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Disability Benefit Specialist Program

Benefit Program Updates

August 2007

FOODSHARE

FoodShare (FS) Handbook Release 07-02, effective July 10, 2007, includes about two dozen changes to FS policy.  The most relevant changes are summarized below.
	Section

	Summary

	3.3.1.1
	The definition of a spouse for purposes of FS has changed to “A person recognized by Wisconsin law as another person’s legal husband or wife.  Wisconsin does not recognize common law marriage.”  The new definition of spouse no longer includes couples holding themselves out to the community as husband and wife; however, an example demonstrates that an unmarried couple may still be considered one food unit if they live together and are either the parents of a child in common, or if both participate in parental decisions that affect the child.


	3.8.1
	“A disabled individual is a food unit member who receives disability or blindness benefits from any of these programs:  SSA, MA SSI or SSI-related Medicaid, Railroad Retirement Board.”  The policy now clarifies that a food unit member who receives a VA payment must meet one of the listed criteria to be considered disabled.  For example, the criteria include a veteran with a disability rated by the VA as total or paid as total by the VA.



	4.3.3.6
	A new policy provides detailed instructions on the calculation of self-employment income, including several examples.



	7.3.2.1

7.4.1.2
	Lengthy new text clarifies the policies regarding overissuances and underissurances.  The general policy is that IM workers should consider the group’s reporting requirements when calculating the over/underissuance, and should not consider income, expenses or changes in income and expenses that were not reported and were not required to be reported.

	
	


Health Insurance Risk-Sharing Plan (HIRSP)
The HIRSP Board of Directors recently made several changes to HIRSP policy, most of which were effective July 1, 2007.  Major changes are outlined below and will be reflected in the HIRSP outline on the DBS website.
1.
HIRSP:  New Requirement:  Prior Approval of Health Care Services.  Prior approval is now required for certain health care services covered by HIRSP; services requiring prior approval will not be covered under HIRSP if such approval is not obtained.  Prior approval can be requested by calling the HIRSP Plan Administrator (WPS) at 1-800-333-5003.  In response to a request for prior approval, the Plan Administrator will issue a written determination, review of which can be requested following the Review and Grievance Procedure in the Plan.  
Examples of some of the services requiring prior approval are surgical services for morbid obesity, transplant services and inpatient hospital admissions; emergency hospital admissions must seek approval within two business days after the hospitalization.  Prior approval for some health care services (e.g., spinal surgery) is waived when the services is provided on an emergency basis.  See the HIRSP policy for the complete list of health care services requiring prior approval.  
2.  HIRSP:  Change to Medicare Deductible and Coinsurance.  HIRSP Plan 2 is available to people who qualify for Medicare under various scenarios.  Under a new policy, HIRSP participants who are also eligible for Medicare (Plan 2 participants) may have increased expenses.  If a charge for a covered health care services is denied by Medicare solely because the services was not provided by a Medicare-certified provider, HIRSP’s reimbursement for the services will not exceed 20% of the HIRSP allowed amount.  Services not covered by Medicare solely because the service is not a Medicare-covered benefit will continue to be subject to deductible and coinsurance policies, per the previous policies.
3.
HIRSP:  Limited Waiver of Six-Month Waiting Period for Pre-Existing Conditions.  Previously, all applicants for HIRSP who qualified under category “B” were subject to a six-month waiting period for coverage of pre-existing conditions.  Under the new policy effective April 1, 2007, HIRSP will waive the six-month waiting period for pre-existing conditions for applicants who qualify under the “B” criteria, have lost Medicaid or BadgerCare coverage, and apply for HIRSP within 63 days of losing their Medicaid or BadgerCare coverage.
4.
HIRSP:  Prescription Drugs.  HIRSP now offers a mail-order pharmacy program through which a policyholder can get a 90-day supply of prescription drugs (other than specialty drugs), subject to the applicable coinsurance.  The physician must indicate a 90-day supply on the prescription.  Also, under the new policy, “specialty drugs” are only available through a “specialty pharmacy”.  Examples of specialty drugs include drugs related to treating HIV/AIDS, rheumatoid arthritis, multiple sclerosis and some cancer medications.
MEDICAID

1.
MEDICAID:  Medicaid Disability Determination Automation.  Effective August 20, 2007, there will be automated information sharing between the Disability Determination Bureau (DDB) and Income Maintenance (IM) agencies.  The new electronic process is only for new DDB requests; applications submitted to the DDB prior to August 20th will be processed manually and will not generate an electronic decision response.  Also, redeterminations are not yet part of this automated process.  
The automated process involves sending information related to new Medicaid disability applications from CARES to the DDB.  This process eliminates sending the “red folder” between the DDB and IM agencies.  DHA staff will be able to access DDB-related documents in the Electronic Case File (ECF).  
A nightly CARES process will send identified cases to the DDB with an electronic request for review.  The cases must be coded as needing a determination and must have the requisite forms in the ECF (e.g., the Medicaid disability application, medical release of information forms, etc.).  The DDB process remains the same, other than the electronic receipt of Medicaid disability application-related information.  

Once a disability determination is made, the DDB will send the decision information to CARES electronically, including documents in the ECF used to make the determination.  The decision information will include the decision date, whether the individual was determined blind, disabled, or MAPP disabled, the diary date (if disabled) and the onset date (if disabled).  The IM worker will receive an alert when this information is electronically sent to CARES informing him/her of the outcome of the case.

Presumptive Medicaid disability determinations can be made by the IM agency or the DDB.  If the IM agency makes the presumptive decision, the electronic process described above will be followed.  If the DDB is asked to make the presumptive disability determination, DDB’s response will not be automated at this time; DDB will call the IM case worker to inform him/her of the decision.  (OPS Memo 07-39)

2.
MEDICAID:  Spousal Impoverishment Income Allowances (OPS Memo 07-31).
Effective July 1, 2007, spousal impoverishment income allowances are updated as indicated below:
Spousal Impoverishment Community Spouse Income Allowance

	ITEM
	Amount

	Minimum Allocation
	$2,281.67

	Shelter Base Amount
	$684.50


Spousal Impoverishment Family Member Income Allowance

	Group Size
	Amount

	Each eligible family member
	$570.42


3.
MEDICAID:  Phase-Out of Temporary Claim Submission Procedures for Medicare Part D Dual Eligibles.  In January 2006, Wisconsin Medicaid instituted temporary claim submission procedures to reimburse pharmacies for drugs provided to dual eligibles.  The procedures were developed in response to ongoing problems with Medicare Part D, and were designed for use when a pharmacy was unsuccessful after making reasonable attempts at reimbursement from a dual eligible’s prescription drug plan.  The process required completing of the Medicare Part D Attestation Form, HCF 1094.
Wisconsin Medicaid recently announced plans to discontinue the temporary claim procedures as of September 1, 2007, through a two-step phase-out.  First, as of July 2, 2007, Wisconsin Medicaid will no longer process claims submitted with form HCF 1094.  Instead, between July 2 and August 31, 2007, pharmacy providers must contact Provider Services to receive a verification number required for submission of claims that would otherwise have required use of the attestation form.  Second, to be considered for reimbursement, claims with verification numbers must be submitted to Wisconsin Medicaid on paper by September 30, 2007. 
Although the temporary claim submission procedures will end September 1, 2007, Wisconsin Medicaid will continue to cover prescription drugs excluded from Medicare Part D coverage for dual eligibles, including barbiturates, benzodiazepines, OTC drugs, agents used for the symptomatic relief of cough and cold, prescription vitamin and minerals and weight loss agents.
4.
MEDICAID:  New Home and Community Based (HCB) Waiver program.  As of July 1, 2007, Wisconsin has a new Medicaid Home and Community Based Waiver program called Community Opportunities and Recovery (COR).  COR is designed to relocate nursing home residents with co-occurring mental health and physical disabilities into the community.  COR waiver services will include case management and a mix of recovery-focused services.  The first relocations are expected in late summer or early fall, with 50 anticipated participants in the first year, 150 in the second year and 250 in the third year.   As with all HCB waivers, COR is not available in Family Care counties.  COR waiver eligibility and cost-sharing requirements are identical to the Community Options Program Waiver (COP-W), and will use the existing COP-W financial and functional eligibility policies and procedures.
5.
MEDICAID:  Online ACCESS Applications and Requests for Medicare Savings Programs (MSP).  The current online ACCESS application for EBD Medicaid does not specifically ask whether the applicant is also requesting MSP benefits.  Until this question is added to the online application, Ops-Memo 07-32 instructs IM workers to treat EBD Medicaid applicants who applied using the online ACCESS program as also applying for an MSP.  In the rare situation when MSP benefits will have an adverse impact on Medicaid eligibility (the ops-memo gives the example that if the applicant would have a higher Medicaid deductible), the IM worker is instructed to contact the applicant to discuss his/her options.
6.  MEDICAID:  Final Citizenship Guidelines.  The Deficit Reduction Act (DRA) of 2005 contained a requirement for all new Medicaid applicants to show proof of US citizenship and identification in order for a state to continue receiving federal financial participation (FFP) (also known as “matching funds”).  CMS issued a final interim rule which included some changes to the DRA provisions.  Further changes to this part of the DRA were enacted as part of the Tax Relief and Health Care Act of 2006 (TRHCA).  

On July 2, 2007, CMS issued the final rule regarding citizenship guidelines for Medicaid eligibility.  In general, the final rule expands the types of documents that can be used to establish citizenship and formally exempts certain groups from the requirements.  Groups exempt from the requirements include:  SSI recipients, SSDI recipients and individuals entitled to/enrolled in any part of Medicare.  States will need to implement the provisions in this rule in order to obtain FFP.

7.
MEDICAID:  MEH Release 07-05.  The following changes to the Medicaid Eligibility Handbook were effective July 10, 2007.

	MEH Section
	Summary

	1.1.1
	New text was added regarding the client choice if eligible for Family and EBD Medicaid.


	1.2.7.1
	At application, income maintenance (IM) workers may not deny eligibility based on failure to provide required verification until 11 days after requesting verification, OR 31 days after application filing date.

At review, IM workers may not terminate eligibility for failure to provide required verification until 11 days after requesting verification, OR the end of the review month, whichever is later.
 

	3.6.2.1.1
	A new section was added providing instructions to IM workers for submitting applications to DDB for deceased applicants.  (Remember, it is possible to apply for Medicaid on behalf of a deceased person if the date of death is within 3 months before the application date.)


	3.6.2.4
	New text was added stating that although the DDB will gather medical evidence, the IM agency should submit to the DDB any medical evidence provided by the applicant or representative.  The new text includes instructions on how this evidence should be submitted.



	3.6.4
	New text states that late requests for reconsideration will not be honored.  If the request for reconsideration was not received by the DDB within the 45-day deadline, the request will be denied.



	5.13.6.3 


	A new policy was added regarding Family Care re-enrollment. Family Care enrollees who lose Medicaid eligibility, reapply and again are found eligible for Medicaid may be re- enrolled in Family Care for up to three calendar months prior to the Medicaid application month, only if all of the following conditions are met: 

1. A request is made for backdated Medicaid.

2. The person is determined to have met Medicaid financial and non-financial requirements in the relevant month(s).

3. The person is determined to have been functionally eligible for Family Care in the relevant month(s).

4. The person is determined to have received services, in addition to care management, under the Family Care Care Management Organization’s (CMO) plan of care during the month(s) being considered for re-enrollment in Family Care.

 




MEDICARE
MEDICARE PART D:  Summary of Changes to Enrollment Guidance.
1. Enrollment periods for incarcerated individuals or those living abroad: Clarification that those moving out of incarceration or moving into the US from abroad have 

a. A full seven-month initial enrollment period (IEP)to enroll in Part D if they have not already had an IEP

Example: Tom is an SSDI recipient that moves to Italy for six months to live with his brother (Jan – June). While in Italy, he becomes eligible for Medicare (in February). Normally his IEP would end in May. But because he was not in the US and not eligible for Part D, his IEP is determined by when he moves back to the US. If Tom moves back to the US in July, his Part D IEP will be from April – October.  

b. A Special enrollment period (SEP) if they have already had an IEP

Example: George has been in jail for eight months and has been enrolled in Parts A and B for several years. Since he has already had an IEP for Part D, he will have an SEP when he moves out of jail that begins one month before he leaves jail and lasts two months after he moves out of jail (4 months total). 

2. New continuous special enrollment period for anyone eligible for the Low Income Subsidy (LIS) – can change plans “anytime,” effectively, every month. (This includes anyone with a Low Income subsidy – whether they applied with SSA or because they have Medicaid benefits, including Medicare Buy-in or Medicare Savings programs, QMB or SLMB.)

a. Loss of LIS status:

i. For those that lose the LIS at the end of the calendar year, they have an SEP January – March. 

ii. If LIS is lost outside of the normal annual process, there is an SEP for two months following the month they are notified of a loss of LIS, and the month of notification. 

3. Involuntary dis-enrollment for nonpayment of premiums: A grace period of “at least one calendar month” must be provided. CMS’s example of one month grace period: 

Plan XYZ has a 1-month grace period for premium payment. Plan member Mr. Stone’s premium was due on February 1, 2006. He did not pay this premium and on February 7th, the PDP sponsor sent an appropriate notice. Mr. Stone ignores this notice and any subsequent premium bills. The grace period is the month of February. If Mr. Stone does not pay his plan premium before the end of February, he will be disenrolled as of March 1, 2006.

MEDICARE PART D:  Low Income Subsidy (LIS) Outreach.  Recent CMS data indicates a surprising number of people who should be eligible for the Part D LIS but do not receive it.  CMS distributed an outreach toolkit nationwide to address this.  In many Wisconsin counties, including DBS counties, 10% or more of the county’s Medicare beneficiaries are estimated to be eligible for LIS but for some reason are not receiving this benefit.
SOCIAL SECURITY ADMINISTRATION (SSA)

1.  SSA:  Newspaper article on disability backlogs.  See the attached Milwaukee Journal Sentinel article entitled “Disabled and still waiting.  Thousands here face backlog for decision on Social Security benefits.”   The July 2007 backlog of people waiting for a hearing at the Milwaukee Office of Adjudication and Review (ODAR) is at 10,956, up 19% since September 2005.  The average wait for a case at the Milwaukee ODAR is 651 days, 23 percent longer than the national average.
Disability Rights Wisconsin

    Page 8 of 8
Benefit Program Updates – August 2007


