-counter drug, or refill;

(c) A pharmacy provider participating in the Connecticut Medical Assistance
Program may not deny prescription drugs, over-the-counter drugs, or refills to any
client because of the client’s inability to pay the copayment amount. The client’s
inability to pay does not eliminate the client’s liability for the copayment charge
or prevent the provider from attempting to collect the copayment amount from the
client at a later time;

(d) The client’s own declaration that he or she is unable to pay the copayment
amount at the time of the service is the basis for determining when a client is unable
to pay; and

(e) No pharmacy provider may waive the copayment requirement or in any way

compensate the client for the copayment amount.
(Adopted, effective November 13, 1997)

Sec. 17b-262-498. Copayment rate

The copayment amount shall be $1.00 for each prescription drug, over-the-counter

drug or refill.
(Adopted, effective November 13, 1997)

Requirements for Payment of Inpatient Psychiatric Hospital Services

Sec. 17b-262-499. Scope

Sections 17b-262-499 through 17b-262-510 inclusive set forth the Department
of Social Services requirements for payment for Connecticut’s Medical Assistance
Program, when clients under age twenty-one and age sixty-five or over receive
inpatient psychiatric hospital services in accordance with section 17b-262-499
through section 17b-262-510.

(Adopted effective March 6, 1998)

Sec. 17b-262-500. Definitions

For the purposes of sections 17b-262-499 through 17b-262-510 the following
definitions shall apply:

(1) ““‘Active Treatment’” means the definition contained in 42 Code of Federal
Regulations (CFR), Part 441, section 441.154.

(2) ““Acute’’ means having rapid onset, severe symptoms, and a short course.

(3) ““Acute Care’” means medical care needed for an illness, episode, or injury
which requires short-term, intense care, and hospitalization for a short period of time.

(4) ““‘Allied Health Professional (AHP)’’ means a professional or paraprofessional
individual who is qualified by special training, education, skills, and experience in
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mental health care and treatment and shall include, but shall not be limited to:
psychologists, social workers, psychiatric nurses, and other qualified therapists.

(5) ““Certification of Need Review’’” means an evaluation process for clients under
the age of twenty-one who are requesting inpatient admission to a psychiatric
hospital. This evaluation is conducted by the department acting as the indepen-
dent team.

(6) ““‘Client”’ means a person eligible for goods or services under the department’s
Medical Assistance Program.

(7) ““Client Age Sixty-Five or Over’’ means the definition contained in 42 CFR,
Part 441, section 441.100.

(8) ““Client Under Age Twenty-One’” means the definition contained in 42 CFR,
Part 441, section 441.151.

(9) “‘Department’” means the Department of Social Services or its agent.

(10) “‘Elective Admission’’ means any psychiatric admission to a psychiatric
hospital or psychiatric facility that is nonemergency, including urgent admissions
and transfers from one facility to another.

(11) “‘HealthTrack Services’’ means the services described in subsection (r) of
section 1905 of the Social Security Act.

(12) ““HealthTrack Special Services’’ means medically necessary and medically
appropriate health care, diagnostic services, treatment, or other measures necessary
to correct or ameliorate disabilities and physical and mental illnesses and conditions
discovered as a result of a periodic comprehensive health screening or interperiodic
encounter. Such services are provided in accordance with subdivision (5) of subsec-
tion (r) of section 1905 of the Social Security Act, and are:

(A) services not covered under the State Plan or contained in a fee schedule
published by the department; or

(B) services covered under the State Plan and contained in a fee schedule published
by the department which exceed the limit on the amount of services established by
the department that are contained in regulation.

(13) ““Independent Team’” means the definition contained in 42 CFR, Part 441,
section 441.153. In addition, the independent team may not include anyone who is
related, in any way, to the admitting facility, or who is directly responsible for the
care of patients whose care is being reviewed, or has a financial interest in the
admitting facility. The department performs the functions of the independent team.

(14) “‘Inpatient’” means the definition contained in 42 CFR, Part 440, section
440.2. The client must also be present in the hospital at midnight for the census count.

(15) ““Interdisciplinary Team’’ for review of clients under the age of twenty-one,
means the definition contained in 42 CFR, Part 441, section 441.156.

(16) “‘Interperiodic Encounter’’ means any medically necessary visit to a Connect-
icut Medical Assistance provider, other than for the purpose of performing a periodic
comprehensive health screening. Such encounters include, but are not limited to,
physician’s office visits, clinic visits, and other primary care visits.

(17) “‘Joint Commission on Accreditation of Healthcare Organizations (JCAHO)’’
means a national, private, not-for-profit organization founded in 1951, which offers
accreditation to health care organizations throughout the United States.

(18) “‘Leave of Absence’” means a conditional release which is a period of time
after admission and prior to the day of discharge, in which the client has been
permitted by the attending physician to be absent from the facility premises.

(19) ‘“Medical Appropriateness or Medically Appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
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of acceptable medical care; is delivered in the appropriate medical setting; and is
the least costly of multiple, equally-effective, alternative treatments or diagnostic
modalities.

(20) ““Medical Assistance Program’’ means the medical assistance provided pursu-
ant to Chapter 319v of the Connecticut General Statutes (CGS) and authorized by
Title XIX of the Social Security Act. The program is also referred to as Medicaid.

(21) ““Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or to prevent a medical condition from occurring.

(22) ““Medical Record’’” means the definitions contained in 42 CFR, Part 482,
section 482.61, and subsection (d) of section 19-13-D3 of the Regulations of Connect-
icut State Agencies, which is part of the Public Health Code.

(23) “‘Plan of Care’’ means the definitions contained in 42 CFR, Part 441, Subpart
D, and Part 456, sections 456.180 through 456.181.

(24) ‘‘Preadmission Review’’ means a review prior to, or, in the case of an
emergency admission, within fourteen days after a client’s admission to an inpatient
psychiatric facility with the purpose of determining the medical necessity, appropri-
ateness, and quality of the health care services to be delivered, or in the case of an
emergency, delivered in the hospital.

(25) ““Prior Authorization’’ means approval for the provision of a service or
delivery of goods from the department before the provider actually provides the
service or delivers the goods.

(26) “‘Provider’’ means a psychiatric hospital or psychiatric facility.

(27) “‘Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.

(28) “‘Psychiatric Emergency’’ means a sudden onset of a psychiatric condition,
as determined by a physician, that manifests itself by acute symptoms of such
severity that the absence of immediate medical care and treatment in an inpatient
psychiatric facility could reasonably be expected to result in serious dysfunction,
disability, or death of the client or harm to self or another person by the client.
Court commitments and clients admitted on a Physician Emergency Certificate are
not automatically deemed to qualify as a psychiatric emergency.

(29) “‘Psychiatric Facility’’ means an institution which is not a hospital and is
accredited by the Joint Commission on Accreditation of Hospitals and Healthcare
Organizations (JCAHO), to provide inpatient psychiatric services under the direction
of a physician to clients who are under the age of twenty-one or age sixty-five or
over, and meets specific conditions contained at 42 CFR, Part 435, section 435.1009.

(30) ““‘Psychiatric Hospital’” means an accredited or state licensed institution which
is engaged in providing hospital level psychiatric services, under the supervision of
a physician, for the diagnosis and treatment of mentally ill persons. Specific condi-
tions for psychiatric hospital contained at 42 CFR, Part 482, sections 482.60 through
482.62, and at 42 CFR, Part 435, section 435.1009, shall be implemented. Psychiatric
units or beds in a general, acute care hospital are not included in this definition.

(31) ““Quality of Care’’ means the evaluation of medical care to determine if it
meets the professionally recognized standard of acceptable medical care for the
condition and the client under treatment.

(32) “‘Retrospective Review’’ means the review conducted after services are
provided to a client, to determine the medical necessity, appropriateness, and quality
of the services provided.
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(33) “‘State Plan’’ means the document which contains the services covered by
the Connecticut Medical Assistance Program in compliance with Part 430, Subpart
B, of Title 42 of the Code of Federal Regulations.

(34) ‘‘Transfer’” means that an individual is discharged from the hospital or
facility and directly admitted to another.

(35) ““Under the Direction of a Physician’’ means that health services may be
provided by allied health professionals whether or not the physician is physically
present at the time that the services are provided. The physician shall:

(A) assume professional responsibility for the services provided;

(B) assure that the services are medically appropriate; and

(C) be readily available within five minutes but not necessarily on the premises.

(36) ““Urgent Admission’’ means an elective, nonemergency admission.

(37) ““Utilization Review’’ means the evaluation of the necessity, appropriateness,
and quality of the use of medical services, procedures, and facilities. Utilization
Review evaluates the medical necessity and medical appropriateness of admissions,
the services performed or to be performed, the length of stay, and the discharge

practices. It is conducted on a concurrent, prospective, or retrospective basis.
(Adopted effective March 6, 1998)

Sec. 17b-262-501. Provider participation

In order to enroll in the Medical Assistance Program and receive payment from
the department, providers shall meet the following requirements:

(a) General:

(1) meet and maintain all applicable licensing, accreditation, and certification
requirements;

(2) meet and maintain all departmental enrollment requirements; and

(3) have a valid provider agreement on file which is signed by the provider and
the department upon application for enrollment into the Medical Assistance Program.
This agreement, which shall be periodically updated, shall continue to be in effect
for the duration of the agreement or for the stated period in the agreement. The
provider agreement specifies conditions and terms which govern the program and
to which the provider is mandated to adhere in order to participate in the program.

(b) Specific:

(1) providers of inpatient psychiatric services shall be licensed, when appropriate,
by the state and accredited as a psychiatric hospital by the Joint Commission on
Accreditation of Healthcare Organizations, and

(2) psychiatric hospitals outside of Connecticut shall meet all of the above provider
requirements. They shall also be an enrolled Medical Assistance Program provider
in their state of residence, when that state participates in the optional program of
Medical Assistance Program psychiatric inpatient services provided to clients age
twenty-one and under and age sixty-five and over.

(Adopted effective March 6, 1998)

Sec. 17b-262-502. Eligibility

Payment for inpatient psychiatric hospital services shall be available on behalf
of Medical Assistance Program clients under age twenty-one and age sixty-five or
over under the conditions and limitations which apply to these services.

(Adopted effective March 6, 1998)
Sec. 17b-262-503. Services covered

The department shall pay for the following:

(a) medically necessary and medically appropriate inpatient psychiatric services
for clients under age twenty-one or age sixty-five or over when the need for services
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as stated in section 17b-262-499 through section 17b-262-511 are met and provided
by an enrolled Medical Assistance Program provider;

(b) inpatient hospital tests when the tests are specifically ordered by the attending
physician or other licensed practitioner who is responsible for the diagnosis and
treatment of the client, and who is acting within the scope of practice as defined
under state law;

(c) HealthTrack Services; and

(d) HealthTrack Special Services. HealthTrack Special Services require prior
authorization on a case-by-case basis to determine that the services are medically

necessary and medically appropriate.
(Adopted effective March 6, 1998)

Sec. 17b-262-504. Services not covered

The department shall not pay for the following inpatient psychiatric hospital
services which are not covered under the Medical Assistance Program:

(a) procedures or services of an unproven, educational, social, research, experi-
mental, or cosmetic nature or for any diagnostic, therapeutic, or treatment procedures
in excess of those deemed medically necessary and appropriate by the department
to treat the client’s condition;

(b) services that do not directly relate to the client’s diagnosis, symptoms, or
medical history;

(c) services or items furnished for which the provider does not usually charge;

(d) the day of discharge or transfer;

(e) an inpatient psychiatric hospital admission or a day of care that does not meet
all the department’s requirements for inpatient services;

(f) an inpatient psychiatric hospital admission or a day of care that is denied by
the hospital’s Utilization Review Committee;

(g) a day when the client, who is age sixty-five or over, is absent from the
psychiatric hospital at the midnight census, even though the leave or transfer is
medically authorized and part of the treatment plan;

(h) a day when the client, who is under age twenty-one, is absent from the
psychiatric hospital at the midnight census, even though the leave or transfer is
medically authorized and part of the treatment plan; or

(i) costs associated with the education or vocational training of the client which

shall be excluded from Medical Assistance Program payments.
(Adopted effective March 6, 1998)

Sec. 17b-262-505. Certification of need review requirements for inpatient
psychiatric services for a client under age twenty-one in a psychiatric
hospital

(a) In order to receive payment for inpatient psychiatric hospital services for
individuals under age twenty-one, each individual admission, including elective and
emergency admissions, shall have a certification of need review.

(b) The certification of need review shall be a part of the client’s medical record,
with written documentation certifying that:

(1) ambulatory care resources available in the community do not meet the treatment
needs of the client;

(2) proper treatment of the client’s psychiatric condition requires inpatient care
under the direction of a physician; and

(3) the services shall reasonably be expected to improve the client’s condition or
prevent further regression so that inpatient services shall no longer be needed.
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(c) When the admission of a Medical Assistance Program client is elective, an
independent team is responsible to perform the certification of need review. The
department shall act as the independent team.

(d) When the admission is an individual who is not Medical Assistance Program
eligible and who applies for the Medical Assistance Program while in the hospital,
the certification of need review shall be conducted at the time of application for
Medical Assistance Program coverage or by the first day of Medical Assistance
Program coverage. An interdisciplinary team conducts the certification of need
review which shall cover any period prior to application for which Medical Assis-
tance Program claims are made. In addition, this certification of need review shall
be validated by the independent team.

(e) For emergency admissions, the certification of need review shall be completed
by an interdisciplinary team within fourteen days after the emergency admission
and validated by the independent team.

(f) When the client is transferred from a psychiatric hospital to an acute care
hospital and upon discharge readmitted to the psychiatric hospital, a new certification

of need review by the independent team is required.
(Adopted effective March 6, 1998)

Sec. 17b-262-506. Individual plan of care requirements for inpatient psychiat-
ric services for a client under age twenty-one in a psychiatric hospital

(a) Inpatient psychiatric services for clients under age twenty-one shall constitute
active treatment, as documented in the professionally developed and supervised
individual plan of care.

(b) Before admission or before authorization for payment, the interdisciplinary
team shall establish a written plan of care for each applicant or client, designed to
achieve the client’s discharge from inpatient status at the earliest possible time. This
plan shall:

(1) be based on a diagnostic evaluation that includes examinations of the medical,
psychological, social, behavioral, and developmental aspects of the client’s situation
and thereby reflect the need for inpatient psychiatric care;

(2) be developed by the interdisciplinary team of professionals in consultation
with the client, and his or her parents, legal guardian, or others into whose care he
or she will be released after discharge;

(3) state the treatment objective;

(4) prescribe an integrated program of therapies, activities, and experiences
designed to meet the treatment objectives;

(5) include, at an appropriate time, post-discharge plans and coordination of
inpatient services with partial discharge plans and related community services to
ensure continuity of care with the client’s family, school, and community upon
discharge; and

(6) be a recorded document which is maintained in the client’s medical record.

(c) In addition, the individual plan of care shall be reviewed every thirty days
by the interdisciplinary team, starting at the date of admission. The purpose of the
review is to determine that services being provided are currently required or were
required on an inpatient basis, and to recommend any changes to the plan that are
indicated by the client’s overall progress towards the treatment goals.

(d) The development and review of the plan of care shall satisfy the utilization
control requirements for recertification and the establishment and periodic review

of the plan of care.
(Adopted effective March 6, 1998)
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Sec. 17b-262-507. Individual plan of care for a client age sixty-five or over
in a psychiatric hospital

(a) A written, individual plan of care shall be developed to ensure that institutional
care maintains the client at, or restores them to, the greatest possible degree of
health and independent functioning. The plan of care for an elective admission shall
be completed by the attending or staff physician prior to admission. The plan of
care for clients age sixty-five or over, in addition to the requirements specified in
the definitions, shall also include:

(1) an initial review of the client’s medical, psychiatric, and social needs;

(2) periodic review of the client’s medical, psychiatric, and social needs;

(3) a determination, at least every ninety days, of the client’s need for continuing
institutional care and for alternative care arrangements;

(4) appropriate medical treatment in the institution; and

(5) appropriate social services.

(b) In the situation where an individual applies for Medical Assistance Program
eligibility after an elective or emergency admission to the psychiatric hospital, the
plan of care shall be completed at the same time that the Medical Assistance Program
application is submitted to the department or by the first day of Medical Assistance
Program coverage. It shall cover both the period prior to and after application for

which Medical Assistance Program claims are made.
(Adopted effective March 6, 1998)

Sec. 17b-262-508. Utilization review program for inpatient psychiatric ser-
vices for clients under age twenty-one or age sixty-five or over

(a) The department’s Utilization Review Program conducts utilization review
activities for services delivered by the inpatient psychiatric hospital to clients where
the Medical Assistance Program has been determined to be the appropriate payer.

(b) To determine that inpatient psychiatric services or admissions are medically
necessary and medically appropriate, the department may:

(1) require preadmission review or prior authorization of each inpatient psychiatric
hospital admission, including a certificate of need review, for clients under age
twenty-one, unless the department notifies the providers that a specific admission,
diagnosis, or procedure does not require such authorization; and

(2) perform retrospective reviews at the department’s discretion which may be a
random or targeted sample of the admissions and services delivered. The review
may be focused on the appropriateness, necessity, or quality of the health care
services provided.

(c) If the department decides to impose prior authorization or preadmission review
requirements, all effected providers shall be notified at least thirty days in advance
of date of implementation.

(d) All claims for payment for admission and all days of stay and services that
are provided shall be documented. Lack of said documentation itself may be adequate
ground for the department, in its discretion, to deny or recoup payment for the
admission for some or all of the days of stay or services provided.

(e) The department shall conduct medical review and inspections of care in
psychiatric hospitals.

(Adopted effective March 6, 1998)

Sec. 17b-262-509. Billing procedures

Claims from inpatient psychiatric providers shall be submitted on the department’s
uniform billing form or electronically transmitted to the department’s fiscal agent
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and shall include all information required by the department to process the claim
for payment.
(Adopted effective March 6, 1998)

Sec. 17b-262-510. Documentation and record retention

(a) A provider shall meet the special medical record requirements for a psychiatric
hospital and shall maintain records to support claims made for payment. All docu-
mentation shall be made available upon request by and to authorized department,
state, or federal personnel in accordance with state and federal laws. Documentation
shall be retained by the provider for a period of five years, or if any dispute arises
concerning a service, until such dispute has been finally resolved.

(b) Failure to maintain all required documentation or to provide it to the department
upon request, may result in the disallowance and recovery by the department of
any amounts paid out for which the required documentation is not maintained
or provided.

(Adopted effective March 6, 1998)

Sec. 17b-262-511. Reserved

Requirements for Payment to Independent Radiology and Ultrasound Centers

Sec. 17b-262-512. Scope

Sections 17b-262-512 through 17b-262-520 inclusive set forth the Department
of Social Services requirements for the payment of radiology services performed
by an independent radiology or ultrasound center provided in a freestanding center,
which is not part of a physician’s office nor a hospital outpatient department or
clinic, for clients who are determined eligible to receive services under Connecticut’s
Medical Assistance Program pursuant to section 17b-262 of the Connecticut General

Statutes (CGS).
(Adopted effective March 6, 1998)

Sec. 17b-262-513. Definitions

For the purposes of sections 17b-262-512 through 17b-262-520 the following
definitions shall apply:

(1) ““Acute’’ means having rapid onset, severe symptoms, and a short course.

(2) ““Client’’ means a person eligible for goods or services under the department’s
Medical Assistance Program.

(3) ‘““‘Commissioner’” means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes.

(4) “‘Department’” means the Department of Social Services or its agent.

(5) ‘‘Electrocardiogram (EKG) Services’” means diagnostic services derived from
an electrocardiogram device which measures the electrical variations in heart
muscles.

(6) “‘Electroencephalogram (EEG) Services’” means diagnostic services derived
from an electroencephalogram instrument which records the electrical activity of
the brain.

(7) “‘Emergency’’ means a medical condition, including labor and delivery, mani-
festing itself by acute symptoms of sufficient severity, including severe pain, such
that the absence of immediate medical attention could reasonably be expected to
result in placing the client’s health in serious jeopardy, serious impairment to bodily
functions, or serious dysfunction of any bodily organ or part.
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(8) “‘Freestanding Radiology or Ultrasound Center’’ means those centers which
offer radiology or ultrasound services but which are not part of a physician’s office
nor an inpatient or outpatient hospital service.

(9) ‘‘HealthTrack Services’” means the services described in subsection (r) of
section 1905 of the Social Security Act.

(10) ““HealthTrack Special Services’” means medically necessary and medically
appropriate health care, diagnostic services, treatment, or other measures necessary
to correct or ameliorate disabilities and physical and mental illnesses and conditions
discovered as a result of a periodic comprehensive health screening or interperiodic
encounter. Such services are provided in accordance with subdivision (5) of subsec-
tion (r) of section 1905 of the Social Security Act, and are:

(A) services not covered under the State Plan or contained in a fee schedule
published by the department; or

(B) services covered under the State Plan and contained in a fee schedule published
by the department which exceed the limit on the amount of services established by
the department that are contained in regulation.

(11) ““Interperiodic Encounter’’ means any medically necessary visit to a Connect-
icut Medical Assistance provider, other than for the purpose of performing a periodic
comprehensive health screening. Such encounters include, but are not limited to,
physician’s office visits, clinic visits, and other primary care visits.

(12) “‘Licensed Practitioner of the Healing Arts’’ means a professional person
providing health care pursuant to a license issued by the Department of Public
Health (DPH).

(13) ““Medical Appropriateness or Medically Appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and is
the least costly of multiple, equally-effective alternative treatments or diagnostic
modalities.

(14) ““Medical Assistance Program’’ means the medical assistance provided pursu-
ant to Chapter 319v of the Connecticut General Statutes and authorized by Title
XIX of the Social Security Act. The program is also referred to as Medicaid.

(15) ““Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or to prevent a medical condition from occurring.

(16) “‘Prior Authorization’’ means approval for the provision of a service or the
delivery of goods from the department before the provider actually provides the
service or delivers the goods.

(17) “‘Provider’’ means a radiology or ultrasound center which provides profes-
sional and technical services and which is independent of a physician’s office or
an inpatient or outpatient hospital department or clinic.

(18) “‘Provider Agreement’’” means the signed, written, contractual, agreement
between the department and the provider of services or goods.

(19) “‘Radiology’’ means any diagnostic and treatment service administered
through the use of radiant energy.

(20) ““State Plan’’ means the document which contains the services covered by
the Connecticut Medical Assistance Program in compliance with Part 430, Subpart
B, of Title 42 of the Code of Federal Regulations (CFR).
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(21) ““Ultrasound Services’’ means diagnostic and therapeutic services adminis-
tered by ultrasound equipment—equipment emitting inaudible sound frequencies in

the approximately 20,000 to 10,000,000,000 cycles per second range.
(Adopted effective March 6, 1998)

Sec. 17b-262-514. Provider participation

In order to enroll in the Medical Assistance Program and receive payment from
the department, providers shall:

(a) meet and maintain all applicable licensing, accreditation, and certification
requirements;

(b) meet and maintain all departmental enrollment requirements; and

(c) have a valid provider agreement on file which is signed by the provider and
the department upon application for enrollment into the Medical Assistance Program.
This agreement, which shall be periodically updated, shall continue to be in effect
for the duration of the agreement or for the stated period in the agreement. The
provider agreement specifies conditions and terms which govern the program and

to which the provider is mandated to adhere in order to participate in the program.
(Adopted effective March 6, 1998)

Sec. 17b-262-515. Eligibility

Payment for radiology or ultrasound center services shall be available on behalf
of all persons eligible for the Medical Assistance Program subject to the conditions

and limitations which apply to these services.
(Adopted effective March 6, 1998)

Sec. 17b-262-516. Services covered

The department shall pay for:

(a) medically appropriate and medically necessary radiology or ultrasound center
services as published in the department’s fee schedule when ordered by a licensed
physician or other licensed practitioner of the healing arts; and

(b) HealthTrack Services and HealthTrack Special Services.
(Adopted effective March 6, 1998)

Sec. 17b-262-517. Need for service and authorization process

(a) Need for Service

The department shall pay for independent radiology and ultrasound center services
which are ordered by a duly licensed physician or other licensed practitioner of
the healing arts and which the department deems to be medically necessary and
medically appropriate.

(b) Prior Authorization

Prior authorization, on forms and in a manner as specified by the department,
shall be required for HealthTrack Special Services:

(1) HealthTrack Special Services are determined medically necessary and medi-
cally appropriate on a case-by-case basis; and

(2) the request for HealthTrack Special Services shall include:

(A) a written statement from the prescribing physician, or other licensed prac-
titioner of the healing arts, performing such services within his or her respective
scope of practice as defined under state law, justifying the need for the item or
service requested;

(B) a description of the outcomes of any alternative measures tried; and

(C) if applicable and requested by the department, any other documentation
required in order to render a decision.
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(c) In order to receive payment from the department a provider shall comply with
all prior authorization requirements. The department in its sole discretion determines
what information is necessary in order to approve a prior authorization request. Prior
authorization does not, however, guarantee payment unless all other requirements for
payment are met.

(Adopted effective March 6, 1998)

Sec. 17b-262-518. Billing procedures

(a) Claims from independent radiology or ultrasound center providers shall be
submitted on the department’s designated form or electronically transmitted to the
department’s fiscal agent and shall include all information required by the department
to process the claim for payment.

(b) The payment for radiology or ultrasound center services includes all consulta-
tion services as well as the written report to the referring physician.

(Adopted effective March 6, 1998)

Sec. 17b-262-519. Payment rate and limitations

(a) The commissioner shall establish the fees contained in the department’s
published fee schedule for independent radiology and ultrasound centers pursuant
to section 4-67c of the Connecticut General Statutes.

(b) The payment rate shall be made at the lowest of:

(1) the provider’s usual and customary charge to the general public;

(2) the lowest Medicare rate;

(3) the amount in the applicable fee schedule as published by the department;

(4) the amount billed by the provider; or

(5) the lowest price charged or accepted for the same or substantially similar
goods or services by the provider from any person or entity.

(c) When emergency services are rendered after normal posted business hours,
a fee as indicated on the provider’s fee schedule shall be reimbursed to the provider
per patient.

(d) Actual allowable procedures billable to the Medical Assistance Program are
negotiated individually by provider.

(Adopted effective March 6, 1998)

Sec. 17b-262-520. Documentation

(a) Independent radiology or ultrasound center providers shall maintain a specific
record for each client eligible for Medical Assistance Program payment including, but
not limited to: name, address, birth date, Medical Assistance Program identification
number, pertinent diagnostic information, documentation of the services provided,
and the dates the services were provided.

(b) All required documentation shall be maintained for at least five years in the
provider’s file subject to review by authorized department personnel. In the event
of a dispute concerning a service provided, documentation shall be maintained until
the end of the dispute or five years, whichever is greater.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the provider for which the
required documentation is not maintained and provided to the department by request.

(Adopted effective March 6, 1998)

Sec. 17b-262-521. Reserved
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Requirements for Provider Participation in the Connecticut
Medical Assistance Program

Sec. 17b-262-522. Scope

Sections 17b-262-522 through 17b-262-532, inclusive, of the Regulations of
Connecticut State Agencies set forth the Department of Social Services general
requirements to which providers of Medical Assistance Program goods and services
shall adhere in order to participate in, and receive payment from, the Connecticut
Medical Assistance Program pursuant to section 17b-262 of the Connecticut Gen-

eral Statutes.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-523. Definitions

For the purposes of sections 17b-262-522 through 17b-262-532, inclusive, of the
Regulations of Connecticut State Agencies the following definitions apply:

(1) ““‘Acute’’ means symptoms that are severe and have a rapid onset and a
short course;

(2) ““‘Border provider’’ means a provider located in a state bordering Connecticut,
in an area that allows it to generally serve Connecticut residents, and that is enrolled
as and treated as a Connecticut Medical Assistance Program provider. Such providers
are certified, accredited, or licensed by the applicable agency in their state and are
deemed border providers by the department on a case by case basis;

(3) ““Claim’’ means a request for payment submitted by a provider to the depart-
ment, or its fiscal agent, in accordance with the billing requirements set forth by
the department;

(4) ““Client”’ means a person eligible for goods or services under the department’s
Medical Assistance Program;

(5) ““Commissioner’’ means the commissioner of the Connecticut Department
of Social Services appointed pursuant to subsection (a) of section 17b-1 of the
Connecticut General Statutes;

(6) ‘““Copayment’” means a nominal fee, chargeable to the client and not payable
from the department, for specified goods or services and which meets the require-
ments of section 1916 of the Social Security Act and 42 CFR 447.15 and 42 CFR
447.50 to 42 CFR 447.58, inclusive;

(7) ¢“Coverable Medical Assistance Program good or service’’ means any good
or service which is payable by the Medical Assistance Program under its regulations;

(8) ““Department’’ means the Connecticut Department of Social Services or
its agent;

(9) ““Emergency’’ means a medical condition, including labor and delivery,
manifesting itself by acute symptoms of sufficient severity, including severe pain,
such that the absence of immediate medical attention could reasonably be expected
to result in placing the client’s health in serious jeopardy, serious impairment to
bodily functions, or serious dysfunction of any bodily organ or part;

(10) ““Free of charge’’ means a good or service for which no individual client
has an obligation to pay and for which no third party payment is ever sought;

(11) ““Lock-in>’> means the department’s restriction of a client to a specific
provider for certain Medical Assistance Program goods or services under the author-
ity of section 17-134d-11 of the Regulations of Connecticut State Agencies;

(12) ““‘Medical appropriateness or medically appropriate’’ means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate [medical Jsetting; and is
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the least costly of multiple, equally-effective alternative treatments or diagnostic
modalities;

(13) “‘Medical Assistance Program’’ means the medical assistance provided
pursuant to Chapter 319v of the Connecticut General Statutes and authorized by
Title XIX of the Social Security Act. The program is also referred to as Medicaid;

(14) “‘Medical Assistance Program goods or services’’ means medical care or
items that are furnished to a client to meet a medical necessity in accordance with
applicable statutes or regulations that govern the Medical Assistance Program;

(15) ““Medical necessity or medically necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
assist an individual in attaining or maintaining an optimal level of health; diagnose
a condition; or prevent a medical condition from occurring;

(16) ‘“Medicare’” means the federal health care program authorized by Title
XVIII of the Social Security Act;

(17) “‘Out-of-state provider’’ means a provider who is licensed, certified, or
accredited in a state other than Connecticut; has a business address outside of
Connecticut; and does not meet the definition of ‘‘border provider’’;

(18) ’Overpayment’ means any payment that represents an excess over the
allowable payment under state law including, but not limited to, amounts obtained
through fraud and abuse;

(19) ““Point of sale or POS’’ means the department’s on-line, real time pharmacy
electronic claims transmission. This process also includes prospective drug utiliza-
tion review;

(20) “‘Prior authorization’’ means approval for the provision of a service or
delivery of goods from the department before the provider actually provides the
service or delivers the goods;

(21) “‘Prospective drug utilization review or pro-DUR’’ means a client-specific
drug utilization review prior to dispensing;

(22) ““Provider’’ means any individual or entity that furnishes Medical Assistance
Program goods or services pursuant to a provider agreement with the department
and is duly enrolled and in good standing or, as the context may require, an individual
or entity applying for enrollment in the Medical Assistance Program;

(23) “‘Provider agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods;

(24) ““Provider enrollment or reenrollment form’’ means the department’s
form which requests the provider’s data such as, but not limited to: name, address,
licensure or certification information, service protocols, and any other information
required by the department to assess provider eligibility for participation in the
Medical Assistance Program;

(25) “‘Suspension’’ means limiting program participation of providers who,
although not convicted of program-related crimes, are found by the department to
have violated rules, regulations, standards or laws governing any such program;

(26) ““Termination’’ means precluding medical assistance program participation
by providers that have been convicted of a crime involving medicaid or medicare;

(27) ““Third party’’ means any individual, private or public organization, or
entity that is or may be liable to pay all or part of the medical costs of injury,
disease, or disability for a client pursuant to 42 CFR 433.136;

(28) ““Third party liability’’ as it applies to Medical Assistance Program claims
processing, means payment resources available from both private and public health
insurance that can be applied toward Medical Assistance Program clients’ medical
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and health benefit expenses. A pending tort recovery or cause of action, worker’s
compensation or accident insurance settlement is not a third party liability; and
(29) ““Type and specialty’’ means the department’s categorization of Medical
Assistance Program providers according to the type and specialty of the goods or
services furnished by the provider.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-524. Provider participation

(a) To enroll in the Medical Assistance Program and receive payment from the
department for the provision of goods or services to Medical Assistance Program
clients, providers shall:

(1) Meet and maintain all applicable licensing, accreditation and certification
requirements;

(2) meet and maintain all departmental enrollment requirements including the
timely submission of a completed provider enrollment or reenrollment form and
submission of all enrollment information and such affidavits as the department may
require; and

(3) have a valid provider agreement on file which is signed by the provider and
the department. This agreement, which shall be periodically updated, shall continue
to be in effect for the duration specified in the agreement. The provider agreement
specifies conditions and terms that govern the program and to which the provider
is mandated to adhere in order to participate in the program.

(b) Additionally, the department shall at its discretion:

(1) Require documentation or other information necessary to ensure that require-
ments for enrollment in a type of service and specialty have been met pursuant to
all applicable statutes and regulations;

(2) require that an out-of-state or border provider submit such supplemental
documentation as it requires in the event their licenses, certificates, permits or other
credentials do not disclose the required information, or if the criteria for attainment
of such credentials is different from similarly situated in-state providers;

(3) require submission of a schedule of charges to the general public or any other
pertinent data or information necessary to facilitate review of new or existing
services;

(4) approve or disapprove enrollment or reenrollment of any provider based upon
the department’s requirements. The department in its sole discretion shall determine
whether the provider meets the requirements for enrollment;

(5) deny initial enrollment or reenrollment of any provider when such enrollment
or reenrollment is determined not to be in the best interests of the Medical Assis-
tance Program;

(6) deny enrollment or reenrollment of any provider who does not offer coverable
Medical Assistance Program goods or services regardless of whether the provider
meets all other enrollment requirements; and

(7) enroll out-of-state providers if they provide services to clients who are out-
of-state in accordance with section 17b-262-532 of the Regulations of Connecticut
State Agencies.

(c) At the discretion of the department, out-of-state providers shall be eligible
for enrollment or reenrollment into the Medical Assistance Program based on docu-
mentation of current enrollment in the Medical Assistance Program in another state.

(d) Failure by the provider to submit any required documents or information for
reenrollment, at such times and in such a manner as the department shall require,
may result in the loss of the provider’s eligibility to participate in the Medical
Assistance Program.
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(e) Specific enrollment requirements for provider types and specialties are set
forth in the Regulations of Connecticut State Agencies dealing with the specific
provider type and specialty. The department in accordance with the governing
Regulations of Connecticut State Agencies shall, in its sole discretion, determine
the category of provider type and specialty into which a provider falls.

(f) For purposes of this section, the terms ‘‘institution’” or ‘‘general hospital’’
include (1) any wholly or partially owned subsidiary of the institution or general
hospital; (2) any entity that is related to the institution or general hospital, including,
but not limited to, a parent company, or wholly or partially owned subsidiary of
the institution or general hospital; and (3) any other entity, such as a partnership,
that is established by (A) the institution or general hospital or (B) any entity related
to the institution or general hospital, including a parent company and its wholly or
partially owned subsidiaries.

(g) Notwithstanding any provisions of the Regulations of Connecticut State Agen-
cies or any medical services policy, any provider who is (1) compensated directly
or indirectly by an institution or general hospital or (2) located within an institution
or general hospital, which includes being located in an institution or general hospital
complex, campus or auxiliary or satellite location, may bill the department for
services rendered to the provider’s medical assistance program private practice
clients who receive services at the institution or general hospital location if all of
the following criteria are met:

(1) The provider maintains a practice at a location other than the location which
is within the institution or general hospital complex, campus or auxiliary or satel-
lite location;

(2) the provider is enrolled as a medical assistance program provider at the location
that is separate from the institution or general hospital location and actively bills,
as determined by the department, the Medical Assistance Program for services
rendered at that separate location;

(3) the operations of the provider are entirely separate and independent from the
institution or general hospital. The department considers the operations of a provider
as entirely separate and independent if the following criteria are met:

(A) the provider does not utilize space that is directly or indirectly owned by the
institution or general hospital unless the space is rented at fair market value;

(B) the provider and provider staff do not receive compensation in any form from
the institution or general hospital for any reason for clinical services at the institution
or general hospital;

(C) the provider and the institution or general hospital do not share administrative
and support staff; and

(D) the provider and the institution or general hospital have no direct or indirect
relationship relative to ownership or control;

(4) any direct and indirect costs associated with the services performed by the
provider or provider staff are not included in the annual cost report of the institution
or general hospital; and

(5) the provider has performed an evaluation and management service for the
client at its separate location within the previous year.

(h) Notwithstanding the criteria identified in subdivision (3) of subsection (g) of
this section, the provider may bill if the provider can demonstrate to the satisfaction
of the department that the arrangements between the provider and the institution or
general hospital do not result in duplication of payments. Evidence of lack of
duplication of payments may include, but is not limited to, a copy of the provider-
facility contract.
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(i) Notwithstanding the requirements of subsections (g) and (h) of this section,
a medical foundation established pursuant to sections 33-182aa to 33-182ff, inclu-
sive, of the Connecticut General Statutes may bill the department for goods or
services provided to Medical Assistance Program clients only after obtaining the
department’s approval. In order to obtain such approval, and as requested by the
department from time to time, the medical foundation shall demonstrate, to the
department’s satisfaction, that mechanisms are in place to ensure that there will be
no duplicate billing to or payment by the department relating to the provision of
such goods or services. Not later than three months after the medical foundation
begins billing the department, and as requested by the department from time to
time, the medical foundation shall demonstrate to the department that no such
duplicate billing in fact occurs. Duplicate billing includes, but is not limited to, claims
for costs associated with related party transactions among the medical foundation, the
hospital and any other related party, as defined in subsection (o) of section 17b-

262-531 of the Regulations of Connecticut State Agencies.
(Adopted effective February 8, 1999; amended April 1, 2003, June 5, 2012)

Sec. 17b-262-525. Termination or suspension of provider agreement

(a) Providers shall be subject to all of the conditions contained in section 17b-
99 of the Connecticut General Statutes and sections 17-83k-1 through 17-83k-7 of
the Regulations of Connecticut State Agencies.

(b) A provider agreement may be terminated by mutual consent or without cause
by either the department or the provider by giving a thirty day written notification

to the affected party, or as otherwise provided by federal or state law.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-526. General provider requirements

To maintain enrollment in the Connecticut Medical Assistance Program, a provider
shall abide by all federal and state statutes regulations and operational procedures
promulgated by the department which govern the Medical Assistance Program
and shall:

(1) abstain from discriminating or permitting discrimination against any person
or group of persons on the basis of race, color, religious creed, age, marital status,
national origin, sex, mental or physical disability, or sexual orientation pursuant to
45 CFR 80.3 and 45 CFR 80.4;

(2) accept as payment in full either the department’s payment or a combination
of department, third party payment, and any authorized client copayment which is
no more than the department’s schedule of payment, except with regard to the
department’s obligations for payment of Medicare coinsurance and deductibles;

(3) agree to pursue and exhaust all of a client’s third party resources prior to
submitting claims to the department for payment; to report any and all third party
payments; to acknowledge the department as the [payor] payer of last resort; and
to assist in identifying other possible sources of third party liability for which a
legal obligation for payment of all or part of the Medical Assistance Program goods
or services furnished exists;

(4) be qualified to furnish Medical Assistance Program goods or services; be
currently certified and enrolled in the Medicare program if required by any federal
or state statutes or regulations which govern the Medical Assistance Program goods
or services furnished by a provider under the provider’s assigned type and specialty;

(5) meet and adhere to all applicable licensing, accreditation, and certification
requirements and all applicable state and local zoning and safety requirements
pertaining to the provider’s assigned type and specialty in the jurisdiction where
the Medical Assistance Program goods or services are furnished;
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(6) meet and adhere to any additional department requirements, after enrollment,
promulgated in conformance with federal and state statutes, regulations and opera-
tional procedures which govern the provider’s assigned provider type and specialty;

(7) maintain a specific record for each client eligible for Medical Assistance
Program payment including, but not limited to: name; address; birth date; Medical
Assistance Program identification number; pertinent diagnostic information and x-
rays; current and all prior treatment plans prepared by the provider; pertinent treat-
ment notes signed by the provider; documentation of the dates of service; and other
requirements as provided by federal and state statutes and regulations pursuant to
42 CFR 482.61, and, to the extent such requirements apply to a provider’s licensure
category, record requirements set forth in chapter iv of the Connecticut Public Health
Code (sections 19-13-D1 to 19-13-D105 of the Regulations of Connecticut State
Agencies). Such records and information shall be made available to the department
upon request;

(8) maintain all required documentation for at least five years or longer as required
by state or federal law or regulation in the provider’s file subject to review by
authorized department personnel. In the event of a dispute concerning goods or
services provided, documentation shall be maintained until the end of the dispute,for
five years, or the length of time required by state or federal law or regulation,
whichever is greatest. Failure to maintain and provide all required documentation
to the department upon request shall result in the disallowance and recovery by the
department of any future or past payments made to the provider for which the
required documentation is not maintained and not provided to the department upon
request, as permitted by state and federal law;

(9) notify the department in writing of all substantial changes in information
which were provided on the application submitted to the department for provider
enrollment or reenrollment in the Medical Assistance Program;

(10) disclose, in accordance with 42 CFR 455.106, any information requested by
the department regarding the identity of any person who has ownership or a control-
ling interest in the provider’s business who has been convicted of a criminal offense
related to that person’s involvement in Medicare or the Medical Assistance Program;

(11) furnish all information relating to the provider’s business ownership, as well
as transactions with subcontractors, in accordance with federal and state statutes
and regulations;

(12) not deny goods or services to a client solely on the basis of the client’s
inability to meet a copayment; and

(13) agree to participate in studies of access, quality and outcome conducted by
the department or its agents. The department shall reimburse providers for costs

above and beyond nominal costs incurred by such participation.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-527. Need for goods or services

The department shall review the medical appropriateness and medical necessity
of medical goods and services provided to Medical Assistance Program clients both

before and after making payment for such goods and services.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-528. Prior authorization

(a) Prior authorization, to determine medical appropriateness and medical neces-
sity, shall be required as a condition of payment for certain Medical Assistance
Program goods or services as set forth in the regulations of the department governing
specific provider types and specialties. The department shall not make payment for



Sec. 17b-262 page 69 (1-13)
Department of Social Services § 17b-262-530

such goods and services when such authorization is not obtained by the provider
of the goods or services.

(b) Prior authorization shall be granted by the department to a provider to furnish
specified goods or services within a defined time period as set forth in the regulations
of the department governing specific provider types and specialties.

(c) Payment for medical goods or services provided to a client, for which prior
authorization is given, is contingent upon the client’s eligibility at all times such
goods and services are furnished.

(d) In order to receive payment from the department a provider shall comply
with all prior authorization requirements. The department in its sole discretion
determines what information is necessary in order to approve a prior authorization
request. Prior authorization does not, however, guarantee payment unless all other
requirements for payment are met.

(e) Coverable Medical Assistance Program goods or services requiring prior
authorization may be so identified on the department’s applicable fee schedule or

identified in regulation.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-529. Billing procedures

(a) Claims from providers shall be submitted on the department’s designated form
or electronically transmitted to the department’s fiscal agent within twelve months
of the date the service was provided or the good was delivered and shall include
all information required by the department to process the claim for payment, as set
forth in the Regulations of Connecticut State Agencies and specified in the depart-
ment’s provider billing manuals. The date of service is the actual date on which
the service was provided.

(b) Exceptions to the procedures set forth in subsection (a) of section 17b-262-
529 of the Regulations of Connecticut State Agencies shall be as follows:

(1) when an individual is an applicant of the Medical Assistance Program or an
applicant for a categorically related program which qualifies the individual for the
Medical Assistance Program, and the determination of eligibility comes after the
last date of service and eligibility is retroactive, the provider shall submit claims
for goods or services received within one year of the effective date of the determina-
tion of eligibility or effective date of award, whichever comes later;

(2) when there is an issue related to Medical Assistance Program eligibility or
to payment for goods or services which is subject to the grievance process, the
provider shall submit claims within the guidelines in subsection (a) of section 17b-
262-529 of the Regulations of Connecticut State Agencies or within twelve months
of the effective date of the resolution in favor of Medical Assistance Program
payments for goods or services, whichever is later; and

(3) when a provider has submitted a claim to a third party insurer and has not
received a response within a reasonable time, the one year shall begin twelve months
from the date of receipt of the explanation of benefits form. The provider shall be

responsible for any followup to the third party insurers.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-530. Payment rates

(a) All schedules of payment for coverable Medical Assistance Program goods
and services shall be established by the commissioner and paid by the department
in accordance with all applicable federal and state statutes and regulations.

(b) A provider whose rates are established by the department based on the
provider’s cost may be required to submit data in a format prescribed by the
department which may include but not be limited to, the following:
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(1) a copy of the provider’s financial statement and an independent auditor’s
report for the most recently completed fiscal year, or anticipated costs if the program
or service is new;

(2) a copy of the provider’s financial statement for the current year to date;

(3) a current copy of the provider’s usual and customary charges to the general
public; and

(4) the provider’s most recent Medicare cost report, if one is required to be filed

by the provider.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-531. Payment limitations

Payment, by the department, to all providers shall be limited to medically appro-
priate and medically necessary goods or services furnished to Medical Assistance
Program clients. The following payment limitations shall also apply:

(a) the department shall not make payment for any claim for Medical Assistance
Program goods or services for persons not eligible for the Medical Assistance
Program on the date the good or service is provided, except for those medical
services required and requested by the department to determine a person’s eligibility
for the program;

(b) the department shall not make payment for any Medical Assistance Program
goods or services which are not covered under, and furnished in accordance with
federal and state statutes and regulations including 42 USC 1396b(f);

(c) the department shall not make an additional payment when a third party
payment is equal to or greater than the department’s schedule of payment for the
same Medical Assistance Program good or service, except to meet the department’s
obligations as defined by federal and state laws and regulations;

(d) the department shall not make payment for Medical Assistance Program goods
or services furnished by a provider after the date of termination of the provider, or
during a period of suspension, from the Medical Assistance Program, except as may
be determined by the commissioner;

(e) the department shall make payment only to a duly enrolled provider;

(f) the department shall not pay for goods or services that are furnished to providers
or clients free of charge;

(g) the department shall not pay for any procedures, goods, or services of an
unproven, educational, social, research, experimental, or cosmetic nature; for any
diagnostic, therapeutic, or treatment goods or services in excess of those deemed
medically necessary and medically appropriate by the department to treat the client’s
condition; or for services not directly related to the client’s diagnosis, symptoms,
or medical history;

(h) the department shall not pay for cancelled office visits and appointments
not kept;

(i) the department shall make payment only to the provider to whom a client is
locked-in, pursuant to section 17-134d-11 of the Regulations of Connecticut State
Agencies, except in an emergency;

(j) a provider shall not charge an eligible Medical Assistance Program client, or
any financially responsible relative or representative of that individual, for any
portion of the cost of goods or services which are covered and payable under the
Connecticut Medical Assistance Program. If a client or representative has paid for
the goods or services and the client subsequently becomes eligible for the medical
assistance program, payment made by or on behalf of the client shall be refunded
by the provider to the payer. The provider then may bill the Medical Assistance
Program for the goods or services provided. The provider shall obtain appropriate
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documentation that the payment was refunded prior to the submission of the claim
and shall maintain said documentation;

(k) a provider shall not charge for medical goods or services for which a client
would be entitled to have payment made, but for the provider’s failure to comply
with the requirements for payment established by these regulations;

(I) a provider shall only charge an eligible Medical Assistance Program client,
or any financially responsible relative or representative of that individual, for goods
or services which are not coverable under the Medical Assistance Program, when
the client knowingly elects to receive the goods or services and enters into an
agreement in writing for such goods or services prior to receiving them;

(m) Refunds by vendors to persons eligible for the medical assistance program
shall be in acordance with section 17b-103 of the Connecticut General Statutes.
The provider shall obtain and maintain appropriate documentation that the payment
was refunded prior to submission of the claim;

(n) a provider shall charge a client a copayment for Medical Assistance Program
goods or services only when the department specifically authorizes the provider to
collect such copayment from the client;

(0) Any cost used to establish the amount to be reimbursed by the medical
assistance program which was incurred by a provider through a related party transac-
tion shall not include any amount in excess of the cost to the related party. Only
the actual cost of the product or service to the related party may be used to establish
reimbursement by the Medical Assistance Program. Such related party cost shall
also meet all other requirements for reimbursement, including, but not limited to,
being reasonable and directly related to patient care. For purposes of this section,
“‘related party’’ is defined as persons or organizations related through an ability to
control, ownership, family relationship or business association, and includes persons
related through marriage; and

(p) The provider shall be prohibited from reassigning claims in accordance with

42 CFR 447.10.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-532. Payment for out-of-state goods or services

(a) Pursuant to 42 CFR 431.52, payment for Medical Assistance Program goods
or services furnished to clients while they are out-of-state shall be made by the
department to the same extent as payment is made to in-state providers, unless
otherwise specified in state statutes or regulations which govern the provider’s
assigned type and specialty, only when any of the following conditions is met:

(1) Medical Assistance Program goods or services are needed by a client because
a medical emergency occurred while the client was outside of the state;

(2) Medical Assistance Program goods or services are needed because a client’s
health would be endangered if required to travel to Connecticut;

(3) the department determines that the Medical Assistance Program goods or
services are[more readily] available only in another state and prior authorization
was granted to the provider; or

(4) it is general practice for clients in a particular locality of Connecticut to use
the medical resources in a bordering state. The department shall allow providers,
who are designated by the department to be border providers, to be treated in the
same manner as in-state providers.

(b) In addition, payment for Medical Assistance Program goods or services fur-
nished to clients while they are out-of-state shall be made to the same extent as
payment is made to in-state providers when:

(1) enrollment is for copayment or deductible of a Medicare claim; and
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(2) a child for whom the department makes adoption assistance or foster care
maintenance payment resides outside of Connecticut, or an individual approved to
attend school out-of-state resides in Connecticut.

(c) In order to be paid for goods or services, out-of-state providers shall enroll
in the Connecticut Medical Assistance Program.

(d) Out-of-state pharmacies rendering services in-state to clients shall:

(1) participate in on-line point of sale and prospective drug use review claims
processing; and

(2) pursuant to section 20-627 of the Connecticut General Statutes, out-of-state
pharmacy providers shall, when doing business in Connecticut, receive a certificate
of registration from the Department of Consumer Protection, upon approval of the
Commission of Pharmacy, and provide a toll-free telephone number disclosed on
labels for drugs dispensed in Connecticut.

(e) For payment for emergency services, providers shall be required to submit a
claim and applicable medical emergency room reports, discharge summaries, or other
documentation as determined by the department which confirms the emergency.

(f) In most cases, enrollment shall be for dates of service or provision of goods
only. An exception to this rule may apply to providers of goods or services to
children for whom the department makes adoption assistance or foster care mainte-
nance payments who reside outside of Connecticut, or individuals approved to attend
school out-of-state who reside in Connecticut. In these situations, a provider shall
not be required to submit a claim to initiate the enrollment process. The provider
shall indicate the name of the child or individual for whom it shall be providing
services at the time of enrollment.

(g) Timely filing requirement shall be the same for out-of-state providers as for
in-state providers except that the date of first contact with the department’s fiscal
agent to become enrolled in the Medical Assistance Program or to submit a claim
shall be within twelve months of the date of provision of the service or delivery of
the good.

(h) Pursuing other third party liabilities shall be the same for out-of-state providers
as for in-state providers.

(i) Out-of-state independent laboratories, border hospitals, and physician groups
having admitting privileges in a border hospital shall be exempt from the out-of-
state criteria delineated in subsection (a) of section 17b-262-532 of the Regulations
of Connecticut State Agencies. All other border providers shall be considered for
enrollment in the Medical Assistance Program on a case-by-case basis.

(j) The Medical Assistance Program shall not cover out-of-state long-term care
services unless such services are not available in the state of Connecticut and receive
prior authorization from the department.

(k) Out-of-state providers shall, upon request of authorized department representa-
tives, make available fiscal and medical records as required by applicable Medical
Assistance Program regulations and the provider agreement. Such records shall be
made available for review by authorized department representatives at a location

within the State of Connecticut.
(Adopted effective February 8, 1999; amended April 1, 2003)

Sec. 17b-262-533. Sums paid in excess of the authorized schedules of payment
or for other reasons of ineligibility for payment

Any payment, or part thereof, for Medical Assistance Program goods or services

which represents an excess over the payment authorized, or a violation due to abuse

or fraud, shall be payable to the department. Any such sum not returned to the

department by a provider may be recovered in an action brought by the department
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against the provider. Such sums may also be recouped from current payment due
the provider in accordance with law.
(Adopted effective February 8, 1999)

Sec. 17b-262-534. Reserved

Requirements for Payment of Chiropractic Services

Sec. 17b-262-535. Scope

Sections 17b-262-535 through 17b-262-545 inclusive set forth the Department
of Social Services requirements for payment of chiropractic services, performed by
licensed practitioners of chiropractic in private or group practices, for clients who
are determined eligible to receive services under Connecticut’s Medical Assistance
Program pursuant to section 17b-262 of the Connecticut General Statutes (CGS).

(Adopted effective March 6, 1998)

Sec. 17b-262-536. Definitions

For the purposes of sections 17b-262-535 through 17b-262-545 the following
definitions shall apply:

(1) ““Acute’’ means having rapid onset, severe symptoms, and a short course.

(2) ““Chiropractic’’ means the services described in Title 42 of the Code of Federal
Regulations (CFR), Part 440, section 440.60, and subsection (1) of section 20-24
of the Connecticut General Statutes.

(3) ““‘Client”” means a person eligible for goods or services under the department’s
Medical Assistance Program.

(4) ““‘Commissioner’” means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes.

(5) “‘Department’” means the Department of Social Services or its agent.

(6) ““Emergency’’ means a medical condition, including labor and delivery, mani-
festing itself by acute symptoms of sufficient severity, including severe pain, such
that the absence of immediate medical attention could reasonably be expected to
result in placing the client’s health in serious jeopardy, serious impairment to bodily
functions, or serious dysfunction of any bodily organ or part.

(7) ‘‘HealthTrack Services’’ means the services described in subsection (r) of
section 1905 of the Social Security Act.

(8) ‘‘HealthTrack Special Services’” means medically necessary and medically
appropriate health care, diagnostic services, treatment, or other measures necessary
to correct or ameliorate disabilities and physical and mental illnesses and conditions
discovered as a result of a periodic comprehensive health screening or interperiodic
encounter. Such services are provided in accordance with subdivision (5) of subsec-
tion (r) of section 1905 of the Social Security Act, and are:

(A) services not covered under the State Plan or contained in a fee schedule
published by the department; or

(B) services covered under the State Plan and contained in a fee schedule published
by the department which exceed the limit on the amount of services established by
the department that are contained in regulation.

(9) ““Interperiodic Encounter’” means any medically necessary visit to a Connecti-
cut Medical Assistance provider, other than for the purpose of performing a periodic
comprehensive health screening. Such encounters include, but are not limited to,
physician’s office visits, clinic visits, and other primary care visits.
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(10) “‘Licensed Practitioner of the Healing Arts’ means a professional person
providing health care pursuant to a license issued by the Department of Public
Health (DPH).

(11) ““Medical Appropriateness or Medically Appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and is
the least costly of multiple, equally-effective, alternative treatments or diagnostic
modalities.

(12) ““Medical Assistance Program’’ means the medical assistance provided pursu-
ant to Chapter 319v of the Connecticut General Statutes (CGS) and authorized by
Title XIX of the Social Security Act. The program is also referred to as Medicaid.

(13) ““‘Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or prevent a medical condition from occurring.

(14) ““Medical Record’” means the definition contained in section 19a-14-40 of
the Regulations of Connecticut State Agencies, which is also the Public Health Code.

(15) “‘Prior Authorization’’ means approval for the provision of a service or the
delivery of goods from the department before the provider actually provides the
service or delivers the goods.

(16) ““Provider’’ means one who is licensed to practice chiropractic.

(17) “‘Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.

(18) *‘State Plan’’ means the document which contains the services covered by
the Connecticut Medical Assistance Program in compliance with Part 430, Subpart
B, of Title 42 of the Code of Federal Regulations (CFR).

(19) “*Subluxation’’” means an incomplete dislocation, off centering, misalignment
fixation of a joint or abnormal spacing of a vertebra as used by the practitioner
of chiropractic.

(Adopted effective March 6, 1998)

Sec. 17b-262-537. Provider participation

In order to enroll in the Medical Assistance Program and receive payment from
the department, providers shall:

(a) meet and maintain all applicable licensing, accreditation, and certification
requirements;

(b) meet and maintain all departmental enrollment requirements; and

(c) have a valid provider agreement on file which is signed by the provider and
the department upon application for enrollment into the Medical Assistance Program.
This agreement, which shall be periodically updated, shall continue to be in effect
for the duration of the agreement or for the stated period in the agreement. The
provider agreement specifies conditions and terms which govern the program and

to which the provider is mandated to adhere in order to participate in the program.
(Adopted effective March 6, 1998)

Sec. 17b-262-538. Eligibility

Payment for chiropractic services shall be available on behalf of all persons
eligible for the Medical Assistance Program subject to the conditions and limitations
which apply to these services.

(Adopted effective March 6, 1998)
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Sec. 17b-262-539. Services covered and limitations

(a) Except for the limitations and exclusions listed below, the department shall
pay for the following:

(1) the manual manipulation of the spine, but not for any procedures or services
of an unproven, educational, social, research, experimental, or cosmetic nature; for
services in excess of those deemed medically necessary and medically appropriate
by the department to treat the client’s condition; or for services not directly related
to the client’s diagnosis, symptoms, or medical history;

(2) services provided in the provider’s office, client’s home, hospital, nursing
facility, rest home, home for the aged, boarding home, or intermediate care facility
for the mentally retarded (ICF/MR); and

(3) HealthTrack Services and HealthTrack Special Services.

(b) Limitations on covered services shall be as follows:

(1) those services listed in the department’s fee schedule and within the scope
of the provider’s practice;

(2) the department shall pay for no more than one visit per day per client per
provider; and

(3) the department shall pay for a maximum of four exams or treatments in a
single visit to a home, hospital, nursing facility, rest home, home for the aged,

boarding home, or intermediate care facility for the mentally retarded ICF/MR).
(Adopted effective March 6, 1998)

Sec. 17b-262-540. Services not covered

The department shall not pay for the following chiropractic services which are
not covered under the Medical Assistance Program:

(a) chiropractic practice does not include the prescription or administration of
any medicine or drug or the performance of any surgery;

(b) x-rays furnished by a practitioner of chiropractic;

(c) an initial visit for exam and diagnosis;

(d) manipulation of other parts of the body such as: the shoulder, arm, knee—
even when for subluxation of the spine;

(e) lab work ordered by a practitioner of chiropractic;

(f) for information or services provided to a client over the telephone; and

(g) for cancelled office visits or appointments not kept.
(Adopted effective March 6, 1998)

Sec. 17b-262-541. Need for service

The department shall pay for medically necessary and medically appropriate
treatment only when:

(a) provided by a licensed practitioner of chiropractic and the services are within
the scope of practice of the practitioner, and

(b) the services are made part of the client’s medical record.

(Adopted effective March 6, 1998)

Sec. 17b-262-542. Prior authorization

(a) Prior authorization, on forms and in a manner as specified by the department,
is required for:

(1) manipulation of the spine in excess of five per client per provider per
month; and

(2) HealthTrack Special Services. HealthTrack Special Services are determined
medically necessary and medically appropriate on a case-by-case basis. The request
for HealthTrack Special Services shall include:
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(A) a written statement from the prescribing physician, or other licensed prac-
titioner of the healing arts, performing such services within his or her respective
scope of practice as defined under state law, justifying the need for the item or
service required;

(B) a description of the outcomes of any alternative measures tried; and

(C) if applicable and requested by the department, any other documentation
required in order to render a decision.

(b) The procedure or course of treatment authorized shall be initiated within six
months of the date of authorization.

(c) The initial authorization period shall be up to three months.

(d) If prior authorization is needed beyond the initial authorization period, requests
for continued treatment beyond the initial authorization period shall be considered
up to six months per request.

(e) For services requiring prior authorization, a provider shall be required to
provide pertinent medical or social information adequate for evaluating the client’s
medical need for services. Except in emergency situations, or when authorization
is being requested for more than one visit in the same day, approval shall be received
before services are rendered.

(f) In an emergency situation which occurs after working hours or on a weekend
or holiday, the provider shall secure verbal approval on the next working day for
the services provided. This applies only to those services which normally require
prior authorization.

(g) In order to receive payment from the department a provider shall comply
with all prior authorization requirements. The department in its sole discretion
determines what information is necessary in order to approve a prior authorization
request. Prior authorization does not, however, guarantee payment unless all other
requirements for payment are met.

(Adopted effective March 6, 1998)

Sec. 17b-262-543. Billing procedures

(a) The amount billed to the department shall represent the practitioner of chiro-
practic’s usual and customary charge for the services delivered.

(b) Claims from practitioners of chiropractic shall be submitted on a hard copy
invoice or electronically transmitted to the department’s fiscal agent, in a form and
manner as specified by the department, and shall include all information required

by the department to process the claim.
(Adopted effective March 6, 1998)

Sec. 17b-262-544. Payment

(a) Payment shall be made at the lowest of:

(1) the provider’s usual and customary charge to the general public;

(2) the lowest Medicare rate;

(3) the amount in the applicable fee schedule as published by the department;

(4) the amount billed by the provider; or

(5) the lowest price charged or accepted for the same or substantially similar
goods or services by the provider from any person or entity.

(b) Payment Rate

(1) The commissioner establishes the fees contained in the practitioner of chiro-
practic’s fee schedule pursuant to section 4-67c of the Connecticut General Statutes.

(2) Payment rates, as established by the commissioner, are the same for in- and
out-of-state providers.
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(c) Payment Limitations

The fee paid by the department for visits to a home, hospital, nursing facility,
rest home, home for the aged, boarding home, or intermediate care facility for the
mentally retarded (ICF/MR) shall include payment for travel and all such inciden-
tal expenses.

(Adopted effective March 6, 1998)

Sec. 17b-262-545. Documentation

(a) Practitioners of chiropractic shall maintain a specific record for all services
received for each client eligible for Medical Assistance Program payment including,
but not limited to: name, address, birth date, Medical Assistance Program identifica-
tion number, pertinent diagnostic information, a current treatment plan signed by
the provider, documentation of services provided, and the dates the services were
provided.

(b) All required documentation shall be maintained for at least five years in
the practitioner of chiropractic’s file subject to review by authorized department
personnel. In the event of a dispute concerning a service provided, documentation
shall be maintained until the end of the dispute or five years, whichever is greater.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the provider for which the
required documentation is not maintained or provided to the department upon request.

(Adopted effective March 6, 1998)

Sec. 17b-262-546. Reserved

Requirements for Payment of Natureopathic Services

Sec. 17b-262-547. Scope

Sections 17b-262-547 through 17b-262-557 inclusive set forth the Department
of Social Services requirements for payment of natureopathic services provided by
licensed natureopaths for clients who are determined eligible to receive services
under Connecticut’s Medical Assistance Program pursuant to section 17b-262 of
the Connecticut General Statutes (CGS).

(Adopted effective March 6, 1998)

Sec. 17b-262-548. Definitions

For the purposes of sections 17b-262-547 through 17b-262-557 the following
definitions shall apply:

(1) ““Acute’’ means having rapid onset, severe symptoms, and a short course.

(2) ““Client’’ means a person eligible for goods or services under the department’s
Medical Assistance Program.

(3) ““‘Commissioner’” means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes.

(4) “‘Department’” means the Department of Social Services or its agent.

(5) “‘Emergency’’ means a medical condition, including labor and delivery, mani-
festing itself by acute symptoms of sufficient severity, including severe pain, such
that the absence of immediate medical attention could reasonably be expected to
result in placing the client’s health in serious jeopardy, serious impairment to bodily
functions, or serious dysfunction of any bodily part or organ.

(6) ‘‘“HealthTrack Services’’ means the services described in subsection (r) of
section 1905 of the Social Security Act.
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(7) ‘‘HealthTrack Special Services’ means medically necessary and medically
appropriate health care, diagnostic services, treatment, or other measures necessary
to correct or ameliorate disabilities and physical and mental illnesses and conditions
discovered as a result of a periodic comprehensive health screening or interperiodic
encounter. Such services are provided in accordance with subdivision (5) of subsec-
tion (r) of section 1905 of the Social Security Act, and are:

(A) services not covered under the State Plan or contained in a fee schedule
published by the department; or

(B) services covered under the State Plan and contained in a fee schedule published
by the department which exceed the limit on the amount of services established by
the department that are contained in regulation.

(8) ““Interperiodic Encounter’” means any medically necessary visit to a Connecti-
cut Medical Assistance provider, other than for the purpose of performing a periodic
comprehensive health screening. Such encounters include, but are not limited to,
physician’s office visits, clinic visits, and other primary care visits.

(9) “‘Licensed Practitioner of the Healing Arts’> means a professional person
providing health care pursuant to a license issued by the Department of Public
Health (DPH).

(10) ‘“Medical Appropriateness or Medically Appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and is
the least costly of multiple, equally-effective, alternative treatments or diagnostic
modalities.

(11) ““Medical Assistance Program’’ means the medical assistance provided pursu-
ant to Chapter 319v of the Connecticut General Statutes (CGS) and authorized by
Title XIX of the Social Security Act. The program is also referred to as Medicaid.

(12) “‘Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or prevent a medical condition from occurring.

(13) ““Medical Record’’” means the definition contained in section 19a-14-40 of
the Regulations of Connecticut State Agencies, which is also the Public Health Code.

(14) ““Natureopathy’’ means the practice of natureopathy as defined in subsections
(a) and (b) of section 20-34 of the Connecticut General Statutes.

(15) ““Prior Authorization’” means approval for the provision of a service or the
delivery of goods from the department before the provider actually provides the
service or delivers the goods.

(16) “‘Provider’” means one who is licensed to practice natureopathy.

(17) “‘Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.

(18) *‘State Plan’’ means the document which contains the services covered by
the Connecticut Medical Assistance Program in compliance with Part 430, Subpart

B, of Title 42 of the Code of Federal Regulations (CFR).
(Adopted effective March 6, 1998)

Sec. 17b-262-549. Provider participation

In order to participate in the Medical Assistance Program and receive payment
from the department, providers shall:

(a) meet and maintain all applicable licensing, accreditation, and certification
requirements,

(b) meet and maintain all departmental enrollment requirements, and
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(c) have a valid provider agreement on file which is signed by the provider and
the department upon application for enrollment into the Medical Assistance Program.
This agreement, which shall be periodically updated, shall continue to be in effect
for the duration of the agreement or for the stated period in the agreement. The
provider agreement specifies conditions and terms which govern the program and
to which the provider is mandated to adhere in order to participate in the program.

(Adopted effective March 6, 1998)

Sec. 17b-262-550. Eligibility

Payment for natureopathic services shall be available on behalf of all persons
eligible for the Medical Assistance Program subject to the conditions and limitations

which apply to these services.
(Adopted effective March 6, 1998)

Sec. 17b-262-551. Services covered and limitations

Except for the limitations and exclusions listed below, the department shall pay
for the professional services of a licensed natureopath which conform to accepted
methods of diagnosis and treatment, but shall not pay for any procedures or services
of an unproven, educational, social, research, experimental, or cosmetic nature; for
services in excess of those deemed medically necessary and medically appropriate
by the department to treat the client’s condition; or for services not directly related
to the client’s diagnosis, symptoms, or medical history.

(a) The department shall pay for the following:

(1) services provided in the provider’s office or client’s home, hospital, nursing
facility, rest home, home for the aged, boarding home, or intermediate care facility
for the mentally retarded (ICF/MR), and

(2) HealthTrack Services and HealthTrack Special Services.

(b) Limitations on covered services shall be as follows:

(1) services covered shall be limited to those listed in the department’s fee schedule
and within the scope of the provider’s practice;

(2) only one visit per day per client per provider shall be paid for; and

(3) the department shall pay for a maximum of four exams or treatments in a
single visit to a home, hospital, nursing facility, rest home, home for the aged,

boarding home, or intermediate care facility for the mentally retarded (ICF/MR).
(Adopted effective March 6, 1998)

Sec. 17b-262-552. Services not covered

The department shall not pay for the following natureopathic services:

(a) the administration of internal medication or substances simulating medicine,
or the form of medicine;

(b) the administration of dehydrated foods;

(c) for information or services provided to a client over the telephone; and

(d) for cancelled office visits or appointments not kept.
(Adopted effective March 6, 1998)

Sec. 17b-262-553. Need for service

The department shall pay for medically necessary and medically appropriate
treatment only when:

(a) provided by a licensed natureopath and the services are within the scope of
the natureopath’s scope of practice, and

(b) the services are made part of the client’s medical record.
(Adopted effective March 6, 1998)
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Sec. 17b-262-554. Prior authorization

(a) Prior authorization, on forms and in a manner as specified by the department,
shall be required for:

(1) professional office or home visits in excess of five per client per provider per
month, and

(2) HealthTrack Special Services. HealthTrack Special Services are determined
medically necessary and medically appropriate on a case-by-case basis. The request
for HealthTrack Special Services shall include:

(1) a written statement from the prescribing physician, or other licensed practitioner
of the healing arts, performing such services within his or her respective scope of
practice as defined under state law, justifying the need for the item or service
requested;

(ii) a description of the outcomes of any alternative measures tried; and

(ii1) if applicable and requested by the department, any other documentation
required in order to render a decision.

(b) The procedure or course of treatment authorized shall be initiated within six
months of the date of authorization.

(c) The initial authorization period shall be up to three months.

(d) If prior authorization is needed beyond the initial authorization period, requests
for continued treatment beyond the initial authorization period shall be considered
up to six months per request.

(e) For services requiring prior authorization, a provider shall be required to
provide pertinent medical or social information adequate for evaluating the client’s
medical need for services. Except in emergency situations, or when authorization
is being requested for more than one visit in the same day, approval shall be received
before services are rendered.

(f) In an emergency situation which occurs after working hours or on a weekend
or holiday, the provider shall secure verbal approval on the next working day for
the services provided. This applies only to those services which normally require
prior authorization.

(g) Eligibility for Medical Assistance Program coverage must be verified at every
visit even though prior authorization has been received for the entire number of visits.

(h) In order to receive payment from the department a provider shall comply
with all prior authorization requirements. The department in its sole discretion
determines what information is necessary in order to approve a prior authorization
request. Prior authorization does not, however, guarantee payment unless all other

requirements for payment are met.
(Adopted effective March 6, 1998)

Sec. 17b-262-555. Billing procedures

(a) Claims for natureopathic services shall be submitted on hard copy invoice or
electronically transmitted to the department’s fiscal agent, in a form and manner as
specified by the department, and shall include all information required by the
department to process the claim.

(b) The amount billed to the department shall represent the provider’s usual and

customary charge for the services delivered.
(Adopted effective March 6, 1998)

Sec. 17b-262-556. Payment
(a) Payment shall be made at the lowest of:
(1) the provider’s usual and customary charge to the general public;
(2) the lowest Medicare rate;
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(3) the amount in the applicable fee schedule as published by the department;

(4) the amount billed by the provider; or

(5) the lowest price charged or accepted for the same or substantially similar
goods or services by the provider from any person or entity.

(b) Payment Rate

(1) The commissioner establishes the fees contained in the natureopath’s fee
schedule pursuant to section 4-67c of the Connecticut General Statutes.

(2) Payment rates, as established by the commissioner, are the same for in- and
out-of-state providers.

(c) Payment Limitations

The fee issued by the department for visits to a home, hospital, nursing facility,
rest home, home for the aged, boarding home, or intermediate care facility for the
mentally retarded (ICF/MR) shall include payment for travel and all such inciden-

tal expenses.
(Adopted effective March 6, 1998)

Sec. 17b-262-557. Documentation

(a) Natureopathic care providers shall maintain a specific record for all services
received for each client eligible for Medical Assistance Program payment including,
but not limited to: name, address, birth date, Medical Assistance Program identifica-
tion number, pertinent diagnostic information, a current treatment plan signed by
the provider, documentation of services provided, and the dates the services were
provided.

(b) All required documentation shall be maintained for at least five years in
the natureopathic care provider’s file subject to review by authorized department
personnel. In the event of a dispute concerning a service provided, documentation
shall be maintained until the end of the dispute or five years, whichever is greater.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the provider for which the

required documentation is not maintained or provided to the department upon request.
(Adopted effective March 6, 1998)

Sec. 17b-262-558. Reserved

Requirements for Payment of Vision Care Services

Sec. 17b-262-559. Scope

Sections 17b-262-559 through 17b-262-571, inclusive, set forth the Department
of Social Services requirements for payment of accepted methods of treatment
provided by an ophthalmologist, optometrist, or optician for clients who are deter-
mined eligible to receive services under Connecticut’s Medical Assistance Program

pursuant to section 17b-262 of the Connecticut General Statutes (CGS).
(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-560. Definitions

For the purposes of sections 17b-262-559 through 17b-262-571 the following
definitions shall apply:

(1) ““Acute’’ means having rapid onset, severe symptoms, and a short course.

(2) ““Client’” means a person eligible for goods or services under the department’s
Medical Assistance Program.

(3) ‘“‘Commissioner’”” means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes.



Sec. 17b-262 page 82 (2-04)
§ 17b-262-560 Department of Social Services

(4) ““Department’’ means the Department of Social Services or its agent.

(5) “‘Doctor of Osteopathy’” means a doctor of osteopathy licensed pursuant to
section 20-17 of the Connecticut General Statutes.

(6) ‘‘Early and Periodic Screening, Diagnostic and Treatment Services (EPSDT)’’
means the services described in subsection (r) of section 1905 of the Social Secu-
rity Act.

(7) ““Emergency’’ means a medical condition, including labor and delivery, mani-
festing itself by acute symptoms of sufficient severity, including severe pain, such
that the absence of immediate medical attention could reasonably be expected to
result in placing the client’s health in serious jeopardy, serious impairment to bodily
functions, or serious dysfunction of any bodily organ or part.

(8) ““Fees’” means the rates for services, treatments, and drugs administered by
ophthalmologists, optometrists, and opticians which shall be established by the
commissioner of the department and contained in the department’s fee schedules.

(9) ““Incomplete Eye Exam’’ means an annual eye exam which is not completed
since the preliminary findings reveal that visual analysis is not indicated.

(10) ““Interperiodic Encounter’’ means any medically necessary visit to a Connect-
icut Medical Assistance provider, other than for the purpose of performing a periodic
comprehensive health screening. Such encounters include, but are not limited to,
physician’s office visits, clinic visits, and other primary care visits.

(11) “‘Licensed Practitioner of the Healing Arts’’ means a professional person
providing health care pursuant to a license issued by the Department of Public
Health (DPH).

(12) ““Medical Appropriateness or Medically Appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and is
the least costly of multiple, equally-effective, alternative treatments or diagnostic
modalities.

(13) ““‘Medical Assistance Program’’ means the medical assistance provided pursu-
ant to Chapter 319v of the Connecticut General Statutes (CGS) and authorized by
Title XIX of the Social Security Act. The program is also referred to as Medicaid.

(14) ““‘Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or prevent a medical condition from occurring.

(15) ““Medical Record’” means the definition contained in section 19a-14-40 of
the Regulations of Connecticut State Agencies, which is also the Public Health Code.

(16) ‘“‘Modified Lens Prescription’”” means a prescription given to a client
because of:

(A) a radical change in the prescription;

(B) a large initial prescription; or

(C) amblyopia, latent hyperopia, or inadequate care previously received.

(17) ““‘Ophthalmologist”” means a physician licensed pursuant to Chapter 370 of
the Connecticut General Statutes, who within his or her scope of practice as defined
by state law, specializes in the branch of medicine dealing with the structure,
functions, pathology, and treatment of the eyes. The practice includes the use of
surgery, x-ray, photocoagulation, ionizing radiation, and drugs for examination of
the eyes.

(18) ““Optician’’ means an individual licensed pursuant to section 20-145 of the
Connecticut General Statutes having a knowledge of optics and is skilled in the
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technique of producing and reproducing ophthalmic lenses and kindred products
and who, within his or her scope of practice as defined by state law, prepares and
dispenses ophthalmic lenses and products to correct visual defects.

(19) “‘Optometrist’” means an individual licensed pursuant to Chapter 380 of the
Connecticut General Statutes to practice optometry as delineated in subsections (a)
(1) and (2) of section 20-127 of the Connecticut General Statutes.

(20) “‘Physician’’ means a physician licensed pursuant to section 20-10 of the
Connecticut General Statutes.

(21) ““Prior Authorization’’ means approval for the provision of a service or
delivery of goods from the department before the provider actually provides the
service or delivers the goods.

(22) “‘Progressive Myopia’’ means a known progressive myopia, changing .75
diopters in the past six months.

(23) ““Provider’” means a licensed ophthalmologist, optometrist, or optician.

(24) “‘Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.

(25) ““State Plan’’ means the document which contains the services covered by
the Connecticut Medical Assistance Program in compliance with Part 430, Subpart
B, of Title 42 of the Code of Federal Regulations (CFR).

(26) ‘“Usable Lens’’” means a lens which is not scratched or otherwise defective
so as to impair use or endanger the wearer.

(27) “‘Usual and Customary Charge’” means the amount that the provider charges
for the service or procedure in the majority of non-Medicaid cases. If the provider
varies the charges so that no one amount is charged in the majority of cases, usual
and customary shall be defined as the median charge. When calculating the median
charge, token charges for charity patients and other exceptional charges are to
be excluded.

(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-561. Provider participation

In order to enroll in the Medical Assistance Program and receive payment from
the department, providers shall:

(a) meet and maintain all applicable licensing, accreditation, and certification
requirements;

(b) meet and maintain all departmental enrollment requirements; and

(c) have a valid provider agreement on file which is signed by the provider and
the department upon application for enrollment into the Medical Assistance Program.
This agreement, which shall be periodically updated, shall continue to be in effect
for the duration of the agreement or for the stated period in the agreement. The
provider agreement specifies the conditions and terms which govern the program

and to which the provider is mandated to adhere in order to participate in the program.
(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-562. Eligibility

Payment for vision care services shall be available on behalf of all persons eligible
for the Medical Assistance Program subject to the conditions and limitations which
apply to these services.

(Adopted effective March 6, 1998; amended June 11, 2003)
Sec. 17b-262-563. Services covered and limitations

(a) Except for the limitations and exclusions listed below, the department shall
pay for the professional services of a licensed ophthalmologist, optometrist, or
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optician which conform to accepted methods of diagnosis and treatment, but shall
not pay for anything of an unproven, educational, social, research, experimental, or
cosmetic nature; for services in excess of those deemed medically necessary and
medically appropriate by the department to treat the client’s condition; or for services
not directly related to the client’s diagnosis, symptoms, or medical history.

(b) The department shall pay providers for:

(1) only those procedures listed in the provider’s fee schedule and within the
scope of the provider’s practice;

(2) services provided in the provider’s office, client’s home, hospital, nursing
facility, rest home, intermediate care facility for the mentally retarded (ICF/MR),
chronic disease hospital, boarding home, state-owned or state-operated institution,
or home for the aged;

(3) two pairs of eyeglasses, distance and near, permitted in lieu of bifocals, when
need for same is substantiated in the client’s medical record by clinical data from
the provider; and

(4) Early periodic screening, diagnostic and treatment services.

(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-564. Services not covered

The department shall not pay for the following:

(a) information or services provided to a client by a provider over the telephone;

(b) cancelled office visits and appointments not kept;

(c) a spare pair of eyeglasses; and

(d) visual analysis within forty-two consecutive days from the date of an eye exam-
ination.

(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-565. Need for service

The department shall pay for medically necessary and medically appropriate
vision care services for Medical Assistance Program eligible clients, in relation to
the diagnosis for which care is required, provided that:

(a) the services are within the scope of the provider’s practice;

(b) the services are made part of the client’s medical record; and

(c) for contact lenses, glasses, or vision training, only when prescribed by a

physician, doctor of osteopathy, or optometrist.
(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-566. Early periodic screening, diagnostic and treatment services

(a) Prior authorization for EPSDT services not on the Vision Care fee schedule
or which are on such fee schedule but for which there are limitations in the amount,
frequency or circumstances under which such services can be used, either in the
fee schedule or in the Regulations of Connecticut State Agencies published by the
department, may be obtained using the following procedures:

(1) Services not on the fee schedule, or for which there are limitations on their
use, may be authorized on a case-by-case basis. Requests for prior authorization to
provide services shall be made on forms and in a manner as specified by the
department.

(2) Providers requesting prior authorization to provide services shall be required
to provide pertinent medical or social information adequate for evaluating the client’s
medical need for services. This information shall include: (A) a written statement
from the prescribing physician, or other practitioner of the healing arts, performing
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such services within such practitioner’s respective scope of practice as defined under
state law, justifying the need for the item or service requested; (B) a description of
the outcomes of any alternative measures tried; and (C) if applicable and requested
by the department, any other documentation required in order to render a decision.

(3) Except in emergency situations, or when authorization is being requested for
more than one visit in the same day, approval shall be received before services are
rendered. In an emergency situation which occurs after working hours or on a
weekend or holiday, the provider shall secure verbal approval on the next working
day for the services provided.

(b) In order to receive payment from the department a provider shall comply
with all prior authorization requirements. The department, in its sole discretion
determines what information is necessary in order to approve an authorization
request. Prior authorization does not, however, guarantee payment unless all other

requirements for payment are met.
(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-567. Billing procedures

(a) Claims from providers shall be submitted on the department’s designated form
or electronically submitted to the department’s fiscal agent and shall include all
information required by the department to process the claim for payment.

(b) Claims for a full or partial eye examination in a nursing facility or a state-owned
or state-operated institution shall contain the name of the prescribing practitioner.

(c) The amount billed to the department shall represent the provider’s usual and

customary charge for the services delivered.
(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-568. Payment

(a) Payment rates shall be the same for in-state and out-of-state providers.

(b) Payment for professional services shall be made at the lowest of:

(1) the provider’s usual and customary charge;

(2) the lowest Medicare rate;

(3) the amount in the applicable fee schedule as published by the department; or
(4) the amount billed by the provider.

(c) Payment for supplies and equipment shall be made at the lowest of:

(1) the provider’s usual and customary charge;

(2) the lowest Medicare rate;

(3) the amount in the applicable fee schedule as published by the department; or
(4) the amount billed by the provider.

(d) The department shall pay for lenses for clients who own their own frames

and are eligible for lenses.
(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-569. Payment rate

The commissioner establishes the fees contained in the department’s fee schedule
pursuant to section 4-67c of the Connecticut General Statutes.
(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-570. Payment limitations

(a) Contact lenses shall be covered, when such lenses provide better management
of a visual or ocular condition than can be achieved with spectacle lenses, including,
but not limited to the diagnosis of: Unilateral Aphakia, Keratoconus, Corneal Trans-
plant, and High Anisometropia.
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(b) Prescription sunglasses shall be covered when light sensitivity which will
hinder driving or seriously handicap the outdoor activity of a client is evident.

(c) Trifocals shall be covered only when the client has a special need due to a
job training program or extenuating circumstances.

(d) Oversize lens shall be covered only when needed for physiological reasons,
and not for cosmetic reasons.

(e) Services and materials covered shall be limited to those listed in the depart-
ment’s fee schedule.

(f) Extended wear contact lenses shall be covered for aphakia and for clients whose
coordination or physical condition makes daily usage of contact lenses impossible.

(g) When the preliminary findings of an eye examination reveal that a visual
analysis cannot or should not be completed, payment shall be made only for an
incomplete eye exam.

(h) Providers shall be limited to a maximum of six full or partial eye examinations
in a chronic disease hospital, boarding home, home for the aged, nursing facility,
ICF/MR, or state-owned or state-operated institution in any one day, in any one
home or institution.

(i) A written request shall be provided by the provider from the prescribing
practitioner of a nursing facility and state-owned or state-operated institution, for a
full or partial eye examination, to be performed on a client in the facility or institution.

(j) Payment for ocular prosthesis shall be made only to the provider performing
the actual fitting.

(k) The payment limitations set forth in section 17b-262-448 of the department’s
regulations governing physicians’ services are hereby incorporated by reference and
made applicable to services provided by ophthalmologists.

(1) The department shall pay for eyeglasses for a client, as long as the client was
eligible on the date the eyeglasses were ordered or requested by the client.

(m) The department shall pay for eyeglass frames when the client meets all
eligibility requirements. The Medical Assistance Program published fee shall be
considered maximum payment in full. A provider shall not bill the Medical Assis-
tance Program for eyeglass frames and receive payment from the client for the
difference in cost.

(Adopted effective March 6, 1998; amended June 11, 2003)

Sec. 17b-262-571. Documentation

(a) Vision care providers shall maintain a specific record for all services and
supplies received for each client eligible for Medical Assistance Program payment
including, but not limited to: name, address, birth date, Medical Assistance Program
identification number, pertinent diagnostic information, a current treatment plan
signed by the provider, documentation of services and supplies provided, and the
dates the services or supplies were provided.

(b) All required documentation in its original form shall be maintained for at
least five years in the vision care provider’s file subject to review by authorized
department personnel. In the event of a dispute concerning a service or supply
provided, documentation shall be maintained until the end of the dispute or five
years, whichever is greater.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the vision care provider for
which the required documentation is not maintained and not provided to the depart-

ment upon request.
(Adopted effective March 6, 1998; amended June 11, 2003)
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Sec. 17b-262-572. Reserved

Requirements for Payment of Nurse-Midwifery Services

Sec. 17b-262-573. Scope

Sections 17b-262-573 through 17b-262-585 inclusive set forth the Department
of Social Services requirements for payment of nurse-midwifery services performed
by licensed nurse-midwifes for clients who are determined eligible to receive such
services under Connecticut’s Medical Assistance Program pursuant to section 17b-

262 of the Connecticut General Statutes (CGS).
(Adopted effective March 6, 1998)

Sec. 17b-262-574. Definitions

For the purposes of sections 17b-262-573 through 17b-262-585 the following
definitions shall apply:

(1) ““Acute’” means having rapid onset, severe symptoms, and a short course.

(2) ““Client’’” means a person eligible for goods or services under the department’s
Medical Assistance Program.

(3) ““Commissioner’” means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes.

(4) ““‘Consultation and Collaborative Management’” means those services rendered
by the obstetrician-gynecologist who is part of the health care team whose opinion
or advice is requested by the client’s nurse-midwife in the evaluation or treatment
of the client. The consultant obstetrician-gynecologist may prescribe a course of
treatment provided by the nurse-midwife. It does not necessarily mean the client
shall be seen by the obstetrician-gynecologist.

(5) ““Department’” means the Department of Social Services or its agent.

(6) “‘Directed’’ means a nurse-midwife shall always function within a health care
system in a team relationship with a physician and shall never be independent of
physician back-up for consultation and collaborative management, or referral.

(7) “‘Emergency’’ means a medical condition, including labor and delivery, mani-
festing itself by acute symptoms of sufficient severity, including severe pain, such
that the absence of immediate medical attention could reasonably be expected to
result in placing the client’s health in serious jeopardy, serious impairment to bodily
functions, or serious dysfunction of any bodily organ or part.

(8) ““Essentially Normal’’ means a philosophic view of childbirth as a natural,
normal process. Essentially normal means that if a client develops complications,
the nurse-midwife either consults or collaborates with the physician in the manage-
ment of care of the client or, depending on the severity of the complication, refers
the client to the physician. This reflects again the team relationship with the physician,
because normal is defined by the nurse-midwifes and physicians in a particular
practice setting.

(9) “‘Family Planning Services’” means any medically approved diagnostic proce-
dure, treatment, counseling, drug, supply, or device which is prescribed or furnished
by a provider to individuals of child-bearing age for the purpose of enabling such
individuals to freely determine the number and spacing of their children.

(10) ‘‘Health Care Team’’ means the nurse-midwife shall function in a team
relationship with a physician and shall never be independent of physician back-up
for consultation and collaborative management, or referral.

(11) ““HealthTrack Services’’ means the services described in subsection (r) of
section 1905 of the Social Security Act.
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(12) “‘HealthTrack Special Services’’ means medically necessary and medically
appropriate health care, diagnostic services, treatment, or other measures necessary
to correct or ameliorate disabilities and physical and mental illnesses and conditions
discovered as a result of a periodic comprehensive health screening or interperiodic
encounter. Such services are provided in accordance with subdivision (5) of subsec-
tion (r) of section 1905 of the Social Security Act, and are:

(A) services not covered under the State Plan or contained in a fee schedule
published by the department; or

(B) services covered under the State Plan and contained in a fee schedule published
by the department which exceed the limit on the amount of services established by
the department that are contained in regulation.

(13) ““Interperiodic Encounter’’” means any medically necessary visit to a Connect-
icut Medical Assistance provider, other than for the purpose of performing a periodic
comprehensive health screening. Such encounters include, but are not limited to,
physician’s office visits, clinic visits, and other primary care visits.

(14) “‘Licensed Practitioner of the Healing Arts’’ means a professional person
providing health care pursuant to a license issued by the Department of Public
Health (DPH).

(15) “‘Long-Term Care Facility’’ means a medical institution which provides, at
a minimum, skilled nursing services or nursing supervision and assistance with
personal care on a daily basis. Long-term care facilities include:

(A) nursing facilities,

(B) chronic disease hospitals—inpatient, and

(C) intermediate care facilities for the mentally retarded (ICFs/MR).

(16) ‘‘Management of Care’’ means the responsibilities and accountability the
nurse-midwife shall assume and the mandatory relationship this shall require with
a physician. This management is independent in the fact that a client who experiences
an essentially normal maternity cycle or requires well-woman gynecological care
may have her care provided entirely by the nurse-midwife.

(17) ““Maternity Cycle’” means a period limited to:

(A) pregnancy,

(B) labor,

(C) birth, and

(D) the immediate postpartum period, not to exceed six weeks from the child’s
date of birth.

(18) ‘“Medical Appropriateness or Medically Appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and is
the least costly of multiple, equally-effective, alternative treatments or diagnostic
modalities.

(19) ““Medical Assistance Program’’ means the medical assistance provided pursu-
ant to Chapter 319v of the Connecticut General Statutes (CGS) and authorized by
Title XIX of the Social Security Act. The program is also referred to as Medicaid.

(20) ‘“Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or prevent a medical condition from occurring.

(21) ““Medical Record’” means the definition contained in section 19a-14-40 of
the Regulations of Connecticut State Agencies, which is also the Public Health Code.
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(22) ““‘Nurse-midwife’” means a person who meets all of the conditions established
in subsection (2) of section 20-86a of the Connecticut General Statutes.

(23) ““Nurse-midwifery Services’’ are the services established in subsection (1)
of section 20-86a and section 20-86b of the Connecticut General Statutes.

(24) “‘Physician’’ means a physician licensed pursuant to section 20-10 of the
Connecticut General Statutes who practices as an obstetrician-gynecologist.

(25) “‘Prior Authorization’” means approval for the provision of a service or the
delivery of goods from the department before the provider actually provides the
service or delivers the goods.

(26) “‘Provider’’ means a licensed nurse-midwife.

(27) “‘Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.

(28) “‘Referral’’ means the nurse-midwife requests a consultation and collabora-
tion with the physician on a client which results in the physician providing the care
for the client.

(29) “‘State Plan’’ means the document which contains the services covered by
the Connecticut Medical Assistance Program in compliance with Part 430, Subpart
B, of Title 42 of the Code of Federal Regulations (CFR).

(Adopted effective March 6, 1998)

Sec. 17b-262-575. Provider participation

In order to enroll in the Medical Assistance Program and receive payment from
the department, a nurse-midwife shall:

(a) meet all applicable licensing, accreditation, and certification requirements;

(b) meet and maintain all departmental enrollment requirements; and

(c) have a valid provider agreement on file which is signed by the provider and
the department upon application for enrollment into the Medical Assistance Program.
This agreement, which shall be periodically updated, shall continue to be in effect
for the duration of the agreement or for the stated period in the agreement. The
provider agreement specifies the conditions and terms which govern the program
and to which the provider is mandated to adhere in order to participate in the program.

(Adopted effective March 6, 1998)

Sec. 17b-262-576. Eligibility

Payment for nurse-midwifery services shall be available on behalf of all women
and newborns, only throughout the maternity cycle, eligible for the Medical Assis-
tance program subject to the conditions and limitations which apply to these services.

(Adopted effective March 6, 1998)

Sec. 17b-262-577. Services covered and limitations

Except for the limitations and exclusions listed below, the department shall pay
for the professional services of a licensed and certified nurse-midwife which conform
to accepted methods of diagnosis and treatment, but shall not pay for any procedures
or services of an unproven, educational, social, research, experimental, or cosmetic
nature; for services in excess of those deemed medically necessary and medically
appropriate by the department to treat the client’s condition; or for services not
directly related to the client’s diagnosis, symptoms, or medical history.

(a) The department shall pay for the following:

(1) services provided in the provider’s office, client’s home, hospital, nursing
facility, intermediate care facility for the mentally retarded (ICF/MR), chronic dis-
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ease hospital, boarding home, state-owned or -operated institution, or home for
the aged;

(2) family planning services as described in the Regulations of Connecticut State
Agencies; and

(3) HealthTrack Services and HealthTrack Special Services.

(b) Limitations on covered services shall be as follows:

(1) services concerned with the care and management of the care of essentially
normal mothers and newborns, only throughout the maternity cycle, and well-woman
gynecological care, including family planning services; and

(2) services covered shall be limited to these listed in the department’s applicable
fee schedule.

(Adopted effective March 6, 1998)

Sec. 17b-262-578. Services not covered

The department shall not pay for the following:

(a) nurse-midwifery services to newborns occurring beyond the maternity cycle;

(b) any examinations, laboratory tests, biological products, immunizations, or
other products which are furnished free of charge;

(c) information or services provided to a client by a provider over the telephone;

(d) an office visit for the sole purpose of the client obtaining a prescription where
the need for the prescription has already been determined; and

(e) cancelled office visits and appointments not kept.
(Adopted effective March 6, 1998)

Sec. 17b-262-579. Need for service

The department shall pay for medically necessary and appropriate nurse-midwifery
services for Medical Assistance Program eligible clients:

(a) requiring care during an essentially normal maternity cycle or requiring well-
woman gynecological care;

(b) of child-bearing age who indicate a need for family planning services and
are free from coercion or mental pressure and are free to choose the method of
family planning to be used;

(c) provided by a licensed and certified nurse-midwife within the scope of the
nurse-midwife’s practice; and

(d) if the services are made part of the client’s medical record.

(Adopted effective March 6, 1998)

Sec. 17b-262-580. Prior authorization

(a) Prior authorization, on forms and in a manner as specified by the department,
is required for:

(1) more than one visit per day per client; and

(2) HealthTrack Special Services.

(A) HealthTrack Special Services are determined medically necessary and medi-
cally appropriate on a case-by-case basis; and

(B) the request for HealthTrack Special Services shall include:

(i) a written statement from the prescribing physician, or other licensed practitioner
of the healing arts, performing such services within his or her respective scope of
practice as defined under state law, justifying the need for the item or services
required;

(i1) a description of the outcomes of any alternative measures tried; and
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(ii1) if applicable and requested by the department, any other documentation
required in order to render a decision.

(b) The procedure or course of treatment authorized shall be initiated within six
months of the date of authorization.

(c) The initial authorization period shall be up to three months.

(d) If prior authorization is needed beyond the initial authorization period, request
for continued treatment beyond the initial authorization period shall be considered
up to six months per request.

(e) For services requiring prior authorization, a nurse-midwife shall be required
to provide pertinent medical or social information adequate for evaluating the client’s
medical need for services. Except in emergency situations, or when authorization
is being requested for more than one visit in the same day, approval shall be received
before services are rendered.

(f) In an emergency situation which occurs after working hours or on a weekend
or holiday, the provider shall secure verbal approval on the next working day for
the services provided. This applies only to those services which normally require
prior authorization.

(g) In order to receive payment from the department a provider shall comply
with all prior authorization requirements. The department in its sole discretion
determines what information is necessary in order to approve a prior authorization
request. Prior authorization does not, however, guarantee payment unless all other

requirements for payment are met.
(Adopted effective March 6, 1998)

Sec. 17b-262-581. Billing procedures

(a) Claims from nurse-midwifes shall be submitted on the department’s designated
form or electronically transmitted to the department’s fiscal agent and shall include
all information required by the department to process the claim for payment.

(b) If a provider assumes the continuing care of a client or provides services to
a client as a result of a referral by a nurse-midwife because the services cannot be
provided by the nurse-midwife, an obstetrical-gynecological surgical procedure as
an example, this procedure would be billed as a separate procedure, by any provider
giving this service.

(c) When a Medical Assistance Program client is referred to a provider for
consultation, the consultant provider shall include the referring practitioner’s pro-
vider number and name. If no provider number has been assigned, the consultant
provider shall enter the entire name as well as the state license number of the
referring provider on the billing form.

(d) The fee for routine care of a newborn in the hospital shall be all inclusive
and shall be billed only once per child. The fee includes initiation of diagnostic and
treatment programs, preparation of hospital records, history and physical examination
of the baby, and conferences with the parents. Subsequent hospital care for evaluation
and management of a normal newborn is paid per day.

(e) The following routine laboratory tests shall be included in the fee for an
office visit and shall not be billed on the same date of service: urinalysis without
microscopy, hemoglobin determination, and urine glucose. Payment for these tests
is included in the fee for a routine workup.

(f) Laboratory services performed in the nurse-midwife’s office are payable to
the nurse-midwife. Nurse-midwife’s shall bill for these services as separate line
items. When a nurse-midwife refers a client to a private laboratory for services,
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the laboratory shall bill directly. No laboratory charge shall then be paid to the
nurse-midwife.

(g) Payment for laboratory services shall be limited to services provided by
Medical Assistance providers who are in compliance with the provisions of the
Clinical Laboratory Improvement Amendments of 1988 (CLIA).

(h) When a newborn requires other than routine care following delivery, the
provider shall bill for the appropriate critical care. The department shall not pay
both the critical care and routine care for the same child.

(Adopted effective March 6, 1998)

Sec. 17b-262-582. Payment

Payment shall be made at the lowest of:

(a) the provider’s usual and customary charge to the general public;

(b) the lowest Medicare rate;

(c) the amount in the applicable fee schedule as published by the department;
(d) the amount billed by the provider; or

(e) the lowest price charged or accepted for the same or substantially similar

goods or services by the provider from any person or entity.
(Adopted effective March 6, 1998)

Sec. 17b-262-583. Payment rate

(a) The commissioner establishes the fees contained in the department’s fee
schedule pursuant to section 4-67c of the Connecticut General Statutes.

(b) Payment rates shall be the same for in-state and out-of-state providers.

(c) Nurse-midwifery rates for each procedure shall be set at 90% of the depart-
ment’s fee for physician procedure codes.

(Adopted effective March 6, 1998)

Sec. 17b-262-584. Payment limitations

(a) The department shall pay for an initial visit by a nurse-midwife only once
per client. Initial visits refer to the nurse-midwife’s first contact with the client and
reflect higher fees for the additional time required for setting up records and devel-
oping past history. The only exception to this is when the nurse-midwife-client
relationship has been discontinued for three or more years and is then reinstated.

(b) The department shall pay for an initial visit once per inpatient hospitalization.

(c) Nurse-midwifes who are fully or partially salaried by a general hospital, public
or private institution, group practice, or clinic shall not receive payment from the
department unless the nurse-midwife maintains an office for private practice at a
separate location from the hospital, institution, group, or clinic in which the nurse-
midwife is employed. Nurse-midwifes who are solely hospital, institution, group,
or clinic based, either on a full- or part-time salary are not entitled to payment from
the department for services rendered to Medical Assistance Program clients.

(d) A nurse-midwife who maintains an office for private practice separate from
the hospital, institution, group, or clinic, shall be able to bill for services provided
at the private practice location or for services provided to the nurse-midwife’s private
clients in the hospital, institution, group, or clinic only if the client is not a client
of the hospital, institution, group, or clinic.

(e) Fees for medical procedures shall include the fee for an emergency room
visit. The department shall not pay a provider at a higher rate for any medical
procedure which is performed in an emergency room.
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(f) Payment for the total obstetric care procedure, shall include office visits for
maternity care six months prior to delivery and six weeks after delivery.

(g) If antepartum care, vaginal delivery, or postpartum care are billed as separate
procedures, total payment shall not exceed the fee for the total obstetric care pro-
cedure.

(h) If a client’s medical problem necessitates the concurrent services and skills
of two or more providers, each provider shall be entitled to the listed fee for
the service.

(1) There shall be no payment for consultation and collaborative management
services with an obstetrician-gynecologist when functioning as part of the health
care team in the evaluation and treatment of a client.

(j) Although a nurse-midwife shall always function within a health care system
in a team relationship with a physician which is directed and shall never be indepen-
dent of physician back-up for consultation and collaborative management, or referral,
directed does not necessarily imply the physical presence of the physician when

care is being given by a certified and licensed nurse-midwife.
(Adopted effective March 6, 1998)

Sec. 17b-262-585. Documentation

(a) Nurse-midwifes shall maintain a specific medical record for all services
rendered to each client eligible for Medical Assistance Program payment including,
but not limited to: name, address, birth date, Medical Assistance Program identifica-
tion number, pertinent diagnostic information, a current treatment plan signed by
the nurse-midwife, documentation of services provided, and the dates the services
were provided.

(b) All required documentation shall be maintained for at least five years in the
nurse-midwife’s file subject to review by the authorized department personnel. In
the event of a dispute concerning a service provided, documentation shall be main-
tained until the end of the dispute or five years, whichever is greater.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the nurse-midwife for
which the required documentation is not maintained or provided to the department

upon request.
(Adopted effective March 6, 1998)

Sec. 17b-262-586. Reserved

Requirements for Payment of Personal Care Assistance Services for Adults

Sec. 17b-262-587. Purpose and scope

Sections 17b-262-587 through 17b-262-596b, inclusive, of the Regulations of
Connecticut State Agencies set forth the Department of Social Services’ requirements
for payment of personal care assistance services for adults. The Department operates
the Personal Care Assistance Waiver Program that assists eligible disabled adults
by paying for personal care assistance services. The purpose of sections 17b-262-587
through 17b-262-596b, inclusive, of the Regulations of Connecticut State Agencies is
to describe the program requirements, services available and limitations under (1)
the Personal Care Assistance Waiver Program, which is conducted under a federal
waiver under section 1915(c) of the Social Security Act to the Medical Assistance

Program pursuant to section 17b-262 of the Connecticut General Statutes (CGS).
(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-588. Definitions

For the purposes of sections 17b-262-587 through 17b-262-596b, inclusive, of
the Regulations of Connecticut State Agencies, the following definitions shall apply:
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(1) ““Activities of Daily Living’> means hands-on activities or tasks, which are
essential for a consumer’s healthful and safe existence and include, but are not
limited to: bathing, dressing, eating, transfers, and bowel and bladder care.

(2) ““Adult’’ means a person 18 through 64 years of age inclusive.

(3) ““‘Applicant’’ means a person who directly or through a representative com-
pletes a Personal Care Assistance Request Form and submits it to the department.

(4) ‘‘Assessment’’ means a comprehensive written evaluation conducted by non-
medical department personnel which uses a standard assessment form and which
consists of:

(A) an identification of the consumer’s limitations in activities of daily living;

(B) the identification of the personal care assistance services required by the
consumer and a determination that such services are appropriate for the consumer
and, in the non-medical opinion of the department can reasonably be expected to
meet the health and safety needs of the consumer;

(C) identification of the training and support needs of the consumer for personal
care assistance services;

(D) a face-to-face interview with the consumer;

(E) documentation of the number of hours needed by the consumer to complete
the activities of daily living and instrumental activities of daily living with the help
of a personal care assistant;

(F) a determination confirming that the consumer would otherwise require institu-
tional care in a nursing facility;

(G) development of a total cost of care plan for the consumer; and

(H) development of a consumer personal care services plan.

(5) ““‘Average nursing facility cost’’ means a weighted average calculated by
multiplying the nursing facility Medical Assistance Program rates in effect on July
1 of each calendar year for each facility by their respective number of days, adding
the products and then dividing that total by the total patient days, and reducing the
result by the average applied income for nursing facility patients.

(6) “‘Consumer’’ means an applicant or eligible person.

(7) ““‘Commissioner’> means the chief executive officer of the department
appointed pursuant to subsection (a) of section 17b-1 of the Connecticut General
Statutes.

(8) ““Cost Effective’” means the Department’s payments for the consumer’s total
costs of care do not exceed the average nursing facility cost.

(9) ““Cost-of-Care Plan’’ means a plan, which specifies all costs to the State of
Connecticut that are associated with the care of the consumer.

(10) “‘Department’’ means the Department of Social Services or its agent.

(11) *“Eligible Person’’ means an applicant who meets the criteria to receive
personal care assistance services in accordance with section 17b-262-589 of the
Regulations of Connecticut State Agencies and who meets all the eligibility require-
ments for participation in the Medicaid program as set forth in the Department’s
regulations that are contained in its Uniform Policy Manual.

(12) ““Fiscal Intermediary’’ means an organization selected by the department
to perform the payroll function for the administration of this program including but
not limited to the fulfillment of all household employer tax obligations.

(13) ““Instrumental Activities of Daily Living’’ means household maintenance
activities and tasks, which are essential for a consumer’s healthful and safe existence
and include, but are not limited to: cooking, cleaning, and shopping.

(14) ““Medical Assistance Program’’ means the medical assistance provided
pursuant to Chapter 319v of the Connecticut General Statutes and authorized by
Title XIX of the Social Security Act, as amended from time to time.
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(15) ““Nursing Facility’’ means an institution as defined in section 1919 of the
Social Security Act, as amended from time to time, that participates in Connecticut’s
Title XIX medical assistance program pursuant to the terms of a provider agreement
with the Department.

(16) ‘‘Personal Care Assistance Request Form’> means a department form
used to screen a consumer for financial and functional eligibility for personal care
assistance services.

(17) ““Personal Care Assistant’> means any person, excluding the consumer’s
spouse, and excluding the consumer’s conservator and any person related to the
consumer’s conservator who is employed by the consumer or the consumer’s conser-
vator and is qualified to assist the consumer in carrying out the tasks required in
the personal care services plan.

(18) “‘Personal Care Assistance Services’’ or ‘‘Services’’ means physical assis-
tance to enable the consumer to carry out activities of daily living and instrumental
activities of daily living.

(19) ¢‘Personal Care Services Plan’’ or ‘‘Service Plan’’ means an individualized
written plan documenting all necessary personal care assistance services, hours,
costs, and training requirements for the consumer as determined by an assessment.

(20) ‘‘Personal Emergency Response System’’ (PERS)- means an electronic
device that enables consumers to secure help in an emergency. The system is
connected to the person’s phone and programmed to signal a response center once
the help button is activated. PERS service providers shall be enrolled as performing
providers under Medicaid.

(21) “‘Representative’’ means a person designated by the consumer to act for
the consumer and under the consumer’s direction for purposes such as completing
paperwork, making phone calls, advertising for personal care assistants, assisting
with interviewing or scheduling, and sending paperwork to the fiscal intermediary.
When the consumer has a court appointed conservator that person shall act as the
consumer’s representative in all matters. The conservator cannot also be employed
as the consumer’s personal care assistant or be related to any person employed as
the consumer’s personal care assistant.

(22) ““Uniform Policy Manual’’ means department regulations promulgated
pursuant to section 17b-10 of the Connecticut General Statutes governing eligibility
for public assistance and special programs, and maintained in policy manual form
including the Department’s Title XIX medical assistance program.

(23) ““‘Waiting List’> means a record maintained by the department, which
includes the names of the consumers seeking personal care assistance services, and
specifies the date the Personal Care Assistance Request Form was received.

(24) ““Waiver Program’’ means the program described in the federal waiver
approved pursuant to section 1915(c) of the Social Security Act, as amended from
time to time, by the Secretary of the United States Department of Health and Human
Services for the provision of personal care assistance services to adults, as a partially
federally reimbursed service that may be provided under Connecticut’s Medicaid
program.

(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-589. Eligibility and determination of need

(a) In order to be eligible to receive coverage for the cost of personal care assistance
services under the Department’s Personal Care Assistance Waiver Program, an
individual shall either have already been determined eligible to participate in the
Department’s Title XIX medical assistance program and also be determined to meet
the additional programmatic requirements for coverage of personal care assistance
services that are specified in this section or qualify for personal care assistance
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services by meeting all of the technical, special financial, and programmatic require-
ments stated in this section.

(b) An individual who has not previously been determined eligible for medical
assistance and who receives personal care assistance services after meeting the
requirements of this section is thereby automatically determined eligible for the
medical assistance program and for all other medically necessary services that are
covered by the program.

(c) The technical requirements for eligibility are:

(1) A recipient of medical assistance benefits who applies for coverage of personal
care assistance services and applicants for personal care assistance services shall
meet all requirements for eligibility in the Department’s medical assistance program
that are applicable to disabled adults as stated in the regulations promulgated by
the Department and contained in its Uniform Policy Manual pursuant to Section 17b-
10 of the Connecticut General Statutes, including, without limitation, all regulations
establishing medical assistance eligibility requirements related to the filing of appli-
cations for assistance, verifications, redeterminations, existence of a disabling condi-
tion, citizenship status, residency, institutional status, assistance unit composition
and income and asset limits.

(2) Applicants for personal care assistance services are treated as if they were
institutionalized and all medical assistance eligibility rules that apply to institutional-
ized applicants or recipients of medical assistance benefits are also applied in the
same way to applicants or recipients of personal care assistance services. Specifically,
without limiting the scope of this subsection, applicants and recipients for personal
care assistance services are subject to the same rules that govern eligibility related
to the transfer of assets and to the treatment of the resources and income of spouses
of institutionalized applicants for assistance.

(d) The special financial eligibility rules are:

(1) A recipient of medical assistance benefits who applies for personal care
assistance services or an applicant for personal care assistance services who meets
all other technical requirements for eligibility may only be found eligible for personal
care assistance services if his or her countable income is less than the special
institutional income limit of 300 percent of the benefit amount that would be payable
under the federal Supplemental Security Income (‘*SSI’’) program to an individual
in his or her own home who has no income or resources. Income eligibility for
personal care assistance services under this section is determined solely by reference
to the individual’s countable income, and does not involve consideration of the
incurred medical expenses or any other liabilities that may have been incurred by
the applicant for assistance. Except as noted below, the applicant’s countable income
for purposes of this subsection is determined by reference to the same methodologies
that are employed by the Department in determining the countable income of an
institutionalized applicant for assistance. Individuals who qualify for medical assis-
tance related to the treatment of income under other optional coverage groups,
including the medically needy, but who do not qualify for personal care assistance
services under the 300 percent of the SSI income limit, may receive coverage of
medically necessary services to the extent such services are available generally to
recipients of medical assistance, but may not receive coverage for those services
that are only provided to individuals who are covered under this or any other waiver
of federal Medicaid requirements.

(2) An applicant or recipient of assistance may not reduce his or her income, or
fail to pursue potential sources of income in order to obtain or retain eligibility for
assistance under the special institutional income limit of 300 percent of the SSI
benefit amount.
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(e) The programmatic requirements for eligibility are:

In addition to meeting all technical and special financial eligibility requirements
stated above in subsections (c) and (d) of this section, an applicant for coverage of
personal care assistance services shall meet all of the following programmatic
requirements for eligibility:

(1) the consumer shall be 18 through 64 years of age inclusive;

(2) the consumer shall have a primary medical diagnosis that is a chronic, severe,
and permanent physical disability which results in a significant need for physical
assistance with two or more of the following activities of daily living: bathing,
dressing, eating, transfers, bowel and bladder care; and the consumer shall be in a
condition that would otherwise require institutionalization in a nursing facility with-
out such services. An individual whose primary disability is mental retardation,
mental illness or whose need for personal care assistance is the result of a degenera-
tive neurologically based dementia, including but not limited to Alzheimer’s disease,
is not eligible for personal care assistance services. In the case of dual diagnosis,
the Department may request an assessment, made by a qualified medical provider,
to determine which disabling condition is primary;

(3) the consumer shall have the cognitive ability to be the essential participant
in the development of his or her personal care services plan and to hire, direct, and
fire his or her personal care assistants unless the consumer has a conservator who
acts on his or her behalf and fulfills the foregoing requirements;

(4) the consumer shall lack family and community supports to meet his or her
needs for personal care assistance services;

(5) the consumer shall wish to live in the community by utilizing personal care
assistance services;

(6) the consumer shall be capable of understanding and shall acknowledge that
there is risk inherent in his or her living in the community, that his or her safety
cannot be guaranteed, and shall accept full liability if he or she chooses to live in
the community and absolve the Department of responsibility for anything that might
result from this choice;

(7) the consumer shall acknowledge that he or she is the employer of his or her
personal care assistants and shall sign a written document accepting full responsibility
as the employer of his or her personal care assistants;

(8) the consumer, in order to insure his or her health and safety, shall have a
back-up plan which shall be documented in the department’s record identifying how
he or she will provide for personal care assistance service needs in the event that
a personal care assistant is not available to provide the services as scheduled;

(9) the consumer shall file such forms as may be necessary with the Internal
Revenue Service and the State Department of Labor designating the fiscal intermedi-
ary as the consumer’s agent for the purpose of managing employment benefit
accounts for the personal care assistants and shall provide all other documentation
needed by the fiscal intermediary in order to process payroll;

(10) the consumer shall have a personal care assistance plan that is cost effective;
(refer to section 17b-262-594)

(11) the consumer shall replace state funded homemaker, companion, and personal
care assistance services provided by the Department under the Community Based
Services Program or Personal Care Assistance Working Person’s Program with
personal care assistance services under this waiver program;

(12) the consumer shall replace home health aide services provided under the
Medicaid program with personal care services funded under the waiver program
unless the provision of both services is otherwise determined necessary by the
Department. If any home health aide services are approved, there shall be no
duplication of services provided by the personal care assistance plan;
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(13) if an applicant is eligible for, or receiving, comparable services under Section
101 (a)(8) of the Rehabilitation Act as amended in 1992, such applicant is ineligible
for personal care assistance services under this Personal Care Assistance Waiver
program. The applicant may be eligible for additional services through the waiver
as long as those services are not related to attendance at school or employment. A
plan, which is developed for a consumer in these circumstances, shall be developed
jointly by appropriate staff from the Department’s Social Work Services Division
and the consumer;

(14) the consumer shall hire qualified personal care assistants within three months
of approval of the service plan and a determination of Medicaid eligibility or the
application shall be denied and the consumer will not maintain his or her slot on
the waiting list. The application and eligibility determination process can be resumed
at any time in the future;

(15) the consumer shall pursue and accept comparable services from other
resources when requested by the Department.

(f) If a cost of care plan that is both cost effective and reasonably ensures the
health and safety of the consumer in the non-medical opinion of the Department
cannot be developed, the consumer is not eligible for personal care assistance waiver
services. If the consumer requires full time acute care hospitalization he or she is
not eligible for waiver services if unable to receive them for a period of thirty days
or more due to such hospitalization. A new application and assessment shall be
completed for such consumer.

(g) A disabled individual who is determined eligible for and who receives personal
care assistance services under this Title XIX Medical Assistance Personal Care
Assistance Waiver program as an alternative to institutionalization is subject to the
same rights and responsibilities as an institutionalized recipient of medical assistance,
including, without limitation, those requirements relating to third party liability,
securing support, recovery, and liens that are applicable to institutionalized recipients
of public assistance.

(h) Any consumer who is found by the Department to have knowingly signed a
time sheet authorizing payment for services that were not provided may be discharged
from the Personal Care Assistance Waiver program. Any consumer discharged under
this subsection shall be ineligible for personal care assistance services under the
Personal Care Assistance Waiver program for a period of not more than two years.

(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-590. Application process

(a) The application process consists of:

(1) a financial eligibility determination by the Department in accordance with
the eligibility standards for participation in the Department’s Title XIX medical
assistance program that are contained in the Uniform Policy Manual;

(2) a preliminary determination by central office administrative staff as to the
consumer’s needs and financial eligibility based on a review of the information
provided on the ‘‘Personal Care Assistance Request’’ form; and

(3) a referral to the appropriate regional office when an assessment for services
is indicated to determine if a cost effective plan of services can be developed to
provide services to the person in the community.

(b) A determination as to whether the consumer needs services without which
the consumer would otherwise require institutionalization shall be made by non-
medical Department staff based upon an assessment conducted in collaboration with
the consumer.

(c) A determination of the personal care assistance services required by the
consumer shall consist of:
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(1) completion of an assessment by the department; and

(2) development of a personal care services plan by the department in consultation
with the consumer. The plan shall be reviewed annually or more often when a
change in the consumer’s condition has occurred or when other circumstances may
warrant; and

(3) a determination documented on a cost of care plan of whether the personal
care assistance services combined with all other state administered services are cost
effective; and

(4) authorization for personal care assistance services in the community if appro-
priate and cost effective.

(d) Eligibility shall be redetermined annually for each recipient.

(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-591. Waiting list

(a) As a result of the limitation of the number of slots and/or funding, the
Department shall establish and maintain a statewide waiting list for the Personal
Care Assistance Waiver program when the Department has filled its maximum
allocation of slots or reached the funding level in the approved waiver. Names shall
be placed on the waiting list in the same order as the ‘‘Personal Care Assistance
Request’” form is received in Central Office.

(b) When an opening occurs, applications shall be solicited by contacting consum-
ers in the order their names appear on the waiting list.

(c) A consumer is removed from the waiting list if he or she:

(1) asks to be removed;

(2) moves out of state;

(3) reaches age 65; or

(4) is deceased.
(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-592. Limitations

(a) The Department does not offer Personal Care Assistance Waiver services to
more than the number of consumers specified in the federally approved Personal
Care Assistance Waiver or to more than the number of consumers who can be
served within the funding limitations established in the approved waiver.

(b) In order to be eligible for a personal care services plan that, combined with
all other state administered home care and community based services, exceeds 60%
of the average nursing facility cost, the consumer shall require physical assistance
with three or more of the following activities of daily living: bathing, dressing,
eating, transferring and bowel and bladder care.

(c) In order to be eligible for a personal care services plan that, combined with
all other state administered home care and community based services, exceeds 80%
of the average nursing facility cost, the consumer shall require assistance with all
of the following activities of daily living: bathing, dressing, eating, transferring and
bowel and bladder care.

(d) In addition, any plan exceeding 60% of the average nursing facility cost shall
meet the following requirements:

(1) there shall be documentation of any changes in the consumer’s needs or other
circumstances which affect the plan if the cost of care plan exceeds the costs of
services provided prior to application to this program; and

(2) the projected overall program costs for the total personal care assistance
services population shall not be exceeded as a result of the approval of this consum-
er’s personal care services plan; and
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(3) all informal and family supports shall have been explored and documented
in the record. It is not the intent of the program to displace services that have been
provided free of charge by family members and relatives, and may reasonably be
expected to continue in the future, and a personal care services plan shall not be
developed which substitutes the paid services of a personal care assistant for volun-

tary services provided by family members.
(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-593. Services covered

(a) Services covered are:

(1) personal care assistance services provided in accordance with a personal care
services plan which enable the consumer to carry out activities of daily living and
instrumental activities of daily living in a community living arrangement; and

(2) as aresult of being determined eligible for Medicaid, any other covered service
to the extent that it is necessary, in accordance with Title XIX contained in the
Social Security Amendments of 1965 and state and federal regulations adopted
pursuant thereto.

(3) personal care assistance services up to 25.75 hours per week provided by a
single personal care assistant and up to 40 hours per week provided by a single
personal care assistant if the consumer documents, to the department’s satisfaction,
that the consumer has obtained and maintained worker’s compensation insurance
for the single personal care assistant and that such insurance shall remain in full
force and effect for at least one year from the date the personal care assistant begins
providing personal care assistance services to the consumer. Personal care assistance
services beyond 25.75 hours per week shall not be covered without the submission
of such documentation. The social worker shall verify the continuation of the
worker’s compensation insurance coverage at the time of the annual review.

(4) up to 10 additional hours of personal care assistance services beyond those
already included in the approved service plan for the purpose of communicating
with medical providers during a crisis or an emergency for those consumers who have
difficulty communicating verbally their needs to medical providers, as determined by
the social worker during the assessment process.

(5) for those consumers who either live alone or who remain at home alone with
no available caregiver, a personal emergency response system (PERS) may be
provided. The department social worker shall determine the need for the PERS as
part of the assessment process.

(b) Services not covered are:

(1) services that are not in the consumer’s approved cost of care plan;

(2) personal care assistance services provided either in a health care institution
that is licensed by the Department of Public Health or in a living arrangement
funded by the department which includes funding for the purpose of assisting clients
to meet their daily needs as a component in the rate of reimbursement;

(3) personal care assistance services provided by the consumer’s spouse, the
consumer’s conservator or any person related to the conservator;

(4) personal care assistance services which are duplicative of home health services
which the consumer will receive concurrently while participating in the program;

(5) scheduled hours which a personal care assistant does not keep;

(6) transportation of the personal care assistant to and from the consumer’s home;

(7) services in excess of those deemed necessary by the department to serve
the consumer;

(8) services not related to the condition of the consumer or the consumer’s physical
limitations in performing activities of daily living and instrumental activities of
daily living;
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(9) any service that is required by state law to be provided by licensed staff;

(10) services in excess of 25.75 hours per week provided by a single personal
care assistant, except as otherwise provided in subdivision (3) of subsection (a) of
this section;

(11) services provided by an individual who formerly performed such services
at no cost;

(12) personal care services provided at school or in the workplace;

(13) personal care services when the consumer is eligible to receive comparable
services that are available from another resource;

(14) services performed by someone other than the provider designated in the
service plan; and

(15) services performed by a provider who does not meet the qualifications
outlined in the federally approved waiver.

(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-594. Determining the cost effectiveness of the service plan

In order to determine the cost effectiveness of the consumer’s service plan, the
Department shall do all of the following:

(1) Obtain the monthly average nursing facility cost; and

(2) Determine the monthly cost of the service plan; and

(3) Determine the monthly cost of other medical services that the consumer will
require in order to live in the community. These other medical services include:
home health care, nursing services, physical therapy, occupational therapy and/or
speech therapy. These costs are based on the consumer’s expected utilization of
these services, multiplied by the Medicaid rates established by the Department for
such services; and

(4) Determine the monthly cost of other state administered home and community
based services. These other home and community based services costs include but
are not limited to those services provided by the department’s Community Based
Services Program and all funds provided by programs administered by any other
state agency which help to maintain the consumer in the community; and

(5) Add the cost of other medical services and other state administered home and
community based services to the costs of the service plan to obtain the consumer’s
total cost of care; and

(6) Compare the consumer’s total cost of care to the average nursing facility cost.

The Department may not approve a personal care assistance plan when the cost
of all of the foregoing services exceeds the cost of care in a nursing facility.

If due to a temporary acute condition the consumer requires personal care assis-
tance services that exceed the monthly average nursing facility cost for a period
that is not expected to exceed four months, the Department, at its discretion, may
approve a plan that provides such additional personal care assistance services pro-
vided that the annualized cost of personal care assistance services and other services
does not exceed the annualized cost of nursing facility services.

(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-595. Payment

(a) Payment for personal care assistance services for adults is made at the lowest of:

(1) the maximum rate determined by the department for personal care assis-
tance services;

(2) a rate below the maximum based on an amount the consumer has negotiated
with the personal care assistant; or

(3) the amount billed.
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(b) Payment is made directly to the fiscal intermediary who, on behalf of the
consumer, shall pay all required employment taxes and issue paychecks to the
consumer made out in the names of the personal care assistants or directly to the
personal care assistants.

(c) The fiscal intermediary shall inform consumers about the requirement that
they obtain worker’s compensation insurance for those single personal care assistants
who provide the consumer with more than 25.75 hours per week of personal care
assistance services, as set forth in subdivision (3) of subsection (a) of section 17b-
262-593 of the Regulations of Connecticut State Agencies, and shall not issue
payment for personal care assistance services in excess of 25.75 hours per week by
a single personal care assistant unless the consumer has complied with this
requirement.

(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-596. Personal care assistant qualifications

(a) The consumer is responsible for ensuring that his or her personal care assistants
meet all of the following qualifications:

(1) be at least 16 years of age except that, if the consumer chooses to hire an
individual who is 16 or 17 years old, the consumer shall comply with specific
standards and restrictions imposed by state and federal law;

(2) be able to understand and carry out directions given by the consumer or con-
servator;

(3) be physically able to perform all duties delineated in the service plan;

(4) be willing to receive training from the consumer or conservator in performance
of all personal care assistance services delineated in the service plan;

(5) be able to handle emergencies; and

(6) demonstrate competencies in effective employer/employee relationships, dis-
ability awareness, use of equipment, and activities of daily living.

(b) The Commissioner shall require any person providing personal care assistance
services to a consumer to submit to a criminal background check.

(c) The Commissioner shall have the discretion to refuse payments for personal
care assistance services if the personal care assistant performing the services has
been convicted in this state or any other state of a felony, as defined in section 53a-
25 of the Connecticut General Statutes, involving forgery under section 53a-137 of
the Connecticut General Statutes, robbery under section 53a-133 of the Connecticut
General Statutes, larceny under sections 53a-119, 53a-122, 53a-123 and 53a-124
of the Connecticut General Statutes, or of a violation of section 53a-290 to 53a-
296, inclusive involving vendor fraud, section 53-20 of the Connecticut General
Statutes involving cruelty to persons, sections 53a-70, 53a-70a, 53a-70b, 53a-71,
53a-72a, 53a-72b, or 53a-73a of the Connecticut General Statutes involving sexual
assault, section 53a-59 of the Connecticut General Statutes involving assault, section
53a-59a of the Connecticut General Statutes involving assault of an elderly, blind,
disabled, pregnant or mentally retarded person, and sections 53a-320 to 53a-323,
inclusive, of the Connecticut General Statutes involving abuse of elderly, blind,
disabled or mentally retarded persons.

(d) A personal care assistant may be suspended from participation in the program
if he or she has accepted payment for services that were never provided to the
consumer or otherwise violates the rules, regulations, standards or laws governing
the program, in accordance with sections 17-83k-1 to 17-83k-7, inclusive, of the
Regulations of Connecticut State Agencies.

(e) The department may deny coverage of services performed by a personal care
assistant who does not meet the department’s qualifications as set forth in this section.

(Adopted effective February 8, 1999; amended March 9, 2006)
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Sec. 17b-262-596a. Fair hearings

Applicants for and recipients of services under the Personal Care Assistance
program may request and receive a fair hearing, in accordance with the rules of the
Department’s Medicaid program when the Department:

(1) did not offer the choice of home and community-based services as an alternative
to institutional care in a nursing facility; or

(2) does not reach a determination of financial eligibility within the Department’s
standard of promptness; or

(3) denies the application for any reason other than the limitations on the number
of individuals who can be served and/or funding limitations as established in the
approved waiver; or

(4) disapproves the consumer’s service plan; or

(5) denies or terminates payment to a qualified personal care assistant of the
consumer’s choice; or

(6) discharges the consumer from the waiver program.
(Adopted effective February 8, 1999; amended March 9, 2006)

Sec. 17b-262-596b.
Repealed, March 9, 2006.

Requirements for Payment for Early Intervention Services to Children Age
Birth to Three Years with Developmental Delays

Sec. 17b-262-597. Scope

Sections 17b-262-597 through 17b-262-605 inclusive set forth the Department
of Social Services (DSS) requirements for payment of early intervention services
provided by the Department of Mental Retardation (DMR), or another state agency,
and their funded contractors, to children age Birth to Three years with developmental
delays who are determined eligible for Connecticut’s Medical Assistance Program
pursuant to section 17b-262 of the Connecticut General Statutes.

(Effective August 28, 1998)

Sec. 17b-262-598. Definitions

For the purposes of section 17b-262-597 through 17b-262-605 the following
definitions shall apply:

(1) ““Allied Health Professional or AHP’’ means an individual who is licensed
or certified or who is qualified by special training, education, skills, and experience
to provide early intervention services. Such individuals include, but are not limited
to: nurses, physician assistants, masters level social workers, special education
teachers, speech therapy assistants, nutritionists, and family therapists.

(2) ‘“‘Assessment’’ means the definition contained in Part H of the Individuals
with Disabilities Education Act (IDEA), Title 20 United States Code (USC), section
1477(a), and at Title 34 Code of Federal Regulations (CFR), Part 303, subdivisions
(1) and (2) of subsection (a) of section 303.322, and at subdivision (2) of subsection
(b) of section 303.322.

(3) “‘Assessment Team’’ means a multidisciplinary team of qualified, as defined in
Title 34 CFR, Part 303, section 303.21, service providers selected by the performing
provider, based on results of the child’s evaluation, to perform an assessment to
determine the service needs of the child based on the diagnosis of the evaluation team.

(4) ““Assistive Technology Devices’’ means the assistive technology devices as
defined in Part H of IDEA, Title 20 USC 1471 et seq., and at Title 34 CFR, Part
303, subdivision (1) of subsection (d) of section 303.12.
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(5) “‘Assistive Technology Services’’ means the assistive technology services
defined in Part H of IDEA, 20 USC et seq., and at Title 34 CFR, Part 303, subdivision
(1) of subsection (d) of section 303.12.

(6) ‘‘Audiology’’ means the definition contained in Part H of IDEA, Title 20
USC et seq., and at Title 34 CFR, Part 303, subdivision (2) of subsection (d) of
section 303.12.

(7) “‘Audiologist’’ means one who is licensed to practice audiology pursuant to
Chapter 399 of the Connecticut General Statutes.

(8) “*Billing Provider’” means DMR or another state agency responsible for
coordinating and delivering early intervention services to Birth to Three eligible
children. Billing providers may also be responsible for service coordination and
may be a performing provider.

(9) ““Birth to Three Eligible Child’” means a child from birth to age three who is:

(A) experiencing a significant developmental delay as measured by standardized
diagnostic test or clinical opinion in one or more of the following areas:

(1) cognitive development;

(ii) physical development, including vision or hearing;

(iii) communication development; or

(iv) adaptive skills; or

(B) diagnosed as having a physical or mental condition that has a high probability
of resulting in developmental delay; and

(C) qualified to receive services under the Medical Assistance Program pursuant
to section 17b-262 of the Connecticut General Statutes.

(10) ““Birth to Three System’’ means a statewide, comprehensive, coordinated,
multidisciplinary, interagency program of early intervention services for infants and
toddlers with disabilities.

(11) *“Child”’ means a person who is under twenty-one years of age.

(12) ““Commissioner’’ means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes.

(13) ““Department’’ means the Department of Social Services or its agent.

(14) “‘Developmental Delay’’ means a significant delay in one or more of the
following areas: cognitive development; communication development; physical
development, including vision or hearing; social or emotional development; or
adaptive skills or development.

(15) ““Developmental Therapy’ means special instruction.

(16) ““DMR’’ means the Department of Mental Retardation.

(17) “‘Early Intervention Record’’ means the written record maintained for both
the eligible child and the noneligible child for the Birth to Three System.

(18) “‘Early Intervention Services’’ means services which are defined in Part H
of IDEA, Title 20 USC 1471 et seq., and those listed explicitly in Title 34 CFR,
Part 303, subsection (d) of section 303.12.

(19) ““Evaluation’’ means the definition contained in Part H of IDEA, Title 20
USC 1471 et seq., and at Title 34 CFR, Part 303, subdivisions (1) and (2) of
subsection (a) of section 303.322, and subdivision (1) of subsection (b) of section
303.322, and as defined in section 17a-248 of the Connecticut General Statutes.

(20) ‘‘Evaluation Team’’ means two or more qualified allied health professionals,
as defined in Title 34 CFR, Part 303, section 303.21, selected by the performing
provider, from different disciplines matched to the needs of the child based on
available information, to perform an evaluation.
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(21) ““Family Training, Counseling, and Home Visits’> means the definition
contained in Part H of IDEA, Title 20 USC 1471 et seq., and at Title 34 CFR, Part
303, subdivision (3) of subsection (d) of section 303.12.

(22) “‘Health Care Financing Administration or HCFA’’ means the federal agency
within the Department of Health and Human Services which administers both the
Medicaid and Medicare programs.

(23) ‘‘Health Services’’ means the definition contained in Part H of IDEA, Title
20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision (4) of subsection
(d) of section 303.13.

(24) “‘Individualized Family Service Plan (IFSP)’’ means the definition contained
under Part H of IDEA, Title 20 USC 1471 et seq., and Title 20 USC, section
1477(d), and at Title 34 CFR, Part 303, subsection (b) of section 303.340.

(25) ““‘Lead Agency’’ means the Department of Mental Retardation (DMR) pursu-
ant to Title 34 of the CFR, Part 303, section 303.500.

(26) ‘‘Licensed Practitioner of the Healing Arts’’ means a professional person
providing health care pursuant to a license issued by the Department of Public
Health (DPH).

(27) ““Medical Appropriateness or Medically Appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and is
the least costly of multiple, equally-effective, alternative treatments or diagnostic
modalities.

(28) ‘‘Medical Assistance Program’’ means the medical assistance provided pursu-
ant to Chapter 319V of the Connecticut General Statutes and authorized by Title
XIX of the Social Security Act. The program is also referred to as Medicaid.

(29) ““Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or prevent a medical condition from occurring.

(30) ““Medical Services’’ means the definition contained in Part H of IDEA and
at Title 34 CFR, Part 303, subdivision (5) of subsection (d) of section 303.12.

(31) ““Multidisciplinary Team’’ means the definition contained in Part H of IDEA,
Title 20 USC, and at Title 34 CFR, Part 303, section 303.17, and a team of two or more
persons from different disciplines, one of whom shall be an allied health professional.

(32) ““Natural Environments’’ means the definition contained in Part H of IDEA,
Title 20 USC 1471 et seq., and at Title 34 CFR, Part 303, subsection (b) of
section 303.12.

(33) ““Nursing Services’’ means the definition contained in Part H of IDEA, Title
20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision (6) of subsection
(d) of section 303.12.

(34) “‘Nutrition Services’’ means the definition contained in Part H of IDEA,
Title 20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision (7) of
subsection (d) of section 303.12.

(35) ““Occupational Therapy’’ means the definition contained in Part H of IDEA,
Title 20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision (8) of
subsection (d) of section 303.12.

(36) ‘‘Part H of IDEA’’ means Part H of the Individuals with Disabilities Education
Act (IDEA), Title 20 United States Code (USC), section 1471 et seq.

(37) ‘‘Performing Provider’’ means:

(A) any billing provider;



Sec. 17b-262 page 106 (10-01)
§ 17b-262-598 Department of Social Services

(B) any independent provider under contract with a billing provider; or

(C) any state agency under contract with a billing provider providing diagnostic
services or treatment services recommended by a licensed practitioner of the healing
arts and in accordance with the IFSP.

(38) “‘Physician’’ means an individual licensed under Chapter 370 or 371 of the
Connecticut General Statutes as a doctor of medicine or osteopathy.

(39) “‘Physical Therapy’’ means the definition contained in Part H of IDEA, Title
20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision (9) of subsection
(d) of section 303.12, and section 20-74 of the Connecticut General Statutes.

(40) “‘Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.

(41) ““Psychological Services’’ means the definition contained in Part H of IDEA,
Title 20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision (10) of
subsection (d) of section 303.12.

(42) “‘Service Coordination’” means the definition contained in Part H of IDEA,
Title 20 USC 1471 et seq., and at Title 34, CFR Part 303, subdivision (11) of
subsection (d) of section 303.12.

(43) ““Service Coordinator’’ means the person from the profession most immedi-
ately relevant to the child’s or family’s needs who is employed or contracted by
the performing provider to provide service coordination as defined in Title 34 CFR,
Part 303, subsection (g) of section 303.344.

(44) “‘Service Page’’ means the section of the Individualized Family Service Plan
(IFSP) which specifies service information as delineated in Part H of IDEA, Title
20 of the USC, section 1477 (d) (4), (5), and (6).

(45) “‘Social Work Services’’ means the definition contained in Part H of IDEA,
Title 20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision (d) of
subsection (12) of section 303.12.

(46) “‘Special Instruction’” means the services described in Part H of IDEA, Title
20 of the USC, and at Title 34 CFR, Part 303, subdivision (13) of subsection (d)
of section 303.12, when delivered by a multidisciplinary team.

(47) ““‘Speech-Language Pathology’’ means the definition contained in Part H of
IDEA, Title 20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision (14)
of subsection (d) of section 303.12.

(48) “‘Transportation and Related Costs’” means the definition contained in Part
H of IDEA, Title 20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision
(15) of subsection (d) of section 303.12.

(49) ““Vision Services’’ means the definition contained in Part H of IDEA, Title
20 USC 1471 et seq., and at Title 34 CFR, Part 303, subdivision (16) of subsection

(d) of section 303.12.
(Effective August 28, 1998)

Sec. 17b-262-599. Provider participation

(a) Billing Provider

In order to enroll in the Medical Assistance Program and receive payment from
the department for early intervention services rendered, the billing provider shall:

(1) meet and maintain all departmental enrollment requirements;

(2) have a valid billing provider agreement on file which is signed by the billing
provider and the department upon application for enrollment into the Medical Assis-
tance Program. This agreement, which shall be periodically updated, shall continue
to be in effect for the duration of the agreement or for the stated period in the
agreement. The provider agreement specifies conditions and terms which govern
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the program and to which the billing provider is mandated to adhere in order to
participate in the program;

(3) ensure that an individual employed or contracted by the performing provider
shall be selected as service coordinator for each child to serve as the person responsi-
ble for compliance with the duties as defined in Title 34 CFR, Part 303, section
303.22;

(4) provide early intervention services directly or by means of a contract with
qualified allied health professionals pursuant to all applicable federal and state
statutes and regulations and ensure that all performing providers are enrolled with
the Medical Assistance Program prior to provision of service;

(5) select one or more performing providers through a competitive or non-competi-
tive bidding process;

(6) process all claims submitted by all other performing providers under contract
for provision of early intervention services in the Birth to Three System; and

(7) comply with all Medical Assistance Program documentation and other
requirements.

(b) Performing Provider

In order to enroll in the Medical Assistance Program as a performing provider
the provider shall:

(1) have a contract with the billing provider;

(2) meet and maintain all departmental enrollment requirements;

(3) have a valid performing provider agreement on file which is signed by the
performing provider and the department;

(4) provide all early intervention services directly with allied health professionals
pursuant to all applicable provisions of federal and state statutes and regulations; and

(5) comply with all Medical Assistance Program documentation and other
requirements.

(Effective August 28, 1998)

Sec. 17b-262-600. Eligibility

(a) Payment for early intervention services shall be available for all children
eligible for the Medical Assistance Program subject to the conditions and limitations
which apply to early intervention services as provided by these regulations.

(b) Payment for early intervention services shall be available only for evaluations,
assessments, and services that are contained in an IFSP and by consent of a parent
or other person authorized to consent to such activities on behalf of an eligible child.

(c) Significant delay shall be demonstrated with scores on an appropriate norm-
referenced standardized diagnostic instrument or other procedures, such as formal
observations and informed clinical opinion, to substantiate:

(1) a score two standard deviations below the mean in one area of development; or

(2) scores one and one-half standard deviations below the mean in two areas
of development.

(d) Other procedures shall be used to demonstrate significant delay when the use
of the standardized diagnostic instrument is not appropriate due to a child’s age or

when a child requires significant adaptation to perform on a standardized instrument.
(Effective August 28, 1998)

Sec. 17b-262-601. Services covered and limitations

(a) The department shall pay for the following:
(1) evaluations and assessments;
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(2) early intervention services, which are medically appropriate and medically
necessary as follows:

(A) assistive technology devices and assistive technology services;

(B) audiology;

(C) family training, counseling, and home visits;

(D) health services;

(E) medical services;

(F) nursing services;

(G) nutrition services;

(H) occupational therapy;

(D physical therapys;

(J) psychological services;

(H) service coordination;

(I) social work services;

(J) special instruction;

(K) speech-language pathology;

(L) transportation and related costs; and

(M) vision services; and

(3) services provided in the child’s natural environment to the maximum extent
appropriate to the needs of the child.

(b) Limitations on covered services shall be as follows:

(1) DMR, or another state agency, shall be the agencies eligible for enrollment
with the department to bill for early intervention services to Birth to Three eligible
children and their families and to enter into a billing provider agreement with the
department for the provision of such services;

(2) services shall be limited to those early intervention services authorized, by a
parent or other person empowered to consent on behalf of an eligible child, in
the IFSP;

(3) effective July 1, 1996, service coordination shall become part of the early
intervention services fee;

(4) special instruction, developmental therapy, requires a signature by a licensed
practitioner of the healing arts documenting the existence of a multidisciplinary
team, and stating that he or she has periodically reviewed the child’s progress and
has recommended appropriate techniques, activities, and strategies during discus-
sions with the child’s early intervention teacher. Documentation of this requirement
in a format and manner to be described by the department shall be signed and
dated quarterly;

(5) treatment services are limited to a maximum of one per day of the same type
of treatment service per child;

(6) evaluation services are limited to a maximum of one per month, per child;

(7) services are limited to those listed in the department’s fee schedule;

(8) services of an unproven, educational, social, experimental, research, or cos-
metic nature are not covered;

(9) immunizations, biological products, and other products or examinations and
laboratory tests for preventable diseases available free of charge are not covered;

(10) speech services involving nondiagnostic, nontherapeutic, routine, repetitive,
and reinforced procedures or services for the child’s general welfare that are not
planned and performed or supervised by a licensed speech pathologist are not
covered;
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(11) payment for services by an AHP whose scope of practice is defined under
state law when the service that was provided is not within said scope of practice; and

(12) payment for services by an AHP whose scope of practice is not defined
under state law when the service that was provided is not within the accepted
standard in his or her respective profession or the AHP is otherwise prohibited
under state law from providing said service.

(Effective August 28, 1998)

Sec. 17b-262-602. Billing procedures

All claims submitted to the department for payment of evaluation and early
intervention services including assessments and assistive technology devices, shall
be substantiated by documentation in the Birth to Three eligible child’s early inter-
vention record.

(Effective August 28, 1998)

Sec. 17b-262-603. Payment

(a) The department shall establish payment rates effective July 1, 1996.

(b) The rate period shall be the state fiscal year.

(c) Interim rates shall be issued for each rate period and such rates shall be
replaced by rates computed on the basis of actual cost and service volume submitted
to the department by the billing provider by December 31 each year for the immedi-
ately preceding state fiscal year.

(d) Payment shall not be made directly to AHPs or organizations under contract
to a performing provider or a billing provider.

(e) Payment limitations shall be as follows:

(1) payment for evaluations; early intervention services, which includes assess-
ments; and assistive technology devices shall not duplicate payments made under the
Medical Assistance Program for other services which are covered under the Program;

(2) any Medical Assistance Program Birth to Three eligible child is qualified to
be evaluated for eligibility for Part H of IDEA,;

(3) payment shall be made for early intervention services only for the period
covered by the written authorized IFSP;

(4) once a child is determined ineligible for Part H of IDEA, payment shall not
be made for assessment and early intervention services;

(5) claims for payment shall be submitted to the department only by the billing
provider or its designated agent;

(6) payment for early intervention services, excluding evaluations, shall not be
made unless one or more of the individual services pursuant to section 17b-262-
601 are rendered in a calendar month;

(7) payment shall be made for evaluations regardless of whether the child becomes
eligible for the Birth to Three System;

(8) evaluations shall be based on a cost per evaluation basis;

(9) other early intervention services, including assessments, shall be no more than
two units per child per calendar month;

(10) rates for early intervention services shall include assistive technology devices
having a cost equal to or less than two hundred and fifty dollars; and

(11) rates for assistive technology devices having a cost of more than two hundred
and fifty dollars, shall be based on the applicable Medical Assistance Program
durable medical equipment fee schedule.

(Effective August 28, 1998)
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Sec. 17b-262-604. Documentation requirements

Early intervention services shall be paid by the department only when the lead
agency ensures compliance of the following documentation requirements on file
with the performing provider, as appropriate:

(a) Evaluation

(1) A copy of the evaluation report which shall meet the requirements of Part H
of IDEA, Title 20 USC 1471 et seq., Title 20 USC section 1477(a), and at Title 34
CFR, Part 303, subdivision (1) of subsection (b) of section 303.322, shall be on
file, recommending the specific medical diagnosis or diagnoses according to the
International Classification of Diseases (ICD) in a form and manner specified by
the department, and signed by all members of the evaluation team.

(2) The evaluation shall include:

(A) for eligible Birth to Three children, a signature on a form and manner to be
specified by the department, by the physician who recommended the evaluation and
stated diagnosis or diagnoses; which authorizes the development of the IFSP, and

(B) for ineligible children, a signature by a physician within forty-five days of
the date the evaluation was completed and signed.

(b) Assessment

(1) A copy of the assessment which shall meet the requirements of Part H of
IDEA, Title 20 USC 1471 et seq., Title 20 USC, section 1477(a), and at Title 34
CFR, Part 303, subdivisions (1) and (2) of subsection (a) of section 303.322 and
subdivision (2) of subsection (b) of section 303.322, shall be on file.

(2) The assessment shall be a multidisciplinary team assessment of the child’s
and child’s family’s unique needs and the identification of services appropriate to
meet such needs.

(3) The written assessment report shall be signed by all members of the multidisci-
plinary team recommending the type of services appropriate for the child as listed
in the IFSP.

(4) If any member of the multidisciplinary team does not attend the IFSP meeting,
that member shall provide a written report regarding recommended services appro-
priate to their scope of practice.

(c) Individualized Family Service Plan (IFSP)

(1) The IFSP shall meet the requirements of Part H of IDEA, Title 20 USC 1471
et seq., Title 20 USC, section 1477(b), (c), and (d), and at Title 34 CFR, Part 303,
sections 303.340 through 303.346, and be provided in accordance with the Birth to
Three eligible child’s service page as delineated in the IFSP. The IFSP shall be
evaluated not less than once a year and the family shall be provided a review of
the plan at six month intervals, or more often where appropriate, based on infant
and toddler and family needs.

(2) At a minimum, the IFSP shall:

(A) be developed by the multidisciplinary team, of which the service coordinator
shall be a member, within forty-five days of referral for early intervention services
and indicate that the Birth to Three eligible child, his or her family or their representa-
tive has participated in, or been given the opportunity to participate in, the develop-
ment of the child’s plan of services service page of the IFSP;

(B) include a signature by a physician functioning within his or her scope of
practice as defined in state law recommending the diagnostic and treatment services
contained in the IFSP and the ICD diagnosis code. The physician shall sign the
document within forty-five days of the date the IFSP was completed and signed by
the parent;
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(C) be based on an assessment of a Birth to Three eligible child’s and child’s
family’s needs which include, but are not limited to, assessments of medical, clinical,
social, educational, or other needs;

(D) include a statement of the major outcomes expected to be achieved for the
Birth to Three eligible child and the family, and the criteria, procedures, and timelines
used to determine the degree to which progress toward achieving the outcomes is
being made and whether modifications or revisions of the outcomes or services
are necessary;

(E) include a statement of specific early intervention services necessary to meet
the unique needs of the Birth to Three eligible child and the family, including the
frequency, intensity, and the method of delivering services;

(F) include the name of the service coordinator from the profession most immedi-
ately relevant to the Birth to Three eligible child’s or family’s needs who shall be
responsible for the implementation of the plan and coordination with other agencies
and persons;

(G) include the steps to be taken supporting the transition of the Birth to Three
eligible child to other appropriate services; and

(H) develop and implement an interim IFSP for a Birth to Three eligible child
whose developmental status requires early intervention services while the evaluation
and assessment are being completed such as a Birth to Three eligible child discharged
from a hospital and who needs immediate continuation of care. Interim IFSPs may
be developed and implemented if written parental consent is obtained, the name of
the service coordinator and the early intervention services that are needed immedi-
ately for the child and the child’s family are included in the interim IFSP, and the
initial evaluation is completed within forty-five days after the performing provider
receives the referral.

(d) Progress Notes

(1) Progress notes shall be kept in a form and manner as specified by the depart-
ment. They shall provide a comprehensive treatment narrative of the contacts with
the child and family throughout the month, highlighting activities, nature and extent
of the contacts, and relationship of activities to the medical necessity and medical
appropriateness of the early intervention services in relation to the outcomes specified
in the evaluation, assessment reports, and the service page as delineated in the IFSP.

(2) Any changes or differences in treatment shall be noted and related to the dates
of services. Any increases in services shall meet signature requirements contained in
these regulations. If a child is seen more than once during the same week, a summary
and progress note for the month is acceptable if any changes in progress or treatment
are documented each time they occur with the specific date that they occurred. The
progress notes at a minimum shall:

(A) include a summary of progress made according to the IFSP;

(B) include a summary statement of service delivered noting any significant
changes in the child’s condition;

(C) be kept by the performing provider or the state agency in a form and manner
to be determined, as specified by the department; and

(D) include the signature of the AHP providing the service.

(e) Medical Expertise

(1) Records of services provided by individuals who are AHPs but do not have
a scope of practice defined by state law, such as a special education teacher, shall
include written documentation of the involvement of a licensed practitioner of the
healing arts in the delivery of service.
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(2) Except for service coordination, the documentation required by this subsection
shall be updated and signed, and in the child’s early intervention record at least
quarterly. This documentation shall include:

(A) identifying information about the child;

(B) the name of the AHP; and

(C) a signed statement by a licensed practitioner of the healing arts who shall be
a member of the multidisciplinary team.

(f) Early Intervention Record

(1) An early intervention record for a child eligible for the Birth to Three System
shall be maintained as provided by these regulations. At a minimum, the record
shall contain the following:

(A) the initial written referral, all evaluations, all assessments, and reassessments,
as necessary, to determine needed services;

(B) the Birth to Three eligible child’s name, date of birth, address, social security
or medical assistance number, and other relevant historical and financial information;

(C) all IFSPs;

(D) a statement by a physician recommending diagnostic or treatment services;

(E) all records of actual service delivery indicating the dates of service, type of
service, location of service, units of service, and dated signature of the individual
AHP providing the service;

(F) all records of service entries of service coordination indicating the date,
place of service, the name of the service coordinator, and type of ongoing service
coordination provided, and a signature, by an AHP, confirming monthly data; and

(G) a transition plan, as appropriate, and an exit form.

(2) For a child who is determined ineligible for the Birth to Three System, the
early intervention record shall include at a minimum:

(A) a written review of the diagnostic services by a physician;

(B) the ineligible child’s name, date of birth, address, social security or medical
assistance number, and other relevant historical and financial information; and

(C) all evaluations and ICD code.

(g) Other Documentation Requirements

(1) A contract establishing the independent provider as a Birth to Three performing
provider for a particular type of service at a particular rate shall be available and
include the following:

(A) any relevant terms and conditions associated with being a Birth to Three
performing provider including the agreement not to bill the Medical Assistance
Program for these services provided to Birth to Three children; and

(B) the performing provider shall be responsible for the development, mainte-
nance, and monitoring of current and updated lists of the names and credentials of
all employed and contracted Birth to Three performing providers and their employ-
ees, and the effective dates they were eligible to provide Birth to Three services.
The list shall:

(1) include the performing provider’s certification number, license number, and
the Medical Assistance Program number, if applicable; and

(ii) be kept by the performing providers, in a central location, and be available
upon request to authorized persons such as the Health Care Financing Administration
(HCFA) or the department.

(2) The billing provider may choose to require performing providers which employ
more than twenty people qualified to provide services under the contract, when
contracted for service provision, to maintain and update the necessary list of persons
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providing services, their credentials, and their Medical Assistance Program billing
number if they are enrolled with the Medical Assistance Program as a billing
provider. A statement to this effect shall be part of the contract between the billing
provider and the performing provider and shall be signed and dated:

(A) the contract shall also provide for the transfer of employee lists, should the
organization subsequently go out of business; and

(B) each state agency shall be responsible for maintaining the licensure and
certification document on each state employee providing direct service in the Birth
to Three System.

(3) The performing provider shall be responsible for maintaining fiscal and medical
records which fully disclose services and goods rendered or delivered to all persons
receiving services in the Birth to Three System:

(A) these records and information shall be made available to authorized representa-
tives of the department and billing provider upon request;

(B) all documentation shall be entered in ink and incorporated into the early
intervention record in a complete, prompt, and accurate manner; and

(C) all documentation shall be made available to authorized department personnel
upon request in accordance with Title 42 CFR, Part 431, section 431.17.

(4) The procedural safeguards required by Part H of IDEA, Title 20, USC 1471
et seq., Title 20. USC, section 1480, and specifically Title 34 CFR, Part 303, section
303.400 et seq., shall be developed and implemented by the lead agency. In addition
to these safeguards, any child who is a Birth to Three eligible child and is also a
Medical Assistance Program client may avail themselves of the department’s fair
hearing process pursuant to section 17b-60 of the Connecticut General Statutes.

(Effective August 28, 1998)

Sec. 17b-262-605. Audit and record retention

(a) All supporting accounting and business records, statistical data, early interven-
tion records, and other records relating to the provision of evaluation, assessment,
service coordination, and early intervention services paid for by the department
shall be subject to audit.

(b) Documentation as required for the Birth to Three System, including census
and accounting records, shall be maintained for the longer of:

(1) six years from the end of the billing period; or

(2) six years from the date of services by the performing provider; or

(3) until such time as the department audit of documented services is completed
and said audit is approved or disallowed as the case may be by the commissioner.

(Effective August 28, 1998)

Sec. 17b-262-606. Reserved

Requirements for Payment of Nurse Practitioner Services

Sec. 17b-262-607. Scope

Sections 17b-262-607 through 17b-262-618 inclusive set forth the Department
of Social Services requirements for payment of nurse practitioner services provided
by licensed advanced practice registered nurses for clients who are determined
eligible to receive services under Connecticut’s Medical Assistance Program pursu-
ant to section 17b-262 of the Connecticut General Statutes (CGS).

(Effective August 10, 1998)
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Sec. 17b-262-608. Definitions

For the purposes of sections 17b-262-607 through 17b-262-618 the following
definitions shall apply:

(1) ““Acute’’ means having rapid onset, severe symptoms, and a short course.

(2) “‘Allied Health Professional (AHP)’’ means a professional or paraprofessional
individual who is qualified by special training, education, skills, and experience in
providing health care and treatment and shall include, but shall not be limited to:
licensed practical nurses, certified nurse assistants, and other qualified therapists.

(3) ““By or Under the Supervision’” means the nurse practitioner shall assume
professional responsibility for the service performed by the allied health professional,
overseeing or participating in the work of the allied health professional including,
but not limited to:

(A) availability of the nurse practitioner to the allied health professional in person
and within five minutes;

(B) availability of the nurse practitioner on a regularly scheduled basis to review
the practice, charts, and records of the allied health professional and to support the
allied health professional in the performance of services; and

(C) a predetermined plan for emergency situations, including the designation of
an alternate nurse practitioner in the absence of the regular nurse practitioner.

(4) ““Child”’ means a person who is under twenty-one years of age.

(5) ““‘Client”” means a person eligible for goods or services under the department’s
Medical Assistance Program.

(6) ‘““‘Commissioner’”” means the Commissioner of Social Services appointed
pursuant to subsection (a) of section 17b-1 of the Connecticut General Statutes.

(7) ““‘Concurrent Review’’ means the review of the medical necessity and appropri-
ateness of admission upon or within a short period following an admission and the
periodic review of services provided during the course of treatment.

(8) ““Consultation’” means those services rendered by a nurse practitioner whose
opinion or advice is requested by the client’s nurse practitioner or agency in the
evaluation or treatment of the client’s illness.

(9) ““CPT or Physician’s Current Procedural Terminology’’ means a listing of
descriptive terms and identifying codes for reporting medical services and procedures
performed by licensed practitioners as published by the American Medical Associa-
tion, as amended from time to time.

(10) ““Criteria’’ means the predetermined measurement variables on which judg-
ment or comparison of necessity, appropriateness, or quality of health services shall
be made.

(11) ““Department’’ means the Department of Social Services or its agent.

(12) “‘Emergency’’ means a medical condition, including labor and delivery,
manifesting itself by acute symptoms of sufficient severity, including severe pain,
such that the absence of immediate medical attention could reasonably be expected
to result in placing the client’s health in serious jeopardy, serious impairment to
bodily functions, or serious dysfunction of any bodily organ or part.

(13) “‘Family Planning Services’’ means any medically approved diagnostic pro-
cedure, treatment, counseling, drug, supply, or device which is prescribed or fur-
nished by a provider to individuals of childbearing age for the purpose of enabling
such individuals to freely determine the number and spacing of their children.

(14) “‘Fees’’ means the rates for services, treatments, and drugs administered by
nurse practitioners which shall be established by the commissioner and contained
in the department’s fee schedules.
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(15) ““HealthTrack Services’’ means the services described in subsection (r) of
section 1905 of the Social Security Act.

(16) ‘‘HealthTrack Special Services’” means medically necessary and medically
appropriate health care, diagnostic services, treatment, or other measures necessary
to correct or ameliorate disabilities and physical and mental illnesses and conditions
discovered as a result of a periodic comprehensive health screening or interperiodic
encounter. Such services are provided in accordance with subdivision (5) of subsec-
tion (r) of section 1905 of the Social Security Act, and are:

(A) services not covered under the State Plan or contained in a fee schedule
published by the department; or

(B) services covered under the State Plan and contained in a fee schedule published
by the department which exceed the limit on the amount of services established by
the department that are contained in regulation.

(17) ““Home’” means the client’s place of residence which includes a boarding
home or home for the aged. Home does not include a hospital or long-term care
facility; long-term care facility includes a nursing facility, chronic disease hospital,
and intermediate care facility for the mentally retarded (ICF/MR).

(18) ““Hospital’’ means a facility licensed by the Department of Public Health
as a general short-term hospital or a hospital for mental illness as defined in section
17a-495 of the Connecticut General Statutes, or a chronic disease hospital as defined
in subdivision (2) of subsection (b) of section 19-13-D1 of the Regulations of
Connecticut State Agencies, which is part of the Public Health Code.

(19) ““Inpatient’” means a client who has been admitted to a general hospital for
the purpose of receiving medically necessary and appropriate medical, dental, and
other health related services and is present at midnight for the census count.

(20) “‘Institution’” means the definition contained in Title 42 of the CFR, Part
435, section 435.1009.

(21) ““Interperiodic Encounter’ means any medically necessary visit to a Connect-
icut Medical Assistance provider, other than for the purpose of performing a periodic
comprehensive health screening. Such encounters include, but are not limited to,
physician’s office visits, clinic visits, and other primary care visits.

(22) “‘Legend Device’’ means the definition contained in section 20-571 of the
Connecticut General Statutes.

(23) ““‘Legend Drug’’ means the definition contained in section 20-571 of the
Connecticut General Statutes.

(24) “‘Licensed Practitioner’’ means any Connecticut medical professional granted
prescriptive powers within the scope of his or her professional practice as defined
and limited by federal or state law.

(25) “‘Licensed Practitioner of the Healing Arts’’ means a professional person
providing health care pursuant to a license issued by the Department of Public
Health (DPH).

(26) “‘Long-Term Care Facility’’ means a medical institution which provides, at
a minimum, skilled nursing services or nursing supervision and assistance with
personal care on a daily basis. Long-term care facilities include:

(A) nursing facilities,

(B) chronic disease hospitals--inpatient, and

(C) intermediate care facilities for the mentally retarded (ICFs/MR).

(27) ‘‘Medical Appropriateness or Medically Appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate medical setting; and is
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the least costly of multiple, equally-effective, alternative treatments or diagnostic
modalities.

(28) “‘Medical Assistance Program’’ means the medical assistance provided pursu-
ant to Chapter 319v of the Connecticut General Statutes and authorized by Title
XIX of the Social Security Act. The program is also referred to as Medicaid.

(29) ““Medical Necessity or Medically Necessary’’ means health care provided
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or to prevent a medical condition from occurring.

(30) ““Medical Record’” means the definition contained in section 19a-14-40 of
the Regulations of Connecticut State Agencies, which is also the Public Health Code.

(31) ““Nurse Practitioner’’ means an advanced practice registered nurse (APRN)
who holds a current license as such issued by the Department of Public Health
(DPH) under Chapter 378 of the Connecticut General Statutes, and who performs
within the scope of practice for APRNs established pursuant to the Connecticut
General Statutes and all relevant regulations.

(32) “‘Panel or Profile Tests’” means certain multiple tests performed on a single
specimen of blood or urine. They are distinguished from the single or multiple tests
performed on an individual, immediate, or ‘‘stat’’ reporting basis.

(33) ““Physician’’ means an individual licensed under Chapter 370 or 371 of the
Connecticut General Statutes as a doctor of medicine or osteopathy.

(34) “‘Plan of Care’’ means the definitions contained in Title 42 of the CFR, Part
441, sections 441.102, 441.103, 441.155, and 441.156.

(35) “‘Prescription’” means an order issued by a licensed practitioner that is
documented in writing and signed by the practitioner issuing the order. The prescrip-
tion needs to be renewed six months from the date of issuance. In long-term care
facilities the signed order of a licensed practitioner shall be accepted in lieu of a
written or oral prescription. The written prescription shall include:

(A) the date of the prescription;

(B) the name and address of the client;

(C) the client’s date of birth;

(D) the diagnosis;

(E) the item prescribed;

(F) the quantity prescribed and strength, when applicable;

(G) the timeframe for the product’s use;

(H) the number of refills, if any:

(I) the name and address of the prescribing practitioner and his or her Drug
Enforcement Act number when appropriate;

(J) the dated signature of the licensed practitioner prescribing; and

(K) directions for the use of the medication and any cautionary statements required.

(36) ““Prior Authorization’’ means approval for the provision of a service or
delivery of goods from the department before the provider actually provides the
service or delivers the goods.

(37) “‘Provider’” means a nurse practitioner who is enrolled in the Medical
Assistance Program.

(38) “‘Provider Agreement’’ means the signed, written, contractual agreement
between the department and the provider of services or goods.

(39) ““Quality of Care’’ means the evaluation of medical care to determine if it
meets the professionally recognized standards of acceptable medical care for the
condition and the client under treatment.
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(40) ‘‘Retrospective Review’’ means the review conducted after services are
provided to a client, to determine the medical necessity, appropriateness, and quality
of the services provided.

(41) “‘Routine Medical Visits’” means visits intended to check a client’s general
medical condition rather than visits which are medically necessary to treat a specific
medical problem. For clients under twenty-one years of age, this can mean a Health-
Track interperiodic encounter or a periodic comprehensive health screening.

(42) ““State Plan’’ means the document which contains the services covered by
the Connecticut Medical Assistance Program in compliance with Part 430, Subpart
B, of Title 42 of the Code of Federal Regulations (CFR).

(43) ““Utilization Review’’ means the evaluation of the necessity, appropriateness,
and quality of the use of medical services, procedures, and facilities. Utilization
review evaluates the medical necessity and medical appropriateness of admissions,
the services performed or to be performed, the length of stay, and the discharge

practices. It is conducted on a concurrent, prospective, or retrospective basis.
(Effective August 10, 1998)

Sec. 17b-262-609. Provider participation

In order to enroll in the Medical Assistance Program and receive payment from
the department, providers shall meet the following requirements:

(a) General:

(1) meet and maintain all applicable licensing, accreditation, and certification
requirements;

(2) meet and maintain all departmental enrollment requirements; and

(3) have a valid provider agreement on file which is signed by the provider and
the department upon application for enrollment into the Medical Assistance Program.
This agreement, which shall be periodically updated, shall continue to be in effect
for the duration of the agreement or for the stated period in the agreement. The
provider agreement specifies conditions and terms which govern the program and
to which the provider is mandated to adhere in order to participate in the program.

(b) Specific:

In order to qualify for payment under the Medical Assistance Program for labora-
tory procedures, a nurse practitioner shall be in compliance with the provisions of
the Clinical Laboratory Improvement Amendments of 1988 (CLIA), as amended
from time to time.

(Effective August 10, 1998)

Sec. 17b-262-610. Eligibility

Payment for nurse practitioner services shall be available on behalf of all persons
eligible for the Medical Assistance Program subject to the conditions and limitations
which apply to these services.

(Effective August 10, 1998)

Sec. 17b-262-611. Services covered and limitations

(a) Except for the limitations and exclusions listed below, the department shall
pay for:

(1) medically necessary and medically appropriate professional services of a nurse
practitioner which conform to accepted methods of diagnosis and treatment;

(2) services provided in the practitioner’s office, client’s home, hospital, long-
term care facility, or other medical care facility;
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(3) family planning services as described in the Regulations of Connecticut
State Agencies;

(4) unless defined elsewhere, CPT descriptive terms used by the department
as standards;

(5) medical and surgical supplies used by the provider in the course of treatment
of a client;

(6) injectable drugs which are payable by the department and administered by a
provider; and

(7) HealthTrack Services and HealthTrack Special Services.

(b) Limitations on covered services shall be as follows:

(1) The department reserves the right to review the medical necessity and medical
appropriateness of visits and to disallow payment for those visits it determines are
not medically necessary or medically appropriate.

(2) A nurse practitioner who is fully or partially salaried by a general hospital,
public or private institution, group practice, or clinic shall not receive payment from
the department unless the nurse practitioner maintains an office for private practice
at a separate location from the hospital, institution, group, or clinic in which the
nurse practitioner is employed. Nurse practitioners who are solely hospital, institu-
tion, group, or clinic based, either on a full- or part-time salary are not entitled to
payment from the department for services rendered to Medical Assistance Pro-
gram clients.

(3) Nurse practitioners who maintain an office for private practice separate from
the hospital, institution, group, or clinic, shall be able to bill for services provided
at the private practice location or for services provided to the nurse practitioner’s
private practice clients in the hospital, institution, group, or clinic.

(4) The department shall pay nurse practitioners for drugs or devices which are
administered or dispensed directly to a client under the following conditions:

(A) excluding oral medications, payment shall be made to a nurse practitioner
for the estimated acquisition cost as determined by the department for the amount
of the drugs or devices which are administered directly to the client; and

(B) for legend drugs or legend devices which shall be administered by a nurse
practitioner, the department shall pay the nurse practitioner for the estimated acquisi-
tion cost as determined by the department for the amount of the drug or device
which is administered.

(5) The fee for routine care of a newborn in the hospital shall be all inclusive
and shall be billed only once per child. The fee includes initiation of diagnostic and
treatment programs, preparation of hospital records, history and physical examination
of the baby, and conferences with the parents. Subsequent hospital care for evaluation
and management of a normal newborn is paid per day.

(6) Admission or annual exams for long-term care facility residents shall meet
the following criteria:

(A) the exam shall be performed in the facility;

(B) the admission examination shall be performed within forty-eight hours of
admission to the facility and shall be limited to one per client, per provider, regardless
of the number of admissions. However, if the nurse practitioner who attended the
client in an acute or chronic care hospital is the same nurse practitioner who shall
attend the client in the facility, a copy of a hospital discharge summary completed
within five working days of admission and accompanying the client may serve in
lieu of this requirement. An additional admission exam shall be performed only
when a new medical record is opened for the client; and
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(C) the annual comprehensive medical examination shall be limited to one per
client per calendar year.

(7) When billing allergy procedures the nurse practitioner shall bill for follow-
up visits which include intracutaneous tests only if subsequent visits require testing.
If follow-up visits do not include testing, regular office visit codes for established
clients shall be used.

(8) Payment for panel or profile tests shall be made according to the fees listed
in the department’s fee schedule for panel tests and not at the rate for each separate
test included in the panel or profile.

(9) Payment for any laboratory service shall be limited to services provided by
Medical Assistance Program providers who are in compliance with the provisions
of the Clinical Laboratory Improvement Amendments of 1988 (CLIA).

(10) The fees listed in the department’s fee schedule shall be payable only when
these services are provided by or under the supervision of a nurse practitioner.

(11) The department shall not pay a higher rate for any procedure which is
performed in an emergency department.

(12) The department shall pay for an initial visit by a nurse practitioner in the
office, home, or long-term care facility only once per client. Initial visits refer to
the provider’s first contact with the client and reflect higher fees for the additional
time required for setting up records and developing past history. The exception to
this is when the nurse practitioner-client relationship has been discontinued for three
or more years and is then reinstated.

(13) The department shall pay for an initial visit once per inpatient hospitalization.

(14) The fee for a consultation shall apply only when the opinions and advice of
a consultant nurse practitioner are requested by the client’s nurse practitioner or
agency in the evaluation or treatment of the client’s illness. In a consultation the
client’s nurse practitioner carries out the plan of care. In a referral a second provider
provides direct service to the client.

(15) When the consultant nurse practitioner assumes the continuing care of the
client, any service subsequent to the initial consultation rendered by the consultant
provider shall no longer be a consultation and shall be paid according to the fee
listed for the procedure.

(16) A consultation initiated by a client or family, and not requested by a nurse
practitioner, shall not be billed as an initial consultation, but shall be billed as a
confirmatory consultation or as an office visit, whichever is appropriate.

(17) If a consultant nurse practitioner, subsequent to the consultation, assumes
responsibility for management of a portion, or all of the client’s medical condition,
consultation codes shall not be billed. A specifically identifiable procedure, identified
with a specific CPT code, performed on, or subsequent to the date of the initial
consultation, shall be billed separately.

(18) When a newborn requires other than routine care following delivery, the
nurse practitioner shall bill for the appropriate critical care. The department shall
not pay both critical care and routine care for the same child.

(Effective August 10, 1998)

Sec. 17b-262-612. Services not covered

The department shall not pay for the following:

(a) any procedures or services of an unproven, educational, social, research,
experimental, or cosmetic nature; for any diagnostic, therapeutic, or treatment proce-
dures in excess of those deemed medically necessary and medically appropriate by
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the department to treat the client’s condition; or for services not directly related to
the client’s diagnosis, symptoms, or medical history;

(b) any examinations, laboratory tests, biological products, immunizations, or
other products which are furnished free of charge;

(c) information or services provided to a client by a provider over the telephone;

(d) an office visit for the sole purpose of the client obtaining a prescription where
the need for the prescription has already been determined;

(e) cancelled office visits and appointments not kept;

(f) cosmetic surgery;

(g) services provided in an acute care hospital if the department determines the
admission does not, or retrospectively did not, fit the department’s utilization review
requirements pursuant to section 17-134d-80 of the Regulations of Connecticut
State Agencies;

(h) services provided by the admitting provider in an acute care hospital shall
not be made or may be recouped if it is determined by the department’s utilization
review, either prospectively or retrospectively, that the admission did not fulfill
the accepted professional criteria for medical necessity, medical appropriateness,
appropriateness of setting, or quality of care;

(i) a laboratory charge for laboratory services performed by a laboratory outside
of the nurse practitioner’s office--the laboratory shall bill the department for services
rendered when a nurse practitioner refers a client to a private laboratory;

(j) the following routine laboratory tests which shall be included in the fee for
an office visit and shall not be billed on the same date of service: urinalysis without
microscopy, hemoglobin determination, and urine glucose; and

(k) transsexual surgery or for a procedure which is performed as part of the
process of preparing an individual for transsexual surgery, such as hormone treatment

and electrolysis.
(Effective August 10, 1998)

Sec. 17b-262-613. Need for service

The department shall pay for an initial office visit and continuing services which
the department deems are medically necessary and medically appropriate, in relation
to the diagnosis for which care is required, provided that:

(a) the services are within the scope of the provider’s practice, and

(b) the services are made part of the client’s medical record.
(Effective August 10, 1998)

Sec. 17b-262-614. Prior authorization

(a) Prior authorization, on forms and in a manner as specified by the department,
is required for the following services:

(1) more than one visit on the same day for the same client by the same provider.
Authorization for additional visits need not be submitted in advance of the service,
but providers shall submit the authorization request prior to billing for the second
or subsequent visits;

(2) admissions to acute care hospitals pursuant to section 17-134d-80 of the
Regulations of Connecticut State Agencies;

(3) electrolysis epilation;

(4) physical therapy services in excess of two treatments per calendar week per
client per provider;

(5) physical therapy services in excess of nine treatments per calendar year per
client per provider, involving the following primary diagnoses:
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(A) all mental disorders including diagnoses related to mental retardation and
specific delays in development covered by the International Classification of Dis-
eases (ICD), as amended from time to time;

(B) cases involving musculoskeletal system disorders covered by ICD, as amended
from time to time; and

(C) cases involving symptoms related to nutrition, metabolism, and development
covered by ICD, as amended from time to time;

(6) reconstructive surgery, including breast reconstruction following mastectomy;

(7) plastic surgery;

(8) transplant procedures; and

(9) HealthTrack Special Services.

(A) HealthTrack Special Services are determined medically necessary and medi-
cally appropriate on a case-by-case basis; and

(B) the request for HealthTrack Special Services shall include:

(i) a written statement from the prescribing physician, or other licensed practitioner
of the healing arts, performing such services within his or her respective scope of
practice as defined under state law, justifying the need for the item or service required;

(ii) a description of the outcomes of any alternative measures tried; and

(iii) if applicable and requested by the department, any other documentation
required in order to render a decision.

(b) The procedure or course of treatment authorized shall be initiated within six
months of the date of authorization.

(c) The initial authorization period shall be up to three months.

(d) If prior authorization is needed beyond the initial authorization period, requests
for continued treatment beyond the initial authorization period shall be considered
up to six months per request.

(e) For services requiring prior authorization, a nurse practitioner shall be required
to provide pertinent medical or social information adequate for evaluating the client’s
medical need for services. Except in emergency situations, or when authorization
is being requested for more than one visit in the same day, approval shall be received
before services are rendered.

(f) In an emergency situation which occurs after working hours or on a weekend
or holiday, the provider shall secure verbal approval on the next working day for
the services provided. This applies only to those services which normally require
prior authorization.

(g) In order to receive payment from the department a provider shall comply
with all prior authorization requirements. The department in its sole discretion
determines what information is necessary in order to approve a prior authorization
request. Prior authorization does not, however, guarantee payment unless all other

requirements for payment are met.
(Effective August 10, 1998)

Sec. 17b-262-615. Billing procedures

(a) Claims from nurse practitioners shall be submitted on the department’s desig-
nated form or electronically transmitted to the department’s fiscal agent and shall
include all information required by the department to process the claim for payment.

(b) The amount billed to the department shall represent the nurse practitioner’s
usual and customary charge for the services delivered.

(c) When a Medical Assistance Program client is referred to a provider for
consultation, the consultant provider shall include the referring practitioner’s pro-
vider number and name. If no provider number has been assigned, the consultant



Sec. 17b-262 page 122 (10-01)
§ 17b-262-615 Department of Social Services

provider shall enter the entire name as well as the state license number of the
referring provider on the billing form.

(d) Injectables shall be billed according to the number of units administered to
the client by the nurse practitioner.

(e) When billing for anesthesia services, providers shall include the name of the
primary surgeon on the bill and enter the total number of minutes in units.

(f) Providers shall bill for drugs or devices which are dispensed directly to the
client as separate line items.

(g) All charges billed for supplies and materials provided by a provider, except
glasses, shall be reviewed by the department.

(Effective August 10, 1998)

Sec. 17b-262-616. Payment

(a) Payment rates shall be the same for in-state and out-of-state providers.

(b) Payment shall be made at the lowest of:

(1) the provider’s usual and customary charge to the general public;

(2) the lowest Medicare rate;

(3) the amount in the applicable fee schedule as published by the department;
(4) the amount billed by the provider; or

(5) the lowest price charged or accepted for the same or substantially similar

goods or services by the provider from any person or entity.
(Effective August 10, 1998)

Sec. 17b-262-617. Payment rate and limitations

(a) The commissioner establishes the fees contained in the department’s fee
schedule pursuant to section 4-67c of the Connecticut General Statutes.

(b) Nurse practitioner rates for each procedure shall be set at 90% of the depart-
ment’s fees for physician procedure codes.

(c) The fees listed apply only when services are directly performed by the nurse
practitioner or provided under the supervision of the nurse practitioner.

(d) Payment shall be made for panel or profile tests according to the fees listed
in the department’s fee schedule for panel tests and not at the rate for each separate
test included in the panel or profile.

(e) Fees for surgical and medical procedures shall include the fee for an emergency
room visit. The department shall not pay a provider at a higher rate for any surgical
or medical procedure which is performed in an emergency room.

(f) The department shall pay nonhospital based providers for evaluation and
management services provided to the provider’s private practice clients in the emer-
gency room.

(g) If a client is referred to a provider for advice and treatment of a condition
which the referring provider does not usually treat, the fee for a consultation shall
not be paid.

(h) If a client’s medical condition necessitates the concurrent services and skills
of two or more providers, each nurse practitioner provider shall be entitled to the
listed fee for the service.

(i) When a Medical Assistance Program applicant visits a provider for the purpose
of determining eligibility, the department shall pay only for the test required to
establish eligibility as requested by the department. No other procedures shall be paid.

(j) Newborn resuscitation may be billed in addition to billing for routine care of
a newborn or billing for critical care.
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(k) The admission and annual comprehensive medical examination, in a long-
term care facility, shall be performed by or under the direct supervision of a provider.
() The admission examination, in a long-term care facility, shall be performed
within forty-eight hours of admission to the long-term care facility and shall be

limited to one per client, per provider, regardless of the number of admissions.
(Effective August 10, 1998)

Sec. 17b-262-618. Documentation

(a) Nurse Practitioners shall maintain a specific record for all services rendered
for each client eligible for Medical Assistance Program payment including, but not
limited to: name, address, birth date, Medical Assistance Program identification
number, pertinent diagnostic information, a current treatment plan signed by the
nurse practitioner, documentation of services provided, and the dates the services
were provided.

(b) All required documentation shall be maintained for at least five years in the
nurse practitioner’s file subject to review by authorized department personnel. In
the event of a dispute concerning a service provided, documentation shall be main-
tained until the end of the dispute or five years, whichever is greater.

(c) Failure to maintain all required documentation shall result in the disallowance
and recovery by the department of any amounts paid to the nurse practitioner for
which the required documentation is not maintained or provided to the department

upon request.
(Effective August 10, 1998)

Requirements for Payment of Podiatric Services

Sec. 17b-262-619. Scope
Sections 17b-262-619 to 17b-262-629, inclusive, of the Regulations of Connecti-
cut State Agencies set forth the Department of Social Services requirements for
payment of podiatric services on behalf of clients who are determined eligible to
receive services under the Connecticut Medicaid program pursuant to section 17b-

261 of the Connecticut General Statutes.
(Adopted effective February 11, 2009)

Sec. 17b-262-620. Definitions

As used in section 17b-262-619 to section 17b-262-629, inclusive, of the Regula-
tions of Connecticut State Agencies:

(1) ““Acute’’ means symptoms that are severe and have a rapid onset and short
course;

(2) ‘““Admission’” means the formal acceptance by a hospital of a client who is
to receive health care services while lodged in an area of the hospital reserved for
continuous nursing services;

(3) “‘Border provider’’ means an out-of-state provider who routinely serves clients
and is deemed a border provider by the department on a provider by provider basis;

(4) ““Chronic disease hospital’’ means ‘‘chronic disease hospital’’ as defined in
section 19-13-D1 of the Regulations of Connecticut State Agencies;

(5) ““Client”” means a person eligible for goods or services under the department’s
Medicaid program;

(6) “‘Commissioner’” means the Commissioner of Social Services or his or her
designee;

(7) ““Consultation’” means those services rendered by a podiatrist or other prac-
titioner whose opinion or advice is requested by the client’s podiatrist or other
appropriate source in the evaluation or treatment of the client’s illness;
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(8) ““Customized item’’ means an item or material adapted through modification
to meet the specific needs of a particular client;

(9) ““Department’’ means the Department of Social Services or its agent;

(10) ““Early and Periodic Screening, Diagnostic and Treatment services’’ or
“EPSDT’’ means the services provided in accordance with section 1905(r) of the
Social Security Act, as amended from time to time;

(11) ““Emergency’’ means a medical condition, including labor and delivery,
manifesting itself by acute symptoms of sufficient severity, including severe pain,
such that the absence of immediate medical attention could reasonably be expected
to result in placing the client’s health in serious jeopardy, serious impairment to
bodily functions or serious dysfunction of any bodily organ or part;

(12) “‘Freestanding clinic’” means ‘‘freestanding clinic’’ as defined in section
171B of the department’s Medical Services Policy for clinic services;

(13) ““General hospital’’ means ‘‘general hospital’’ as defined in section 17-134d-
80 of the Regulations of Connecticut State Agencies;

(14) ““Home’’ means the client’s place of residence, including, but not limited
to, a boarding home, community living arrangement or residential care home.
‘““Home’’ does not include facilities such as hospitals, chronic disease hospitals,
nursing facilities, intermediate care facilities for the mentally retarded (ICFs/MR)
or other facilities that are paid an all-inclusive rate directly by Medicaid for the
care of the client;

(15) “‘Intermediate care facility for the mentally retarded’’ or ‘‘ICF/MR’’ means
a residential facility for persons with mental retardation licensed pursuant to section
17a-227 of the Connecticut General Statutes and certified to participate in the
Medicaid program as an intermediate care facility for the mentally retarded pursuant
to 42 CFR 442.101, as amended from time to time;

(16) ‘“‘Legend device’” means ‘‘legend device’’ as defined in section 20-571 of
the Connecticut General Statutes;

(17) ““Legend drug’’ means ‘‘legend drug’’ as defined in section 20-571 of the
Connecticut General Statutes;

(18) ‘““Medicaid’’ means the program operated by the department pursuant to
section 17b-260 of the Connecticut General Statutes and authorized by Title XIX
of the Social Security Act, as amended from time to time;

(19) ““Medical appropriateness’” or ‘‘medically appropriate’” means health care
that is provided in a timely manner and meets professionally recognized standards
of acceptable medical care; is delivered in the appropriate setting; and is the least
costly of multiple, equally-effective alternative treatments or diagnostic modalities;

(20) ““Medical necessity’’ or ‘‘medically necessary’’ means health care provided;
to correct or diminish the adverse effects of a medical condition or mental illness;
to assist an individual in attaining or maintaining an optimal level of health; to
diagnose a condition; or to prevent a medical condition from occurring;

(21) ““Medical record”” means ‘‘medical record’’ as defined in section 19a-14-
40 of the Regulations of Connecticut State Agencies;

(22) “‘Nursing facility’’ means ‘‘nursing facility’” as defined in 42 USC 1396r(a),
as amended from time to time;

(23) ““Out-of-state provider’” means a provider that is located outside Connecticut
and is not a border provider;

(24) *‘Physician’’ means a person licensed pursuant to chapter 370 of the Connecti-
cut General Statutes;
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(25) ““Podiatric Services’’ means services provided by a podiatrist within the
scope of practice as defined by state law, including chapter 375 of the Connecticut
General Statutes;

(26) “‘Podiatrist’” means a doctor of podiatric medicine licensed pursuant to
section 20-54 of the Connecticut General Statutes;

(27) “‘Prior authorization’” means approval for the provision of a service or the
delivery of goods from the department before the provider actually provides the
service or delivers the goods;

(28) “‘Provider’” means a podiatrist or a podiatrist group enrolled in Medicaid;

(29) ““‘Quality of care’’ means the evaluation of medical care to determine if it
meets the professionally recognized standards of acceptable medical care for the
condition and the client under treatment;

(30) “‘Routine foot care’’ means clipping or trimming of normal or mycotic
toenails; debridement of the toenails that do not have onychogryposis or onychauxis;
shaving, paring, cutting or removal of keratoma, tyloma or heloma; and nondefinitive
shaving or paring of plantar warts except for the cauterization of plantar warts;

(31) “*Simple foot hygiene’’ means self-care including, but not limited to: observa-
tion and cleansing of the feet; use of skin creams to maintain skin tone of both
ambulatory and bedridden patients; nail care not involving professional attention;
and prevention and reduction of corns, calluses and warts by means other than
cutting, surgery or instrumentation;

(32) “‘Systemic condition’” means the presence of a metabolic, neurologic, or
peripheral vascular disease, including, but not limited to: diabetes mellitus, arterio-
sclerosis obliterans, Buerger’s disease, chronic thrombophlebitis and peripheral neu-
ropathies involving the feet, which would justify coverage of routine foot care;

(33) ““Usual and customary charge’’ means the amount that the provider charges
for the service or procedure in the majority of non-Medicaid cases. If the provider
varies the charges so that no one amount is charged in the majority of cases, ‘‘usual
and customary’’ shall be defined as the median charge. Token charges for charity
patients and other exceptional charges are to be excluded; and

(34) ““Utilization review’’ means the evaluation of the necessity and appropriate-
ness of medical services and procedures as defined in section 17-134d-80 of the
Regulations of Connecticut State Agencies.

(Adopted effective February 11, 2009)

Sec. 17b-262-621. Provider participation
To enroll in Medicaid and receive payment from the department, providers shall
comply with sections 17b-262-522 to 17b-262-533, inclusive, of the Regulations of

Connecticut State Agencies.
(Adopted effective February 11, 2009)

Sec. 17b-262-622. Eligibility

Payment for podiatric services shall be available on behalf of all persons eligible
for Medicaid subject to the conditions and limitations that apply to these services.
(Adopted effective February 11, 2009)

Sec. 17b-262-623. Services covered and limitations

Subject to the limitations and exclusions identified in sections 17b-262-619 to
17b-262-629, inclusive, of the Regulations of Connecticut State Agencies, the depart-
ment shall pay providers for podiatric services provided by podiatrists:
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(1) for only for those procedures listed in the provider’s fee schedule that are
medically necessary and medically appropriate to treat the client’s condition;

(2) for podiatric services provided in an office, a general hospital, the client’s
home, a chronic disease hospital, nursing facility, ICF/MR or other medical care
facility;

(3) for laboratory services provided by a podiatrist in compliance with the provi-
sions of the Clinical Laboratory Improvement Amendments (CLIA) of 1988;

(4) for medical and surgical supplies used by the podiatrist in the course of
treatment of a client;

(5) for drugs and supplies administered by a podiatrist;

(6) for a second opinion for surgery when requested voluntarily by the client or
when required by the department. The department shall pay for a second opinion
according to the established fees for consultation; and

(7) for EPSDT services including, but not limited to, treatment services which
are indicated following screening but not otherwise covered, provided that prior
authorization is obtained.

(Adopted effective February 11, 2009)

Sec. 17b-262-624. Services not covered

The department shall not pay a podiatrist:

(1) for information or services provided to a client by a podiatrist over the
telephone;

(2) for any product available to podiatrists free of charge;

(3) for more than one visit per day per client to the same podiatrist;

(4) for cosmetic surgery;

(5) for simplified tests requiring minimal time or equipment and employing
materials nominal in cost, including, but not limited to, urine testing for glucose,
albumin and blood;

(6) for simple foot hygiene;

(7) for repairs to devices judged by the department to be necessitated by willful
or malicious abuse on the part of the client;

(8) for repairs to devices under guarantee or warranty. The podiatrist shall first
seek payment from the manufacturer;

(9) for an office visit for the sole purpose of the client obtaining a prescription
where the need for the prescription has already been determined;

(10) for cancelled services and appointments not kept;

(11) for services provided in a general hospital if the department determines the
admission does not, or retrospectively did not, fit the department’s utilization review
requirements pursuant to section 17-134d-80 of the Regulations of Connecticut State
Agencies; or

(12) for any procedures or services of an unproven, educational, social, research,
experimental or cosmetic nature; for any diagnostic, therapeutic or treatment services
in excess of those deemed medically necessary and medically appropriate by the
department to treat the client’s condition; or for services not directly related to the

client’s diagnosis, symptoms or medical history.
(Adopted effective February 11, 2009)

Sec. 17b-262-625. Need for service

Payment for an initial office visit and continuing services which the department
deems medically necessary and medically appropriate, in relation to the diagnosis
for which care is required, is available provided that:
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(1) the services are within the scope of the podiatrist’s practice; and
(2) the services are made part of the client’s medical record.
(Adopted effective February 11, 2009)

Sec. 17b-262-626. Prior authorization

(a) To receive payment from the department, a podiatrist shall comply with the
prior authorization requirements described in section 17b-262-528 of the Regulations
of Connecticut State Agencies. The department, in its sole discretion, shall determine
what information is necessary in order to approve a prior authorization request. Prior
authorization does not, however, guarantee payment unless all other requirements for
payment are met.

(b) Prior authorization, on forms and in the manner specified by the department,
shall be required for:

(1) physical therapy services in excess of two visits per calendar week per client
per podiatrist;

(2) physical therapy services in excess of nine visits per calendar year per client
per podiatrist, when the therapy is for the treatment of the following diagnoses:

(A) cases involving musculoskeletal system disorders of the spine covered by
the ICD, as amended from time to time; and

(B) cases involving symptoms related to nutrition, metabolism and development
covered by the ICD, as amended from time to time;

(3) reconstructive surgery;

(4) plastic surgery;

(5) EPSDT services that are identified during a periodic screening as medically
necessary and which are not listed on the existing fee schedule; and

(6) other services and supplies identified as requiring prior authorization on the
fee schedule.

(c) Prior authorization is required for payment of all hospital admissions as
required and described in section 17-134d-80 of the Regulations of Connecticut
State Agencies.

(d) The authorization period shall be for a period not to exceed six months.

(e) If prior authorization is needed beyond the initial authorization period, requests
for continued treatment beyond the initial authorization period shall be considered
for up to an additional six month period per request.

(f) Except in emergency situations, prior authorization shall be received before
services are rendered.

(g) In an emergency situation that occurs after working hours or on a weekend
or holiday, the podiatrist shall secure verbal prior authorization on the next working
day for the services provided. This applies only to those services that normally

require prior authorization.
(Adopted effective February 11, 2009)

Sec. 17b-262-627. Billing procedures

(a) Claims from podiatrists shall be submitted on the department’s designated
form or electronically transmitted to the department, in a form and manner as
specified by the department, and shall include all information required by the
department to process the claim for payment.

(b) The amount billed to the department shall represent the podiatrist’s usual and
customary charge for the services delivered.

(c) When a client is referred to a podiatrist for consultation, the consultant
podiatrist shall include the referring practitioner’s name.
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(d) Laboratory services performed in the podiatrist’s office shall be payable to
the podiatrist and shall be billed as separate line items. When a podiatrist refers a
client to a private laboratory for services, the laboratory shall bill directly and no
laboratory charge shall be paid to the podiatrist.

(e) All charges billed for supplies and materials provided by a podiatrist may be
reviewed by the department.

(f) When services are provided by more than one member of a group, the authoriza-
tion request shall be submitted prior to billing as described in the billing instructions
in the provider manual.

(Adopted effective February 11, 2009)

Sec. 17b-262-628. Payment

(a) The commissioner shall establish, and may periodically update, the fees for
covered services in the department’s fee schedule pursuant to section 4-67c of the
Connecticut General Statutes.

(b) Fees shall be the same for in-state, border and out-of-state podiatrists.

(c) Payment shall be made at the lowest of:

(1) the podiatrist’s usual and customary charge;

(2) the lowest Medicare rate;

(3) the amount in the applicable fee schedule as published by the department
pursuant to section 4-67c of the Connecticut General Statutes; or

(4) the amount billed by the podiatrist.

(d) Notwithstanding the provisions of the regulations of connecticut state agencies
or any of the Medical Services Policies to the contrary, the department shall not
pay any podiatrist under sections 17b-262-619 through 17b-262-629, inclusive, of
the regulations of connecticut state agencies for a client seen at a freestanding clinic
enrolled in Medicaid. Only the clinic may bill for such services. As an exception
to the foregoing, a podiatrist may bill for covered services for a client seen at an
outpatient surgical facility. a podiatrist who is enrolled with medicaid at a location
separate from the clinic may bill the department for clients seen at the separate
practice location.

(e) The department shall not pay interns or residents for their services nor shall
the department pay for assistant surgeons in general or chronic disease hospitals
staffed by interns and residents, unless the procedure is significantly complicated
to justify a full surgeon acting as an assistant. If the surgery is performed by a
resident or intern and the supervising surgeon assists, only the assistant’s fee shall
be paid to the surgeon. The regular surgical fee shall not be paid.

(f) If a resident or intern performs the surgery and the supervising surgeon is not
present while the procedure is performed, no fee shall be paid to the surgeon even
when the surgeon is on call.

(g) Payment limitations

(1) Fees for initial fittings and adjustments shall be included in the cost of the
item or device.

(2) The department shall pay a podiatrist for physical therapy only if the podiatrist
personally provides the physical therapy.

(3) Payment shall be made for a customized item for a client who dies, or is not
otherwise eligible on the date of delivery, provided the client was eligible:

(A) on the date prior authorization was given by the department; or

(B) on the date the client ordered the item, if the item does not require prior
authorization. For purposes of this section, the date the client orders the item means
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the date on which the podiatrist presents the order to the manufacturer or supplier.
The podiatrist shall verify to the department the date the client ordered the item.

(4) The department shall pay for routine foot care only if the client has a systemic
condition. Services are limited to one treatment every sixty days.

(5) The fees listed in the department’s fee schedule shall be payable only when
the services are performed by the podiatrist.

(6) The department shall pay for an initial visit by a podiatrist in an office, home,
ICF/MR or nursing facility visit only once per client. Initial visits refer to the
podiatrist’s first contact with the client and reflect higher fees for the additional
time required for setting up records and developing past history. The only exception
to this is when the podiatrist-client relationship has been discontinued for three or
more years and is then reinstated.

(7) Fees for consultations shall apply only when the opinions and advice of a
consultant podiatrist are requested by the referring provider or other appropriate
source in the evaluation and treatment of the client’s illness. After the consultation
is provided, the consultant shall prepare a written report of his or her findings and
provide a copy of the report to the referring podiatrist or physician. In a consultation,
the client’s referring provider carries out the plan of care. In a referral, a second
provider provides direct service to the client.

(h) Surgery

(1) When a claim is submitted by a podiatrist for multiple surgical procedures
performed on the same date of service, the department will pay for the primary
surgical procedure at the Medicaid allowed amount for podiatrists or the billed
amount, whichever is lower. The department shall pay for additional surgical proce-
dures performed on that day at fifty percent of the Medicaid allowed amount
for podiatrists.

(2) When an assistant surgeon, in addition to staff provided by the hospital, is
required, the amount payable by the department to the assistant surgeon shall be as
indicated on the fee schedule.

(3) Subsequent to the decision for surgery, fees for surgical procedures include
one related evaluation and management encounter on the date immediately prior
to, or on, the date of the procedure, including history and physical.

(4) The listed fees for all surgical procedures include the surgery and typical
postoperative follow-up care while in the general or chronic disease hospital. Follow-
up visits related to the surgery shall not be payable as office visits.

(5) The listed fees for surgery on the musculoskeletal system shall include payment
for the application of the first cast or traction device.

(i) Radiology

(1) The listed fees for all diagnostic radiology procedures shall include consultation
and a written report to the referring provider.

(2) The listed fees for all diagnostic radiology procedures shall apply only when
the podiatrist’s own equipment is being used. If the equipment used to perform the
procedure is owned directly or indirectly by the general or chronic disease hospital
or a related entity, or if a hospital includes the operating expenses of the equipment
in its cost reports, the podiatrist shall not be paid for the technical component of
the listed fee.

(j) Laboratory

(1) The following routine laboratory tests shall be included in the fee for an office
visit and shall not be payable on the same date of service: urinalysis without
microscopy, hemoglobin determination and urine glucose determination.
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(2) No payment shall be made for tests which are provided free of charge.

(3) Payment shall be made for panel or profile tests according to the fees listed
in the department’s fee schedule for panel tests and not according to the fee for
each separate test included in the panel or profile.

(k) Drugs

(1) The department shall pay the actual acquisition costs for oral medications
incident to an office visit as billed by the podiatrist.

(2) The department shall pay for legend drugs and legend devices administered
by the podiatrist based on a fee schedule determined by the department.

(3) No payment shall be made for drugs provided free of charge.

(I) Admission to a general hospital

Payment for services provided by the admitting podiatrist in a general hospital
shall not be made available if it is determined by the department’s utilization review
program, either prospectively or retrospectively, that the admission did not fulfill
the accepted professional criteria for medical necessity, medical appropriateness,
appropriateness of setting or quality of care. Specific requirements are described in
section 17-134d-80 of the Regulations of Connecticut State Agencies.

(Adopted effective February 11, 2009)

Sec. 17b-262-629. Documentation and audit requirements

(a) Podiatrists shall maintain a specific record for all services received by each
client eligible for Medicaid payment including, but not limited to: name, address,
birth date, Medicaid identification number, pertinent diagnostic information, a cur-
rent treatment plan and treatment notes signed by the podiatrist, documentation of
services provided and the dates the services were provided and a signed receipt for
all devices dispensed. The receipt for any dispensed device, regardless of the format
used, shall, at a minimum, contain the following elements:

(1) the podiatrist’s name;

(2) the client’s name;

(3) the delivery address;

(4) the date of delivery; and

(5) itemization of the device delivered, including:

(A) a product description;

(B) a brand name;

(C) a model name and number, if applicable;

(D) a serial number, if applicable;

(E) the quantity delivered; and

(F) the amount billed per device.

(b) All required documentation shall be maintained in its original form for at
least five years or longer by the podiatrist in accordance with statute or regulation,
subject to review by the department. In the event of a dispute concerning a service
provided, documentation shall be maintained until the end of the dispute, five years
or the length of time required by statute or regulation, whichever is longest.

(c) Failure to maintain and provide all required documentation to the department
upon request shall result in the disallowance and recovery by the department of any
future or past payments made to the podiatrist for which the required documentation
is not maintained and not provided to the department upon request.

(d) The department retains the right to audit any and all relevant records and
documentation and to take any other appropriate quality assurance measures it deems
necessary to assure compliance with these and other regulatory and statutory
requirements.
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(e) Podiatrists shall maintain documentation supporting all prior authorization

requests.
(Adopted effective February 11, 2009)

Requirements for Payment of Services Provided by Independent Licensed
Audiologists, Physical Therapists, Occupational Therapists
and Speech Pathologists

Sec. 17b-262-630. Scope

Sections 17b-262-630 to 17b-262-640, inclusive, of the Regulations of Connecti-
cut State Agencies set forth the Department of Social Services requirements for
payment of services provided by independent licensed audiologists, physical thera-
pists, occupational therapists and speech pathologists for clients who are determined
eligible to receive services under Connecticut’s Medicaid program pursuant to
section 17b-261 of the Connecticut General Statutes. Sections 17b-262-630 to 17b-
262-640, inclusive, of the Regulations of Connecticut State Agencies shall not apply
to therapy services provided by home health agencies, clinics, rehabilitation centers,

hospitals or other health care providers.
(Adopted effective December 1, 2000; amended September 6, 2012)

Sec. 17b-262-631. Definitions

For the purposes of sections 17b-262-630 to 17b-262-640, inclusive, of the Regula-
tions of Connecticut State Agencies the following definitions shall apply:

(1) “‘Advanced practice registered nurse’” or ‘‘APRN’’ means a person licensed
pursuant to section 20-94a of the Connecticut General Statutes;

(2) “‘Audiologist’” means a person licensed to practice audiology pursuant to
chapter 397a of the Connecticut General Statutes and who meets the definition of
“‘qualified audiologist’ in 42 CFR 440.110(c)(3);

(3) ““‘Audiology’’ means evaluation and treatment provided by an audiologist;

(4) ““Border provider’’ has the same meaning as provided in section 17b-262-
523 of the Regulations of Connecticut State Agencies;

(5) ““Chronic disease hospital’’ has the same meaning as provided in section 19a-
550 of the Connecticut General Statutes;

(6) ““Client’’ means a person eligible for goods or services under Medicaid;

(7) “‘Commissioner’’ means the Commissioner of Social Services or the commis-
sioner’s agent;

(8) ““Department’” means the Department of Social Services or its agent;

(9) ““Early and Periodic Screening, Diagnostic and Treatment Special Services’’
or ‘“‘EPSDT Special Services’’ means services that are not otherwise covered under
Medicaid but which are nevertheless covered as EPSDT services for Medicaid-
eligible children pursuant to 42 USC 1396d(r)(5) when the service is medically
necessary, the need for the service is identified in an EPSDT screen, the service is
provided by a participating provider and the service is a type of service that may
be covered by a state Medicaid agency and qualifies for federal reimbursement
under 42 USC 1396d;

(10) ““Home’” means the client’s place of residence, which includes a boarding
home or residential care home. Home does not include a hospital or long-term
care facility;

(11) “‘Hospital’” means a ‘‘short-term hospital’” as defined in section 19-13-D1
of the Regulations of Connecticut State Agencies. It shall also include an out-of-
state hospital or a hospital that is a border provider;
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(12) “‘Independent therapist’” means an audiologist, physical therapist, occupa-
tional therapist or speech pathologist practicing in the community independently
and not associated with a hospital, long-term care facility, clinic, home health agency
or any other health care provider;

(13) “‘Independent therapy’’ means those services provided by an independent
therapist, a physical therapy assistant or an occupational therapy assistant;

(14) “‘Intermediate Care Facility for the Mentally Retarded’’ or ‘ ICF/MR’’ means
a residential facility for individuals with intellectual disabilities licensed pursuant
to section 17a-227 of the Connecticut General Statutes and certified to participate
in Medicaid as an intermediate care facility for the mentally retarded pursuant to
42 CFR 442.101, as amended from time to time;

(15) ““International Classification of Diseases’’ or ‘‘ICD’’ means the most recent
system of disease classification established by the World Health Organization or
such other disease classification system that the department requires providers to
use when submitting Medicaid claims;

(16) ‘‘Licensed practitioner’”’” means a physician, a physician assistant, an
advanced practice registered nurse or a podiatrist providing services within the
licensed practitioner’s scope of practice under state law;

(17) “‘Long-term care facility’” means a medical institution which provides, at a
minimum, skilled nursing services or nursing supervision and assistance with per-
sonal care on a daily basis. Long-term care facilities include:

(A) nursing facilities;

(B) inpatient chronic disease hospitals; and

(C) intermediate care facilities for the mentally retarded,;

(18) ““Medicaid’’ means the program operated by the department pursuant to
section 17b-260 of the Connecticut General Statutes and authorized by Title XIX
of the Social Security Act, as amended from time to time;

(19) ““Medical necessity’’ or ‘‘medically necessary’’ have the same meaning as
provided in section 17b-259b of the Connecticut General Statutes;

(20) ““Nursing facility’’ has the same meaning as provided in 42 USC 1396r(a)
and is licensed pursuant to section 19-13-D8t of the Regulations of Connecticut
State Agencies as a chronic and convalescent home or a rest home with nursing super-
vision;

(21) ““Occupational therapist’” has the same meaning as provided in section 20-
74a(2) of the Connecticut General Statutes;

(22) “‘Occupational therapy’” means services provided by an occupational thera-
pist or an occupational therapy assistant and that meet the definition of occupational
therapy in 42 CFR 440.110(b);

(23) “‘Occupational therapy assistant’’ has the same meaning as provided in
section 20-74a(3) of the Connecticut General Statutes;

(24) “‘Physical therapist’ has the same meaning as provided in section 20-66 of
the Connecticut General Statutes;

(25) “‘Physical therapy assistant’’ has the same meaning as provided in section
20-66 of the Connecticut General Statutes;

(26) “‘Physical therapy’’ means the evaluation and treatment provided by a physi-
cal therapist or physical therapy assistant in accordance with 42 CFR 440.110(a);

(27) “‘Physician’” means a person licensed pursuant to section 20-13 of the
Connecticut General Statutes;

(28) ‘‘Physician assistant’” has the same meaning as provided in section 20-
12a(5) of the Connecticut General Statutes;
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(29) “‘Podiatrist’” means a person licensed to practice podiatric medicine pursuant
to chapter 375 of the Connecticut General Statutes;

(30) “‘Prior authorization’” means approval from the department for the provision
of a service or the delivery of goods before the provider actually provides the service
or delivers the goods;

(31) ““Provider’” means an independent therapist enrolled with Medicaid;

(32) “‘Provider agreement’’ means the signed, written agreement between the
department and the provider for enrollment in Medicaid;

(33) ““Speech pathologist’ means a ‘‘licensed speech and language pathologist’’
as defined in section 20-408 of the Connecticut General Statutes;

(34) ““Speech pathology services’” means the evaluation and treatment provided
by a speech pathologist in accordance with 42 CFR 440.110(c); and

(35) ““Usual and customary charge’” means the amount that the provider charges
for the service or procedure in the majority of non-Medicaid cases. If the provider
varies the charges so that no one amount is charged in the majority of cases, ‘‘usual
and customary’’ means the median charge. Token charges for charity patients and
other exceptional charges sha