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Sec. 17-2-77. State department of social services policy

A. Services Covered by Medicare. For services covered by Medicare, the Provider
must complete the Form SSA-1490, Request for Medicare Payment, or Form SSA-
1491, Request for Medicare Payment—Ambulance, and submit the Medicare Claim
Form directly to Connecticut General, Medicare Claim Office, 200 Pratt Street,
Meriden, Connecticut 06450. Please provide the recipient’s health insurance claim

number, current Social Services case number and signature.

B. Acceptance of Assignment. An assignment for each bill must be accepted
since the Social Services recipient has no other resources to meet medical expenses.
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The Department of Social Services will not be liable for any balance between the
amount billed to Medicare and the total amount allowed by Medicare.

C. Prior Authorization. There are serviceswhich ordinarily require aPrior Autho-
rization by the Department of Social Services.

If the provider sends a Medicare claim for these services to the Connecticut
General Medicare Claim Office and the claim is rejected because the individual is
not covered under Medicare Part B, a prior authorization will not be required by
this Department. However, these bills will be reviewed by the State Department of
Social Services, Division of Health Services, for necessity of services provided and
the charge for same.

D. Services Definitely Not Covered by Medicare. Claims for payment for those
services which Medicare definitely does not cover, must be submitted directly to
the State Department of Social Services on the Social Services Bill Form with the
notation on the bill ** SERVICE NOT COVERED BY MEDICARE."”" (For example,
flu shots, hearing aids (cords, batteries), et cetera). In order to bill in this manner,
it must be clearly evident to the provider that the service is definitely not covered
by Medicare.

If these non-covered services require a Prior Authorization, the Provider must
submit a prior authorization to the Department of Social Services prior to the
submission of the Social ServicesBill. The provider must note on the prior authoriza-
tion form ‘‘SERVICE NOT COVERED BY MEDICARE.” This will aert the
Department of Socia Services that it is the intent of the provider to bill the Depart-
ment directly.

IMPORTANT: If the Provider is aware that the services are definitely not covered
by Medicare and continues to bill Medicare directly for these particular services,

the Department of Socia Services will not honor the hill(s) for payment.
(Effective September 29, 1977)

Sec. 17-2-78. Billing procedur es effective October 30, 1976

A. Connecticut General Medicare Claim Office—Claim and Payment Form. Con-
necticut General Medicare Claim Office will supply the provider with a three-part
Form SSA-1490, Request for Medicare Payment, or a two-part Form SSA-1491,
Request for Medicare Payment—Ambulance.

The Provider will complete the Form SSA-1490 or Form SSA-1491, and submit
the origina copy to Connecticut General Medicare Claim Office. The Provider
should retain the copies for his files.

Connecticut General will process the original copy and send the provider a two-
part Form MC-131, Medicare Payment Report, which lists payment information for
each individual, including the deductible and coinsurance amounts, and remarks
codes for claims partially or totally rejected. (Explanation of remarks codes are
listed on the reverse side of Form MC-131, Medicare Payment Report.)

B. Department of Social Services—Payment for Deductible and Coinsurance or
ClaimsPartially or Totally Rejected. 1. The provider must complete aSocial Services
bill form for each date of service, for each Socia Services recipient listed on the
Medicare Payment Report.

NOTE: If the Medicare Payment Report shows a rejection code and a deductible
and/or coinsurance amount for the same date of service for the same recipient, two
separate invoices must be completed.

2. The provider must submit the following to the Department of Social Services:

a. Duplicate copy of MC-131, Medicare Payment Report,
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b. Copy of SSA-1490 or SSA-1491 (for signature purposes) for only those Social
Services recipients listed on the MC-131, Medicare Payment Report,
¢. The completed Socia Services bill forms for each date of service and for each
Social Services recipient listed on the Medicare Payment Report.
3. Please staple corresponding material and mail directly to:
MEDICARE SECTION
Division of Fiscal Services
Department of Social Services
110 Bartholomew Avenue
Hartford, Connecticut 06115
IMPORTANT: Only Medicare/Medicaid related billing is to be mailed to the
Medicare Section. All other bills should be directed to the Division of Medical Dis-

bursements.
(Effective September 29, 1977)

Sec. 17-2-79. Reserved

Sec. 17-2-80.
Repesled, August 22, 2000.

Sec. 17-2-81. Criteria for determining length of need

1. Long term - medical need may be for life, permanent or the need for a
sufficient number of months which would justify purchase;

2. Intermediate term - medical need which cannot be classified as short or long
term due to an inadequate prognosis;

3. Short term - medica need for a number of months but not long enough to
justify purchase.

To insure proper evaluation and control by the Department it will be necessary
to include the following items on a prior authorization:

1. Item number. (If item is not covered under contract, describe the item).

2. New or replacement. (If replacement, explain.)

3. Original request or extension. (If extension, date of original request.)

4. Period of use. (Enter in the number of months according to the prognosis. If
for life, state.)

Items under $50.00 will be purchased and no prior authorization is required. This
will not eliminate the need for proper medical diagnosis and/or a prescription to
substantiate need for same.

Note: The Department’ sMedical Consultant’ s authorization of services ondurable
medical equipment does not establish financia eligibility. The Medical Consultant
is approving the medical need, not the price of the item. The price is determined
by a fee schedule and any variance of the price must have additional justification.
Authorization for the item is valid only if the recipient presents his current medical
identification card on the date the item is delivered to the recipient.

All prior authorizations are submitted to the Department of Social Services, Health
Services, 110 Bartholomew Avenue, Hartford, Connecticut 06115.

In an emergency situation, verbal approval may be secured. The formal request
on Form W-604 must follow as soon as possible and no later than 48 hours, with

the notation that verbal approval had been given and by whom.
(Effective October 11, 1977)
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Sec. 17-2-82. Form W-614, bill for medical and surgical supplies

When hilling for equipment, Form W-614, ‘‘Bill for Medical and Surgical Sup-
plies’ is used.

When billing for items requiring prior authorization, Form W-614 must be accom-
panied by the yellow copy of the authorization, Form W-604.

When hilling for part of the items covered by the authorization, the authorization
number should be inserted on Form W-614 in the designated area, ‘* Authorization
Number.”” The yellow copy of the authorization should be attached to the bill for
the last items covered by the authorization.

Thevendor isresponsiblefor having Form W-544, ** Medicaid Durable Equipment
Agreement’’ signed by the recipient. The form is attached to al bills for items over

$50.00. This is required for payment to the provider.
(Effective October 11, 1977)

Sec. 17-2-83. Fee schedule for commercial ambulance services

Revised Ambulance Rates to be Reimbursed by the Department of Social Services
to Ambulance Companiesfor Services Rendered to Title XI1X (Medicaid) Recipients.

Base Rate $49.00 Note a
Mileage $ 175 Note b
Procedure Not Specified Note f
17001 Oxygen & Mask $10.00
17003 Resuscitator $10.00
17004 Suction Machine $10.00
17005 Female Attendant $18.50
17006 Waiting Time $25.00 per hour Note c
17007 Waiting Time (Additional) $ 6.25 per one quarter hour
17008 Cancelled Call $25.00 Note d
17009 Multiple Patients Note e By Report

Note a. Base rate shall be applicable where both the origin and destination are within one town.

Note b. Mileage to be applied from point of origin of movement to any final destination outside town
in which pick-up is made. Mileage to be determined from the P.U.C.A.'s Official Mileage Docket
No. 6770.

Note c. Waiting time charges apply per hour. Additional waiting time beyond the first hour will be
assessed in multiples of 15 minutes at the rate of $6.25 per quarter hour.

Note d. A charge for cancelled ambulance call will be assessed whenever such ambulance call is
cancelled after an ambulance has been called for and dispatched to ahome, hospital, or scene of accident.

Note e. Whenever multiple patients are carried in any one given ambulance, the base rate will be
charged for each patient requiring medical attention. The other charges to be equally assessed against
al patients transported are mileage, waiting time, and where applicable, female attendant.

Note f. Charges for loss of equipment used in transporting patients shall be assessed at actua cost,
subject to proof of connection between loss of equipment and the transportation of patient.

Note g. There shall be no charges assessed for the transportation of non-patients as riders accompanying
patients requiring ambulance service.

(Effective March 1, 1978)

Secs. 17-2-84—17-2-85.
Repealed, December 21, 1990.

Sec. 17-2-86. Ambulance and chaircar services

A. Eligibility. Transportation services by ambulance and chaircar for the purpose
of securing medical services are available to individuals eligible for Medical Assis-
tance (Title X1X) with the following limitations:

1. Transportation is for treatment which is medically necessary.

2. Transportation by taxi with medical assist and by taxi ismedically not feasible.
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3. Eligibility under medicare is first explored for individuals 65 years of age
and over.

4. Prior authorizationis required except in the following situations: a. Emergency
Situation. A policeman or physician orders an ambulance in an emergency situation.
An ambulance is called by someone other than a policeman or a physician in a
situation which can later be verified by the Department as an emergency.

Note: An emergency Situation is one in which it would be detrimental to the
patient to be transported by means other than ambulance or chaircar for medical
conditions, such as accidents, heart attacks, hemmorrhage, stroke, coma, etc., which
require immediate medical or surgical therapy.

(Effective October 27, 1977)

Sec. 17-2-87. Conditions which usually require transportation by ambulance

A. Medical. 1. Dependent on oxygen (continually).

2. Continually confined to bed (individually judged-stretcher service could be
utilized).

3. Patients with cardiac disease resulting in inability to carry on any physical
activity without discomfort. Symptoms of cardiac insufficiency or of the angina
syndrome may be present even at rest. If any physical activity is undertaken discom-
fort is increased.

4. On IV.

5. After cardiac catheterization.

6. Having uncontrolled seizure disorders.

B. Orthopedic. 1. Total body cast.

2. Hip spicaand other casts, which prevent flection at the hip (individually judged
in some cases, stretcher service could be utilized).

C. Pediatric. 1. In isolette (incubator).

2. Tracheostomy cases, requiring suction.

D. Psychiatric. 1. Needing restraints (possibly harmful to self or others).

2. Heavily sedated.

E. Neuro-Surgical. 1. Continually confined to bed (severe brain damage, for
example).

2. Comatose.

3. After pneumonencephal ogram.

F. The following do not necessarily require ambulance transport:

Routine hospital discharges and admissions.

Emergency room releases.

Persons categorized as quadraplegic, epileptic, or mentally retarded.

Patients unable to ambulate.

Patients undergoing medical procedures such as hemodialysis, chemotherapy, or
brain scans, on an outpatient basis.

These persons may be safely transported by taxi or chaircar unless the seriousness
of their condition renders it hazardous. In those specia cases, an ambulance will

be required.
(Effective October 27, 1977)

Sec. 17-2-88. Procedures

A. Ambulanceand Chaircar. 1. Prior authorization. For ambulance and chaircar,
prior authorization must indicate the name of the physician requesting the service.
When verbal approval is given, the formal request must follow as soon as possible
and no later than 5 days, with the notation that verbal approva has been given and
by whom.
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Ambulance and chaircar requests for prior authorization must be signed by a
physician or other medically responsible person. If the appropriate signature does
not appear on the request for prior authorization, said request will be returned unau-
thorized.

2. Billing. A bill for Medical Transportation must be accompanied by a copy of
the prior authorization. A billing not accompanied by acopy of the prior authorization
because the service was given on an emergency basis, will be forwarded to the
Division of Health Services for review and decision regarding the emergency need
for the ambulance service or the need to request additional information from the
ambulance company substantiating the bill.

3. Return Trip from Hospital - Emergency Room. Transportation by taxicab
should be used unless medically contra-indicated.

4. Over-utilization. Patients who over-utilize ambulance services will be identi-
fied and a medical social worker from the Bureau of Health Services will visit
the patient.

(Effective October 27, 1977)

Secs. 17-2-89—17-2-94. Reserved

Policy and Procedures Governing the Billing and
Payment for Prescription Drugs on behalf of
Title X1X (Medicaid) Recipients

Sec. 17-2-95. Definition

1. A.\W.P. or Average Wholesal e Price means the published wholesale price listed
in the “*Red Book’’ and its subsequent monthly supplements, except that, in those
cases where the current wholesale price in Connecticut is greater than the ‘*Red
Book’" wholesale price, the Connecticut current wholesale price shall apply.

2. E.A.C. (Estimated Acquisition Cost) meansthe Department of Social Services
closest estimate of the price generally and currently paid by providers for a pre-
scribed drug.

3. Nonlegend drugs mean those drugs which do not require a prescription to be
purchased and which are commonly referred to as over the counter drugs (OTC
drugs).

4. Usua and Customary Chargeto the*‘ General Public’’ meansthe charge which
will be made for the particular prescription by the provider to the patient group
accounting for the largest number of Non-Medicaid prescriptions. In determining
such charge, al charges made to third party payors and special discounts offered
to an individual such as a senior citizen will be excluded.

(Effective September 26, 1978)

Sec. 17-2-96. Generic prescribing of drugs and quantities ther eof
The department may pay for accepted methods of diagnosis and treatments, but

will not pay for anything of an unproven, experimental or research nature.
(Effective September 26, 1978)

Sec. 17-2-97. Charge

1. When the more commonly used generic drugs are prescribed, average prices
of such generic drugs as determined by the department will apply as to the charge
to the state—not prices applicable to trade names. This will apply to the more
commonly prescribed drugs such as: chloral hydrate, penicillin—G, penicillin—
VK, tetracycline, ampicillin, meprobamate, reserpine, prednisone, propoxyphene
and its compounds, hydrochlorthiazide, etc.
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2. Except as provided in sec. 17-2-99A, the charge for prescriptions shall be
based on the average wholesale price per 100, pint or package, as indicated in the
Red Book, plus the applicable professiona fee, or the E.A.C. plus the applicable
professional fee, or the usual and customary charge to the general public whichever
is lower; the use of the foregoing price determination methods shall be as follows:

A. For the most frequently proscribed legend drugs, reimbursement shall be made
on the basis of an estimated acquisition cost or AWP which shall be the price
generally and currently paid by providers and which shall be determined by the
department of social services, plus the applicable professional fee, or the usual and
customary charge to the general public by the provider, whichever is lower.

Following final determination of the E.A.C. prices for the most frequently pre-
scribed drugs, alist shall be compiled by the department showing the name of the
drug, the procedure code for the drug and its E.A.C. price. Such lists shall be
distributed to all pharmacy providers.

B. For dl legend drugs for which an E.A.C. price has not been determined,
reimbursement shall be made on the basis of the average wholesale price per
100, pint or package as indicated in the Red Book or their respective continuing
supplements plus the applicable professional fee, or the usual and customary charge
to the general public by the provider whichever is lower. In those cases where the
current wholesale price in Connecticut is greater than the Red Book or AWP (e.g.
controlled drugs) the Connecticut current wholesale price shall apply.

C. For nonlegend drugs (OTC drugs) reimbursement shall be based on the usual
and customary over the counter price. For any nonlegend drug prescribed in less
than the standard package, reimbursement shall be made for the full standard package
size closest to the quantity ordered. The list of items in sec. 17-2-98 represents by
category, those products which are reimbursable.

(Effective September 26, 1978)

Sec. 17-2-98.
Repealed, March 3, 1981.
Secs. 17-2-98a—17-2-101.
Repealed, January 31, 1991.

Sec. 17-2-102. Reserved

Sec. 17-2-103.
Repesled, February 17, 1982.

Secs. 17-2-104—17-2-113.
Repealed, April 2, 1985.

Secs. 17-2-114—17-2-117.
Repealed, May 2, 1983.

Sec. 17-2-118.
Repealed, December 21, 1990.

Sec. 17-2-119. Servicesrequiring prior authorization

a. Contact Lenses. When such lenses provide better management of a visual or
ocular condition that can be achieved with spectaclelenses — for unilateral aphakia,
(after second eye is operated a spectacle, lenticular ‘‘regular’’ cataract Rx will
be supplied instead of additional contact lenses), keratoconus, corneal transplant,
and anisometropia
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Soft lenses will not be provided unless necessary for treatment of corneal disease.
(Effective November 28, 1977)

Secs. 17-2-120—17-2-122.
Repesled, May 2, 1983.

Establishment of a Pilot Program of Shelter Services
for Victims of Household Abuse

Secs, 17-2-123—17-2-128.
Repesled, August 28, 1981.

Sec. 17-2-129. Reserved

Sec. 17-2-130.
Repealed, May 11, 1998.

Secs. 17-2-131—17-2-139.
Repealed, December 21, 1990.

Title XIX (Medicaid) Recipient’s Personal Allowance in a nursing facility,
intermediate care facility for the mentally retarded (ICF/MR),
Chronic Disease Facility or Mental Health Facility

Sec. 17-2-140. Definitions

A. Patient’s Personal Allowance. The Patient’s Personal Allowance (PPA) is
the amount of money that patients who are recipients of Medical Assistance in
Long-Term Care Facilities have accumulated from the amount allowed each month
from his or her income for personal needs, as determined by section 17b-272 of
the Connecticut General Statutes.

B. Long-Term CareFacility. Long-Term Care Facilitiesinclude licensed nursing
facilities, ICF/MR, Chronic Disease Facilities and Mental Health Facilities.

(Effective June 30, 1978; amended October 1, 2001)

Sec. 17-2-141. Purpose of patient’s personal allowance policy

The purpose of the Patient’s Personal Allowance (PPA) Policy is to establish
standards and accounting controls for PPA when the Long-Term Care Facility acts
as trustee for publicly-aided patients who are residents of the Long-Term Care
Facility. In terms of this section, publicly-aided patients are those recipients who
participateinthe Medical Assistance Program through residencein alicensed nursing
facility, ICF/IMR, Chronic Disease Facility or Mental Health Facility. Items and
services that may be charged to the patient’s persona allowance are described in
42 CFR 483.10(c)(8)(ii), as amended from time to time.

(Effective June 30, 1978; amended October 1, 2001)

Sec. 17-2-142. Patient’s authorization for facility to manage funds

When a facility assumes responsibility for funds for a patient receiving Medical
Assistance, there must be a statement on file signed by the patient, his guardian,
conservator or legally liable relative authorizing the facility to manage the personal
funds. No nursing home shall use or cause to be used for any purpose the personal
funds of any patient admitted to a Long-Term Care Facility unless written consent
has been obtained from the patient or from a legally liable relative, conservator
or guardian.
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Consent by a patient shall not be effective unless co-signed by a legaly liable
relative or guardian if the patient has been determined by a physician to be mentally
incapable of understanding and no conservator has been appointed.

A fecility may request written authorization from a competent patient of an
alternative plan of control of his personal funds if he should become incompetent.
A Power-of-Attorney designating a relative or other responsible person may be an
acceptable plan for assuming responsibility for the funds. The ‘‘other responsible
person’’ shall not be an employee of thefacility or in any way related to an employee
of the facility.

(Effective June 30, 1978)

Sec. 17-2-143. The PPA accounting system-responsibilities of facility

A. Relative, Guardian or Conservator Handles the PPA. 1. If a relative,
guardian or conservator receives the patient’s resource or Supplemental Security
Income (SSI) check and keeps the PPA to manage for the patient, the facility is
not required to keep any records.

2. If the facility receives the resource or SSI check and remits the PPA to a
relative, guardian or conservator, the facility shall obtain asignature from the person
receiving funds and record the dates and amounts received. This must be done in
the Disbursements Register. If the facility mails checks to the relative, guardian, or
conservator, the cancelled checks are acceptable in lieu of a signature. A signed
receiptisalso acceptablein lieu of asignature. Records must be kept of al thesetrans-
actions.

B. Patient Handles HisHer Own Money. When a Long-Term Care Facility
delivers the entire $25.00 PPA lump-sum amount to the patient, the facility must
obtain a signature from the patient for receipt of the money, along with the date
and amount received. This must be done in the Disbursements Register or a petty
cash receipt dlip, or via a check endorsed by the patient. The facility need keep no
additional records since it is the patient who is managing his’her own funds.

C. Facility as Trustee for Funds. When the facility acts as trustee of the PPA,
the facility shall follow the accounting procedures listed below.

1. The Banking System. The facility may elect to have individual bank accounts
for patients, utilizing bank books, or it may establish a single aggregate trust account
or it may have a combination of these two types of accounts. If an aggregate trust
account is used, the account shall be clearly entitled as such and the facility owner
or administrator shall be at least one of the designated trustees. The trustee account
shall be entirely separate at al times from any facility business account. The trustee
account need not be interest bearing, but if it is, interest shall accrue for the patients
in an equitable manner.

Additional Stipulation: a. Designated trustee updated for sale of facility or change
of personnel. b. Interest division in an equitable manner should be spelled out in
detail; i.e., mathematica method. c. Survivorship accounts are prohibited.

2. The Accounting System. a. Regardless of whether or not a patient’s personal
allowanceis deposited into an individual bank account, or an aggregate PPA trustee
account, or some combination, there must be an accounting system maintained
which reflects the activity into and out of the bank account. The accounting system,
at a minimum, should consist of the following:

1. Receipts Register or acceptable equivalent

2. Patient's Ledger - control card with subsidiary ledger cards (individual
patient accounts)

3. Disbursement Vouchers
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b. The bank account statements and the patient’s ledger shall be in agreement
and reconcilable at any point in time. All bank statements and cancelled checks of
the trust account shall be kept in the facility for at least three years.

c. All of the persona fund portion of checks or cash received on behalf of the
patient shall be deposited into the trustee or bank book account in a timely manner
which shall be no later than two weeks after the receipt of the money by the facility.

d. Each patient for whom the facility manages funds shall have an individual
recording in the Receipts Register or its acceptable equivalent and all disbursements
(cash or check) shall be charged directly to the patient’s account.

e. All disbursements made on the patient’s behalf (check or cash) shall have an
accompanying voucher. All vouchers shall be maintained on file for a period of at
least three years to allow for audits of individual patient accounts. These invoices
should be kept in individual envelopes or folders with the patient’s name on the
outside. If cash or a check is disbursed for a number of patients at once, such as
an aggregate amount for a hairdresser, barber or newspapers, the invoices submitted
by these service people may be kept in an ‘‘aggregate’’ folder in lieu of filing into
each individual patient’s folder.

Thefacility may, if it elects, utlizeinlieu of individual patient folders, acontinuous
sequence file of invoices as long as it adheres to a date or reference number from
the invoice to the disbursements register.

f. All cash receipts and disbursements shall be recorded in the related registers
as follows:

Cash Receipts Patient’s Ledger-Subsidiary Accounts

(1) Date (of entry) (1) Date (of entry)

(2) Patient (2) Specific item (i.e., cigarette, shoes, not

(3) Patient A/C No. the words **misc.”” or ‘‘personal needs'’)

(4) Amount (3) Amount

Cash Disbursements (4) A copy of the patient’s signature is kept on file and

(1) Date all disbursements are made by check or if in cash,

(2) Check No. they are verified by a voucher signed by the patient

(3) Payee and charged directly to the patient’s account.

(4) Amount (5) Personsworking withthefacility receiving cash from

(5) Patient A/C to be patients for services rendered will sign a voucher for
changed filing in the business office.

(6) Specific item (6) Invoice number or date

g. Patient’s ledger records shall be posted once a month.

h. Cash shall be available to patients in the form of actual cash or a check no
less than ten hours a week and no less than three days a week. The patients shall
be fully informed of the time when they may receive their money.

i. All money disbursed on behalf of a patient shall be within guidelines of Social
Services Department guidelines and consistent with that patient’ s needs and desires.

j. If money is disbursed to a patient by means of a check, or if the patient signs
petty cash vouchers, these are acceptable in lieu of a signature in the register.

k. When cash is disbursed to a patient there is no need to itemize other than
““‘cash to patient”” if not in excess of $1.00.

3. Petty Cash in the Facility. The facility may, if it chooses, maintain a petty
cash fund in order to make direct cash distributions to patients. The facility must
not keep on hand an amount which exceeds more than five dollars ($5.00) per
patient or 5 times the number of patients for whom the facility handles funds;
however, two hundred and fifty dollars ($250.00) is alowable regardiess of the
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number of patients. The facility is responsible to ensure the safekeeping of this
money and must repay the patients for any money which cannot be accounted for
accurately viathe general ledger or which has been lost through theft in the facility.

4. The Distribution of Cash at a Second Point in the Facility. If the facility elects
to distribute cash at a point other than the business office, and if it is not convenient
that the required records be brought to that point, disbursement vouchers must be
maintained at this point.

5. Availability of PPA Recordsto Department Personnel. All PPA recordsinclud-
ing the accompanying bank statements, cancelled checks and invoices, must be kept
in the facility at all times and must be available to Department of Social Services
personnel upon request. The request may be made in person, or by mail.

6. Patient Signatures. It is recognized that not al patients in Long-Term Care
Facilities are capable of signing their names. If the patient absolutely cannot sign,
then two signatures are needed on the voucher, that of the custodian of the fund
and the manager or their designees.

7. Patients with Balances of $275.00. Patients whose PPA balances held by the
facility reach $275.00 require the establishment of a burial reserve.

8. Specialized Accounting Situations. If the Department auditor and the owner,
administrator, or comptroller of a facility or group of facilities reach agreement as
to the establishment of a*‘ specialized’’ accounting system designed to meet particu-
lar needs of that facility, the new system must be followed. The Department must
agree to any changes in writing. In addition, any of these regulations may be waived
at the option of the Department.

9. Request to See PPA Records by Patient or His Authorized Representative,
Relative, Guardian, Conservator or Ombudsman. The facility shall, within a reason-
able period of time, allow the following persons to see the PPA records of an
individual patient: (a) The patient, or his authorized representative, or (b) aresponsi-
blerelative, or (¢) guardian, or (d) conservator, or (€) ombudsman, or (f) representa-
tive of the Department of Social Services.

In lieu of this, the facility may send copies of the records in the general ledger
to the person making the request.

10. Items That May Not Be Charged to Persona Fund Allowance. When the
facility is Trustee for the PPA, the funds must be used only for the patient’ s personal
needs. The funds shall not be used to purchase items included in the per diem rate
set by the Rate Setting Commission for the facility or allowable under the Medical
Care Plan on a vendor payment basis, or includable under the Rate Setting Regula-
tions. Therefore, patients' gowns, geri-chairs, physical therapy, speech therapy and
other like items are not chargeable.

To guide you further, a partial list of items that cannot be charged to the patient’s
Personal Allowance Fund appears below.

Thislist is not intended to preclude the facility from purchasing items which are
not reimbursed through the per diem or on afee for service basis and charging them
through the PPA funds.

(a) Group activities or entertainment which occurs within the facility.

(b) Parties organized by the facility.

(c) Medically necessary drugs, medicines or medical supplies.

(d) Funera expenses, up to $600.00.

(e) Room and board to the facility.

(f) Wheelchair purchase, rental or repair. (The facility is not, however, expected
to provide customized, i.e., motorized wheelchairs.)
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(g) Physical restraints.

(h) Transportation to obtain necessary medical treatment.

(i) Gifts to relatives in excess of $25.00.

(1) Medically necessary treatment ordinarily paid for under the Title XX program.

11. Withdrawal of Personal Needs Funds. At notime may any funds be withdrawn
from the Personal Fund account for use in the business or operating expense of the
facility or for the personal use of any employee, administrator, owner or relative
thereof. The Personal Funds are not available for loan to anyone.

12. Individual Unable to Use Monthly Personal Needs Allowance and His
Account Accrues. A. At the time of admission the facility should contact the District
Office Resource Unit to determine if the individual has assets.

B. If the individual has no assets when his account accrues to a balance of
$275.00 the facility will apply any excess over $250.00 to a bank account for the
patient established for burial purposes only. When a burial account accrues to
$600.00 and the patient’s account in the facility has a balance of $275.00, any
excess over $250.00 must be applied to the monthly cost of care.

C. If the individual has the maximum assets allowed ($250.00 personal funds
plus $600.00 burial reserve) the balance in the patient’s account may accrue an
additional $25.00. Any amount over $275.00 in persona funds must be applied
towards the patient’s monthly cost of care.

D. To serve as natice to the Department and the recipient that personal funds in
excess of $275.00 have been applied to the cost of care, the facility will complete
Form W-138 ** Application of Excess Persona Fundsto Cost of Care’’ in quadrupli-
cate and will distribute it as follows: One copy is attached to the W-291N Billing
Form and submitted to the Medical Disbursements’ Section in Central Office. The
second copy is sent to the appropriate District Office for filing in the case record,
thethird copy isgiven to therecipient and thefourth copy iskept onfile by thefacility.

There have been instances where accumulated persona funds have been trans-
ferred to families. The facility will be held responsible for such transfers except upon
specific approval of the Department of Social Services. Money giftsat Christmasand
relative birthdates are exceptions to the above, but must be reasonable.

13. Personal Funds of a Patient Who is Transferred to Another Long-Term Care
Facility. If a patient is transferred or released to another Long-Term Care facility,
the patient shall leave retaining his or her bank book; the balance of the patient’s
funds shall be sent to the new facility within ten (10) days of the transfer date. This
shall include any cash held in the facility plus any amount held in aggregate trustee
bank account.

14. Discharge or Release of a Patient to Community Living. The patient who
has been discharged from the facility to the community shall leave retaining his or
her bank book or with a check for the balance of his PPA account. The amount
shall reflect the cash held in the facility plus the bank balance.

15. Death of a Patient While in a Long-Term Care Facility. If a Title XIX
recipient in a facility expires, funds on deposit in his account become part of his
estate. Immediately upon the death of the recipient, the facility will notify the
District Office Resource Supervisor. Within seven (7) days of the patient’s death
the Department of Social Services District Office Resource Supervisor will inform
the facility as to the disposition of the patient’s funds.

16. Patient is transferred to a Hospital and Does Not Return to Facility. If a
patient is transferred to a hospital and does not return to the facility, the balance
of the PPA must be sent to the patient within ten (10) days after he/she leaves the
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hospital. If the patient cannot be located, the Department of Social Services should
be contacted.
(Effective June 30, 1978)

Sec. 17-2-144. Annual accounting to the department of PPA balance

Annually, by each June 1st, an accounting must be made to the Department of
Social Services reflecting the balance of the PPA for each patient for whom the
facility handles the funds. If money is held in an aggregate trustee bank account,
the balance for each patient must be accompanied by a bank statement. A bank
statement is not necessary for individual patient bank accounts. The accounting
must consist of the following:

(a) Recipient’s name

(b) Welfare number

(c) Welfare Service Office

(d) Petty cash held in facility for patient

(e) Balance held in bank book for patient

(f) Balance held in Trustee account for patient

(9) Any other money being held for patient for whom facility is trustee

If the facility is not trustee for any patient’s money it must so state by each June
1st to the Department.

The accounting to the Department must be submitted by June 1st of each year
on the Statement of Patient’s Personal Fund Account (Form W-411) and must be
dated, signed by the administrator of facility, and mailed to:

Connecticut State Department of Social Services
Internal Audit Division
110 Bartholomew Avenue

Hartford, Connecticut 06115
(Effective June 30, 1978)

Sec. 17-2-145. Accounting of personal funds upon sale of a facility

If thefacility is sold, an accounting must be made to the Department of the Personal
Funds balances which are to be transferred to the new owner. This accounting must
consist of the use of the ‘* Statement of Patient’s Personal Fund Account’’ form
(the same format as the annual accounting) and must be signed and dated by both
the seller and the buyer. In the case of corporations it must be signed by a person
authorized on behalf of the corporation. In a partnership, one or both partners may
sign; if a sole owner, he/she must sign. The accounting must be accompanied by
the most current bank statement and must be reconciled accurately with the statement.
The W-411 form must be mailed to the same address as in Item 17.

The Department will not enter into a contract with a new owner unless this
information is submitted.

If the facility does not handle any Patient’s Personal Allowance it must so state
upon sale of the facility.

Should changes occur in personnel responsible for personal needs funds account-
ability, appropriate changes in authorized signature for checking accounts or desig-
nated Trustee for Savings Passbooks shall be made at financia ingtitutions and
documented. The supporting data is to be made available for review purposes.

(Effective June 30, 1978)
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A Reporting Law for Protection of the Elderly which
provides for the Establishment of a Protective
Services Program for Elderly Persons

Secs. 17-2-146—17-2-151.
Repealed, March 27, 1990.

Sec. 17-2-152. Reserved

Secs. 17-2-153—17-2-154.
Repedled, May 10, 2000.

Use of Provider Numbers by Physicians Salaried by
General Hospitals and Public and Private
Institutions and Clinics

Secs. 17-2-155—17-2-156.
Repealed, May 11, 1998.

Secs. 17-2-157—17-2-162.
Repealed, October 14, 1982.

Sec. 17-2-163. Requirements for skilled nursing, intermediate care and
chronic disease facilities in taking deposits or prepayments on behalf of
patientswho areapplicantsfor Title X1 X (Medicaid), who ar e subsequently
determined €ligible for Title XIX (Medicaid) and the requirements for
these facilities to refund such deposit or prepayment

(@) Any prepayment or deposit made by or on behalf of an applicant for Title
XIX (Medicaid), which is accepted by a facility, must be refunded to the payor
when Title XI1X (Medicaid) eligibility is established.

(b) Any such prepayment or deposit cannot exceed $1,500.00 and such pre-
payment or deposit shall be placed in escrow as designated by the Department of
Income Maintenance.

(c) Upon a determination of eligibility, the payment held in escrow shal be
refunded to the payor and the Title X1X payment shall be made to the facility. Upon
a determination of ineligibility, the payment held in escrow may be transferred to
the facility operating account unless the applicant requests a Fair Hearing, in which
case the payment shall continue to be held in escrow until final disposition of the
administrative appeal .

(d) One escrow bank account is sufficient to handle the deposits. Documentation
in the form of receipts and disbursements by the individual must be available to
the Department of Income Maintenance showing dates, purpose and disposition.
Subsidiary accounts for each person shall be maintained to provide adequate record
of transactions and current balances.

(e) Where a prepayment or deposit is to be refunded, the full amount paid for
services rendered during the period of Title XIX digibility must be refunded.
Example: If the Department of Income Maintenance payment was $30.00 for a
service toward which the recipient had made a $40.00 deposit or prepayment, the
facility must refund the full $40.00 and accept the $30.00 payment as payment in
full for that service.

(f) The Department of Income Maintenance shall not pay a facility for services
for which a prepayment or deposit is being held in escrow until such time as the
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escrow account is refunded to the person who made such payment. Any payment
for services made by the Department of Income Maintenanceis subject to the criteria
of existing program policy.

(Effective May 8, 1980)

Sec. 17-2-164. Payments made on behalf of an applicant of Title XI1X (Medic-
aid) who is a patient at a skilled nursing, intermediate care and chronic
disease facility which is considered as income and not a deposit or pre-
payment

Paymentsmadeto aTitle X1X (Medicaid) applicant for hisown use are considered
asincomeavailableto him and must be counted in determining hisfinancial eligibility
for Medicaid. These payments shall not be regarded as available income until the
applicant attains apersonal asset account of $250.00 and a burial reserve of $600.00,

when program policy so allows.
(Effective May 8, 1980)

Secs. 17-2-165—17-2-178. Reserved

Property Transfers Made by Applicants for or Recipients of
Town Assistance Benefits Which Result in Ineligibility
for Such Benefits

Sec. 17-2-179.
Repealed, September 23, 1988.

Secs. 17-2-180—17-2-183.
Repealed, December 21, 1990.

Secs. 17-2-184—17-2-186. Reserved

Transfer of Assets

Secs. 17-2-187—17-2-188.
Repealed, December 21, 1990.

Secs. 17-2-189—17-2-204. Reserved

The AFDC Food Standard

Sec. 17-2-205.
Repealed, December 21, 1990.

Sec. 17-2-206. Reserved

Pilot Voluntary Work Program

Sec. 17-2-207. Pilot voluntary work program

(a) General

The Department of Income Maintenance administers a Pilot Voluntary Work
Program to serve heads of AFDC households, with an emphasis on persons who
have received such aid for ten years or longer. Participation in the program is
voluntary and the program operates in the Norwalk, Connecticut area. Persons who
wish to participate must register with the Work Incentive (WIN) Demonstration



Sec. 17-2 page 18 (10-00)
§17-2-207 Department of Socia Services

Program, ‘* The Job Connection.”” The Pilot Program prepares long-term recipients
of AFDC to enter work directly, or to take part in additional training or education
with the goal of becoming economically self-sufficient.

(b) The Pilot Voluntary Work Program

The Program is to serve at least 50 persons and includes:

(1) an orientation and assessment of each participant’s vocational, academic and
motivational strengths and weaknesses;

(2) the design of an individualized employability plan for each participant;

(3) pre-employment remedial education designed to place emphasis on the essen-
tial skills for daily living and for seeking, obtaining and sustaining employment;

(4) individua counseling sessionswith acareer devel opment counsel or and group
sessions to strengthen self-confidence and reinforce pre-employment skills;

(5) integration of life skills with basic educational skills. Participants will receive
life skills certificates upon achieving specific knowledge levels and for attainment
of skills unrelated to academic achievements; and

(6) referral to work, education or training upon completion of the program.

(c) Support Services

Support services such as child care and transportation are provided through the
Work Incentive (WIN) Program, asis reimbursement for reasonabl e expenses needed
to meet the requirements of the program.

(d) Program Operator

The program is operated by an outside agency under contract with the Department
of Income Maintenance.

(e) Duration

The Pilot Voluntary Work Program shall continue for as long as funding is
available as authorized by the legislature.

(Effective June 27, 1986)

Secs. 17-2-208—17-2-213. Reserved

Public Assistance Checks Cashed by Banking I nstitutions

Sec. 17-2-214. Definition

As used in section 17-2-215, ‘*banking institution’’ means a state bank and trust
company, national banking association, state or federally chartered savings bank,
state or federally chartered savings and loan association, state or federally chartered
credit union or other state or federally chartered banking institution having an office
within this state.

(Effective October 28, 1988)

Sec. 17-2-215. Public assistance checks cashed by banking institutions

No banking institution shall be liable to reimburse the State of Connecticut for
a loss incurred as a result of wrongful payment of any Public Assistance check
provided that acceptable forms of identification as described in subsection (a) of
this section are used and providing the procedures listed in subsection (b) of this
section are followed.

(8) Documentsissued by public or private organizations as ameans of identifying
an individual are considered acceptable forms of identification. The identification
document must include the signature of the payee or a unique number by which
the organization can identify the payee. Acceptable forms of identification may be
issued by the following organizations:
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(1) the Department of Income Maintenance

(2) the Department of Motor Vehicles

(3) other State agencies

(4) federal agencies

(5) municipalities

(6) employers

(7) credit card companies

(8) banking ingtitutions

(9) unions

(b) The following procedures will be adhered to when cashing checks:

(1) The check must be signed by the payee at the time of cashing, or signed
again if previously signed.

(2) Two acceptable identification documents must be required.

(3) In combination the two acceptable identification documents must present
the following:

(A) signature

(B) photograph

(C) a unique number by which the payee can be identified by the organization
issuing the identification document

(4) The signature on any identification document must appear to match the
signature on the check.

(5) The types of identification documents used must be clearly recorded on the
check, or, if recorded on computer or other medium, must include the date of the
transaction and be presented to the Department upon notification to the bank of a
stop payment action.

(6) An identification number from the identification documents must be clearly
recorded on the check, or, if recorded on computer or other medium, must include
the date of the transaction and be presented to the Department upon notification to
the bank of a stop payment action.

(7) A clear bank photograph may be substituted for a photo ID.
(Effective October 28, 1988)
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Fair Hearings*

Secs. 17-2a-1—17-2a-2.
Repealed, December 21, 1990.

Sec. 17-2a-3. Time for request

When a departmental decision or action is being appealed, the request for a fair
hearing shall be mailed within thirty days from the date of the notice of action.
When a request for a fair hearing results from the department’s failure to render a
decision on an application, the request may be mailed any time after sixty days
from date of application.

(Effective April 4, 1967)

Sec. 17-2a-4. Scheduling of hearing

Immediately upon receipt of arequest for afair hearing, the hearing officer shall
schedule the hearing to be held within thirty days from the date of the request. The
request shall be acknowledged by a letter to the appellant which shall inform him
of the date, time and place scheduled for the hearing. If the date, time or place
scheduled for the hearing is not convenient to the appellant, the hearing shall be
rescheduled to suit the mutual convenience of the appellant and the department
representatives. A fair hearing may aso be rescheduled by the hearing officer to
suit the convenience of the department representatives, in which case reasonable
advance notice shall be given to the individual requesting the hearing. When a
hearing is rescheduled, the new date, time and place shall be confirmed in writing.

(Effective April 4, 1967)

Sec. 17-2a-5. Disposal of request for hearing

A request for a fair hearing may be disposed of only by one of the following
definitive actions:

(1) Withdrawa of the request by the person who made it. This action shall be
voluntary and may be made at any time prior to the hearing by a written statement
of withdrawal, addressed to the welfare commissioner. The withdrawal shal be
acknowledged in writing by the hearing officer.

(2) Dismissa of the request by the hearing officer. This action shall be taken if:

(A) The appellant fails to appear at the designated time and place, and if, within
a reasonable time thereafter, it is determined that he wishes no further action taken
on his request for a fair hearing; or

(B) the point at issue is revolved prior to the fair hearing and the request is not
voluntarily withdrawn by the appellant. A written notice of dismissal shall be sent
by the hearing officer to the person who requested the fair hearing.

(3) Decision by the hearing officer following a fair hearing. A request for a fair
hearing shall be disposed of not later than sixty days from the date of receipt. If
the fair hearing is postponed at the request of the applicant or beneficiary, or if it
is continued in order to obtain additional information, an extension of not more
than thirty days may be alowed for making final disposition of the request.

(Effective April 4, 1967)

*Regs. 17-2a-1—17-2a-12, 17-2b-1—17-2b-3 disapproved by interim regulation review committee,
Feb. 13, 1968; reinstated as effective regulations on adjournment of 1969 session of general assembly
sine die, no action having been taken thereon. (1969 Supp. § 4-48a.)
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Sec. 17-2a-6. Site of hearing. Hearing officer in charge

(@) The fair hearing shall be held in the district office of the state welfare
department unless other arrangements are necessary to suit the convenience of the
person requesting the hearing.

(b) The hearing officer shall be in charge of the proceedings.

(Effective April 4, 1967)

Sec. 17-2a-7. Witnesses

The appellant shall act as a witness in his own behalf, and may bring additional
witnesses. The department shall be represented at afair hearing by the social worker,
or investigator in ahumane institutional case, and, if necessary, by a consultant who
is acquainted with the technical aspect of property or medical questionsinvolved. A
supervisor may substitute for the worker, or investigator in a humane institutional
case, or may act as a witness.

(Effective April 4, 1967)

Sec. 17-2a-8. Testimony

Testimony may be given by the appellant and his witnesses and by the social
worker, or investigator in a humane ingtitutional case, and other departmental repre-
sentatives in response to questions asked by the hearing officer. Testimony may be
freely given so long asit is reasonably relevant to the questions asked and is offered
in aproper manner. Thetechnical rules of evidence do not apply, although testimony
is required by law to be given under oath. If the appellant is represented by legal
counsel, his direct testimony is usualy given in response to his attorney’ s questions.
His attorney may also question departmental representatives. The appellant who is
not represented by counsel may ask questions which are answered by the hearing
officer or directed by him in turn to a departmental representative.

(Effective April 4, 1967)

Sec. 17-2a-9. Exhibits

Exhibits may be introduced by departmental representatives or other witnesses
to substantiate or amplify their oral testimony. For example, bank books, deeds,
mortgage notes, wage dlips, medical bills and other papers or records may be
introduced, if relevant to the case. If the individual wishes to retain possession of
a document introduced as an exhibit, the substance of it may be dictated into the
record by the hearing officer. The appellant has the right to examine all documents
and records used at the hearing at any reasonable time.

(Effective April 4, 1967)

Sec. 17-2a-10. Change in circumstances after hearing

Any change in circumstances which occurs in the case after a fair hearing has
been held shall have no effect on the fair hearing decision.
(Effective April 4, 1967)

Sec. 17-2a-11. Subpoenas

The hearing officer has the power to compel, by subpoena, the attendance and
testimony of witnesses and the production of books and papers where such action
becomes necessary.

(Effective April 4, 1967)
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Sec. 17-2a-12. Recording of proceedings. Transcripts

A mechanical recording of the proceedings shall be made for use by the hearing
officer as a basis for his decision and shall be available to the appellant or his
designated representative on request. A stenographic transcript of the recording shall
be made available to the court in case of appeal.

(Effective April 4, 1967)

Secs. 17-2b-1—17-2b-3.
Repealed, December 21, 1990.
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Eligibility of Nonresidents Applying for Aid

Secs. 17-2d-1—17-2d-2.
Repealed, December 16, 19609.

Providing Transportation Out of Connecticut
for Welfare Recipients

Sec. 17-2e-1.
Repealed, December 21, 1990.
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Provision of Emergency Shelter Services to General Assistance
Applicants and Recipients by the Towns
Secs. 17-3a-1—17-3a-9.
Repealed, September 23, 1988.

Sec. 17-3a-10. General assistance policy manual
Transferred, February 10, 1998.
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Statewide Listing of Income Maintenance Offices

Sec. 17-3g-1. Statewide listing of income maintenance offices

The department of income maintenance office locations by district are as follows:

(a) District 1—Hartford District Office; Manchester Sub-district Office

(b) District 2—New Haven District Office;

(c) District 3—Bridgeport District Office; Stamford Sub-district Office; Dan-
bury Sub-district Office; Norwalk Sub-district Office

(d) District 4—Norwich District Office; Putnam/Danielson Sub-district Office;

(e) District 6—Waterbury District Office; Torrington Sub-district Office; Bristol
Sub-district Office

(f) District 7—Middletown District Office; New Britain Sub-district Office;
Meriden Sub-district Office.

(Effective August 29, 1989)
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Statewide Income Maintenance Offices Coverage

Sec. 17-3h-1. Plan for statewide coveragefor servicesprovided by the depart-
ment of income maintenance (DIM)

(a) There shall be three types of offices maintained by DIM for the purpose of
providing its services to applicants and recipients. These are the ‘‘district office,”’
the “*sub-district office,”” and the *‘field office.”’

(b) District Offices

(1) The appropriate site for a main office of a district (the district office) will be
a central city of a Standard Metropolitan Statistical Area (SMSA). In addition, to
the degree possible, it will meet the following criteria:

(A) The site will bethe largest urban community within the district boundaries or
thelargest community that is most central to the townswithin the district boundaries;

(B) The city will have the largest population living below poverty of any town
or city within the district;

(C) The city will have a local bus system that is extensive enough to provide
transportation to any resident who is a recipient or an applicant who wishes to visit
the office;

(D) The city will be within reasonable travel distance for the majority of current
and potential recipientswho livein thetowns served by the district office. Optimally,
it will be a city with public transportation facilities that reach into the towns on
its borders.

(2) A district office serves people from specific surrounding towns who:

(A) Wish to apply for any program the department administers;

(B) Are recelving assistance and who must report major changesin circumstances
which may have an effect on eligibility or benefits;

(C) Areeligiblefor one or several programsand must have eligibility redetermined
at regular intervals in order to keep receiving benefits;

(D) Are aggrieved and authorized by law to request an evidentiary and/or fair
hearing concerning the department’s treatment of their case.

(3) A didtrict office is the administrative center for the district. The district
director’s office is there. In addition, many functions are centralized in the office.
These include case record maintenance, record keeping for management controls,
and in some cases, the intake and resources processes.

(c) Sub-District offices

(1) The status of a sub-district office is given to a smaller service area: one that
has smaller gross population and poverty population than does the main service
area. In addition, any of the following factors may be considered to be valid criteria
for determining the need for a sub-district office within a district:

(A) The district office is inaccessible to a large population of persons who are
potentially eligible for public assistance either because of limited or non-existent
public transportation to the main office or because of excessive travel distance;

(B) New concentrations of people who live at or below poverty level may be
evident from a review of U.S. Census results or from an increase in applications
for assistance;

(2) The appropriate site for a sub-district office will be the central city of an
SMSA or the largest town or city within the sub-district that is the most central to
the towns within the sub-district boundaries.

(3) A sub-district office serves people who live in specific towns within the
district. It is managed by a program supervisor, who makes al major decisions
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affecting the management of the sub-district office. The program supervisor reports
to a district director. The district director determines what functions are necessary
for the sub-district offices, in order to most effectively meet the needs of the potential
and eligible recipients within the district as a whole. People from the towns that
are served by the sub-district office are able to receive the same services that are
offered in the district office as far as assistance programs are concerned. The can:

(A) Apply for any program;

(B) Have €ligibility redetermined when necessary;

(C) Report material changes in circumstances that affect eligibility or benefits;

(D) If aggrieved and authorized by law, request an evidentiary and/or fair hearing
concerning the department’ s treatment of their case.

(d) Field offices

(1) A field office is a temporary or part time office that is established at the
discretion of the department to meet special community needs. A field office may
be established when:

(A) A significant number or a significant concentration of potential applicants
would have to travel an unreasonably long distance in order to apply for assistance.
Twenty-five miles or more is considered by the department to be excessive distance;

(B) A significant portion of the eligible recipients in a part of the district have
demonstrated an inability to get to the main district or sub-district office to meet
the redetermination requirement due to lack of public transportation and excessive
travel distance;

(C) A downturn in the economy results in high unemployment in a particular
part of the State and potentially eligible population for certain program increasestem-
porarily.

(2) A field office will offer persons in specified towns an opportunity to have
more convenient access to the programs administered by the department. Most
frequently needs can be met by taking applications for certain programs. In some
places, redeterminations, as well as evidentiary and/or fair hearings, will aso be
carried out at the field offices. The type of program services provided at each site
will be determined according to the department’s best assessment of the needs in
the community.

(Effective April 24, 1981)
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Protective Payments

Sec. 17-11-1.
Repealed, December 16, 1969.

Unearned Income Disregards — State Supplement Program

Sec. 17-11-2.
Repealed, December 21, 1990.
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Food Stamp Basis of Issuance and Allotment Reduction

Secs. 17-12a-1—17-12a-2.
Repealed, December 21, 1990.

Secs. 17-12a-3—17-12a-14. Reserved

Sec. 17-12a-15. Disclosure of and access to information contained in food
stamp case records

(a) General

Use and/or disclosure of information obtained from Food Stamp households is
restricted to certain individuals, and agencies.

(b) Access to Information

(1) Access to information used in the determination of eligibility and benefit
levels of individuals and households applying for or receiving food stampsis limited
by Federal regulation to:

(A) persons directly connected with the administration or enforcement of the
provisions of the Food Stamp Act or regulations;

(B) persons administering other Federal assistance programs;

(C) persons administering Federally assisted State programs which provide assis-
tance on a means-tested basis to low income individuals such as Aid to Families
with Dependent Children, Supplemental Security Income, and Medicaid;

(D) employees of the Comptroller General’s Office of the United States for audit
examination authorized by any provision of law;

(E) local, State or Federal law enforcement officias, upon their written request
for the purposes of investigating an alleged violation of the Food Stamp Act or regu-
lations.

(F) households applying for or receiving Food Stamp benefits, their Authorized
Representative, or an individual acting on behalf of the household, upon their
written request.

(2) Law enforcement officials and household members, prior to the case review,
or obtaining information must submit awritten request to the Department of Income
Maintenance representative.

(A) A written reguest received from law enforcement officials must include:

(i) the identity of the individual requesting the information; and

(i) the authority to do so; and

(iii) the violation being investigated; and

(iv) the identity of the person on whom the information is requested.

(B) Thewritten request submitted by head of household, the household’ s author-
ized representative, or an individual acting on behalf of the household must include:

(i) name of the person making the request; and

(ii) date of request; and

(iii) reason for the request; and

(iv) signature of the head of household or its authorized representative.

(3) The food stamp case record is available for inspection during normal busi-
ness hours.

(4) The Department of Income Maintenance can withhold confidential informa-
tion such as:

(A) the names of individuals who have disclosed information about the household
without the household’ s knowledge; or

(B) the nature or status of pending criminal prosecutions.

(Effective June 2, 1986)
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Sec. 17-12a-16.
Repealed, December 21, 1990.

Sec. 17-12a-17. Maximum income limitations — clarification of age 60 in the
food stamp program

(@) General Statement

Households applying for or receiving Food Stamp benefits must have income
below an established maximum level as afactor of digibility. The maximum income
limitations are established by Federal Regulation.

(b) Definitions

(1) Gross Income

For the purposes of this section, gross income is considered to be all countable
income received by a household during the month with no deductions.

(2) Net Income

For the purposes of this section, net income means the total of non-excluded
earned and unearned income minus all allowable deductions.

(3) Age 60

For the purposes of this section an individual is considered to be 60 years of age
on the first of the month in which the 60th birthday occurs.

(c) Maximum Income Limitations

The monthly income of households applying for or receiving Food Stamp benefits
may not exceed limitations established by Federal Regulation.

Households with income in excess of the limitations are ineligible to participate
in the program. The income limitation is specified in either the Gross Income or
Net Income Table. The selection of the appropriate table is based on household cir-
cumstances.

(1) Gross Income Table

The Gross Income Table is used when the household does not contain any
members:

(A) 60 years of age or older;

(B) blind or disabled receiving income under Title Il of the Social Security Act;

(C) who are veterans, their spouses or surviving children receiving Veterans
Disability benefits under Title 38 of the United States Code;

(D) with income from Supplemental Security Income.

(2) Net Income Table

The Net Income Table is used when the household contains one or more of
the following:

(A) members 60 years of age or older;

(B) members who are blind or disabled receiving income under Title Il of the
Social Security Act;

(C) Veterans, their spouses or surviving children receiving Veterans Disability
benefits under Title 38 of the United States Code.

(D) Members with income from Supplemental Security Income.

(Effective June 3, 1986)

Sec. 17-12a-18. Household cooperation

(@) General

As a condition of eligibility households are required to cooperate in the initia
application process, in reviews generated by reported changes, in redeterminations
and in Quality Control reviews.
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(b) Definition

Quality Control annual review period is the twelve month period from October
1st of each calendar year through September 30th of the following calendar year.

(1) AtliIntake

(A) Households are responsible for cooperating with the Department of Income
Maintenance in completing the application process. The application form must be:

(i) fully completed and signed; and

(if) aresponsible household member or authorized representative must be inter-
viewed; and

(iii) certain information must be verified.

(B) An application is denied when a household refuses to cooperate with the
Department of Income Maintenance. It must be clearly shown that the household
has not taken the necessary steps to complete the application process in order for
the household to be denied for refusal to cooperate.

(2) Reported Changes and Redetermination

(A) A household is determined ineligible if it refuses to cooperate with any
subsequent review of eligibility including reviews generated by reported changes
and redeterminations.

(i) Oncedenied or terminated for refusing to cooperate, the household can reapply.
Ineligibility continues until the household cooperates.

(3) Quality Control Review

(A) A household isineligible for Food Stamp benefits if it refuses to cooperate
in a Quality Control review of eligibility. If a household is terminated for refusal
to cooperate with a Quality Control reviewer ineligibility continues until it cooper-
ates, or until 95 days after the end of the annual review period, whichever is first.

(B) If a reapplication is filed 95 days after the end of annual review period,
noncooperation is no longer a factor of eligibility and the household’s benefits are
not denied as a result of its refusal to cooperate with Quality Control. Verifications
of all eligibility factors is required at the time of reapplication.

(Effective June 2, 1986)

Secs. 17-12a-19—17-12a-21. Reserved

Sec. 17-12a-22. Duplicate participation

(@) General Statement

The Department of Income Maintenance has the responsibility to detect and
terminate instances of duplicate participation.

(b) Definition

Duplicate Participation

Households or individuals receiving Food Stamp Benefits in two or more cases
during the same issuance month.

(c) Prohibition Against Duplicate Participation

Households and individuals are prohibited from participating in the Food Stamp
program as eligible members of two or more cases during the same issuance month.

(Effective June 3, 1986)

Sec. 17-12a-23. Reserved

Sec. 17-12a-24. Restoration of lost food stamp benefits to public assistance
and non-public assistance households
() General
Food Stamp benefits are restored for not more than twelve months when ajudicial
action has found benefits to be wrongfully withheld, an agency error occurs, or an
administrative disqualification for an intentional program violation is reversed.
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(b) Definitions

(1) Allotment

An alotment is the total value of coupons a household is authorized to receive.

(2) Agency error

For the purposes of this section an agency error is one in which the Department
of Income Maintenance causes an overissuance by failing to take prompt action on
a reported change or by taking an incorrect action.

(3) Judicial Ruling

A judicia ruling is a Federa or a State Court mandate which issues a prescribed
course of action that must be taken by the Department of Income Maintenance.

(4) Lost Benefits

Lost benefits are benefits to which the household is entitled but are not received.

(5) Offsetting

For the purposes of this section, offsetting is a method by which the Department
of Income Maintenance recovers an overissuance by deducting the amount of the
overissuance from an entitlement to lost benefits.

(6) Restored Benefits

Restored benefits are benefits issued to replace a loss which occurred during a
period when the household was determined to be eligible participate in the food
stamp program or to correct an alotment which was less than the amount to which
the household was entitled.

(7) Retroactive Benefits

Retroactive benefits are benefits issued for the month in which an application is
filed when the eligibility determination is completed in a subsequent month.

(c) Entitlement to Restoration of Lost Benefits

A household is entitled to restoration of lost benefits for not more than twelve
months when:

(1) federal regulations specify that households are entitled to restored benefits; or

(2) ajudicia ruling has found benefits to be wrongfully withheld; or

(3) an administrative disqualification for an intentional program violation is
reversed; or

(4) an agency error has occurred.

(d) Restoring Lost Benefits

(1) Before taking action to restore benefits, the Department of Income Mainte-
nance determines whether the household has received an overissuance during the
same period, and whether the househol d has received any other documented overissu-
ances. If so, the Department of Income Maintenance offsets the amount of the
overissuance against that of the underissuance.

(2) If the amount of the underissuance exceeds that of the overissuance, the
Department of Income Maintenance takesimmediate action to restore those benefits.
Benefitsare restored regardless of whether the household is currently eligible or inel-
igible.

(A) Agency Error

Benefits lost as a result of an agency error are restored for not more than twelve
months prior to whichever of the following dates occur first:

(i) thedatethe Department of Income Maintenance receives arequest for restored
benefits from the household; or

(ii) the date the Department of Income Maintenance is notified or otherwise
discovers that a loss to the household has occurred.

(B) Judicial/Court Ruling
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(i) Benefits which are found by any judicial ruling to be wrongfully withheld
are restored for not more than twelve months from the date the court action is
initiated if this is the first action taken by the household to obtain restoration of
lost benefits.

(if) Whenthejudicia ruling isareview of a Department of Income Maintenance’'s
action, benefits are restored for not more than twelve months from:

(aa) the date the Department of Income Maintenance receives a regquest for
restored benefits; or

(bb) if no request for restored benefits is received, the date the fair hearing
process is initiated; but

(cc) never morethan one year from when the Department of Income Maintenance
is notified of, or discovers the loss.

(C) Reversa of Disqualification for an Intentional Program Violated

(i) Household members who are disqualified for intentional program violations
are entitled to those benefits which were lost during the months of disqualification
if the decision which resulted in disgudification is reversed in a separate court
action by a court of appropriate jurisdiction.

(ii) Benefits are restored for not more than twelve months prior to:

(aa) the date the Department of Income Maintenance receives a request for
restored benefits from the household; or

(bb) the date the Department of Income Maintenance is notified or otherwise
discovers that a loss to the household has occurred.

(e) Eligibility Determination

(1) Ané€ligibility determination is completed for each month affected by the loss.
If the food stamp record does not contain documentation that the household was
eligible, the household is advised of:

(A) what information must be provided; and

(B) what months this information is needed for; and

(C) the requested information must be received in ten working days.

(2) The household is considered ineligible for each month for which it has not
provided the information requested.

(f) Method of Restoration

(1) An alotment equal to the amount of lost benefits is issued after it has been
established that a household is due restored benefits.

(2) The amount to be restored is equal to the difference between the amount
received by the household and the amount to which the household was entitled less
any benefits recouped through the offset method.

(3) The amount restored is issued in addition to the household’s current enti-
tlement.

(4) The Department of Income Maintenance will honor a reasonable request to
have benefits issued in partia installments if:

(A) the household has reason to believe the allotment may be stolen; or

(B) the amount to be restored is more than the household can use in a reasonable
period of time.

(g) Benefit Computation

After correcting the loss for future issuances and excluding those months for
which benefits are lost prior to the twelve month time limit, the months affected
by the loss are computed as follows:

(1) For an:
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(A) incorrect allotment, benefits are restored only for those months the house-
hold participated;

(B) incorrect denial, benefits are restored from the month of initial application;

(C) incorrect delay, benefits are restored in accordance with the appropriate
Section of the Food Stamp Handbook.

(D) incorrect termination, benefits are restored the first month they were not
received as a result of the erroneous termination;

(E) eigible household filing a timely reapplication, benefits are restored the
month following the expiration of its certification period.

(h) Changesin Household Composition

(1) If the household composition has changed, the Department of Income Mainte-
nance issues restored benefits to the household containing the majority of the
members who were household members at the time the loss occurred.

(2) If the Department of Income Maintenance is unable to locate or identify such
unit, the Department of Income Maintenance restores benefits to the household
containing the head of the household at the time the loss occurred.

(i) Notification Requirements

The household is provided written notification of its entitlement to restored
benefits. The notification advises the household of:

(1) its entitlement; and

(2) the amount of benefits to be restored; and

(3) any offsetting that was used; and

(4) the method of restoration; and

(5) itsright to request a fair hearing.

(j) Fair Hearing Requests

(1) Whenthe household disagreeswith either the amount of benefitsto berestored
as calculated by the Department of Income Maintenance or any other action taken
by the Department of Income Maintenance to restore lost benefits, a fair hearing
can be requested within 90 days of date notification is received.

(2) If a household requests restoration of lost benefits, but after review of the
Food Stamp record, the request is denied the household has 90 days from the date
of the denial to request a fair hearing.

(3) When afair hearing is requested before or during the period lost benefits are
restored, the household receives the benefits the Department of Income Maintenance
determines it is entitled to until the fair hearing decision is rendered.

(k) Offsetting

(1) When aclaim against ahousehold isterminated as uncollectible or suspended,
the amount to be restored is offset by the amount due on the claim before the
balance, if any, is restored to the household. There is no time limit on claims which
are subject to the offsetting process.

(2) Offsetting is Used:

(A) for any claim amount when a claim has been terminated as uncollectible or
held in suspense; or

(B) when a claim against a household is the result of an administrative error, or
an unintentional program violation; or

(C) when a determination of an intentional program violation has been made by
an administrative disqualification hearing officer; or

(D) when a waiver of rights to an administrative disqualification hearing has
been signed; or

(E) when the household has chosen a repayment method; or
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(F) when the Department of Income Maintenance has selected a repayment
method.

(3) Offsetting is not used:

(A) when benefits are issued retroactively; or

(B) when thereis a court ordered repayment plan which specifies the amount to
be repaid and the method of repayment.

(Effective June 2, 1986)

Secs. 17-12a-25—17-12a-27. Reserved

Sec. 17-12a-28. Standard deduction and excess shelter/dependent carededuc-
tion in the food stamp program

(a) Standard Deduction

A standard deduction of ninety-eight ($98) dollars per household per month is
used in the computation of available income in calculating the amount of Food
Stamp benefits to be issued.

(b) Excess Shelter Expense/Dependent Care Deduction

The total excess shelter/dependent care deduction shall not exceed one hundred
thirty-nine ($139) dollars a month.

(c) Affected Sections of DIM Food Stamp Manual

These changes directly affect sections of the Department of |ncome Maintenance
Food Stamp Manual, and those sections of the Manual are being revised accordingly.

(Effective August 4, 1986)
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Disclosures by Professional Solicitors

Sec. 17-21t-1. Disclosures by professional solicitors

Every professional solicitor who orally solicits persons in this state, including,
but not limited to, use of a telephone, shall conspicuously and clearly state the
following information to each prospective contributor at the commencement of
each solicitation:

(a) histrue name;

(b) that heis a professional solicitor; and

(c) if he is an officer, employee, servant, agent or representative in whatever
capacity designated of a professional soliciting firm, the name of such firm asit is
on file with the Department of Consumer Protection.

(Effective December 1, 1977)
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Essential Services

Secs. 17-3la-1—17-31a-5.
Repealed, August 21, 1992.
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Before and After School Child Day Care Program

Sec. 17-31laa-1. Definitions

For the purpose of these regulations, the following definitions shall apply:

(@) ‘*Applicant’”” meansamunicipality, board of education or child care provider.

(b) ‘*Commissioner’” means the Commissioner of the Department of Human
Resources or his authorized representative/designee.

(c) ‘‘Department’’ means the Department of Human Resources.

(d) “*Grant’’ meansthe funds awarded by the department to amunicipality, board
of education, or a child day care provider to pay for specific costs incurred in the
operation of a before and after school program.

(e) ‘“*Grant program’’ meansthe provision of funds by the department to approved
applicants, within available appropriations, in order to encourage the use of school
facilities for the provision of needed before and after school child day care services.

(f) *“Program’” means the supplemental day care services given by an applicant/
provider to children before and after classes in a school facility.

(g) ‘‘Provider’” means a person, group of persons, association, organization,
corporation, ingtitution or agency which provides child day care services.

(h) “*School site’’ means a location in a school facility in which the program is
conducted that meets Department of Health Services day care license requirements.

(Effective August 28, 1989)

Sec. 17-31aa-2. Application and selection process

(@ An applicant/provider may apply for a grant for a before and after school
program from the Department of Human Resources.

(b) Approval of the grant application is based on the following:

(1) conformity with the eligibility standards listed in Section 17-31aa-3, below;

(2) a review of the application, which include the program format and finan-
cia requirements.

(c) Priority shall be given to:

(1) applicationsreceived in completed form on afirst come, first served basis, and

(2) depending on availability of funding, to new programs rather than estab-
lished programs.

(Effective August 28, 1989)

Sec. 17-31aa-3. Eligibility

(a) Eligibility to receive a grant under this program shall require an applicant/
provider to submit the following in their application:

(1) documentation of need for a before and after school child day care program
in the particular community;

(2) awritten agreement from the appropriate authority for use of the school;

(3) copy of the fee schedule that limits the amount that may be charged for child
day care services to the applicant/provider’ s base cost per capita, plus a percentage
of such cost; and

(4) an agreement to provide liability insurance for the program.

(Effective August 28, 1989)

Sec. 17-3laa-4. Use of grant funds

A grant provided to a recipient under this program shall be used only for the
following costs directy attributable to the program:
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(1) Facility use costs:

(2) Program operation costs:

(Effective August 28, 1989)

Maintenance

Utilities

Transportation

Liability insurance coverage
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Child Day Care Business Firm Tax Credit Program
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Loans to Corporations for Child Care Facilities

Sec. 17-31lee-1. Definitions

As used in Sections 17-31ee-1 to 17-31ee-7, inclusive:

(a) ‘‘Borrower’’ means a corporation which intends to establish or improve a
child care facility within Connecticut to serve primarily children of employees of
such corporations and children of employees of the municipalities in which such
facility is located.

(b) ‘*Child care facility’” means a facility which will be licensed by the Depart-
ment of Health Services for a program of supplementary care for more than twelve
(12) children outside of their own homes on aregular basis for a part of the twenty-
four (24) hours in a day for one or more days in the week (i.e., a child day care
center) or for not less than seven (7) or more than twelve (12) children outside of
their own homes on a regular basis for a part of the twenty-four (24) hours in a
day for one or more days in the week (i.e., a group day care home).

(c) ‘*Commissioner’”” means the Commissioner of the Department of Human
Resources.

(d) “*Corporation’” meansall corporations asthe term is defined in Connecticut’s
General Statutesincluding stock; nonstock; profit; nonprofit; municipal corporations;
and specially chartered corporations; and any such corporation shall be registered
and in good standing with the Office of the Secretary of State.

(e) ‘‘Department’’ means the Department of Human Resources.

(f) *‘Renovation’’ shall mean the repair or renewal of permanent fixtures of the
child care facility. Such renovations may include, but not be limited to, the purchase
or repair of partitions within the facility, built-in tables and benches, shelving for
toysand games, sinks and toil et facilities, and stationary indoor or stationary outdoor
playground equipment, installed carpeting, and major kitchen appliances.

(Effective August 28, 1989)

Sec. 17-3lee-2. Program administration

(a) Application for a loan shall be submitted to the Department of Human
Resources on loan application forms prescribed by the Department.

(b) No application shall be considered unless the exhibits and all information
required by such forms are furnished.

(c) The borrower shall pay for al costs that the Commissioner determines are
reasonable and necessary to process applications for loans or lines of credit under
this program.

(d) If, upon examination of the application, supporting information and results
of any investigation, the Commissioner rejects such application, then the loan may
not be granted and the Department shall cause the applicant to be notified that the
application has been denied.

(Effective August 28, 1989)

Sec. 17-3lee-3. Eligibility

In order to participate in this loan program the applicant corporation shall satisfy
the Department that:

(a) the borrower is a corporation;

(b) the loan funds shall be used to directly develop or improve a child care
facility which may include planning, site preparation, construction, acquisition or
renovation of the facility;
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(c) the intended and eventual use over the period of the loan of the child care
facility shall be primarily for children of employees of the applicant corporation
and for children of employees of the municipality in which the facility in Connecticut
is located or is to be located;

(d) the child care facility or planned child care facility shall meet local zoning
requirements and shall comply with all state and local health and safety laws and
regulations and, in particular, all such laws and regulations applicable to child care
facilities. The facility or planned facility shall be licensable by the Department of
Health Services for use as a child care facility; and

(e) the borrower shall demonstrate to the satisfaction of the Department that it
has sufficient revenues, excluding state grants, and collateral to repay the principal
and interest on the loan; and has sufficient financial resources to be able to maintain
the operation of the child care facility.

(Effective August 28, 1989)

Sec. 17-3lee-4. Loan agreement

(a8) Upon approval of an application by the Commissioner, the Department and
the borrower shall enter into a loan agreement which shall set forth the terms and
conditions required by these regulations and other terms and conditions applicable
to the particular loan, which may be set by the Department.

(b) Theloan agreement shall be executed on forms provided by the Department,
and all costs of closing shall be paid by the borrower.

(c) Each loan agreement shall be effective only upon execution by the Commis-
sioner and the borrower.

(d) Such loan agreement shall provide, without limitation, that the borrower
agrees:

(1) To provide the Department with such financial and other reports as the
Commissioner, in his discretion, may require from time to time.

(2) To notify the Department promptly of any material adverse change in the
financial condition or business prospects of the borrower;

(3) To represent and warrant that it has the power and authority to enter into the
loan agreement and to incur the obligations therein provided for, and that al docu-
ments and agreements executed and delivered in connection with the loan shall be
valid and binding upon the borrower in accordance with their respective terms;

(4) To provide such security for the loan as the Commissioner may require
pursuant to Section 5 (c) of theseregul ations and to execute and deliver all documents
in connection therewith.

(5) The borrower shall submit yearly enrollment forms on the day care children,
during the loan term, in order to ensure that the facilities are being used primarily
for children of the borrower’s employees, and children of municipal employees, as
mandated by Connecticut General Statute 17-31ee.

(Effective August 28, 1989)

Sec. 17-3lee-5. Loan guarantees

(a) All loans shall be made at the discretion of the Commissioner for a period
not to exceed five (5) years from the date of the loan agreement.

(b) Loans may be secured or unsecured at the discretion of the Commissioner.

(c) If the loan is to be secured, the Commissioner may require the borrower to
provide as security any or all of thefollowing: real property, accounts, chattel paper,
documents, instruments, general intangibles, goods, equipment, inventory or other
personal property, and may further require the borrower to have executed and



Sec. 17-31ee page 5 (3-95B)

Department of Human Resources §17-31lee-7

delivered to the Department such security agreements, financing statements, mort-
gages, pledges, assignments, subordinations, guarantees or other documents or evi-
dences of security as required by the Commissioner, and in the form required by
the Commissioner.

(d) Disbursement of the loan shall be made at the discretion of the Commissioner
in accordance with the provisions of the loan agreement; and confirming use of
funds by the borrower; and use of loan funds by the borrower shall be subject to
monitoring and audit by the State.

(e) Theloan shall be repaid on an amortized schedule of payments or upon such
other method of payment of principal and interest as the Department considers
necessary and appropriate in the particular circumstances.

(f) Therate or rates of interest shall be established by the state bond commission
in accordance with subsection (t) of Section 3-20 of the Connecticut General Statutes.

(g) Theloan fundsshall not be used to refinance existing loans or existing indebt-
edness.

(Effective August 28, 1989)

Sec. 17-3lee-6. Promissory note

(@) Each loan shall be evidenced by a promissory note which shall contain a
provision permitting the borrower to prepay the loan in whole upon any interest
payment date without penalty.

(b) The promissory note shall provide for the payment of interest at a rate or
rates established by the state bond commission in accordance with subsection (t)
of Section 3-20 of the Connecticut General Statutes.

(c) The promissory note may provide for the collection of a late charge, not to
exceed two (2) percent of any installment more than fifteen (15) days in arrears.
Late charges shall be separately charged to and collected from the borrower.

(d) Thepromissory note shall contain aprovision that thefailure of the borrower’s
child care facilities to comply with all state and local health and safety regulations,
and in particular, those applicable to child care facilities, may congtitute a default.

(e) The failure of the borrower to abide by the terms of the loan agreement, the
promissory note, or other documents signed by the borrower in connection with
such loan shall be considered in default under such promissory note.

(f) The promissory note shall contain a provision that the failure of the borrower
to make a full payment of any principal or interest due under the promissory note
within thirty (30) days from the due date shall constitute a default.

(g) Thepromissory note shall providethat upon default, any and all sumsowing by
the borrower under the promissory note shall, at the discretion of the Commissioner,
become immediately due and payable.

(h) The promissory note shall provide for payment of reasonable attorney’s fees
and legal costs in the event the borrower shall default in the payment of the note.

(i) Upon default the borrower will be ineligible to apply for funds under any
other Department of Human Resources |oan programs.

(Effective August 28, 1989)

Sec. 17-3lee-7. Affirmative action plan

Prior to closing the loan agreement, the borrower if mandated by federal and/or
state law, shall submit its affirmative action plan to the Department.
(Effective August 28, 1989)
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Shelter Services for Victims of Household Abuse

Sec. 17-31k-1. Role of the department of human resources

(@) The department of human resources is responsible for all aspects of the
proposal, application and review process. The issuance of a request for proposal is
not a commitment by the state to fund services listed in a given proposal.

(b) Proposals may be submitted to the department of human resources by non-
profit organizations which are incorporated or are in the process of incorporating.
Such organizations submitting a proposal must offer asingle, legal entity which the
department of human resources may contract with and hold responsible, even though
the proposals may be made on behalf of more than one agency in a consortium
arrangement.

(c) The department of human resources reserves the right to return proposals for
revision or to negotiate with applicants during the preparation of contracts. The
department also reserves the right to alow the selected organizations to form or
expand a consortium or other cooperative arrangements among organizations, if
in the department’s opinion this would strengthen the program and benefit the
population group.

(Effective August 28, 1981)

Sec. 17-31k-2. The application process

The procedure to be followed by organizations in submitting proposals to the
department of human resources is as follows:

(a) Proposals shall be submitted to the commissioner of the department human
resources within 60 days of the issuance of the request for proposals.

(b) The program description shall include the organization’s plan to provide
the following:

(1) Services available 24 hours, 365 days, with 24 hour telephone coverage.

(2) Up to 72 hours of emergency crisis intervention services.

(3) Up to 60 days of support services.

(4) Services to children, including day care, education and counseling.

(5) Resource information for victims and their families.

(6) The development of community support systems to aid in the prevention of
family crisis situations.

(7) The development of cooperative agreements with existing social service pro-
viders to avoid duplication of services.

(c) An organization submitting a proposal shall complete a line item budget
detailing how such organization proposesto use funds from the department of human
resources, funds from other sources, and volunteer services; and shall include plans
for rental and maintenance of shelter facilities, and provisions for emergency food
and living expenses.

(d) Thecommissioner of the department of human resources shall make adetermi-
nation on each proposal within 90 days of receipt of the last proposal.

(Effective August 28, 1981)

Sec. 17-31k-3. The contract process
(a) Contracts are negotiated with approved organizations.
(b) The State incurs no obligation until contracts are approved.
(Effective August 28, 1981)
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Assistance to Homeless Persons with AIDS Pilot Program

Sec. 17-31kk-1. Definitions

(a) AIDS patients are persons who have acquired immune deficiency syndrome.

(b) Application means the document whose requirements are described in Sec-
tions 6 and 7 of this regulation.

(c) ARC patients are persons who have an AIDS related complex.

(d) Commissioner means the Commissioner of the Department of Human
Resources.

(e) Department means the Department of Human Resources.

(f) Financial assistance means funds granted by the Department of Human
Resources to an eligible, non-profit corporation to assist in the cost of planning
the development of housing, acquiring property to be used for housing, repairing,
rehabilitating, constructing, and operating housing for AIDS and/or ARC patients.

(g) Housing means a structure to be used as a primary residence for homeless
persons suffering from AIDS and/or ARC, who wish to remain independent.

(h) Initia inquiry meansthe information requested in Section 2 of thisregulation.

(i) Non-profit corporation means anon-profit corporation as defined in Connecti-
cut General Statutes, Section 8-39 that has received IRS 501 (c) (3) status, and
which plans to provide housing described in Section 1 (g) of this regulation.

(Effective August 9, 1988)

Sec. 17-31kk-2. Initial inquiry and determination of eligibility

An €ligible non-profit corporation may apply to the Department for financial
assistance by submitting the following data which comprises the initial inquiry:

(& A copy of the corporation by-laws;

(b) A plan which indicates how, and to what extent, resources of existing social
service agencies are to be utilized in the program;

(c) Information that indicates the applicant has the managerial and administrative
capability to undertake and successfully complete a physical development project;

(d) A funding request that is limited to the following €ligible costs:

(1) planning for housing development;

(2) acquisition of property for housing;

(3) construction, rehabilitation or repair of housing;

(4) operation of housing (includes maintenance, utilities cost).

(e) Evidence of adeguate financia resources for completion of housing to the
Certificate of Occupancy;

(f) Evidence of adeguate financial resources and strategic planning to maintain
the operational status of the program for a period of ten (10) years.

(Effective August 9, 1988)

Sec. 17-31kk-3. Review and application processing

(@) The Department shall review the initial application for conformity to the
information requested in Section 2 above and, subject to the availability of program
funds, shall invite the applicant to submit an application whose requirements are
described in Sections 6 and 7.

(b) Upon receipt, the Department shall review the formal application and any
accompanying plans and specifications. Primary responsibility for al information
forwarded to the Department rests with the applicant.

(c) Subseguent to the resolution of any questions between the Department and
the applicant, and upon determination that the application meets al the required
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criteria, such application shall be forwarded to the Secretary of the State Bond
Commission with a recommendation that it be placed on its monthly agenda for
review and a decision.

(d) If the application is approved by the State Bond Commission, the Department
shall notify the applicant to proceed with the construction bid process. The applicant
shall then notify the Department of the scheduled date for bid openings. For projects
less than One Hundred Thousand Dollars ($100,000), three (3) estimates may, at
the discretion of the Commissioner, be submitted from independent contractors in
lieu of aformal bid process.

(e) Subseguent to a bid opening, the applicant shall submit to the Department:

(1) An affidavit of publication, or copy of the bid advertisement;

(2) A copy of each bid submitted;

(3) A copy of al bid bonds or certified checks.

(Effective August 9, 1988)

Sec. 17-31kk-4. Execution of project

(@) Theapplicant shall notify the Department of the date and time of the construc-
tion contract signing. Subsequent to the contract signing, the applicant shall submit
to the Department:

(1) one copy of the executed Contract;

(2) one copy of the Corporation Certificate;

(3) onecopy of each: Performance Bond, and Labor and Material Payment Bond,;
for projects less than One Hundred Thousand Dollars ($100,000), this provision
may be waived at the discretion of the Commissioner.

(4) one copy of Power of Attorney;

(5) one copy of Certificate of Insurance.

(b) The applicant shall notify the Department of the groundbreaking and subse-
guent work schedule.

(c) The applicant shall notify the Department as soon asit is evident construction
delays may require a budget extension.

(d) All change order requests must be submitted to the Department for prior
approval.

(Effective August 9, 1988)

Sec. 17-31kk-5. Project financing

(@) Theapplicant shall submit afirst payment request with the formal application,
and shall submit, on forms approved by the Department, financial reportsin duplicate
with the second payment request and with each payment request thereafter, and
upon completion of the project.

(b) Financia records shall be maintained in accordance with the Department’s
Manual for Grantee Accounting. These records, together with the financial reports
submitted to the Department, shall provide a basis for a final independent audit.

(c) Thefina payment shall be made (1) after the applicant has obtained a Certifi-
cate of Occupancy for the project; (2) financia reports based on the completed
program are submitted; (3) a final inspection of the facility has been made by
Department staff; and (4) a Certificate of Termination, based on an independent
audit supplied by the applicant, has been issued by the Department.

(Effective August 9, 1988)

Sec. 17-31kk-6. Planning the AIDSYARC housing

The application for financial assistance shall address two components, (1) the
physical development of the facility and (2) the program operation plan. Planning



Sec. 17-31kk page 5 (3-95B)
Department of Human Resources § 17-31kk-7

results for each of these components shall be reflected in the narrative submitted
with the Program Design and Financing Plan forms supplied by the Department
and shall include:

(@) Physical Development Planning.

(1) Evidence of applicant ownership of land and/or building; include any deed
restrictions and/or special conditions;

(2) Confirmation of zoning compliance for projected use, including description
of public transportation access;

(3) Map showing site boundaries prepared by registered engineer/architect of
land to be purchased,;

(4) Two (2) independent appraisals for land and/or building purchase;

(5) One (1) copy of architectural plans and specifications for construction of
building, or renovation costs of One Hundred Thousand Dollars ($100,000) or more;
one (1) copy of preliminary drawings if costs are less than One Hundred Thousand
Dollars ($100,000);

(6) Certification that property will meet building, health and fire codes when ren-
ovated.

(7) Architect’s or applicant’s estimate of complete project costs.

(b) Program Planning for the Operation of the Housing:

(1) Description of need for the program;

(2) Description of population to be served;

(3) Description of method of selection of residents of facility;

(4) Living arrangements for residents;

(5) Orientation process for residents, including tenant contract;

(6) House rules, including any infraction penalties;

(7) Rental fees, including any dliding fee scale;

(8) Assurance of applicant’s intent and liability to comply with al federal, state
and local laws and regulations pertaining to the operation of this type of facility;

(9) Table of organization which demonstrates administration, oversight and
staffing of residential program.

(Effective August 9, 1988)

Sec. 17-31kk-7. Applicant check list for grant application submission

The application submission shall include the following data for each of the com-
ponents:

(a8) The Physical Development Component:

(1) Two (2) copies of Certified Resolution of Applicant, each with seal and
original signature.

(2) Two originaly signed copies of the facility Program Design and Financing
Plan, which formis supplied by the Department and includes information requested
in Section 6 (a) Physical Development Planning;

(3) A statement that (A) establishes clear lines of responsibility for development
of the physical facility; (B) designates qualified personnel to coordinate the physical
and programmatic aspects of the project and act as liaison for the applicant as
needed and to monitor construction and contract compliance; and (C) assigns an
administrator of fiscal records and accounting for the project. The number of person-
nel required for this phase of the project shall depend on its extent and complexity,
and can be negotiated with the Department.

(b) The Program Operation Component:

(1) One (1) origina and four (4) copies of the Certified Resolution of Applicant.
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(2) Two (2) originally signed copies of Page 1 of the Grant Action/Program
Design and Financing Plan, which is supplied by the Department.

(3) One (1) origina and four (4) copies of Pages 2—-8, Program Budget of the
Grant Action/Program Design and Financing Plan, and a copy of the Program Plan
narrative, on aform supplied by the Department that includes information requested
in Section 6 (b), Program Planning for the Operation of the Housing.

(4) A plan that (A) indicates continuous operational funding and management
capability; (B) contains estimate of projected annual costsfor personnel and operation
of facility; and (C) cites specific public/private sources of financial support, with doc-
umentation.

(Effective August 9, 1988)
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Reporting Incidents of Suspected Spouse Abuse

Sec. 17-311-1. Suspected incidents of spouse abuse reporting forms

The commissioner of human resources shall provide a supply of reporting forms
to the state police division of the department of public safety, local police departments
and hospital emergency rooms.

(Effective December 18, 1980)

Sec. 17-311-2. Submission of spouse abuse reporting forms to the commis-
sioner of human resour ces
Police officers and hospital emergency room personnel who have reasonable
cause to believe that an individual has physical injury or injuries which has or have
been inflicted upon her or him by such individual’s spouse, whether or not such
individuals are living together, or by any adult member of the household who is of
the opposite sex, shall report such incidents by completing forms supplied by the
commissioner of the department of human resources. Such forms shall be submitted
to the commissioner of human resources on or before the tenth day of the month
following the month in which the incident of suspected spouse abuse occurred.
(Effective December 18, 1980)

Sec. 17-311-3. Purpose of reports

Such reporting forms shall not name the parties involved and shall be used for
statistical purposes only.

(Effective December 18, 1980)
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Personal Care Assistance for Handicapped
Persons Program

Secs. 17-31m-1—17-31m-6.
Repealed, September 18, 1986.

Secs. 17-31m-la—17-31m-9a.
Repealed, January 26, 1990.

Secs. 17-31m-10a—17-31m-18a.
Repealed, December 21, 1990.

Personal Care Assistance Program
Secs. 17-31m-1b—17-31m-9b. Reserved

Secs. 17-31m-10b—17-31m-18b.
Transferred, July 23, 1991.

Existing Section New Section
17-31m-10b 17-581-10a
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17-31m-12b 17-581-12a
17-31m-13b 17-581-13a
17-31m-14b 17-581-14a
17-31m-15b 17-581-15a
17-31m-16b 17-581-16a
17-31m-17b 17-581-17a
17-31m-18b 17-581-18a

(Effective July 23, 1991)
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Secs. 17-31n-1—17-31n-6.
Repealed, September 5, 1990.
Secs. 17-31n-7—17-31n-14.
Transferred, July 23, 1991.

Existing Section New Section
17-31n-7 17-582-7
17-31n-8 17-582-8
17-31n-9 17-582-9
17-31n-10 17-582-10
17-31n-11 17-582-11
17-31n-12 17-582-12
17-31n-13 17-582-13
17-31n-14 17-582-14

(Effective July 23, 1991)
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Family Day Care Home Licensing

Secs. 17-31g-1—17-31g-10.
Repealed, October 30, 1989.

Sec. 17-319-11. Reserved

Family Day Care Homes

Secs. 17-319-12—17-31g-23.
Repealed, September 1, 1993.
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Fair Hearings

Secs. 17-31rr-1—17-31rr-12.
Repealed, October 2, 1991.
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Provision of Grantsto Public or Private Organizations or Agencies
to Develop and Maintain Programs for Emergency
Shelter Services for Homeless Individuals

Secs. 17-31v-1—17-31v-3.
Repealed, February 1, 1993.



Sec. 17-31w page 1 (3-95B)

Department of Human Resources

TABLE OF CONTENTS

Crime Prevention and Safety Measures
Crime prevention and safety measures . . . . . . . .. ... ... .. 17-31w- 1
Reserved . . .. .. ... .. ... 17-31w-2—17-31w-13

Transferred. . . . . . . ... 17-31w-14—17-31w-25






Sec. 17-31w page 3 (3-95B)

Department of Human Resources §17-31w-25

Crime Prevention and Safety M easures

Sec. 17-31w-1. Crime prevention and safety measures

(@) Crime prevention and safety measures shall be purchased and installed in
residences of elderly or handicapped applicants who are eligible for weatherization
assistance by Community Action Agencies or Municipal Agencies at the same time
the dwelling unit is weatherized.

(b) The following are the materials to be used for the program:

(1) Locks on windows and doors.

(2) Deviceswhich allow a person inside a dwelling unit to view the area outside
the door.

(3) Purchase and installation of smoke detectors.

(c) Funding for this program shall be allocated between the CAAs based on the
percentage of elderly or handicapped dwelling units that were weatherized from the
caseload of each CAA during the previous program year.

(d) The purchase and installation of crime prevention and safety measures shall
be subject to the availability of funds.

(Effective March 25, 1986)

Secs. 17-31w-2—17-31w-13. Reserved

Energy Assistance

Secs. 17-31w-14—17-31w-25.
Transferred, June 21, 1991.

Existing Section New Section

17-31w-14 17-591 (a)-14
17-31w-15 17-591 (a)-15
17-31w-16 17-591 (a)-16
17-31w-17 17-591 (a)-17
17-31w-18 17-591 (a)-18
17-31w-19 17-591 (a)-19
17-31w-20 17-591 (a)-20
17-31w-21 17-5091 (a)-21
17-31w-22 17-591 (a)-22
17-31w-23 17-591 (a)-23
17-31w-24 17-591 (a)-24
17-31w-25 17-591 (a)-25

(Effective June 21, 1991)
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Bond Fund Grants to Establish Child Care Facilities for
Children of Municipal and State Employees

Secs. 17-31z-1—17-312-7.
Repealed, May 24, 1988.

Sec. 17-31z-8. Definitions

(a) Applicant means a municipality or state agency that has submitted a child
care facility grant application to the Department of Human Resources.

(b) Child Care Facility means a facility to house a program of supplementary
care, primarily for infants and children of employees of municipalities and state
agencies, which is licensed by the Connecticut Department of Health Services.

(c) Commissioner means Commissioner of the Connecticut Department of
Human Resources.

(d) Department means the Connecticut Department of Human Resources.

(e) Grant Action means a Grant Action Request/Program Design and Financing
Plan, which once executed, is legally binding on the signatories.

(f) Interagency Agreement means a document which formalizes the program-
matic, fiscal and statutory requirements of the contract award among two or more
state agencies, and is legally binding upon the signatories.

(g) Municipality means any one of the 169 towns and cities incorporated in the
State of Connecticut.

(h) Operator meansaperson, group of persons, associ ation, organization, corpora-
tion, institution or agency, public or private, to whom a Child Day Care License is
issued by the Connecticut Department of Health Services.

(i) Primarily means that over a period of a year, at least 51% of the participants
in a child care facility shall be the children of the employees of municipalities or
state agencies, who have permanent employment status.

(j) State Agency means a department, agency or commission of the executive,
judicial or legidative branches of the government of the State of Connecticut.

(Effective May 24, 1988)

Sec. 17-31z-9. Application and determination of eigibility

Any municipality or state agency that, as aresult of unmet needs as demonstrated
to the Department has determined that there is a sufficient demand for child care
services among municipal and state agency employees in their area, and who can
meet the following criteria, may apply:

(@) Demonstrate that the applicant has the managerial and administrative capabil-
ity to undertake and successfully complete a physical development project;

(b) Submit aprogram plan in accordance with Section 17-31z-10 for the operation
of a child care program that is predicated on the selection of an operator for the
planned child care facility;

(c) Demonstrate adequate financial resources to maintain the operational status
of the program;

(d) Affirm that the facility shall be used for said purpose for a minimum period
of ten (10) years from the completion of the project. This condition shall be incorpo-
rated in the appropriate Grant Action/Interagency Agreement;

(e) Determine that over a period of a year the population of the proposed child
care facility shall be composed primarily of children of employees of municipalities
and/or state agencies who have permanent employment status;

(Effective May 24, 1988)
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Sec. 17-31z-10. Determination of costs

(a) Eligible costs for inclusion in a child care facility application:

(1) Architectural/Engineering, or other professional planning costs;

(2) Facility acquisition;

(38) Physical Development: site preparation; demolition; construction or rehabili-
tation; utility connections; fixed equipment; landscaping, driveways and necessary
exterior improvements;

(b) In€ligible costs:

(1) Surveys, tests and borings;

(2) Feasibility studies;

(3) Furnishings and moveable equipment;

(4) Operating expenses. Program operation; building/grounds maintenance.

(c) All project costs are subject to review, modification and/or disallowance at
the discretion of the Commissioner.

(Effective March 27, 1990)

Sec. 17-31z-11. Planning the child care facility

The application shall address two components: the Physical Development of the
facility and the Program Operation Plan. Planning results for each of these compo-
nents shall be reflected in the narrative submitted with the application, and shall
include, as appropriate:

(8) Physical Development Plan:

(1) Project Area: Description of land and/or building to be used, including any
special or unusual conditionsaffecting any or al parts of the site. Include documenta-
tion of any required local, state or federal approvals; and the following pertinent doc-
uments:

(2) Evidence of applicant ownership or lease of land and/or building, or option
to purchase/draft of lease;

(3) Any deed restrictions and/or specia conditions arising from public or pri-
vate controls;

(4) Two (2) appraisals, if land is to be purchased;

(5) Map showing boundaries;

(6) A-2 survey, if land is to be purchased;

(7) One copy of architectural schematics,

(8) Evidence of pre-review of plans (memaos, letters) by local building inspector,
State Department of Health Services and the Bureau of the State Fire Marshal;

(9) Confirmation of zoning compliance; and

(10) Project cost estimate.

(b) Program Operation Plan:

(1) Documentation of unmet needs among municipal and state employees which
indicates present and long range support for a child care facility;

(2) Copy of operator’'s IRS 501 (c) (3) letter, or management contract;

(3) Evidence of continuous operational funding and management capability; and

(4) Description of planned program, including numbersto be served by age group
and services to be provided.

(Effective March 27, 1990)

Sec. 17-31z-12. Applicant check list for grant application

The application shall include the following information:
(@ Two (2) originally signed copiesof the Grant Action Reguest/Program Financ-
ing Plan and Budget.
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(b) For Municipalities only: Two (2) copies of Certified Resolution of Applicant,
each with seal and original signature, the guideline form to be supplied by the
Department. The date of the Certified Resolution shall indicate it was approved by
the governing body prior to the date on the signature page of the Grant Action
Request/Program Financing Plan and Budget.

(c) Two (2) copies of program design:

Which includes: long range justification; current plansfor utilization of facilities;
summary of capital improvementsto befunded; construction supervision responsibil-
ities and safeguards.

(d) Two copies of the Program Plan Narrative (Guideline as follows).

(1) Need for project. (Statistics; benefits to community; current facilities, if any)

(2) Describe the extent of participation by the population to be served in the
planning and operation of the facility (financial/programmatic, etc.). Indicate any
additional support for the program.

(3) Describe any public relations and/or public information efforts for the geo-
graphic area and/or the population that would be served by the facility.

(4) Evidence of applicant’s ability to financially support continuing operation of
the facility. (Submit estimate of annual operating costs for facility and personnel;
cite specific public/private sources of financial support, with documentation.)

(5) Physical description of planned facility and site: facility size, space utilization,
outdoor play space, parking, transportation access, possible socio-economic impact
of project on neighborhood, etc.

(6) Program and activities to be conducted in facility; personnel to be utilized.

(7) Description of selection process for the program operator; qualifications of
program operator selected.

(8) All documentation requested under Section 17-31z-11.

(Effective March 27, 1990)

Sec. 17-31z-13. Application review and processing

The application shall include the following information:

The Department’s process for application review to the execution stage is as
follows:

(@) The Department reviews the application. The primary responsibility for all
information forwarded to the Department rests with the applicant and his architect.

(b) After al questions have been resolved a recommendation is forwarded to the
Secretary of the State Bond Commission requesting that the applicant’s request for
funding be placed on its agenda for review and decision.

(c) Upon approval by the State Bond Commission, the applicant may forward
the grant action to the Commissioner for his approval.

(d) The applicant shall notify the Department of the scheduled date for the bid
openings. After the bid opening, the applicant shall submit to the Department:

(1) Affidavit of publication, or copy of bid advertisement;

(2) A copy of each bid;

(3) A copy of al bid bonds or certified checks, if required; and

(4) Any other documents required by the Department.

(Effective March 27, 1990)

Sec. 17-31z-14. Execution of project

(@) The Department shall be notified of the date and time of the construction
contract signing. After the contract signing, the applicant shall submit to the
Department:
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(1) One copy of the Executed Contract;

(2) One copy of each: Performance Bond; Labor and Material Payment Bond
and Power of Attorney for Surety.

(3) One copy of contractor’s certificate of Insurance.

(b) The Department shall be notified of date of ‘* groundbreaking’’ and subsequent
work schedule for the facility. Department staff may make periodic site visits during
construction and may attend job meetings.

(c) The Department shall be notified as soon as it is evident that delays in
construction may require a budget period extension.

(Effective March 27, 1990)

Sec. 17-31z-15. Project financing

(8) The applicant shall submit financial reportsin duplicate on Department forms
with payment requests and upon completion of the program.

(b) Financia records shall be maintained in accordance with the Department’s
Manual for Grantee Accounting, and shall provide a basis together with the financial
reports, for a final independent audit.

(c) Upon completion a final inspection will be made by department staff.

(Effective March 27, 1990)
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Fair Hearings
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Non-Committed Treatment Program
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Secs. 17-38a-1—17-38a-10.
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Circumstances Requiring Immediate Removal of a Child
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Operation of Child Placing Agencies
Child Placing Agencies
Secs. 17-49b-1—17-49b-50.
Transferred, February 1, 1994.

Former Number New Number
17-49b-1 17a-150-1
17-49b-2 17a-150-2
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17-49b-10 17a-150-10
17-49b-11 17a-150-11
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17-49b-13 17a-150-13
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17-49b-15 17a-150-15
17-49b-16 17a-150-16
17-49b-17 17a-150-17
17-49b-18 17a-150-18
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17-49b-26 17a-150-26
17-49b-27 17a-150-27
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17-49b-29 17a-150-29
17-49b-30 17a-150-30
17-49b-31 17a-150-31
17-49b-32 17a-150-32
17-49b-33 17a-150-33
17-49b-34 17a-150-34
17-49b-35 17a-150-35
17-49b-36 17a-150-36
17-49b-37 17a-150-37
17-49b-38 17a-150-38
17-49b-39 17a-150-39
17-49b-40 17a-150-40
17-49b-41 17a-150-41
17-49b-42 17a-150-42
17-49b-43 17a-150-43

17-49b-44 17a-150-44
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Former Number New Number
17-52b-1 17a-155-1
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17-52b-4 17a-155-4
17-52b-5 17a-155-5
17-52b-6 17a-155-6
17-52b-7 17a-155-7
17-52b-8 17a-155-8
17-52b-9 17a-155-9
17-52b-10 17a-155-10
17-52b-11 17a-155-11
17-52b-12 17a-155-12
17-52b-13 17a-155-13
17-52b-14 17a-155-14
17-52b-15 17a-155-15
17-52b-16 17a-155-16
17-52b-17 17a-155-17
17-52b-18 17a-155-18
17-52b-19 17a-155-19
17-52b-20 17a-155-20
17-52b-21 17a-155-21
17-52b-22 17a-155-22
17-52b-23 17a-155-23
17-52b-24 17a-155-24
17-52b-25 17a-155-25
17-52b-26 17a-155-26
17-52b-27 17a-155-27
17-52b-28 17a-155-28
17-52b-29 17a-155-29
17-52b-30 17a-155-30
17-52b-31 17a-155-31
17-52b-32 17a-155-32
17-52b-33 17a-155-33
17-52b-34 17a-155-34

17-52b-35 17a-155-35
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to Cooperate as a Condition of Eligibility in the Aid
for Dependent Children (AFDC) Program
Secs. 17-82b-1—17-82b-11.
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Sec. 17-82b-12.
Repealed, December 30, 1981.
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Administrative Sanctions to be Invoked Against Vendors
and/or Providers of Goods and Services Under
the Title XI1X (Medicaid) Program

Sec. 17-83k-1. General statement

(@) General statement. Section 17-83k of the General Statutes provides for
administrative sanctions against vendors of goods or services performed for or sold
to beneficiaries under the medicare program, medicaid program, aid to families with
dependent children program, state supplement to the federal supplementa security
income program, or any federal or state energy assistance program or general
assistance program, including suspension or termination from said programs. This
act also provides for department notification of the proper professional society and
licensing agency of any violation thereof.

The following are policies and procedures for Administrative Sanctions to be
imposed against vendors or providers of goods or services performed for or sold
to beneficiaries under said programs for violations including, but not limited to,
those hereinafter set forth.

(b) Definitions

(1) *Vendor’ and ‘provider’ mean any person acting on his own behalf or on
behalf of an entity and any entity furnishing goods or services.

(2) 'Thecommissioner’ meansthe commissioner or hisduly authorized represen-
tative.

(3) ‘Suspension’ means limiting program participation of vendors who, although
not convicted of program-related crimes, are found by the department to have
violated rules, regulations, standards, and/or laws governing said program.

(4) ‘Termination’ means foreclosing program participation by vendors who have
been convicted of a crime involving program participation.

(5) ‘Convicted” means that a judgment of conviction has been entered by a
federal, state, or local court, regardless of the plea upon which it was based or
whether an appeal from that judgment is pending.

(6) ‘Violations are (1) falsestatementsof representationsknowingly and willfully
made or caused to be made for the purpose of claiming or determining payment,
or (2) services furnished or ordered in excess of the recipient’s need, or (3) failure
to adhere to conditions of vendor participation in the program.

(7) ‘Ownership or control interest’ means a person or corporation that:

(A) Has an ownership interest totalling 5 percent or more in a disclosing entity;

(B) Has an indirect ownership interest equal to 5 percent or more in a disclos-
ing entity;

(C) Has a combination of direct and indirect ownership interests equal to 5
percent or more in a disclosing entity;

(D) Owns an interest of 5 percent or more in any mortgage, deed of trust, note,
or other obligation secured by the disclosing entity if that interest equals at least 5
percent of the value of the property or assets of the disclosing entity;

(E) Isan officer or director of a disclosing entity that is organized as a corpora-
tion; or

(F) Is apartner in a disclosing entity that is organized as a partnership.

(Effective October 29, 1985)

Sec. 17-83k-2. Failure to meet or to continue to meet eligibility criteria

Vendors must meet and maintain eligibility criteria of program participation
specified in Federal and State Statutes and Regulations and in departmental contracts
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or agreements. Failure to meet criteria for eligibility will result in the suspension
of a vendor’s participation.

Whenever the Department of Income Maintenance (hereinafter referred to as
‘“‘Department’’) receives notification from the Licensing or Certifying Agency that
a participating vendor has received either notice of denial of certification when such
certification is required by Federal or State Statute or regulation, or has received
notice of adenial of federal financial participation, or of an application for renewal
of alicense, certificate, permit or the like, when such license, certificate, permit or
the like represents a prerequisite for participation, the Commissioner may suspend
such vendor from further participation in the program.

(Effective October 29, 1985)

Sec. 17-83k-3. Violations of rules, regulations, standards and laws

All vendors are subject to the federal and state laws and rules and regulations
governing the programs in which they participate. Following are examples of viola-
tions by vendors of these laws, rules or regulations which constitute good cause for
the imposition of administrative sanctions against such vendors:

(1) Accepting payment for goods provided to and/or services performed for any
beneficiary under Chapter 302 of the Connecticut General Statutes, which payment
exceeds the amount(s) due or authorized by law for such goods and/or services.

(2) Soaliciting to perform services for and/or sell goods to any such beneficiary
or recipient knowing that such beneficiary or recipient is not in need of such goods
Or Services.

(3) Selling goods to or performing services for any such beneficiary or recipient
without prior authorization by the Department of Income Maintenance when prior
authorization is required by said Department for the buying of such goods or the
performance of any such service.

(4) Accepting from any person or source other than the State an additional
compensation in excess of the amount authorized by law for goods provided to or
services performed for any such beneficiary or recipient.

(5) Knowingly and willfully making, or causing to be made, any false statement
or misrepresentation of material fact for the purpose of claiming or determining
payment.

(6) Furnishing or ordering services that are in excess of the recipient’s needs or
that fail to meet professionally recognized standards.

(7) Submitting or causing to be submitted to the program hills or requests for
payment containing charges or coststhat arein excess of customary chargesor costs.

(8) Any of the fraudulent acts and/or false reporting proscribed under federal or
state statutes.

(9) Failure of avendor to comply with any provision of a contract or agreement
which isin effect between said vendor and the Department of Income Maintenance.

(Effective October 29, 1985)

Sec. 17-83k-4.
Repealed, October 29, 1985.

Sec. 17-83k-4a. Sanction procedures for non-convicted vendors

If the Department has reason to believe that a vendor has committed a violation,
which violation has not resulted in a criminal conviction, the Commissioner may
impose one or more of the administrative sanctions outlined in Sec. 17-83k-5 of
these Regulations, in accordance with the following procedures:
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(8 Written notice. Before imposing a sanction, the Commissioner shall send
by certified mail, return receipt requested, written notice to the vendor, which notice
shall include:

(1) A statement of the alleged violation or violations,

(2) Notice of the right to a hearing,

(3) A statement that proof of said violations may result in the imposition of
sanctions,

(4) A copy of this regulation.

(b) Hearing procedure

(1) The vendor shall send to the Office of Program Integrity, by certified mail,
an answer to the allegations contained in the notice of violation. An answer must
contain, but is not limited to, an admission or denial of each allegation and a clear
and concise statement of all the facts on which the vendor relies.

(2) If the vendor fails to file an answer to the notice of violation within fifteen
(15) days of receipt of the notice, the vendor shall be deemed to have waived his
right to an adjudicatory hearing and the proposed sanction will be imposed, effective
twenty (20) days after receipt of the notice of violation.

(3) The Department shall schedule an adjudicatory hearing as soon as practicable,
which hearing shall be held in accordance with the provisions of the Uniform
Administrative Procedures Act.

(Effective October 29, 1985)

Sec. 17-83k-5. Sanctions

(a) Sanctions shal include, but shal not be limited to any one or more of
the following:

(1) An order to make restitution, with interest at the rate provided by statute, as
a condition of continued participation.

(2) Suspension from participation.

() Limitation on a provider’s participation.

(b) The Department shall give written notice forthwith of itsfindings and decision
tothe proper professional society and/or licensing agency of any violation of program
rules, regulations, standards and laws.

(Effective October 29, 1985)

Sec. 17-83k-6. Termination upon conviction

(@) Notwithstanding any other provisions of these regulations to the contrary,
any vendor against whom a judgment of conviction has been rendered in any state
or federal court of a crime involving fraud in said programs shall be terminated
from participation. Termination shall be effective upon conviction, except that the
Commissioner may delay termination for a period he deems sufficient to protect
the hedth and well-being of beneficiaries receiving goods and/or services from
such vendor. No vendor or person so terminated or denied reimbursement shall be
readmitted to or be eligible for reimbursement in such programs for at least one
year from the date of termination or conviction.

(b) The Commissioner shall notify said vendor of such termination by certified
mail, return receipt requested. The notification shall inform the vendor of hig/her
ineligibility for reimbursement for any goods provided or services performed directly
by, or under the supervision of, said vendor for the period of termination, and of
the right to a hearing, provided the request isfiled with the Commissioner in writing
within ten (10) days of the notice date.
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(c) The scope of the hearing shall be limited to (1) whether the vendor was
convicted, (2) whether the conviction is related to the vendor’'s participation in
programs conducted by the Department of Income Maintenance, (3) whether the
amount of restitution sought by the Department is accurate, and (4) the appropriate-
ness of the period of termination.

(d) In setting the termination period, the Department will consider:

(1) The number and nature of the program violations and other related offenses;

(2) Thenature and extent of any adverseimpact the violations have had on benefi-
ciaries;

(3) The amount of damages incurred by Medicaid, or other socia service pro-
grams for which the Department is responsible;

(4) Whether there are any mitigating circumstances;

(5) The length of the sentence imposed by the court;

(6) Any other facts bearing on the nature and seriousness of the program viola-
tions, and

(7) The previous sanction record of the terminated party.

(Effective February 26, 1990)

Sec. 17-83k-7. Reinstatement

(a) After suspension. Upon completion of all obligations imposed by sanction
or 30 days prior to the expiration of the suspension period, whichever is later, the
vendor may submit to the Commissioner a request for reinstatement. Approval of
said request, if granted, shall be sent the vendor, and al who were informed of the
sanction, in writing. In deciding whether to approve such request the Commissioner
may consider the nature and degree of the offense leading to the sanction, the
likelihood of its recurrence, and any other factors the Commissioner deems appro-
priate. The burden of proof shall be upon the vendor.

(b) After termination. Upon expiration of the period of termination the vendor
may request reinstatement by making written request to the Commissioner for a
hearing in accordance with Sections 4-177 to 4-180 of the Uniform Administrative
Procedure Act. At said hearing the burden of proof shall be on the vendor seek-
ing reinstatement.

(Effective October 29, 1985)
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Repealed, November 30, 1981.
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Lien on Home Property—AFDC
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Safeguarding Resident’s Personal Funds Handled by
Licensed Homes for the Aged

Sec. 17-109a-1. Definitions

For the purposes of Regulations Section 17-109a-2, the following definitions
apply:

(@) ‘*‘Home’’ shall mean alicensed home for the aged, and the person or persons
authorized by the home to handle residents' personal funds.

(b) “‘Resident’’ shall mean a resident of such home who is a recipient of the
State Supplement for the Aged, Blind or Disabled program.

(c) ‘‘Department’’ shall mean the Department of Income Maintenance.

(d) ““Legally Liable Relative’” shall mean the husband or wife of any resident,
as defined above, of a licensed home for the aged, and the father and mother of
any resident under the age of eighteen years.

(Effective July 29, 1993)

Sec. 17-109a-2. Safeguarding of residents’ personal funds

(@) Purpose

This regulation provides safeguards for residents' personal funds which are
handled by licensed homes for the aged.

(b) Cashing Checks

When a home cashes a resident’s check and funds are returned to the resident,
the home shall require the resident to sign a receipt showing the date and the
amount received.

(c) Resident’s Authorization

(1) When a home assumes responsibility for a resident’s funds, there shall be
a statement on file signed by the resident authorizing the home to handle the
personal funds.

(2) If the resident has been determined by a physician to be mentally incapable
of understanding the terms of the authorizing statement, the statement shall be
signed by a conservator, guardian or legally liable relative.

(d) Resident Accounts

(1) The home shall not commingle the resident’s persona funds money with
other funds. Personal funds for residents may be held in a single aggregate trust
account or in individual accounts for each resident. If an aggregate trust account is
used, it shall be clearly titled as such, and the owner or administrator of the home
shall be a trustee of the account.

(2) Survivorship accounts with the home are prohibited.

(3) An account established with the home as trustee need not be interest bearing,
but if it is, interest shall accrue for al the residents in an equitable manner.

(e) The Accounting System

(1) The home shall maintain an accounting system which reflects the activity of
funds in and out of the bank account. The accounting system shall at a minimum
provide for al of the following:

(A) Receipts register or acceptable equivalent as determined by the department

(B) Disbursement vouchers

(C) Resident’s ledger

(2) The bank account statements and the resident’s ledger shall be in agreement
and reconcilable at any point in time. All bank statements and canceled checks of
the trust account shall be kept in the home for at least three years.
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(3) All of the personal fund portion of checks or cash received on behalf of the
resident shall be deposited into the bank account within one week.

(4) Each resident for whom the home handles funds shall be listed in the receipts
register, or its acceptable equivalent. All disbursements (cash or check) shall be
charged directly to the resident’s account.

(5) All payments to athird party made on aresident’s behalf shall be authorized
by the resident or the resident’ s conservator, guardian or legally liable relative. The
authorization shall be signed by the resident, conservator, guardian or legally liable
relative and shall show the date and amount authorized. All payments to a third
party on behalf of aresident shall be consistent with the resident’ s needs and desires.

(6) Whenever goods or services are purchased on behalf of a resident, a receipt
for the goods or services shall be obtained and signed by the resident.

(7) When cash is given to the resident from his or her account, he or she shall
sign a receipt showing the date and amount received.

(8) A receipt is not required when funds are given to a resident in the form of
a check. However, canceled checks shall be retained.

(9) All authorizations, receipts and canceled checks shall be retained for a period
for at least three years to allow for audits of individual resident accounts, unless at
the end of the three years there is an audit in progress, in which case such records
shall be retained until the audit is completed.

(10) Authorizations, receipts and canceled checks shall be kept in individual
envelopes or folders with the resident’s name on the outside.

(11) All cash receipts and disbursements shall be recorded in the related registers
as follows:

(A) Cash Receipts

(i) Date of Entry

(ii) Resident Name

(iii) Resident Account Number

(iv) Amount

(B) Cash Disbursements

(i) Date

(if) Check Number

(iii) Payee

(iv) Amount

(v) Resident Account to be charged

(vi) Specific Item

(C) Resident’s Ledger

(i) Date of Entry

(i) Specific Item

(iif) Amount

(iv) Copy of resident’s signature is kept on file. Whenever the resident signs a
receipt or an authorization, his or her signature shall be verified.

(v) Date or number of authorization, receipt, or check.

(12) Resident’s ledger records shall be updated at least once a month.

(13) Funds shall be available to residents no less than fifteen (15) hours a week
and no less than five (5) days aweek, except for weeks that contain a bank holiday.
In those weeks, funds shall be available no less than twelve (12) hours a week and
no less than four (4) days aweek. The residents shall be fully informed of the time
when they may receive their money.
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(f) Distribution of Cash

(1) For residents with sufficient funds, the home shall honor requests for with-
drawals of petty cash up to $10 per person per day.

(2) For residentswith sufficient funds, the home shall honor requestsfor withdraw-
als of cash of more than $10 by the end of the banking day following the date of
the request. The resident shall have the choice of receiving this payment in cash or
by check.

(g) Availability of Records

(1) All resident account records, including the accompanying bank statements,
canceled checks and invoices, shall be kept in the facility at al times and must be
available to the department personnel and the regional ombudsman upon request.
The request may be made in person or by mail.

(2) A resident’s account records shall be available to the resident, a conservator
of the resident, or a person authorized by the resident to examine the records.

(h) Use of Funds

(1) A resident’s funds are the property of the resident. They may be spent or
saved, as the resident sees fit.

(2) The home may not charge the resident separately for items included in the
monthly room and board rate, or for items covered by Medicaid.

(i) Balances At or Above the Asset Limit

Whenever the balance in a resident’s account reaches two hundred dollars
($200.00) less than the asset limit set by the Department of Income Maintenance,
the home shall inform the resident that if his or her assets reach the maximum, the
resident will not remain eligible for the State Supplement to the Aged, Blind or
Disabled program. If the resident has been determined by a physician to be mentally
incapable of understanding, the conservator, guardian or legally liable relative shall
be notified whenever the balance in aresident’ s account reaches two hundred dollars
($200.00) less than the asset limit set by the Department of Income Maintenance.
This shall be done within the month the asset limit is reached.

(i) Restriction

At no time may any funds be withdrawn from the resident’s accounts for use in
the business or operating expense of the facility, or for the personal use of any
employee, administrator, owner, or relative thereof. The persona funds are not
available for loan to anyone.

(k) Resident Moves From the Home

When a resident moves from a home, all funds in his or her account shal be
returned to him or her. Any bank account in the resident’s name shall be closed
and the canceled book returned to the resident. The resident’ s name shall be removed
from an aggregate trust account.

() Death of a Resident

Upon the death of aresident, the home shall notify the District Office Resources
Supervisor within 10 days. Any funds in the resident’s account shall become part
of his or her estate.

(m) Annual Accounting

(1) Each year an accounting shall be made to the Department reflecting the
balance of the resident account for each resident for whom the home has handled
funds. Also bank statements on all resident accounts shall be presented annually.
The accounting shall consist of the following:

(A) Recipient’s name

(B) D.I.M. number



Sec. 17-109a page 6 (3-95B)
§17-109a-2 Department of Socia Services

(C) D.I.M. district office

(D) Petty cash held in the home for the resident

(E) Baance held in a bank book for the resident

(F) Balance held in a trustee account for the resident

(G) Any other money being held for the resident for whom the home is trustee

(H) If the home is not trustee for any resident’s money, it shall so state by each
June 1st to the Department of Income Maintenance.

(2) The accounting to the Department shall be submitted by June 1st of each
year on a form designated by the Department and shall be dated, signed by the
administrator of the facility, and mailed to the following address:

State of Connecticut

Dept. of Income Maintenance

Internal Audit Division

110 Bartholomew Avenue

Hartford, Connecticut 06115

(n) Accounting of Residents Funds Upon Sale of a Home

(1) If the home is sold, an accounting shall be made to the Department of the
balance in the residents accounts which are to be transferred to the new owner.
This accounting shall be made on a form designated by the Department and shall
be signed and dated by both the seller and the buyer. In the case of corporations,
it shall be signed by aperson authorized on behalf of the corporation. In apartnership,
one or both partners may sign. The accounting shall be accompanied by the most
current bank statement and must be reconciled accurately with this statement. The
W-411 form shall be mailed to the address listed in subdivision (2) of subsection
(m) of this section.

(2) If the home does not handle any recipient’s funds, it shall so state upon sale
of the facility.

(3) Should changes occur in personnel responsible for residents' funds account-
ability, appropriate changes in authorized signature for checking accounts or desig-
nated trustee for savings passhooks shall be made at financia institutions and
documented. The supporting data shall be made available for review purposes.

(o) Quarterly Reportsto the Residents

The home shall provide to the resident, in writing, a quarterly accounting of
monies handled on his or her behalf.

(Effective July 29, 1993)
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Medical Assistance

Sec. 17-134d-1.
Repealed, December 21, 1990.

Sec. 17-134d-2. Medical and remedial care and services

Medica assistance may be granted to eligible persons for the following items of
medical and remedial care and services: (1) Inpatient hospital services; (2) outpatient
hospital services; (3) other laboratory and x-ray services; (4) skilled nursing home
services, (5) services of a physician whether furnished in the office, the patient’s
home, a hospital, or a skilled nursing home, or otherwise; (6) medical service and
care or an other type of remedia care recognized under Connecticut law, furnished
by licensed practitioners within the scope of their practice as defined by Connecticut
law; (7) home health care services, (8) private duty nursing services; (9) clinic
services; (10) dental services; (11) physical therapy and related services; (12) pre-
scribed drugs, dentures and prosthetic devices, and eyeglasses prescribed by a
physician skilled in diseases of the eye or by an optometrist; (13) other diagnostic,
screening, preventive and rehabilitative services; (14) the first three pints of whole
blood, when they are not available to the patient from other sources; (15) any other
medical care recognized under Connecticut law including transportation, ambulance,
oxygen, and podiatry; (16) family planning services, drugs, supplies and devices
when such services are under the supervision of aphysician; (17) servicesof Christian
Science Practitioners listed in the Christian Science Journal, published by the First
Church of Christ Scientist, Boston, Massachusetts; (18) care and services provided
in Christian Science Sanatoria operated by, or listed and certified by, the First
Church of Christ Scientist, Boston, Massachusetts.

(Effective March 2, 1971)

Secs. 17-134d-3—17-134d-6.
Repealed, December 21, 1990.

Services for Functionally Disabled Clients Who
Have No Vocational Objective

Sec. 17-134d-7. Definitions as used in these regulations

(@) Theterm ‘‘Functionally Disabled'’ as used herein shall mean physically and/
or mentally unable to perform minimum daily personal and home management
requirements.

(b) Theterm *‘Therapy’’ as used herein shall mean the remedial treatment of a
physical and/or mental disorder.

(c) Theterm*‘Functional Therapy’’ asused herein shall mean remedial treatment
relating to, or training in, the performance of minimum daily personal and home
management acts.

(d) The term ‘‘Functional Objective’’ as used herein shall mean the goal or aim
of the individual to perform minimum daily personal and home management acts.

(e) Theterm ‘*Vocational Objective’’ as used herein shall mean the goal or aim
of the individual to become skilled in or learn atrade which will suffice as a career
in a community setting.

(Effective October 9, 1980)
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Sec. 17-134d-8. General provisionsof servicesfor functionally disabled clients
who have no vocational objective

(@) Reimbursement is made for the following types of services rendered to Title
XIX (Medicaid) recipients who are mentally and physically disabled and who have
no vocational objective:

(1) Physicians Services

(b) Reimbursement ismade for the following types of serviceswhen prior authori-
zation is obtained:

(1) Physical Therapy

(2) Speech and Hearing Therapy

(8) Occupational Therapy

(4) Audiological Services

(5) Psychiatric and Psychological

(6) Day Careand Functional Therapy only if the serviceispart of apredominantly
medical plan.

(c) Medical services are those services which are required in the diagnosis,
treatment, care, or prevention of some physical or psychological problem which
affects the health of an individual. Such services would be rendered by or under
thedirection of aphysician or other health care practitioner under accepted standards
of medical practice. For each individual receiving one of the above stated services,
an individua plan of treatment is required. The plan must be implemented under
the direct supervision of a health care professional and must address the total needs
of the individual as well as clearly identify his medical needs. The evauation to
determine the needs of theindividual need not be made at the facility, but all services

must be provided at the facility.
(Effective October 9, 1980)

Reimbur sement for all Out-Patient Hospital Laboratory Services
Received by Title X1X (Medicaid) Recipients

Sec. 17-134d-9.
Repesled, August 5, 1988.

Routine Medical Visits for Title X1X Recipients
Residing in Homes for the Aged

Sec. 17-134d-10. Reimbursement for routinemedical visitsfor title X1 X recip-
ients residing in homes for the aged

The department of income maintenance will pay for no more than four (4) routine
medical visits during any twelve (12) month period for Title X1X recipientsresiding
in homes for the aged. Routine medical visits are defined as visits intended to check
aresident’s general medical condition rather than visits medically necessary to treat
a specific medical problem of the resident. The Department of Income Maintenance
reserves the right to review the medical necessity of visits and disallow reimburse-

ment for those it determines not medically necessary.
(Effective June 1, 1981)

Sec. 17-134d-11. Medicaid recipient surveillance and utilization review
program

(a) Establishment of Recipient Surveillance and Utilization Review Program.

Inthe Department of |ncome Maintenance a Recipient Surveillance and Utilization

Review Program oversees, assesses and controls the use of medical services by

recipients provided under the Medicaid Program by monitoring recipient utilization.
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(b) Identification of recipients overutilization of services.

Recipients who may be overutilizing, and/or unnecessarily or inappropriately
using medical services under Medicaid shall be identified through recipient or
provider exception reports, referrals from sources including town welfare depart-
ments and medical assistance providers of service, claims listing reports with addi-
tional information from billing invoices, or other appropriate means.

Provider and recipient exception reports show deviations from the statistical norm
for the Medicaid recipient or provider population for the usage or provision of a
particular service.

(c) Recipient Surveillance and Utilization Review Committee.

The Recipient Surveillance and Utilization Review Committee (R/SURC) is
appointed by the Commissioner of the Department of Social Services and consists
of a Medical Consultant (Physician), a Medical Social Worker and a professional
consultant with expertise in the relevant area of utilization review to be conducted
by the Department. The areas of utilization review and relevant consultants shall
include, but are not limited to, the following:

(1) Pharmacy—a Pharmacist,

(2) Mental Health—a Psychiatrist/Psychologist,

(3) Durable Medical Equipment—a Physical Therapist, etc.

Cases identified as possibly overutilizing medical services shall be reviewed by
R/SURC to determine if further action is appropriate.

(d) Implementation.

The R/SUR Committee, based on areview of information and individual circum-
stances, recommends a course of action, which may consist of:

(1) No Action

(2) No immediate action but the Department notifies the recipient of the misutili-
zation or overutilization and reviews the profile within three (3) months after the
notification. If the inappropriate utilization is not satisfactorily resolved at the end
of three (3) months, the case is referred back to R/SURC for further action.

(3) Utilization Control

Upon the making of a determination by R/SURC that there has been unnecessary
or inappropriate utilization of medical services, the Department may restrict or limit
access to the medical services by arecipient to a specific provider or require prior
authorization for all medical services when necessary to prevent duplication and/
or abuse of services.

Such restrictions on the use of Medicaid are subject to the notice and fair hear-
ing requirement.

If either restriction is recommended by R/SURC, a letter shall first be mailed to
the recipient explaining the restriction being imposed and the reason for itsimposi-
tion. The recipient is given ten (10) days to respond to the letter and include the
name and address of the provider the recipient would like to have as the primary
medical provider if it is a provider restriction. If no response is received within ten
(10) days, the recipient is assigned to any one of the medical providers appropriate
to the service being overutilized or placed on prior authorization restriction.

The recipient’s notification also contains a statement of the right to appeal the
restriction, along with an appeal application. Recipients are advised that the request
for an appeal must be submitted within sixty (60) days.

Providers either chosen by recipients or selected on the basis of the recipient’s
most recent utilization profile are contacted by mail and asked to serve as the
primary medical provider for the recipient in question for a period of no less than
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six months. In the event that the provider refuses to assume this responsibility,
another provider is selected. This provider is contacted by telephone to assure that
an assignment is made within a reasonable period of time. Once a recipient has
been assigned a primary provider, the recipient is sent a notification by registered
mail of the assignment.

The recipient’s Medicaid 1.D. Card shall indicate the provider restriction or prior
authorization reguirement.

(A) Duration of Utilization Control Restrictions.

Utilization Control restriction is for a minimum of twelve (12) months, even if
the recipient becomes ineligible for medical assistance and then eligible again.

Prior to the twelve (12) month restriction period the restricted recipient’s claims
history, and the subsequently submitted invoices, shall be reviewed by R/SURC
to determine whether the restriction should be continued for another twelve (12)
month period.

If the recipient isto continue on restriction, asummary of the recipient’s continued
misuse or abuse of services shall be prepared. The Department shall explain the
continued restriction and effective dates to the recipient.

If the restriction isto be terminated the recipient shall be informed of the termina-

tion of restriction and future monitoring of recipient use of services.
(Effective March 1, 1994)

Secs. 17-134d-12—17-134d-15. Reserved
Payment to Psychiatrists for Services Rendered by Non-Medical
Allied Health Professionals in Their Employ

Sec. 17-134d-16.
Repealed, May 11, 1998.



Sec. 17-134d page 9 (5-99)
Department of Social Services §17-134d-33

Secs. 17-134d-17—17-134d-19. Reserved

Acute Care General Hospital Inpatient Weekend
Admissions and Discharges under Title XI1X (Medicaid)

Sec. 17-134d-20. Acute care general hospital inpatient weekend admissions
and discharges under title XI1X (Medicaid)

The Department of Income Maintenance, Title XIX (Medicaid) program will not
reimburse acute care general hospitals for inpatient weekend admittances (Friday/
Saturday) or discharges (Sunday/Monday) unless they are medically necessary.
Admissions and discharges on these restricted days must have medical necessity
recorded by the attending or performing physician in the patient’s medical record.

(Effective April 27, 1984)

Secs. 17-134d-21—17-134d-22. Reserved

Coverage of Nurse-Midwife Services under Medicaid

Sec. 17-134d-23.
Repealed, March 6, 1998.

Provision of a Financial Incentive for Reporting
Vendor/Provider Medical Assistance Fraud

Sec. 17-134d-24.
Repealed, April 2, 1998.

Sec. 17-134d-25. Reserved

Secs. 17-134d-26—17-134d-27.
Repealed, December 21, 1990.

Secs. 17-134d-28—17-134d-31. Reserved

Immediate Medical Coverage for Newborn Children

Sec. 17-134d-32.
Repealed, December 21, 1990.

Sec. 17-134d-33. Medical transportation services

(@) Scope

These regulations set forth the requirements for payment of Medical Transporta-
tion Services rendered to persons determined eligible for such services under provi-
sions of Connecticut’s Medical Assistance Program in accordance with Section 17-
134d of the Genera Statutes of Connecticut.

(b) Definitions

For purposes of Section 17-134d-33, the following definitions apply:

(1) Additional Recipient

An additional recipient is an eligible Medicaid recipient beyond the first recipient
transported by a Medicaid transportation provider during the same trip.

(2) Additional Stop
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All trips have one pickup point and one drop-off point. An additional stop is a
pickup point or drop-off point other than the initial pickup and fina drop-off points.
Additional stops occur when multiple recipients are transported during a single trip.

(3) Air Transportation

Air transportation is transportation provided by a commercial airline.
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(4) Alternative Method of Transportation

If the most appropriate type of transportation for a recipient is not available, a
different type of transportation may be utilized. This would be an alternative method
of transportation.

(5) Ambulance

An ambulanceis avehicle for transporting the sick and injured which is equipped
and staffed to provide medical care during transit, and which is operating as an
ambulance under the authority and in compliance with promulgated regulations of
the Department of Health Services, Office of Emergency Medical Services, and
registered as such by the Department of Motor Vehicles.

(6) Ambulance Night Call Charge

An ambulance night call charge is an additional fee that may be paid when
an ambulance service is dispatched between the hours of 7:00 P.M. and 7:00
A.M. inclusive.

(7) Appropriate Method of Transportation

An appropriate method of transportation is the least expensive type of transporta-
tion which best meetsthe physical and medical circumstances of arecipient requiring
transportation to a medical service.

(8) Assistance

Assistance is when a recipient must be physically helped from within or into a
building and/or from within or into the medica provider’s site. Without such assis-
tance it would be unsafe or impossible for the recipient to reach the livery vehicle
or the medical provider's site.

This assistance is provided by an employee of the livery provider, the driver or
a person in addition to the driver. This service is beyond a door-to-door service.

(9) Attendant

An attendant is an employee of an invalid coach or wheelchair accessible livery
provider, and is a person in the vehicle in addition to the driver, who provides
assistance in the transportation of passengers.

(10) Attendant Services

Attendant services are when an attendant must physically assist a recipient from
within or into abuilding and from within or into the medical provider’s site. Without
such assistance it would be unsafe or impossible for the recipient to reach theinvalid
coach or wheelchair accessible livery vehicle or the medical provider's site. This
service is beyond a door-to-door service.

(11) Available Transportation

Available transportation means that a public transportation system, an enrolled
Medicaid provider, organization, agency, or individual offers appropriate transporta-
tion services to a recipient who requires transportation.

(12) Border Provider

A border provider is a provider located in a state bordering Connecticut, in an
area that allows it to generally serve Connecticut residents, and who is enrolled as
and treated as a Connecticut Medicaid provider. Such providers are certified and/
or licensed by the applicable agency in their state.

(13) Cancelled Call

A cancelled call is notification to the transportation provider not to provide
services to a recipient, prior to the time the vehicle is enroute to the pickup point.

(14) Critical Care Helicopter

A critical care helicopter is an aircraft which is operating as a critical care
helicopter and in compliance with promulgated regulations under the authority of
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the Department of Health Services, Office of Emergency Medical Services. A critical
care helicopter has mobile intensive care capabilities and is called to the scenes of
severe accidents or illness.

(15) Department

The Department means the Department of Income Maintenance.

(16) Emergency

An emergency is defined as 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 patient’s health in serious jeopardy, serious impairment to
bodily functions, or serious dysfunction of any bodily organ or part.

(17) Emergency Ambulance Trip

An emergency ambulance trip is an ambulance trip made in accordance with the
Department’s definition of emergency and has as its destination:

(A) ahospital emergency room; or

(B) ageneral hospital or a psychiatric facility where a nonscheduled admission
results; or

(C) a genera hospital or a psychiatric facility where an emergency admission
results after a recipient was seen at a hospital emergency room; or

(D) a second facility because an emergency medical service was not available
at the original emergency room; or

(E) acritical care helicopter.

(18) Helicopter Assist

A helicopter assist is medical care provided at the scene to a recipient when such
recipient is ultimately transported by a critical care helicopter.

(19) Invalid Coach

An invalid coach is a vehicle used exclusively for the transportation of non-
ambulatory patients and is operating as an invalid coach under the authority and in
compliance with promulgated regulations of the Department of Health Services,
Office of Emergency Medical Services, and registered as such by the Department
of Motor Vehicles, or is a wheelchair accessible livery vehicle.

(20) Livery

A livery vehicle is a sedan or van type vehicle capable of carrying up to ten
passengers used for the transportation of ambulatory patients, who may require
assistance, and which is operated by a livery carrier under the authority and in
compliance with the statutes and regulations of the Department of Transportation
and/or a transit district and registered as a livery vehicle by the Department of
Motor Vehicles. Livery service is a door-to-door service.

A livery vehicle does not include a vehicle registered as a service bus vehicle
with the following exception. If the Commissioner determines, in his/her sole discre-
tion, that for access or other reasons use of service bus vehicles is appropriate,
equitable and in the best interests of the state, he/she may authorize use of service bus
registered vehicles and may impose any additional insurance or other requirementsor
limitations which he/she deems appropriate. Said authorization must be in writing.

(21) Loaded Mileage

L oaded mileage isthe distance traveled by a motor vehicle while carrying passen-
gers from a pickup point to a drop-off point. Mileage between Connecticut towns
is determined in accordance with the Public Utility Control Docket Document
(PUCA) #6770-A.
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(22) Noncontiguous Town

Noncontiguous town is a town which does not border the town in which a
provider's headquarters is housed. Noncontiguous towns are towns which do not
border each other.

(23) Non-Emergency Ambulance Trip

Non-emergency ambulance trip is a pre-arranged ambulance trip that is not
responding to an emergency injury or illness. However, ambulance services are
needed because a recipient may require medical care during transit, which an ambu-
lance is equipped and staffed to provide.

(24) No-show

No-show is when a recipient fails to utilize a transportation service approved in
writing by the Department, and which is not cancelled.

(25) Not Ambulatory

An individual who is not ambulatory is unable to walk despite the possible use
of assistive devices (e.g., cane, crutch, walker) and/or the assistance of an attendant.

(26) Nursing Home

A nursing home is an intermediate care or skilled nursing facility (ICF, SNF, or
ICF/MR) or Chronic Disease Hospital.

(27) Other Commercial Carrier

Other commercia carriers are those regulated carriers other than taxi, livery,
wheelchair accessible livery, ambulance, invalid coach, and air transportation that
transport the public for a fee and which meet all applicable state and federal permit
and licensure requirements to operate as such.

(28) Out-of-State Trip

An out-of-state trip is a trip originating or ending outside Connecticut that is to
transport a patient to or from a medical provider that is not located in Connecticut
and is not a border provider.

(29) Prior Authorization

Prior authorization means approval for a service from the Department or the
Department’s agent before the provider actually provides the service. In order to
receive reimbursement from the Department a provider must comply with al prior
authorization requirements. The Department in its sole discretion determines what
information is necessary in order to approve a prior authorization request.

(30) Private Transportation

Private transportation is transportation by a vehicle owned by a recipient or by
a friend, relative, acquaintance or other individual, provided the vehicle is not
licensed for commercial carriage. Individual doesnot mean communities, companies,
corporations, societies or associations.

(31) Provider Agreement

The provider agreement is the signed written contractual agreement between the
Department and the provider of services or goods.

(32) Provider Headquarters

Provider headquarters is the provider’s base of operations closest to the pickup
point. A provider may have more than one (1) headquarters.

(33) PUCA Document

PUCA Document is the Department of Public Utility Control Docket Document
#6770-A and al its supplements which specify the mileage between Connecticut
towns.

(34) Recipient

Recipient means a person eligible for services under the Department’s Medical
Assistance Program.
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(35) Round Trip

A round trip is the dispatching of a vehicle to the recipient(s) pickup point,
transporting the recipient(s) to a medical provider and transporting the recipient(s)
back to the pick-up point.

(36) Shared Ride

A shared ride is when more than one recipient occupies a vehicle during the
same trip.

(37) Specia Attendant

A specia attendant is a second attendant who is an employee of the ambulance
provider, and who is in the vehicle in addition to the driver and one attendant. This
attendant is needed due to the recipient’s medical condition.

(38) Taxi

A taxi isavehicle operating as ataxi under the authority and in compliance with
promulgated regulations of the Department of Transportation and/or atransit district
and registered as such by the Department of Motor Vehicles.

(39) Trip-Ambulance, Invalid Coach, Taxi and Wheelchair Accessible Livery

A trip is the dispatching of an empty vehicle to the recipient pickup point and
transporting the recipient to a medical provider, or from a medical provider to the
drop-off point.

(40) Trip—Livery

A livery trip is the dispatching of an empty livery vehicle to the recipient(s)
pickup point and transporting the recipient(s) to amedical provider or from amedical
provider to the drop-off point. A trip for livery services begins when an empty
vehicle picks up a recipient(s) and ends when the last recipient is dropped off and
the vehicle is empty.

(41) Unloaded Mileage

Unloaded mileage is the distance traveled by the motor vehicle carrying no
passengers, enroute to the point of pickup or, enroute from the point of drop-off.

(42) Unpaid Hedlth Care

Unpaid health care is a service(s) provided to a recipient which is voluntary in
nature, and usually provided by afamily member, neighbor, friend or other person(s)
within the individual’s support system.

(43) Waiting Time

Waiting time is the time that a vehicle iswaiting at a medical provider’s facility,
to which the transportation provider transported the recipient, in order to transport
the recipient to another destination, during the same trip.

(44) Wheelchair Accessible Livery

A wheelchair accessible livery vehicle is a vehicle specifically designed for the
transportation of wheelchair mobile patients, and which is operating as awheelchair
accessiblelivery, under the authority and in compliance with promul gated regul ations
of the Department of Transportation and/or a transit district and registered as such
by the Department of Motor Vehicles. Wheelchair accessible livery vehicles are
treated the same as invalid coach vehicles.

(c) Provider Participation

In order to participate in the Medicaid program and receive payment directly
from the Department, all commercial transportation providers must: 1. be regulated
carriers, 2. meet and maintain al applicable state and federal permit and licensure
requirements, and vehicle registration requirements, 3. provide the Department with
acopy of their approved permit or license, 4. also meet and maintain all applicable
Departmental enrollment requirements and 5. have a signed provider agreement on
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file. It is signed by the provider upon application for enrollment into the Medicaid
Program and is effective on the approved date of enrollment. The provider agreement
specifies conditions and terms (regulations, standards and statutes) which govern
the program and to which the provider is mandated to adhere in order to participate
in the program. There are no enrollment requirements for private transportation.

(d) Eligibility

Payment for medical transportation services is available for all Medicaid eligible
recipients subject to the conditions and limitations which apply to these services.

(e) Services Covered and Limitations

(1) Services Covered

(A) Medicaid assures that necessary transportation is available for recipients to
and from providers of medical services covered by Medicaid, and, subject to this
regulation, may pay for such transportation.

(B) Payment for transportation may be made for eligible recipients under the
Medicaid program, except as otherwise provided in these regulations, when needed
to obtain necessary medical services covered by Medicaid, and when it is not
available from volunteer organizations, other agencies, personal resources, or is not
included in the medical provider's Medicaid rate.

(C) Transportation may be paid only for trips to or from a medical provider for
the purpose of obtaining medical services covered by Medicaid. If the medical
service is paid for by a source other than the Department, the Department may pay
for the transportation as long as the medical service is necessary and is covered
by Medicaid.

(2) Service Limitations

(A) The Department reserves the right to make the determination as to which
type of transportation is the most appropriate for a recipient.

(B) The Department reserves the right to limit its payment of transportation to
the nearest appropriate provider of medical serviceswhen it hasmade adetermination
that traveling further distances provides no medical benefit to the recipient.

(C) The Department may pay for only the least expensive appropriate method
of transportation, depending on the availability of the service and the physical and
medical, circumstances of the patient.

(D) Trips for out-of-state medical services may be paid for when the medical
service meets the conditions for payment. Out-of-state services shall be paid for to
the same extent as in-state services. The conditions are;

(i) The out-of-state medical services are needed because of a medical emer-
gency; or

(ii) Medica services are needed because the recipient’s health would be endan-
gered if required to travel to Connecticut; or

(iii) The Department determines, on the basis of medical advice, that the needed
medical services, or necessary supplementary resources, are more readily available
in another state; or

(iv) Itis genera practice for recipients in particular localities of Connecticut to
use the medical resources in another bordering state. The Department will allow
for providers in these localities to be treated in the same manner as Connecticut
providers. These providers are called border providers. Note: trips to receive a
medical service from a border provider are not considered out-of-state trips.

(E) Ambulance Transportation

(i) Payment may be made for non-emergency and emergency ambulance tripsif:

(aa) the patient’s condition requires medical attention during transit; or,
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(bb) the patient’ s diagnosisindicates that the patient’ s condition might deteriorate
in transit to the point where medical attention would be needed; or,

(cc) the patient’s condition requires hand and/or feet restraints; or

(dd) the ambulance is responding to an emergency; or,

(ee) no alternative less expensive means of transportation is available as deter-
mined by the Department.

(ii) Loaded mileage may be paid for ambulance servicesif the vehicle must cross
a town line in order to transport a recipient to or from a medical provider. One
mileage charge for the mileage covered may be paid, regardless of the number of
recipients transported. Mileage between towns is determined and paid according to
the PUCA Document.

(iii) The Department shall not pay for a recipient who fails to utilize ambu-
lance services.

(F) Invalid Coach

(i) Payment may be made for invalid coach trips if:

(aa) the patient is not ambulatory and must be transported in a wheelchair; or,

(bb) no alternative less expensive means of transportation is available as deter-
mined by the Department.

(ii) Loaded mileage may be paid for invalid coach if the vehicle must cross a
town linein order to transport arecipient to or from amedical provider. One mileage
charge for the mileage covered shall be paid, regardless of the number of recipients
transported. Mileage between towns is determined and paid according to the
PUCA Document.

(iif) Wheelchair accessible livery services are treated the same as invalid
coach services.

(iv) The Department shall not pay for a recipient who fails to utilize invalid
coach services.

(G) Livery

(i) Payment may be made for livery transportation if:

(aa) the patient is ambulatory and may require assistance; or

(bb) no alternative less expensive means of transportation is available as deter-
mined by the Department.

(ii) Livery providersare responsible for alerting the client of the vehicle' s arrival
and assisting the client into the vehicle if necessary.

(iii) If a recipient fails to use approved livery services and the trip was not
cancelled, the provider may be paid only for a base rate, additional stop or mileage
applicable to that recipient as set forth in subsection (i) (9) (D) Payment Limitations.

(iv) Payment may be made for waiting time, after the first fifteen minutes waited.
No payment will be made for the first fifteen minutes waited.

(v) Loaded mileage may be paid for livery if the vehicle must cross atown line
in order to transport a recipient to or from a medical provider. Mileage between
Connecticut towns is determined and paid according to the PUCA Document.

(vi) Payment, in accordance with these regulations, shall be made by the Depart-
ment for services provided which were approved by a written prior authorization
form.

(H) Wheelchair Accessible Livery

(i) Payment may be made for wheelchair accessible livery services if:

(aa) the patient is not ambulatory and must be transported in a wheelchair or,

(bb) no alternative less expensive means of transportation is available as deter-
mined by the Department.



Sec. 17-134d page 17 (5-99)
Department of Social Services §17-134d-33

(i) Wheelchair accessible livery providers are responsible for alerting the client
of the vehicle's arrival and assisting the client into the vehicle if necessary.

(iif) Wheelchair accessible livery providers must meet all Departmental regula-
tions for invalid coach.

(iv) The Department shall not pay for a recipient who fails to utilize wheelchair
accessible livery services.

(1) Taxi

(i) Payment may be made for taxi transportation provided no alternative less
expensive means of transportation is available as determined by the Department.

(ii) The Department shall not pay for arecipient who failsto utilize taxi services.

(J Air Transportation

Payment may be made for transporting a patient by airplane provided:

(i) amedical condition dictates the use of air transportation; or,

(if) it is less expensive than an alternative means of transportation; or,

(iii) time constraints dictate the use of such transportation.

(K) Critical Care Helicopter

Payment may be made for critical care helicopter service if the utilization of this
helicopter is justified rather than ground ambulance service. The factors that will
be consideredin determining if the use of acritical care helicopter wasappropriate are
those criteria published by the Department of Health Services, Office of Emergency
Medical Services as Minimum Quality Standards for critical care helicopter
responses, (Section 6.2), as they may be amended from time to time.

For informational purposes, as of the date of the adoption of this regulation, the
factors are:

(i) condition of the patient;

(i) time needed for rescue/extrication;

(iii) transport time to closest facility;

(iv) landing conditions;

(v) traffic conditions present at the time;

(vi) remoteness of the location; and

(vii) multiple number of patients.

(L) Other Commercial Carriers

Payment may be made for transportation by means of other commercial carriers
provided no other alternative less expensive means of transportation is available as
determined by the Department.

(M) Private Transportation

Payment may be made for the transporting of a patient by private transportation
when no aternative less expensive transportation is available as determined by
the Department.

(N) Exclusive Service Contracts

Providers who have contracts with organizations to provide transportation services
shall not be paid higher rates for services than what the Department would pay
another available provider for these same services. The Department is not bound
to use the services of a provider because this provider has an exclusive contract
with an organization.

(O) When an dternative method of transportation must be used for a recipient,
the Department must approve the use of this type of transportation if it exceeds the
appropriate type of transportation needed by the recipient.

(P) Services covered are limited to those listed in the Department’ s fee schedule.
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(Q) When the Department approves a certain type of transportation and a provider
uses a higher level of transportation, the Department is not bound to pay for the
higher level of transportation.

(3) Services Not Covered

(A) For nursing home patients, transportation to a medical service shall not
be paid:

(i) If the medical service is one that the nursing home is required to provide as
part of the per diem payment to the home; or

(i) If the service is one connected with the admission physical, annual physical
or dental exams required by the public health code.

(B) Payment shall not be made to transport a relative or a foster parent of an
eligible Medicaid recipient, unless the person needs to be present at and during the
medical service being provided to the patient. For example, when family therapy
is being provided to a child, the parent may be transported to the therapy service.
Such payments shall be made in accordance with all other transportation regulations.

(C) Payment shall not be made for transportation services that are not approved,
which require prior authorization by the Department.

(D) The Department shall not pay for transportation of a recipient to a medical
provider when the visit is for the sole purpose of the recipient picking up a prescrip-
tion or a written prescription order.

(E) The Department shall not pay for cancelled cals.

(F) The Department shall not pay for transportation to a medical provider when
the visit is solely to pick up an item which does not require a fitting.

(G) The Department shall not pay for no shows for ambulance, invalid coach,
wheelchair accessible livery or taxi services.

(H) Payment shall not be made to transport arecipient who is a hospital inpatient
to any medical service outside the hospital except for acomputerized axial tomogra-
phy (CAT) scan and/or for magnetic resonance imaging (MRI). Transportation for
these services is covered only when the services are not available in the hospital
where the recipient is an inpatient.

(1) Payment shall not be made to transport a relative or a foster parent of a
recipient who is ahospital inpatient, unless the person needsto be trained to provide
unpaid health care in the home to the recipient. Without this health care being
provided the recipient would not be able to return home.

(f) Need for Service and Authorization Process

(1) Need for Service

The Department may pay for transportation services which are required in order
for arecipient to receive necessary medical care which is covered under the Medic-
aid Program.

(2) Prior Authorization

All transportation services require written prior authorization, except emergency
ambulance, non-emergency ambulance with designated medical conditions, in-state
invalid coach and wheelchair accessible livery services with designated diagnoses,
bus, train, and private transportation within the same town.

Prior authorization for transportation services is required as listed below. Prior
authorization, when required, may be given for single or multiple trips, depending
on the circumstances. Multiple trips, where medical need has been shown, can be
authorized for periods up to a maximum of three months at a time. An example
would be a recipient receiving dialysis services.
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(A) Ambulance

(i) Prior authorization is required for all non-emergency ambulance trips without
designated medical conditions. A list of these conditions is contained in Appendix
B to this policy.

(i) Services taking place after Departmental working hours, that could not be
arranged during working hours prior to the trip, require after-the-fact approval
by the Department. These requests must be in writing. Written requests for such
authorization must be received by the Department within fifteen (15) working days
following the date the transportation services were provided. Otherwise the service
shall not be covered. The same limitations and requirements for appropriateness of
service apply for after hours services.

Consideration will be given to after-the-fact authorization requests received after
fifteen (15) working days, if the failure to submit an authorization was for arecipient
who had apending application with the Department, or had other third party coverage.
A written authorization request for the above situations must be received within
ninety (90) working days of the date the transportation services were provided.
Verification of other third party payment or denial must be attached to the request.

(B) Invalid Coach and Wheelchair Accessible Livery

(i) Prior authorization isrequired for all out-of-state trips regardless of the recipi-
ent’s diagnosis.

(ii) Prior authorization is required for al in state trips unless the recipient’s
diagnosis indicates the need for an invalid coach. A list of these diagnoses is
contained in Appendix A to this policy. Therelevant diagnosisisthe onethat relates
to the need for invalid coach services, and not necessarily the diagnosis for which
the recipient is receiving treatment.

(i) Services taking place after Departmental working hours, that could not be
arranged during working hours prior to the trip, require after-the-fact approval
by the Department. These requests must be in writing. Written requests for such
authorization must be received by the Department within fifteen (15) working days
following the date the transportation services were provided. Otherwise the service
will not be covered. The same limitations and requirements for appropriateness of
service apply for after hours services.

Consideration will be given to after-the-fact authorization requests received after
fifteen (15) working days, if the failure to submit an authorization was for arecipient
who had a pending application with the Department. A written authorization request
for the above situations must be received within ninety (90) working days of the
date the transportation services were provided.

(C) Livery and Taxi Services

(i) Prior authorization is required for al services by nursing homes for their
nursing home recipients.

(i) Services for recipients taking place after Departmental working hours, that
could not be arranged during working hours prior to the trip, require after-the-fact
approval by the Department. These requests must be in writing. Requests for such
authorization must be received by the Department within fifteen (15) working days
following the date the transportation services were provided. Otherwise the service
will not be covered. The same limitations and requirements for appropriateness of
transportation apply for after hours services.

Consideration will be given to after-the-fact authorization requests received after
fifteen (15) working days, if the failure to submit an authorization was for arecipient
who had a pending application with the Department. A written authorization request
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for the above situations must be received within ninety (90) working days of the
date the transportation services were provided.

(D) Other Commercial Carriers and Air Transportation

All non-emergency commercial carrier transportation except bus and train trans-
portation within the same town require prior authorization.

However reimbursement will be made only if the recipient documents a visit to
amedical provider for a needed service. Requests for reimbursement must be made
within thirty (30) days of the date of the transportation.

(E) Private Transportation

Prior authorization is required for trips between towns and out-of-state private
transportation. No prior authorization is required for private transportation for trips
within a town. Reimbursement for all private transportation will be made only if
the recipient documents a visit to amedical provider for a needed service. Requests
for private transportation reimbursement must be made within thirty (30) days of
the date of the transportation need.

(3) Prior Authorization Process

(A) Ambulance, Invalid Coach and Wheelchair Accessible Livery

Prior authorization for ambulance, invalid coach and wheelchair accessible livery
trips is obtained from the Department’s Central Office. The authorization request
must be made by the transportation provider. Verba authorization may be obtained
during Departmental business hours from the Central Office.

To obtain authorization the following information is required:

(i) The provider name.

(if) The recipient’s name and Medicaid number.

(iif) Relevant diagnosis of the recipient which indicates the need for the type
of transportation.

(iv) Origin and destination of trip.

(v) Reason for trip.

(vi) Date of trip.

(vii) Town code(s).

(viii) Procedure code(s).

(B) Livery, Taxi, Bus, Train, Air, Private and Other Commercia Carriers

(i) Out-of-State Trips

All out-of-state trips require prior authorization from the Department’s Central
Office, however, arrangements are made through the Department’s District Office,
as follows:

(aa) the request for transportation is made to the District Office by the recipient,
the medical provider or someone acting on behalf of the recipient;

(bb) the District Office contacts Central Office;

(cc) the Department’ sCentral Officestaff will determineif the out-of-state service
meets the criteria for payment, determine if the service has been approved, if prior
authorization isrequired, and determine the most appropriate level of transportation;

(dd) Central Office will inform the District Office of the decision; and

(ee) theDistrict Officewill arrangefor livery, taxi, bus, train or private transporta-
tion and Central Office will arrange for air transportation.

(i) Livery, Taxi Trips from Nursing Home

All livery, taxi trips from nursing homes require prior authorization from the
Department’ s Central Office. The authorization request must be made by the trans-
portation provider. Verbal authorization may be obtained during Departmental busi-
ness hours from the Central Office.
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To obtain authorization the following information is required:

(a@) The provider name and provider number.

(bb) The recipient’s name and Medicaid number.

(cc) Relevant diagnosis of the recipient which indicates the need for the type
of transportation.

(dd) Origin and destination of trip.

(ee) Reason for trip.

(ff) Date of trip.

(gg) Town code(s).

(iii) Other Livery, Taxi Trips

Trips by livery and taxi other than those listed in (i) and (ii) above are arranged
and authorized by the District Office, as follows:

(aa) the request for transportation is made to the District Office by the recipient,
the medical provider, or someone acting on behalf of the recipient;

(bb) the Digtrict Office is responsible for verifying that the trip is for a medical
purpose, and that the particular type of transportation is appropriate, necessary, and
the least costly means; and if so

(cc) the Digtrict Office will then arrange and authorize the trip.

(iv) Bus, Train and Private Transportation

No prior authorization is required for trips within the same town, however,
reimbursement will be made to the Medicaid recipient, only if the Department
receives documentation of a visit to amedical provider. Documentation consists of
a signed statement by the medical provider or his authorized representative, or a
completed Departmental W-610 Form. Requests for transportation reimbursement
must be made within thirty (30) days of the date of the transportation need.

Trips between towns require prior authorization. These trips are approved and
arranged by the District Office, as follows:

(aa) the request for transportation is made to the District Office by the recipient,
the medical provider, or someone acting on behalf of the recipient;

(bb) the Digtrict Office is responsible for verifying that the trip is for a medical
purpose, and that the particular type of transportation is appropriate, necessary, and
the least costly means; and if so

(cc) the District Office will arrange and authorize the trip; and then

(dd) the District Office arranges for reimbursement to be sent to the recipient.

(v) Other Commercial Carrier

When non-emergency transportation involves other commercial carriers, prior
authorization must be obtained from the District Office. The District Office will
either arrange the transportation through a travel agent or the provider of service.

(vi) Air Transportation

Air transportation requires prior authorization from the Department’s Central
Office to be obtained as follows:

(aa) The request for transportation is made to the Central Office by the District
Office, recipient, medical provider, or someone acting on behalf of the recipient.

(bb) Central Office will determine:

(11) if the medica service for which transportation is needed requires prior
authorization, that the authorization has been approved;

(22) if the service is out-of-state, that the service mests the criteria for out-of-
state services; and

(33) if air transportation is the most appropriate level of transportation, and, if
so, will contact the ticket agent to make the arrangements.
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(g) Other

(1) When two or more providers offer the same service, the least expensive one
is used; there is no obligation to divide the business between them.

(2) When two or more providers offer the same service, at the same rate, the
Department may consider whether to divide the business between them in proportion
to the quantity of business each provider can furnish and based on a provider’s past
performance and any other factors the Department may deem appropriate. Whether
to divide the business and how to divide the business shall be determined by the
Department in its sole discretion.

(3) The Department shall not pay for transportation to a medical service if the
provider of that medical service furnishes free transportation or has an obligation
to furnish transportation.

(4) Providers of medical transportation must maintain records to support claims
made for payment, including, but not limited to, daily drivers logs and other docu-
ments which record at least for each trip: patient’s name, license number of vehicle
used, the vehicle's pickup and drop-off time and place, the name of an attendant,
if oneis used, and the vehicle's pickup and drop off odometer reading for all out-
of-state trips. All documentation shall be made available upon request to authorized
Department, state and federal personnel in accordance with state and federal law.

(5) In addition to the records all providers must maintain for the Department,
livery and taxi providers must keep alog for services that could not be authorized
in advance, which is signed by a recipient when atransportation serviceis received.

(6) If the most appropriate transportation is not available, and prior authorization
was hot received for the alternative method of transportation utilized, the transporta-
tion company providing the service must document in the records and on the billing
form why the appropriate transportation was not available. The Department in its
sole discretion shall determine which level of payment is appropriate.

(7) The Department reserves the right to consider recipient and Departmental
needs, when selecting which provider will render the service.

(8) Livery providers are responsible for alerting the recipient of the vehicle's
arrival and assisting the recipient into and out of the vehicle.

(9) Mileage for a vehicle crossing Connecticut town lines is calculated and paid
by the Department to providers according to the PUCA Document.

(10) The Department, in its sole discretion, may disalow some or all of the
reimbursement paid to the provider for services rendered by a vehicle which was out
of compliancewith any of the requirements of subsection (c) Provider Participation as
set forth above. The Department, in its sole discretion, in addition to, or in lieu of
the disallowance of reimbursement, may suspend or terminate the provider from
the Medicaid Program for any such violation.

(11) Nursing Homes

(A) Nursing home staff isresponsible for assisting recipients to and from alivery
vehicle at the nursing home site.

(B) Nursing home staff is responsible for determining if the cost of providing
the medical service in the nursing home is less costly than providing the medical
service outside the home. This cost effective determination would include the consid-
eration of the cost of the transportation and the medical service compared to the
cost of providing the medical service in the nursing home. When possible and
appropriate, the needed medical service should be provided in the nursing home.
If it is necessary to transport a recipient to a medical service because a medical
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provider is not available to come to the home, written documentation must be
entered in the recipient’s case record.

(12) Payment for transportation may be made for an applicant with the Depart-
ment, when the transportation isto a medical eval uation requested by the Department
in order to determine €eligibility.

(13) Failure to maintain any of the documentation required by this regulation
may result in the Department disallowing some or &l of the reimbursement paid to
the provider for services rendered.

(h) Billing

(1) Ambulance, Invalid Coach and Travel Agents

The provider submits the bill for service on the HCFA 1500, ‘‘Health Insurance
Claim Form,”’ to the Department’s fiscal agent.

(2) Livery

The provider of service submits the bill on the Departmental livery claim form
to the Department’s fiscal agent.

(3) Taxi

The provider of service submits the bill on the Departmental taxi claim form to
the Department’s fiscal agent.

(i) Payment

(1) For al transportation payment shall be made at the lower of:

(A) The usua and customary charge to the public, if applicable

(B) The Medicare rate, if one exists

(C) The fee, as published by the Department in its fee schedule or

(D) The amount requested or billed

(2) Ambulance

Ambulance providers may be paid for a trip, 1.V. level life support services,
advanced life support services, waiting time, loaded mileage, additional recipient
transported, a night call charge, special attendant, paramedic intercept, helicopter
assist, out-of-state tolls and for services provided to a recipient who is not subse-
quently transported by the ambulance provider in accordance with this regulation.

(3) Invaid Coach

Invalid coach providers may be paid for a trip, waiting time, loaded mileage,
additional recipient transported and attendant services in accordance with this regu-
lation.

(4) Livery

Livery providers may be paid for atrip, loaded mileage, additional stops, waiting
time, assistance, ‘‘no shows'’, and out-of-state tolls in accordance with this regu-
lation.

(5) Taxi

Taxi providers may be paid for trips by an all inclusive metered rate and out-of-
state tolls in accordance with this regulation.

(6) Wheelchair Accessible Livery

Wheelchair accessible livery providers may be paid for atrip, waiting time, loaded
mileage, an additional recipient transported, and out-of-state tolls attendant services
in accordance with this regulation.

(7) Payment may be made to:

(A) theprovider of serviceif an ambulance, invalid coach, taxi, or livery provider;

(B) either the provider of the service, or an enrolled ticket agent, if the provider
of service is any other commercial carrier except bus, or train;

(C) the Medicaid recipient, if the transportation is by private means, bus or train.
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(8) Payment Fees

(A) The Commissioner of the Department establishes the fees contained in the
Department’ s fee schedule.

(B) Payment fees for out-of-state trips performed by out-of-state providers shall
be established by the Commissioner of the Department.

(C) The maximum payment for transportation services shall be at the fees estab-
lished by the Department.

(D) Wheelchair Accessible Livery.

The Department’ s fees for wheelchair accessible livery shall be the same as the
Department’s fees for invalid coach services.

(E) Private Transportation

Payment may be made at the per mile fee established by the Department, but
only if the total payment exceeds $1.00.

(F) Other Commercia Carrier and Air Transportation

Payment may be made at the lowest charge to the general public for the same
service.

(9) Payment Limitations

(A) Multiple Passengers—Taxi

Taxi services are paid by the metered rate, regardless of the number of recipi-
ents transported.

(B) Multiple Passengers—Livery

(i) If during atrip, alivery vehicle picks up more than one recipient at the same
point and transports those recipients to the same destination, the livery service may
be paid as if the service were provided for one recipient.

(if) In the event that a livery provider picks up several Medicaid recipients at
severa different pickup points and drops those recipients off at one common destina
tion point, the livery provider may be paid one base rate, plus a shared ride fee for
each additional pickup point. If the provider picks up severa Medicaid recipients
at one pickup point, and drops those passengers off at severa different destination
points, the livery provider may be paid one base rate, plus a shared ride fee for
each additional drop-off point. If more than one recipient is picked up or dropped
off at any additional stop, only one shared ride fee shall be paid for that stop.

(iii) Inthe event that a livery provider picks up several Medicaid recipients each
at adifferent pickup point and dropsthose recipients off each at adifferent destination
point (i.e. no common pickup or drop-off points) and al pickups and drop-offs
occur within the same town, the livery provider may be paid one base rate for each
recipient transported.

(iv) Inthe event that alivery provider picks up several Medicaid recipients each
at adifferent pickup point and dropsthose recipients off each at adifferent destination
point (i.e. no common pickup or drop-off points) and thetrip involves |oaded mileage
between towns, the livery provider may be paid one base rate plus a shared ride
fee for each additional drop-off point plus one loaded mileage charge for each
unduplicated portion of the trip mileage. If multiple recipients are in the vehicle
and travel together during a portion of the trip, only one mileage charge shall be
paid for the common portion of the trip.

(v) Only one loaded mileage charge may be paid for the total miles traveled
between towns, regardless of the number of recipients transported. If multiple
recipients are transported in one trip, the total mileage for the trip cannot be charged
for each recipient. Mileage between towns is calculated and paid according to the
PUCA Document.
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(C) Cancelled Calls

The Department shall not pay for cancelled calls for any type of transportation.

(D) No Show

The Department may pay for alivery service approved in writing by the Depart-
ment and not cancelled, which a recipient does not utilize, provided the vehicle
went to the pickup point. For livery the base rate may be paid for a ‘‘no show’’
for single recipient trips. For multiple recipient trips, a base rate or an additional
stop, whichever is appropriate, and mileage if appropriate may be paid for the
portion of the trip incurred for the **no show.”” A ‘‘no show’’ fee will not be paid
for nursing home residents.

(E) Waiting Time

Waiting time shall only be paid when it is cost effective or the Department has
determined it is necessary in order for a recipient to receive a medical service.

(i) Ambulance

One-hour’s waiting time may be paid for al or any portion of the first hour.
After one hour of actual waiting time, additional waiting time may be paid in fifteen
(15) minute increments for al or any portion of the fifteen minutes.

When waiting time is provided as part of a round trip, the Department shall not
pay for two base rates and waiting time. One base rate and waiting time may be paid.

(i) Invalid Coach

No payment shall be made for thefirst one-half hour of waiting; thereafter waiting
time may be paid in fifteen (15) minute increments for al or any portion of the
fifteen minutes.

When waiting time is provided as part of a round trip, the Department shall not
pay for two base rates and waiting time. One base rate and waiting time may be paid.

(iii) Livery

No payment shall be made for the first fifteen minutes of waiting; thereafter
waiting timewill bepaid in 15 minuteincrementsfor all or any of thefifteen minutes.

When waiting time is provided as part of a round trip, the Department shall not
pay for two trips and waiting time. One trip and waiting time may be paid.

(iv) Taxi

Waiting time may be paid in accordance with the tariff established by the Depart-
ment of Transportation and/or a state approved transit district and is considered part
of the metered rate.

(F) Mileage

(i) Ambulance

The Department may pay for loaded mileage if the vehicle must cross a town
linein order to transport arecipient(s) to or from amedical provider. Loaded mileage
shall be paid and calculated by the Department in accordance with PUCA Docket
#6770-A and al its supplements.

(i) Invalid Coach

The Department may pay for loaded mileage if the vehicle must cross a town
linein order to transport arecipient(s) to or from amedical provider. Loaded mileage
shall be paid and calculated by the Department in accordance with PUCA Docket
#6670-A and al its supplements.

(iii) Livery

(aa) The Department may pay loaded mileage for livery if the vehicle must cross
atown line in order to transport a recipient(s) to or from a medical provider. This
mileage shall be paid and calculated by the Department in accordance with PUCA
Docket #6670-A and al its supplements.
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(bb) Wheelchair accessible livery may be paid at the same fees as invalid coach.

(iv) Taxi

Mileage may be paid in accordance with the tariff established by the Department
of Transportation and/or a state approved transit district and is considered part of
the metered rate.

(G) Attendant

Invalid Coach

Attendant services may be paid when provided by an employee other than the
driver.

(H) Assistance

Livery

Livery assistance services provided by the driver or another employee may be
paid for each recipient assisted. Payment may be made for assistance at either or
both the pickup point and drop-off point except assistance from or into a nursing
home from alivery vehicle will not be covered. Physically helping a recipient only
into or out of the livery vehicle is not considered assistance.

(1) Items Included in Fees

All payment rates include all expenses, including tolls and telephone calls.

(J) Private Transportation

Payment shall be made based on the mileage from the recipient’s home to the
medica provider.

() Rates

Payment is in accordance with the following schedule:

Invalid Wheelchair

Ambulance Coach Livery Livery Taxi

X X X X Metered Rate
Trip (Base Rate) X X X X All inclusive
Waiting Time X X X X
Loaded Mileage X X X X
Additional Pt. X X X
Additional Stop X
Attendant X X
Specia Attendant X
Assistance X
Advanced Life X
1.V. Level X
Paramedic Intercept X
No Show X
Night Call Charge X
Out-of-State Tolls X X X X X
Helicopter Assist X
Specia Services X
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Appendix A

The following are the diagnoses codes which would be acceptable justification
for invalid coach transportation. Invalid coach trips with these diagnoses do not
require prior authorization.

170.2 Malignant neoplasm of bone, vertical column

170.6 Malignant neoplasm of bone, pelvic bones, sacrum, and coccyx
170.7 Malignant neoplasm of bone, long bones of lower limb

170.8 Malignant neoplasm of bone, short bones of lower limb
3334 Huntington’s chorea

334.0 Friedreich’s Ataxia

342 Hemiplegia

344.0 Quadriplegia

344.1 Paraplegia

357.2 Diabetic Neuropathy

444,22 Thrombosis—lower extremity

820 Fx neck femur (within six (6) months)
822 Fx patella (within six (6) months)
823 Fx tibia and fibula (within six (6) months)
896 Below knee amputation
897 Above knee amputation

Appendix B

The following are conditions which would be acceptable justification for non-
emergency ambulance. Non-emergency ambulance tripsfor clients with these condi-
tions or needing these services do not require prior authorization.

Casts Which Prevent Hip Flexion

Four Point Restraints

Comatose

Intravenous Running

Suctioning During Transport

Isolette

Prone Positioning (e.g. due to decubiti or skin flaps)
(Effective July 25, 1989)

Sec. 17-134d-34. Reserved

Orthodontic Services Provided Under the Early and Periodic Screening,
Diagnosis and Treatment (EPSDT) Program

Sec. 17-134d-35. Orthodontic services provided under the early and periodic
screening, diagnosis and treatment (EPSDT) program

(@) Orthodontic services will be paid for when

(1) provided by a qualified dentist; and

(2) deemed medically necessary as described in these regulations.

(b) Definition

(1) Qualified Dentist

“‘Qualified Dentist’”” means a dentist who:

(A) Holds himself out to be an orthodontist in accordance with section 20-106a
of the Connecticut State Statutes, or
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(B) Documents completion of an American Dental Association accredited post
graduate continuing education course consisting of a minimum of two (2) years of
orthodontic seminars, and/or submitting three (3) completed case histories with a
comparable degree of difficulty asthose cases meeting the department’ srequirements
in section (e) of the department’s orthodontic policy if requested by the orthodon-
tic consultant.

(2) The Department

““The Department’”’ means the State Department of Income Maintenance.

(3) Preliminary Handicapping Malocclusion Assessment Record

““Preliminary Handicapping Maocclusion Assessment Record” means the
method of determining the degree of malocclusion and dligibility for orthodontic
services. Such assessment is completed prior to performing the comprehensive
diagnostic assessment.

(4) Comprehensive Diagnostic Assessment

‘*Comprehensive Diagnostic Assessment’’ means a minimum evaluative tool for
an orthodontic case which determines the plan for treatment necessary to correct
the malocclusion. The assessment includes, but is not limited to, the following
diagnostic measures. Radiographs; full face and profile photographs or color slides.

(c) Services Covered and Limitations

The Department may reimburse a qualified dentist for the following orthodontic
services (including permanent and/or deciduous dentition);

(1) Orthodontic screening—one (1) per provider of the same recipient;

(2) Orthodontic consultation—one (1) per provider for the same recipient;

(3) Preliminary assessment study models—one (1) per provider for the same
recipient;

(4) Comprehensive diagnostic assessment—one (1) per provider for the same
recipient;

(5) Initial appliance—one (1) per provider for the same recipient;

(6) Active Treatment—up to a maximum of thirty (30) months;

(7) Retainer appliances—retainers may be replaced only once, per dental arch,
for the same recipient.

(d) Other Limitations

Orthodontic services are limited to recipients under twenty-one (21) years of age.

(e) Need for Services

When an €ligible recipient is determined to have a maocclusion, the attending
dentist should refer the recipient to a qualified dentist for preliminary examination
of the degree of malocclusion.

(1) The need for orthodontic services shall be determined on the basis of the
magnitude of themal occlusion. Accordingly, the‘* Preliminary Handicapping Mal oc-
clusion Assessment Record,”” available from the Department, must be fully com-
pleted in accordance with the instructions sections of the form. The Department
deems orthodontic services to be medically necessary when a correctly scored total
of twenty-four (24) points or greater is calculated from the preliminary assessment.
However, if the total scoreisless than twenty-four (24) points the Department shall
consider additional information of a substantial nature about the presence of other
severe deviations affecting the mouth and underlying structures. Other deviations
shall be considered to be severe if, left untreated, they would cause irreversible
damage to the teeth and underlying structures.

(2) If the total score is less than twenty-four (24) points the Department shall
consider additional information of a substantial nature about the presence of severe
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mental, emotional, and/or behavior problems, disturbances or dysfunctions, as
defined in the most current edition of the Diagnostic Statistical Manual of the
American Psychiatric Association, and which may be caused by the recipient’ s daily
functioning. The department will only consider cases where a diagnostic evaluation
has been performed by a licensed psychiatrist or a licensed psychologist who has
accordingly limited his or her practice to child psychiatry or child psychology. The
evaluation must clearly and substantially document how the dentofacial deformity
is related to the child’s mental, emotional, and/or behavior problems. And that
orthodontic treatment is necessary and, in this case, will significantly ameliorate
the problems.

(3) A recipient who becomesMedicaid eligible and isalready receiving orthodon-
tic treatment must demonstrate that the need for service requirements specified in
subsections (€) (1) and (2) of these regulations were met before orthodontic treatment
commenced, meaning that prior to the onset of treatment the recipient would have
met the need for services requirements.

(f) Prior Authorization

(1) Prior authorization is required for the comprehensive diagnostic assessment.
The qualified dentist shall submit:

(A) the authorization request form;

(B) the completed Preliminary Handicapping Malocclusion Assessment Record;

(C) Preliminary assessment study models of the patient’s dentition; and,

(D) additiona supportive information about the presence of other severe devia
tions described in Section (€) (if necessary).

The study models must clearly show the occlusal deviations and support the
total point score of the preliminary assessment. If the qualified dentist receives
authorization from the Department he may proceed with the diagnostic assessment.

(2) Prior authorization is required for orthodontic treatment for the initial appli-
ance; first, second, and third year of active treatment; and for replacement of
retainers. No authorization shall be givenif thereisevidencethat little or no progress
has been made at the end of each yearly period. In this case, the qualified dentist
shall be required to resubmit the authorization request. The authorization shall be
based on reasonabl e progress made in active treatment as deemed by the Department.
There will be no monthly payment alowed during this period.

(A) For the initial appliance and the first year of active treatment (1st through
12th month) the qualified dentist shall submit, prior to initiating treatment:

(i) the authorization request form;

(i) the diagnosis;

(iii) awritten treatment plan;

(iv) adescription of the appliance to be utilized;

(v) the length of time treatment is necessary;

(vi) the length of the retention period necessary after active treatment;

(vii) alistof all other medical or dental treatment whichisnecessary in preparation
for, or completion of, the orthodontic treatment.

(B) For the second year of active treatment (13th through 24th month) the quali-
fied dentist shall submit, prior to initiating continued treatment:

(i) the authorization request form covering the second (2nd) year of active
treatment;

(i) study models and/or photographs clearly showing the progress of treatment
to date.
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(C) For the third (3rd) year of active treatment (25th through 30th month) the
qualified dentist shall submit prior to initiating continued treatment:

(i) theauthorization request form covering thethird (3rd) year of active treatment;

(ii) study models and/or photographs clearly showing the case is ready for
retention.

(D) Replacement of retainers with documentation to justify.

(E) Any requests for modification of the treatment plan as authorized by the
Department’ s orthodontic consultant must be submitted to the orthodontic consultant
inwriting providing evidencein support of such arequest. However, no authorization
shall be given beyond thirty (30) months of active treatment.

(g) Other Requirements

(1) The recipients, together with the parent or guardian, should have the desire
and the ability to complete an extended treatment plan as determined by the qualified
dentist performing the treatment or other professionals involved with the recipient
or family.

(2) When an orthodontic case is authorized by the Department, local Early Peri-
odic Screening, Diagnostic and Treatment (EPSDT) staff will contact the recipient
and the qualified dentist to help facilitate the recipient’ s participation in and comple-
tion of the treatment plan.

(3) Thecourse of orthodontic treatment must be completed prior to therecipient’s
twenty first (21st) birthday.

(4) Thequalified dentist shall maintain aspecific record for each recipient eligible
for Medicaid reimbursement including, but not limited to: name, address, birth
date, Medicaid identification number, pertinent diagnostic information and X-ray,
a current treatment plan, pertinent treatment notes signed by the qualified dentist;
and documentation of the dates of service. Records or documentation must be
maintained for a minimum of five (5) years.

(5) For the retention period the qualified dentist shall submit, prior to initiating
placement of retainers, study models and/or photographs clearly showing the case
is ready for retention.

(h) Payment Limitation

(1) Payment for orthodontic services shall be madein accordance with the Depart-
ment’s dental fee schedule.

(2) An initial payment and monthly payments are made for active treatment of
orthodontic services.

(3) Theinitial payment covers the placement of the initial appliances.

(4) No payment is made for monitoring growth and devel opment.

(5) A dentist, other than a qualified dentist as defined in these regulations,
may receive payment for an orthodontic screening. The screening includes an ora
examination and/or examination of the patient’ s records for the purposes of complet-
ing Sections|, Il and 11A-D of the Preliminary Handicapping Malocclusion Assess-
ment Record Form No. W-1428.

(6) The fee for the orthodontic consultation includes a dental screening and the
completion of the preliminary assessment form. No separate payment shall be made
to a qualified dentist for the orthodontic screening.

(7) The number of monthly payments is limited to the number of months of
active treatment stipulated in the treatment plan as approved by the Department.

(8) The monthly installment rate for active treatment is based on an average of
one (1) visit per month and will be payable once a month during the authorized
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active treatment period no matter how many times the orthodontist sees the patient
during this period.

(9) Payment for the comprehensive diagnostic assessment includes all diagnostic
measure, e.g., X-rays, photographs or slides, and the written treatment plan. No
separate payment is made for individual diagnostic materials except the preliminary
assessment study models.

(10) For a recipient who becomes ineligible for Medicaid during the authorized
term of active treatment, the final payment from the Department shall be made for
the month in which the recipient becomes ineligible for Medicaid or EPSDT services,
whichever comes first.

(11) The cost of the initial retainer appliance, including: fitting, adjustments
and all necessary visits, is included in the first twenty-four (24) monthly active
treatment installments.

(12) The fee for the replacement of retainer appliances includes the fitting and

all necessary visits.
(Effective January 27, 1988)

Sec. 17-134d-36. Administratively necessary days

(a) Administratively Necessary Days are inpatient hospital days reimbursed by
Medicaid for services to a Title XIX eligible patient and to a patient who will
eventually be determined eligible. A patient qualifying for ANDs does not require
an acute hospital level-of-care. Instead, the patient requires medical services at the
skilled nursing or intermediate level-of-care. The patient is forced to remain in the
hospital because the appropriate medical level-of-care placement in the skilled
nursing or intermediate care facility is not available.

(b) ANDs are covered under the Title XIX program when the following proce-
dures and conditions are met:

(1) The Medicaid patient is no longer at the acute care level of service but is at
a skilled nursing level-of-care or at an intermediate level-of-care;

(2) Discharge to a skilled nursing facility or intermediate care facility level-of-
care bed is impossible due to the unavailability of a bed;

(3) The patient’s timely discharge and placement to the appropriate skilled nursing
facility or intermediate care facility is planned and arranged by the hospital. Clear
evidence of this active and continuous process is documented in the patient’s hospital
medical record;

(4) The hospital places the patient who is on administratively necessary day one
(1) through administratively necessary day seven (7) on the active waiting list
at five (5) skilled nursing facilities or intermediate care facilities, whichever is
medically appropriate;

(5) In cases where additional ANDs are necessary beyond the seventh (7) day
the hospital places the patient on the active waiting list of an additional five (5)
facilities. The hospital is required to maintain the patient on the active waiting list
of a minimum of ten (10) facilities at all times after the seventh (7) administratively
necessary day.

(A) All contacts made by the hospital to facilities must be clearly documented
in the patient’s medical record with dates of contact and facility name;

(B) After the patient is discharged the name of the facility must be recorded in
the patient’s medical record.

(6) The patient receiving ANDs accepts the first available skilled nursing or
intermediate care facility placement in the State of Connecticut that is medically
appropriate.
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(A) The Department will not pay for ANDs when the patient refuses to be placed
in the first available facility. Payment ceases on the day of refusal.

(B) If the patient refuses the first available placement the hospital sends the
following information to the Medical Director for Medicaid, Department of Income
Maintenance, 110 Bartholomew Avenue, Hartford, CT 06106:

Name and address of person refusing bed

Patient’s name and address (if different)

Medicaid Number (if available)

Name of hospital

Date of admission

Date bed available

Name and address of facility with bed

Date bed refused

Reason for refusal

(C) The requirements in the Medical Services Policy, 150.1 F. IX, a., regarding
prior authorization requirements for ANDs are repealed.

(D) ANDs shall be reviewed by the Department in accordance with Medical
Services Policy on utilization review, 150.1 F. [.-V., as it exists now or as it may
be amended from time to time.

(Effective October 1, 1986)

Coverage of Occupational Therapy Services by
Home Health Agencies

Sec. 17-134d-37.
Repealed, March 7, 2007.

Sec. 17-134d-38. Reserved

Sec. 17-134d-39. Reimbursement plan for medical transportation under the
medical assistance program

(a) Medical Transportation Services provided under the Medical Assistance Pro-
gram will be purchased through a Volume Purchase Plan (V.P.P.), if this method
will be more cost efficient than the present method of reimbursement, which is
based on a fee schedule and metered rate for taxi.

(b) Under the V.P.P. the Department will contract with a provider(s) who will
provide one or more of the designated types of transportation. Such providers must
meet state licensure requirements, certification and registration requirements, current
Departmental Medical Assistance requirements and provide the most cost efficient
medical transportation service available.

(c) The V.P.P. will be implemented through a competitive bidding process. The
Department will define geographical areas, populations to be served and the type
of transportation needed by the identified populations. These elements will be
identified by the Department for purposes of the competitive bidding process.

(d) In order to assure that competitive bidding will result in cost savings to the
State, the geographical area covered by the proposed bid must account for a minimum
of ten percent (10%) of total expenditures for that particular type of transportation,
and the estimated savings to the State resulting from the proposed bid must be at least
10 percent (10%) of the total expenditures for that particular type of transportation in
that geographical area, or the Department will not award a contract.
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(e) The contract will be awarded to the lowest responsible bidder(s), with the
Department reserving the right to reject all or any bid and not award a contract to
any of the bidders, if this best serves the interests of the State. The Department also
reserves the right to award a contract for one, some, or all of the different types of

medical transportation provided under the Medical Assistance Program.
(Effective September 30, 1986)

Sec. 17-134d-40. Acute care hospital outpatient clinic reimbursement rate

Hospital Outpatient Clinic Visit Rates

Each outpatient clinic visit shall be reimbursed at a reasonable rate to be deter-
mined by the reasonable cost of such services, not to exceed one hundred sixteen
percent (116%) of the combined average fee of the general practitioner and specialist
for an office visit according to the fee schedule for practitioners of the healing arts

approved under Section 4-67C of State Statutes.
(Effective June 27, 1986)

Long Term Care Facility Preadmission Screening
and Community Based Services Program

Sec. 17-134d-41.

Repealed, July 8, 1998.
See § 17b-342

Sec. 17-134d-42. Reserved

Sec. 17-134d-43. Medicaid requirements for organ transplantation

(a) Organ transplantations are covered under the Medicaid program if they are
of demonstrated therapeutic value, medically necessary and medically appropriate,
and likely to result in the prolongation and the improvement in the quality of life
of the applicant.

(b) The following organ transplantations have been deemed to satisfy the criteria
of subsection (a) of section 17-134d-43, in all cases, and the costs associated with
such procedures will be covered under Medicaid without the necessity of the patient
obtaining prior authorization from the Department:

(1) bone;

(2) bone marrow;

(3) kidney;

(4) cornea.

(c) Exceptas provided in subsection (b) of section 17-134d-43, prior authorization
must be obtained from the Department before the costs associated with an organ
transplantation will be covered under Medicaid.

(d) The final decision as to whether authorization will be granted for a patient
to incur Medicaid covered costs associated with an organ transplantation is made
by the Department on a case-by-case basis. No such authorization will be granted
unless the Department is fully satisfied that the conditions of subsection (a) of
section 17-134d-43 have been met.

(e) In order to assist the Department in determining whether a request for prior
authorization satisfies the criteria of subsection (a) of section 17-134d-43, there has
been established a Transplant Advisory Committee of the Department of Income
Maintenance. The members of the committee are appointed by the Commissioner,
provide the Department with technical assistance and expertise in the field of organ
transplantation, and are drawn from the medical health and insurance communities.
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(f) The Transplant Advisory committee has developed, and continues to review
and modify, specific medical criteria as they relate to particular organ transplantation
procedures. In addition, the committee may provide technical assistance to the
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Department in reviewing a particular prior authorization request. In no event, how-
ever, are the criteria (guidelines) or recommendations of the committee binding on
the Department. A final decision that a prior authorization request fails to satisfy
the provisions of subsection (a) of section 17-134d-43 would not be rendered without
considering the medical opinion of a qualified organ transplantation expert(s) in
the community.

(g) The medical criteria developed by the Transplantation Advisory Committee,
and any amendments thereto, are on file in the Department and available to all
interested parties. The advisory nature of any such criteria, to assist the Department
in determining whether the subsection (a) of section 17-134d-43 prior authorization
standards have been satisfied, is emphasized.

(Effective May 1, 1987)

Sec. 17-134d-44. Reserved

Sec. 17-134d-45.
Repealed, July 11, 2011.

Sec. 17-134d-46. Customized wheelchairs in nursing facilities as defined in
42 USC 1396r(a), as amended from time to time, and ICFs/MR as defined
in 42 USC 1396(d)d, as amended from time to time

(a) Conditions of Participation

Nursing facilities as defined in 42 USC 1396r(a), as amended from time to time,
and ICFs/MR as defined in 42 USC 1396(d)d, as amended from time to time, are
required as conditions of participation in the Medical Assistance Program to provide
or to arrange for the provision of customized wheelchairs and related services on
behalf of Title XIX assisted patients who require such customized wheelchairs and
related services.

(b) Definition of Customized Wheelchair

A customized wheelchair is defined as a wheelchair specifically manufactured
to meet the special medical, physical and psychosocial needs of a recipient who
cannot independently maintain proper body alignment. The wheelchair must be
individualized to preclude the use of the wheelchair by any other person except the
recipient for whom it was originally developed.

(c) Identification of Potential Patients

Nursing facilities and ICFs/MR shall identify Title XIX patients who potentially
require customized wheelchairs as a result of the patient’s possessing certain physical
disabilities. These physical disabilities would be of such a nature as to require
adaptations to a standard wheelchair needed to support and properly position the
disabled person’s body in proper body alignment in a wheelchair. An Interdisciplin-
ary Team (IDT) assessment shall be performed in accordance with subsections (d)
through and including (h) of this section as follows for each disabled person who
potentially requires a customized wheelchair. The IDT assessment shall determine
whether or not such person in fact requires a customized wheelchair, and shall
determine the appropriate design and characteristic of any such customized wheel-
chair. It is the facility’s obligation to identify recipients who may require customized
wheelchairs and related services, and to initiate required interdisciplinary assess-
ments. The Department’s medical review teams may identify patients who potentially
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require such services in the regular course of periodic inspections of the adequacy
of care provided by such facilities. Upon notification from the Department that a
Title XIX assisted patient may require a customized wheelchair and related services,
nursing facilities and ICFs/MR are required to conduct an interdisciplinary assess-
ment in accordance with subsections (d) through and including (h) of this section.

(d) Assessment Appropriateness

An assessment of a disabled patient’s need for a customized wheelchair must be
made whenever an assessment is appropriate. This is indicated by the presence of
disabilities which preclude effective use of a standard wheelchair, and which require
adaptations to be made to a wheelchair to properly position and support the disabled
person’s body.

(e) Composition of Interdisciplinary (IDT) Team

(1) An assessment to be adequate must be made by an Interdisciplinary Team
(IDT) process. The IDT shall include at a minimum, the participation of all the fol-
lowing:
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(A) The patient’s attending physician;

(B) A physician who is board certified or board eligible in orthopedics or physi-
cal medicine;

(C) Aregistered physical therapist (RPT) who is licensed by the State of Connecti-
cut and is qualified to assess the patient’s needs or by a registered occupational
therapist who is licensed by the State of Connecticut (L/OTR) and qualified to
assess the patient’s needs; and

(D) A representative of the professional nursing staff of the facility (registered
nurse) or licensed practical nurse.

(2) The Interdisciplinary Team may include any other professional deemed appro-
priate to assess the patient’s needs.

(f) Purpose of the ID Team

(1) The purpose of the Interdisciplinary Team is as follows:

(A) To ensure appropriate assessment of the patient’s need for a customized
wheelchair;

(B) To ensure appropriate design of any required customized wheelchair; and

(C) To provide appropriate instructions to the facility on the appropriate use and
maintenance of the customized wheel chair.

(2) It is not necessary that all of the members of the Interdisciplinary Team
required by this subsection for purposes of assessment be members of the staff of
the facility or be retained on an ongoing basis as consulting members of a standing
facility-based Interdisciplinary Team.

(3) Nursing facilities and ICFs/MR are encouraged to obtain the required Interdis-
ciplinary Team assessment of a patient’s need for an adaptive wheelchair by arrang-
ing for consultations by qualified orthopedists, physiatrists, physical therapists, and
occupational therapists who have experience in the provision of such equipment on
behalf of disabled patients.

(g) Facilitator

(1) The description of a Facilitator is as follows:

A professional member of the staff of the facility or regularly retained consultant
to the facility shall be nominated as the *‘facilitator’” of the Interdisciplinary Team
and may include the attending physician, a registered physical therapist, a registered
speech therapist, a registered occupational therapist, or a registered nurse. Preferably,
the facilitator should be a registered physical therapist or registered occupational
therapist.

(2) Responsibilities of the Facilitator

The individual selected by the facility is responsible for all the following:

(A) Must attend and participate in the assessment performed by the orthopedist
or physiatrist;

(B) Must attend and participate in any assessment performed by a physical or
occupational therapist (if such physical or occupational therapist is not also the facil-
itator);

(C) Be responsible to ensure that all required assessments are performed; and

(D) Ensure that all required documentation is processed in a timely fashion, and
that communication with the vendor is maintained throughout the prior authoriza-
tion process.

(h) IDT Assessment Requirements

The recipient must receive all of the following:

(1) A physical examination by the attending physician;

(2) An orthopedic or physiatric examination by an orthopedist or physiatrist; and
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(3) A rehabilitative examination by a physical therapist or occupational therapist.

The examinations shall be a part of the recipient’s medical records and must have
been done within three (3) months prior to the date of request for a customized
wheelchair on the Form W619, see subsection (j) of this section. The examinations
shall include films as deemed appropriate by the attending physician and the medi-
cal consultant.

(i) Application Process for Customized Wheelchair

(1) Requirements of Facility

Nursing facilities and ICFs/MR shall incorporate the required IDT assessments
into the patient care plan. Whenever the required interdisciplinary assessment indi-
cates that a Title XIX assisted patient requires a customized wheelchair, the facility
is required to arrange with the supplier of durable medical equipment for the provision
of an appropriate customized wheelchair.
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(2) Prior Authorization Requirements

Prior authorization by the Department is required in order for the Department to
make payment to a supplier of durable medical equipment for the cost of a customized
wheelchair. Prior authorization procedures must be followed in accordance with
Section 189 (Durable Medical Equipment) of the Department’s Medical Services
Policy Manual.

(j) Inservice Training

(1) The Durable Medical Equipment provider is responsible on date of delivery
to assist in the teaching and training of the recipient and nursing facility staff as to
the proper use and care of the customized wheelchair. Date of delivery is defined
as the final delivery of the product as authorized on the Form W619 *‘Authorization
Request for Medical and Surgical Supplies’’ and Form W628 *‘Customized Wheel-
chair Prescription,”” with the customized wheelchair set up and in place at the
recipient’s place of residence.

(2) The monitor, see subsection (1) (2) of this section, shall ensure that the
nursing staff of the facility (including all direct care staff who provide basic care
on behalf of the patient) receive appropriate training in the proper use and care of
the customized wheelchair.

(3) Documentation of all inservice training must be evident.

(k) Twenty-four (24) Hour Positioning Plan

(1) Responsibility for Development

A 24 hour positioning plan must be in place on the date of the delivery of the
customized wheelchair. The 24 hour positioning plan must be developed by the
professional staff of the facility (nursing, physical, occupational, or speech therapy
in conjunction with the attending physician), monitored as per subsection (1) (2)
of this section and incorporated into the patient’s plan of care pursuant to an order
of the attending physician.

(2) Components of Twenty-four (24) Hour Positioning Plan

The 24 hour positioning plan shall describe periods of time when the patient shall
be seated in the customized wheelchair and shall also describe a time schedule for
the patient to be therapeutically positioned in bed, on mats or with other pieces of
adaptive equipment. The positioning plan shall take into account the patient’s ability
to be seated in a customized wheelchair for limited or extended periods of time,
depending on the circumstances of the patient. Emphasis must be placed on seating
the patient in a customized wheelchair at mealtime. The positioning plan must be
modified, as needed, depending on the circumstances of the patient in order to
promote enhanced psychosocial functioning made possible by seating in a custo-
mized wheelchair for longer periods of time as the patient develops increased
physical capacity for being adaptively seated. The 24 hour positioning plan adopted
by the attending physician must indicate the name and title of the individual responsi-
ble for overseeing implementation.

(I) Monitoring Program Requirement

(1) Establishment of Monitoring Program

A monitoring program must be established by the professional staff of the facility
(nursing, physical therapy, occupational therapy in conjunction with the attending
physician) and incorporated into the patient’s plan of care pursuant to an order of
the attending physician.

(2) Assignment of Responsibility

The monitoring program must assign responsibility to a monitor who is an individ-
ual member of the professional staff of the facility, identified by name and title, to
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monitor the patient’s physical adaptation to the customized wheelchair (including
monitoring for decubitus or any other adverse health effects) and for monitoring
the compliance of the facility’s nursing and direct care staff with the 24 hour
positioning plan. The monitor is also responsible for overseeing the documentation
of all monthly and quarterly progress notes. The monitor shall be the head nurse
of the unit in which the patient resides.

(3) Reassessment

In addition, at least yearly, the attending physician in conjunction with the rehabili-
tative staff must reassess the patient and determine whether or not the design of
the customized wheelchair continues to be appropriate to meet the patient’s needs.
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Payment for X-rays, or orthopedic, physiatric consultation will be made by the
Department if needed as part of the reassessment.

(4) Monthly Progress Notes

A member of the professional nursing staff of the facility must make progress
notes at least monthly in the patient’s permanent record which shall address any
health issues related to use of a customized wheelchair (e.g., any problems or change
with the condition of the patient’s skin), whether the nursing and direct care staff
are complying with instructions on the use of the customized wheelchair and are
properly implementing the required 24 hour positioning plan, and whether any
modifications should be made on the use of the wheelchair or in the 24 hour
positioning plan.

(5) Quarterly Progress Notes

A member of the rehabilitation staff (physical, occupational, or speech therapist)
must make progress notes at least quarterly which shall address any health issues
related to the customized wheelchair, facility compliance with instructions on the
use of the customized wheelchair and the 24 hour positioning program, whether the
customized wheelchair continues to be appropriate to meet the needs of the patient
and whether any modifications should be made on the use of the customized wheel-
chair or to the 24 hour positioning plan. In addition, the rehabilitation staff progress
notes must consider and make recommendations to the attending physician on
whether any other rehabilitation (physical therapy, occupational therapy, or speech
therapy) services are indicated as a result of the seating of the patient in a customized
wheelchair, e.g., occupational therapy services designed to promote independent
feeding.

(6) Maintaining Medical Records

All medical records required by this Section, including any assessments, the plan
of care (with incorporated 24 hour positioning plan and monitoring program) and
progress notes shall be maintained by the facility and be available for inspection
by authorized Department personnel as well as by the personnel of other state
agencies who are authorized by law to make investigations concerning the quality
of health care.

(m) Costs and Methods of Payment for Services

(1) Per Diem Rate Inclusion

All costs pertaining to required physical therapy, occupational therapy, speech
therapy and nursing services, including any retention of expert consultancy services
for assessment and training purposes as well as the cost of required monitoring
services, must be incurred by the facility and are reimbursed to the facility through
the per diem rate system established pursuant to Section 17-314 of the Connecticut
General Statutes as required for reimbursable nursing facility services.

(2) Direct Payment

The costs of physician services, including attending physician services and con-
sulting orthopedic or physiatric physician services, as well as the costs of X-ray
services and any necessary medical transportation services, are paid directly to the
provider of such ancillary services subject to the limitations, conditions and prior
authorization requirements contained in Department policy applicable to physician,
X-ray and medical transportation services. The cost of the customized wheelchair
is paid directly to the durable medical equipment provider as an ancillary service,
subject to the limitations, conditions and prior authorization requirements contained
in Section 189 (Durable Medical Equipment) of the Department’s Medical Services
Policy Manual.
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(n) Services Required of Nursing Facilities and ICFs/MR

Required services related to the provision of customized wheelchairs which nurs-
ing facilities and ICFs/MR shall provide as conditions of participation in the Medical
Assistance Program are those related services mandated by subsections (c) through
(n) of this Section, including all of the following:

(1) identifying of potential recipients of customized wheelchairs;

(2) conducting interdisciplinary assessment;

(3) arranging for and ordering of the customized wheelchair where appropriate;

(4) training of facility staff (including direct care staff);

(5) implementing a 24 hour positioning program; and

(6) developing and implementing a monitoring program including periodic nursing

notes and physical, occupational, or speech therapy progress notes.
(Effective April 24, 1989; amended October 1, 2001)
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Sec. 17-134d-47.
Repealed, October 1, 2001.

Sec. 17-134d-48.
Repealed, March 7, 2007.

Sec. 17-134d-49. Reserved

Sec. 17-134d-50. Medicaid reimbursement clinical diagnostic laboratory ser-
vices furnished by acute care hospitals

(a) Definitions

(1) This regulation defines the method of reimbursement of clinical diagnostic
laboratory services provided by acute care hospitals to Connecticut Medical Assis-
tance recipients.

(2) For the purposes of this regulation, ‘‘Clinical Diagnostic Laboratory Ser-
vices’” means those clinical diagnostic laboratory tests and related specimen collec-
tions subject to the statewide Clinical Diagnostic Laboratory Test Fee Schedule
established by the State Medicare carrier for outpatient hospital-based laboratories
effective July 1, 1984 in accordance with Section 2303 of Public Law 98-369.
The procedures covered by this definition shall include or exclude any subsequent
additions or deletions made by the State Medicare carrier for outpatient hospital-
based laboratories. Each test covered is identified and described using the Health
Care Financing Administration Common Procedures Coding System (HCPCS) five
(5) digit procedure code and terminology or local codes and descriptions assigned
by the State Medicare carrier.

(3) “‘Hospital Outpatient’” means a person who has not been admitted by the
hospital as an inpatient but is registered on the hospital records as an outpatient
and is directly receiving outpatient hospital services (rather than supplies alone).
Where the hospital uses the category ‘‘day patient,”” i.e., a person who directly
receives hospital services during the day and is not expected to be lodged in the
hospital at midnight, the individual is classified as an outpatient.

(4) ‘‘Hospital Nonpatient’” means a person who is not registered on the hospital
records as an outpatient or is not directly receiving services from the hospital but
the hospital provides all or part of the required testing.

(5) For the purposes of these regulations, ‘‘hospital’’ means acute care Connecti-
cut-based or border hospital.

(6) ‘‘Department’’ means the Department of Income Maintenance.

(7) ‘‘Rate Year’’ means beginning January 1, 1987 the Medicaid rate year shall
be concurrent with the Medicare rate year.

(b) Services Covered

Clinical Diagnostic Laboratory Services, as defined in these regulations, and
Specimen Collection Fees, as provided in these regulations, are eligible for payment
as set forth below provided the requirements set forth below are met.

(c) Services Not Subject to the Fee Schedule

Laboratory tests not subject to the fee schedule pursuant to this regulation include:

(1) Laboratory tests furnished to a hospital inpatient as defined in § 150.1B of
the Department’s Medical Services Policy Manual;

(2) Those laboratory tests furnished by hospital-based end-stage renal dialysis
(ERSD) facilities the cost of which are included in the ERSD composite rate payment;

(3) Laboratory tests and services as identified by the State Medicare carrier to
be performed by a physician; and
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(4) Certain blood tests and test primarily associated with the provision of blood
products as identified by the State Medicare carrier.

(d) Need for Service

In order to be eligible for reimbursement any clinical diagnostic laboratory service
performed and for which payment is sought must be reasonable, necessary, and
furnished under the direction of a physician for the diagnosis or treatment of a
particular illness or injury of the patient upon whom the test was performed.

(e) Payment Rate

(1) Pursuant to Section 2303 (g) (2) and (j) (2) of Public Law 98-369 enacted
effective July 18, 1984, clinical diagnostic laboratory services provided to hospital
outpatients and nonpatients and performed on and after July 1, 1984 and paid on
or after October 1, 1984 shall be reimbursed no more than the statewide fee schedule
for clinical diagnostic laboratory tests, including amounts for specimen collections
as permitted under these regulations, established by the State Medicare carrier for
outpatient/nonpatient hospital-based laboratories; or the amount of the charges billed
for the tests. Effective for outpatient clinical laboratory services rendered on or after
July 1, 1986, the rate shall be the lesser of the amount determined under such
Medicare fee schedule, the limitation amount for that test pursuant to Section 9303
(b) of the Public Law 99-272 enacted effective July 1, 1986, or the amount of the
charges billed for the tests;
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(2) In order to remain in compliance with Section 2303 (g) (2) and (j) (2) of
Public Law 98-369 for the rate period July 1, 1985 through June 30, 1986 and
Section 9303 (b) of the Public Law 99-272 enacted effective July 1, 1986 for the
rate period July 1, 1986 through December 31, 1986 and the current rate year, i.e.,
January 1, 1987 through December 31, 1987 and all subsequent Medicare rate years,
the rates for clinical diagnostic laboratory services as defined in these regulations
shall be reimbursed as follows:

(A) For the Medicare rate period July 1, 1985 through June 30, 1986, payments
by the Department shall be made in accordance with the Medicare Fee Schedule
asit existed on July 1, 1985. The rates established by the Department shall be the
lesser of the Medicare Fee Schedule for such period or the amount of the charges
billed for the tests;

(B) For the Medicare rate period July 1, 1986 through December 31, 1986, the
rates established by the Department shall be the lesser of the Medicare Fee Schedule
in effect on July 1, 1985, the limitation amount pursuant to Section 9303 (b) of the
Public Law 99-272 for the amount of the charges hilled for the tests.

(C) For the Medicare rate period beginning on and after January 1, 1987, the
rates of payment shall be based upon the lesser of the amount of the Medicare Fee
Schedule, the limitation amount pursuant to Section 9303 (b) of the Public Law 99-
272 or the amount of the charges billed for the tests;

(D) Any subseguent changes mandated by Congress or of the United States
Department of Health and Human Services shall be implemented by the Department
as soon as practicable retroactive to the effective date of said mandatory change.

(f) Payment Limitations

(1) The amount paid by the Department for the clinical diagnostic laboratory
servicesincluding amounts for specimen collections as permitted under these regula-
tions constitutes payment in full to the provider hospital.

(2) There is no payment of Medicare coinsurance and deductible for clinical
diagnostic laboratory tests subject to these regulations.

(3) When the hospital obtains laboratory tests for outpatients or nonpatients under
arrangements with independent laboratories or other hospital laboratories, either the
originating hospital (or hospital laboratory) may receive payment for all tests, or
the originating hospital and the reference laboratories may receive payment for the
teststhey perform. The hospital may not receive payment for tests under arrangement
if it does not operate a laboratory.

(4) Pursuant to said Section 2303 (g) (2) and (j) (2) of Public Law 98-369, it
will be necessary to verify that any amounts expended by the Department between
October 1, 1984 and January 31, 1986 inclusive, for clinical diagnostic laboratory
tests did not exceed the amount that would be recognized under the Social Security
Act by Medicare. If any such payments are found to exceed the amount permitted
by Federal law, said amounts shall be adjusted so as not to exceed the maximum
amount permitted by Federal law.

(5) Themethodology to be employed to accomplish this verification in subsection
(f) (4) of these regulations will be one of the two methodologies set forth below at
the election of the hospital. However, once a hospital has elected one methodology
it may not wait for the results of that methodology and then request the other
methodology. Each hospital must notify the Department of its election by March
31, 1986. Failure of a hospital to provide notification of said election or failure of
a hospital to provide the necessary information required by whichever option the
hospital has selected may result in the Department’ s deferral of payment for clinical
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diagnostic laboratory services of that hospital until said hospital has furnished the
required information.

METHOD |

(6) The Department will take arandom sample of claimspaid for clinical diagnos-
tic laboratory services under the applicable UB82 revenue codes for each hospital
using the Department’s claims payment history for each hospital. The sample will
be randomly taken from all hospital claims paid using the summary, ratio-to-cost
methodology and for which payment was made by the Department on or after
October 1, 1984 for dates of service between July 1, 1984 and January 31, 1986
inclusive. The claims data base will be collected until the Department, at its sole
discretion, determines that a sufficient number of clinical tests within said dates of
service have been paid. The Department will provide each hospital with a record
of each recipient claim payment included in the sample. The record will show the
amount billed by the hospital, dates of service, the amount paid, and the date of
payment by the Department for each applicable revenue code. This method will
require the hospitals to provide to the Department a corresponding report indicating
the details of each recipient claim in the sample. The detail report must include:

(A) the recipient’s name and Medicaid identification number;

(B) the HCPCS for each test in the sample claim;

(C) the corresponding fee schedule rate, if available, and hospital charge for each
test in the sample claim;

(D) date of service of each test and specimen collection;

(E) thetota of the above details including the totals of the amounts that would
have been billed and the amount that would have been paid using the Medicare Fee
Schedule (if available);

(F) the hospital should report applicable specimen collection fees in the same
manner as described above as long as the collection fees are in conformance with
the specimen collection section below;

(G) itispossiblethat some of the sample claims selected may represent a mixture
of tests which are subject to, and tests which are not subject to, the Medicare Fee
Schedule. The total charges for the tests which are not subject to the Medicare fee
schedule must also be set forth on the hospital’s detail report in order to reconcile
the total of the charges on this report with the total charges on the Department’s
claims sample report sent to the hospital. Details for tests not subject to the fee
schedule, as provided for in these regulations, need only show the aggregate
amount billed.

(H) the Department will compare the ratio of the total amount billed by the
hospital and paid by the Department with the ratio of the total amount billed by
the hospital and paid using the Medicare Fee Schedule. The ratio of the amount
paid to the amount billed is the percent of the amount billed to the amount paid. If
the ratio resulting from the Department’s sample claims is larger than the ratio
resulting from the hospital’s details of the sample claims using the fee schedule,
an overpayment will exist. To determine the actual amount of the overpayment, the
total amount billed by the hospital corresponding to the claims paid for the period
beginning October 1, 1984 through January 31, 1986 will be multiplied by the ratio
resulting from the total amounts calculated from the hospital’s detailed report. If
the total actually paid for said period is greater than the amount calculated to be
the amount the Department should have paid, the resulting difference between said
amounts shall be the total amount of the overpayment for clinical diagnostic labora-
tory services paid to the hospital for the period October 1, 1984 through January
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31, 1986. If the Department determines that the hospital has been overpaid, the
Department shall notify the hospital. If payment arrangements satisfactory to the
Department are not made by the hospital within thirty (30) days of said notification,
the Department, in its sole discretion, may recoup the overpayment from the next
payment or payments due from the Department to the hospital.

METHOD 11

(7) At the election of the hospital, the Department will collect claims data for
clinical diagnostic laboratory services from each hospital’s record of payments for
a sample period. The sample period will reflect claims paid at the current Medicare
fee schedule including related specimen collection fees which meet the requirements
of the specimen collection section below. The sample period shall include dates of
service for athree month period beginning February 1, 1986 through April 30, 1986
which have been paid pursuant to the Medicare Fee Schedule.

(A) The Department will use its Medicaid Management Information System
(MMIS) to collect the data necessary to determine any overpayment. The data will
be collected until the Department, in its sole discretion, determines that a sufficient
number of clinical tests with dates of services within the sample period have
been paid.

(B) The data to be collected will be the total of the amounts billed by each
hospital during the sample period and the total amount paid by the Department to
each hospital covering dates of service in the same period. The amount billed should
represent the hospital’ s usual and customary charges for clinical laboratory services
and the Department’ s payment will be the amounts allowed in accordance with the
current Medicare Fee Schedule.

(i) For the retroactive period covered by dates of service commencing July 1,
1984 (and paid by the Department on or after October 1, 1984) through June 30,
1985, the total amount billed in the sample period shall be adjusted for any across-
the-board changes in the hospital’s usual and customary charges set for clinical
diagnostic laboratory services subject to the Medicare Fee Schedule and occurring
on and after July 1, 1985. If such increases occurred, the hospital will be required
to furnish the Department with the following information regarding its usual and
customary charge history for clinical diagnostic laboratory services and specimen
collection fees as defined in these regul ations during the period July 1, 1985 through
April 30, 1986:

(aa) the date(s) the across-the-board charge rate change(s) became effective
between July 1, 1985 and April 30, 1986;

(bb) the amount of across-the-board change, e.g., percent or dollar amount.

The total amount paid for the sample period will be adjusted by the amount of
the Medicare Fee Schedule rate increase which became effective July 1, 1985. The
ratio of the adjusted amounts billed to the adjusted amount paid during the sample
period shall represent the ratio of the total amount that should have been hilled and
paid during the aforementioned retroactive period for clinical laboratory services.
Said ratio will be applied to the total amount actually billed by the hospital for the
aforementioned retroactive period. The resulting amount shall represent the total
amount which the Department should have paid to the hospital in said period. If
the total amount which was actually paid to the hospital for said period is greater
than the amount calculated to be the amount the Department should have paid, the
resulting difference between said amounts shall be the amount of the overpayment for
clinical diagnostic laboratory services paid to the hospital for said retroactive period.
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(ii) For theretroactive period beginning with dates of service July 1, 1985 through
January 31, 1986, the unadjusted ratio calculated from the actual amount billed and
paid for the sample period shall be applied to the total amount billed for said
retroactive period. If the total amount which was actually paid to the hospital for
said retroactive period is greater than the amount calculated to be the amount the
Department should have paid, the resulting difference between said amounts shall
be the total amount of the overpayment for clinical diagnostic laboratory services
paid to the hospital for said retroactive period.

(iii) The Department shall notify the hospital of the overpayment resulting from
either or both retroactive periods. If payment arrangements are not made by the
hospital within thirty (30) days of said notification satisfactory to the Department,
the Department in its sole discretion, may recoup said overpayment(s) from the
next payment or payments due from the Department to the hospital.

(iv) If the amount of difference for either retroactive period utilizing Method |
or Method |1 reveals that the Department paid less than would have been paid
pursuant to Medicare, no payment shall be made by the Department to the hospital.

(8) Should any claims for clinical diagnostic laboratory services rendered prior
to February 1, 1986 be submitted after the date that any overpayment has been
calculated, the ratio used in determining the overpayment using either Method |
or Method Il shall be applied in calculating the amount of reimbursement for
said services.

(9) Pursuant to said Section 9303 (b) of the Public Law 99-272, it will be
necessary to verify that any amounts expended by the Department for dates of
service on and after July 1, 1986 and received for payment on or before November
30, 1986, for clinical diagnostic laboratory tests did not exceed the amount that
would be recognized under said Section. If any such payments are found to exceed
the amount permitted by Federal law, said amounts shall be adjusted so as not to
exceed the maximum amount permitted by Federal law.

(10) Such amount of overpayment found pursuant to subsection (f) (9) of these
regulations will be recouped from the next payment or payments due from the
Department to the hospital.

(g) Specimen Callections

(1) Payment for drawing or collecting specimens is allowed for those hospitals
who have an established rate and routinely charge for specimen collections.

(2) The payment of specimen collections is the lower of:

(A) the Medicare rate;

(B) the Medicaid prevailing rate; and

(C) the hospital’s usua and customary charge.

(3) Payment will be made only in those cases in which the hospital has drawn
or collected the specimen from the patient.

(4) Only one (1) collection feeis allowed for each type of specimen (e.g., blood,
uring, etc.) for the same patient encounter regardless of the number of specimens
drawn or collected.

(5) Payment is alowed in circumstances such as drawing blood samples through
venipuncture (i.e., inserting into vein a needle with syringe or vacutainer to draw
the specimen) or collecting a urine sample by catheterization.

(6) When aseries of specimensis required to complete asingle test (e.g., glucose
tolerance test), the series is treated as a single encounter.

(7) A specimen collection fee is not allowed for samples where the cost of
collecting the specimen is minimal (such as a throat culture, a routine capillary
puncture for clotting, or bleeding time).
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(8) A specimen collection fee is alowed when it is medically necessary for a
laboratory technician to draw a specimen from either a nursing home patient or
homebound patient. The technician must personally draw the specimen, e.g., veni-
puncture or sample by catheterization. A specimen collection fee is not alowed the
visiting technician where a patient in a facility is not confined to the facility or the
facility has on duty personnel qualified to perform the specimen collection. It must
be indicated in the SNF patient record that no staff is available to draw the sample.

(9) The amount allowed by the Department for drawing or collecting a specimen
at the laboratory facility covers the specimen drawing service and materials and
supplies used.

(10) The amount alowed for drawings done in the recipient’s home or in a
nursing home coversthetravel expenses of the technician, specimen drawing service,

and materials and supplies used.
(Effective August 5, 1989)

Sec. 17-134d-51. Reserved

Sec. 17-134d-52.
Repealed, June 26, 1989.

Secs. 17-134d-53—17-134d-55. Reserved

Sec. 17-134d-56. Reimbursement of clinic outpatient services and clinic off-
site medical services furnished by free-standing clinics

(@) Definitions

(1) **Free-Standing Clinic'’’ means a facility providing medical or medically
related clinic outpatient services or clinic off-site services by or under the direction
of aphysician or dentist and the facility is not part of, or related to, a hospital. Such
facilities provide mental health, rehabilitation, dental and medical services and are
subject to Sections 171 through 171.4 of the Department’s Manual.

(2) In addition to the provisions set forth in the Department’s Manual, Section
171B, ** Clinic Outpatient Services’ meansservicesperformed at theclinic, asatellite
site, school, or community center.

(3) ‘*Clinic Off-Site Services' meansdiagnostic, preventive, therapeutic, rehabil -
itative, or palliative items or services furnished by or under the direction of a
physician or dentist employed by or under contract to a free-standing clinic to a
Medicaid eligible recipient at a location which is not a part of the clinic. Such
locations are the recipient’'s home, acute care hospital, skilled nursing facility,
intermediate care facility, or intermediate care facility for the mentally retarded.
Off-site services, as may be restricted by location in accordance with Section (b)
of this regulation, include: Mental Health Services, Occupational Therapy Services,
Physical Therapy Services, Speech Therapy Services, Audiological Services, Physi-
cian's Services, Respiratory Therapy Services, Primary Care Services, and Dental
Services. Such services are subject to the provisions of the Department’s Manual
Sections 171 through 171.4 except as modified by this regulation.

(4) *'By or under the direction of a physician or dentist’”’ means a free-standing
clinic’'s services may be provided by the clinic's alied health professionas (as
defined in Sections 171.1.B through 171.4.B of the Department’s Manual) whether
or not a physician is physically present in the clinic at the time that services are
provided. The physician:

(A) must assume professional responsibility for the services provided;
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(B) assure that the services are medically appropriate, i.e., the services are
intended to meet a medical or medically-related need, as opposed to needs which
are socia, recreational or educational;

(C) need not be on the premises, but must be readily available, meaning within
fifteen (15) minutes.

(5) “‘Outpatient’’ means a patient of an organized medical facility, or distinct
part of that facility who is expected by the facility to receive and who does receive
professional services for less than a 24-hour period regardless of the hour of admis-
sion, whether or not a bed is used, or whether or not the patient remains in the
facility past midnight.

(6) ‘‘Plan of Care’’ means a written individualized plan. Such plan shall contain
the diagnosis, type, amount, frequency, and duration of services to be provided and
the specific goals and objectives developed and based on an evaluation and diagnosis
for the maximum reduction of physical or mental disability and restoration of a
recipient to his best possible functional level.

(7) '*Satellite Site'” means a location separate from the primary clinic facility at
which clinic outpatient services are furnished on an ongoing basis meaning with
stated hours per day and days per week.

(8) ‘‘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 mentally retarded.

(9) *'Department’sManual’’ meansthe Department of Income Maintenance Med-
ical Services Policy Manual. References to manual sections in this regulation shall
mean those sections as they may be amended from time to time.

(10) ‘“Medical or Medically-Related Service'’ means services which are required
in the diagnosis, treatment, care, or prevention of some physical or emotional
problem.

(11) *‘Eligible Person’ means a person eligible for the Medical Assistance Pro-
gram in accordance with Section 17-134b of the General Statutes of Connecticut
and regulations promulgated pursuant to Section 17-134d of the Genera Statutes
of Connecticut

(b) Service Limitations

In addition to the provisions set forth in the Department’s Manual, Sections
171.1E, 171.2E, 171.3E, 171.4E which are incorporated by reference herein, the
following limitations apply:

(1) Clinic outpatient services and clinic off-site services as defined in Section
(a) of this regulation which are provided to a resident of a skilled nursing facility,
intermediate care facility or intermediate care facility for the mentally retarded, and
which are deemed routine services for such facilities are not covered for patients
in such facilities. These services may include but are not limited to: occupational
therapy services, physical therapy services, audiological services, speech services,
respiratory therapy services, routine laboratory and routine radiologic services, con-
sultation services, skilled nursing, other rehabilitative and personal care services,

(2) Reimbursement of avisit for aclinic patient is limited to one (1) per day for
the same clinic provider to the same patient involving the same treatment modality,
illness or injury regardless of the location at which the service is furnished. Encoun-
ters with more than one health professional and multiple encounters with the same
health professional employed by or under contract to the same clinic provider that
take place on the same day, regardliess of the location, congtitute a single visit,
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except when the patient, after the first encounter, suffers a new illness or injury
requiring additional diagnosis or treatment.

(3) Clinic off-site services as defined in Section (a) of this regulation which are
provided to hospital patients are covered only for services personally performed by
clinic-based physicians and dentists who are not providing such services as salaried
staff of the hospital.

(c) Need For Service

In addition to the provisions set forth in the Department’s Manual, subsections
171.2F.1, 171.2F.1, 171.3F.l, and 171.4F.I, which are incorporated by reference
herein, the following conditions apply to clinic outpatient and clinic off-site services:

(1) Such services are performed within the scope of the clinic’s license or permit
issued under State law; or, within the scope of the accreditation award; which-
ever applies,

(2) Such services are made a part of the eligible person’s individual medical
record;

(3) Such services are prescribed by a physician;

(4) Each recipient shall have an individual written plan of care.

(d) Documentation Requirements

(1) A record of each service performed must be onfilein therecipient’ sindividual
medical record.

Such service record must include, but is not limited to:

(A) the specific services rendered,;

(B) the date the services were rendered;

(C) for therapy services, the amount of time it took to complete the session on
that date;

(D) the name and title of the person performing the services on that date;

(E) the location at which the services were rendered;

(F) for mental health and rehabilitation clinics, the recipient’ s individual medical
record must contain at least a monthly summary documenting the progress made
toward the goals and objectives in accordance with the recipient’s plan of care;

(G) for medical and dental clinics the recipient’s individual medical record must
contain a progress note for each encounter.

(2) All documentation must be entered in ink and incorporated into the patient’s
permanent medical record in acomplete, prompt, and accurate manner. All documen-
tation shall be made available to authorized Department personnel upon request in
accordancewith Title 42 Section 431.107 of the Code of Federal Regulations. Failure
to maintain documentation required in these regul ations may result in disallowance of
payment for any service for which documentation was not maintained.

(3) Documentation as required in these regulations must be maintained for a
minimum of five (5) years.

(4) Inthe case of clinic off-site services, all individual medical records must be
on file at the clinic in the manner prescribed in this subsection.

(e) Prior Authorization

The following services whether performed at the clinic, a satellite site, school,
community center, or off-site require prior authorization from the Department as
follows:

(1) Individual, group and family psychotherapy or counseling, and parent inter-
views, provided by mental health clinics in accordance with Section 171.1 of the
Department’ s Manual, in excess of thirteen (13) visitsin ninety (90) days or twenty-
Six (26) visitsin six (6) months to the same recipient when performed at the clinic,
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asatellite site, school, community center, recipient’s home, or hospital. The number
of visits accumulate regardless of the location where the services are performed;

(2) Individual, group, or family psychotherapy or counseling performed in a
skilled nursing facility, intermediate care facility, or intermediate care facility for
the mentally retarded, from the date of first treatment;

(3) Individual, group, or family psychotherapy or counseling provided by areha-
bilitation clinic, from the date of first treatment, regardliess of the location;

(4) Individual, group, or family psychotherapy or counseling provided by mental
health clinics to individuals whose etiology stems from alcohol or drug dependence,
from the date of first treatment;

(5) Occupational therapy, physical therapy, speech, language, or hearing therapy,
and respiratory therapy, from the date of first treatment, regardless of the location;

(6) Partia evaluations and medical check-ups provided by rehabilitation clinics
in accordance with the provisions of Section 171.2F of the Department’s Manual,
regardless of the location;

(7) Complete evaluations, provided by rehabilitation clinics in accordance with
the provisions of Section 171.2F of the Department’s Manual, regardiess of the
location;

(8) Dental services in accordance with subsection 171.3 F.Il of the Depart-
ment’'s Manual;

(9) Day Treatment programs with the exception of Methadone Maintenance
Treatment Programs;

(10) Respiratory Therapy.

(f) Other Requirements

(1) Clinics providing medical day treatment programs including, but not limited
to: psychiatric; traumatic brain injury; early childhood; substance abuse; and other
rehabilitative day programs; are required to furnish all services at the clinic except
for a home visit for the purposes of evaluating the recipient’s home environment
if required by the recipient’s plan of care.

(2) In addition to the provider enrollment eligibility provisions set forth in the
Department’s Manual, Section 120C, which are incorporated by reference herein,
the following enrollment requirements pertain to clinics and satellite sites as defined
in Section (&) of this regulation.

(A) All clinics and satellite sites operated by clinics established under Section
17-424 of the Connecticut State Statutes must comply with all Department of
Children and Y outh Services (DCYS) statutory, regulatory and preferred practice
reguirements and document to the Department DCY S approval of such sites.

(B) All satellite sites operated by clinics licensed by the Department of Health
Services (DOHS) must also be approved by the DOHS to provide clinic services
at such locations, and document to the Department DOHS approval of such sites.

(C) Rehahilitation clinics operating satellite sites must document to the Depart-
ment that the clinic has applied for or received accreditation for servicesat such sites.

(D) All satellite sites operated by dental clinics must have received a permit from
the Connecticut State Dental Commission to provide dental servicesat such locations
and document to the Department the Commission’s approva of such sites.

(E) All clinics must document to the Department the names and titles of satellite
clinical staff and scheduled hours of operation (hours per day/days per week) and
description of services provided at such sites.

(F) All such sites must otherwise comply with the provisions of Sections 171
throught 171.4 of the Department’s Manual covering clinic services.
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(G) In cases in which the clinic has a special arrangement to provide services
in another organized facility, the clinic must submit to the Department a copy of a
written agreement between the clinic and such facility stipulating the services to be
provided at such facility.

(H) There must be adequate private office space in which to conduct direct patient
care and treatment and administrative services.

(g) Payment

(1) Clinic outpatient services and clinic off-site services shall be paid in accord-
ance with the provisions set forth in the Department’s manual Sections 171.11,
171.21, 171.31, and 171.41 which are incorporated by reference herein.

(2) Travel costs incurred by clinic staff in furnishing clinic outpatient and clinic
off-site services as defined in Section (a) of this regulation, are considered to be
included in the amount the Department shall pay for such services in accordance
with Section 171.11, 171.2I, 171.31 and 171.4I of the Department’s Manual.

(3) All payments that are made utilizing the fee schedule shall be made in

accordance with the fee schedule in effect on the date the service is furnished.
(Effective December 11, 1989)

Secs. 17-134d-57—17-134d-59. Reserved

Sec. 17-134d-60.
Repealed, March 7, 2007.

Sec. 17-134d-61. Reserved

Sec. 17-134d-62.
Repealed, March 7, 2007.
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Sec. 17-134d-63. Medicaid payment to out-of-state and border hospitals

(a) Definitions

For the purposes of this regulation, the following definitions apply:

(1) ““‘Allowed Cost’’ means the Medicaid costs reported by each Connecticut in-
state hospital in their most recent inpatient cost report as filed as of July 31st of
each year by the hospitals for the hospital fiscal year.

(2) ‘‘Border Hospital’” means an out-of-state general hospital which has a com-
mon medical delivery area with the State of Connecticut and is deemed a border
hospital by the Department on a hospital by hospital basis.

(3) ‘‘Connecticut In-state Hospital’’ means a general hospital located within
the boundaries of the State of Connecticut and licensed by the Connecticut State
Department of Health Services.

(4) ‘‘Department’’ means the State of Connecticut Department of Income Main-
tenance.

(5) ‘‘Department’s Manual’’ means the Department’s Connecticut Medical Assis-
tance Provider Manual which contains the Medical Services Policy as amended
from time to time.

(6) ‘“‘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 patient’s health in serious jeopardy, serious impairment to
bodily functions, or serious dysfunction of any bodily organ or part.

(7) “‘General Hospital’’ means a short-term hospital having facilities, medical
staff and all necessary personnel to provide diagnosis, care and treatment of a wide
range of acute conditions, including injuries, and shall include a children’s general
hospital which means a short-term hospital having facilities, medical staff and all
necessary personnel to provide diagnosis, care and treatment of a wide range of
acute conditions among children, including injuries.

(8) “‘Inpatient’” means a patient who has been admitted to a general hospital for
the purpose of receiving medically necessary, appropriate, and quality medical,
dental, or other health related services and is present at midnight for the census count.

(9) ‘“Medical Necessity’’ means medical care provided to:

(A) Correct or diminish the adverse effects of a medical condition;

(B) Assistanindividual in attaining or maintaining an optimal level of well-being;

(C) Diagnose a condition; or

(D) Prevent a medical condition from occurring.

(10) *‘Out-of-State Hospital’” means a general hospital located outside of the
State of Connecticut and is not deemed by the Department to be a border hospital.

(11) “‘Outpatient’” means a person receiving medical, dental, or other health
related services in the outpatient department of an approved general hospital which
is not providing room and board and professional services on a continuous 24-hour-
a-day basis.

(12) “‘Prior Authorization’” means approval for a service from the Department
or the Department’s agent which may be required by the Department before the
provider actually provides the service. Prior authorization is necessary in order to
receive reimbursement from the Department. The Department in its sole discretion
determines what information is necessary in order to approve a prior authoriza-
tion request.

(13) “‘Provider Agreement’’ means the signed written contractual agreement
between the Department and the provider of medical services or goods. It is signed
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by the provider upon application for enrollment and is effective on the approved
date of enrollment. The provider is mandated to adhere to the terms and conditions
set forth in the provider agreement in order to participate in the program.

(14) ‘*Rate Year’’ means the twelve (12) month period beginning on October
1st of each year.

(15) “‘Tota Customary Charges’ means the revenue generated by the aggregate
of the total customary charges reported by each Connecticut in-state hospital in
their most recent inpatient cost report as filed as of July 31st of each year by the
hospitals for the hospital fiscal year.

(b) Rate Setting

(1) For inpatient and outpatient services rendered on and after the effective date
of this regulation, the Department shall pay out-of-state and border hospitals, at a
fixed percentage of each out-of-state and border hospital’s usual and customary
charge. The standard methodology to be employed shall be the fixed percentage
calculated in accordance with subsections (b) (1) (A) and (B) of this regulation.
However, for inpatient services, the hospital may elect to have its fixed percentage
determined in accordance with subsection (b) (1) (C) of this regulation.

(A) For inpatient services the standard fixed percentage shall be calculated by
the Department based on the ratio between the allowed cost and total customary
charges for Title XIX recipients for all Connecticut in-state general hospitals.

(B) For outpatient services the standard fixed percentage shall be calculated by
the Department based on the ratio between the aggregates of the amount paid by
the Department and the amount billed to the Department for all Connecticut in-
state hospital outpatient services. The amount billed represents the hospital’s usual
and customary charges for outpatient services and the Department’ s payment repre-
sents the amount paid up to the amount allowed in accordance with the Department’ s
current outpatient fee schedule for each Connecticut in-state hospital and as may
be amended from time to time. The amount paid by the Department to Connecticut
in-state hospitals shall include amounts paid in accordance with limits of payments
as may be required by federal law. The fixed percentage shall be determined by
the Department utilizing data taken from its most recent and deemed the most
completetwelve (12) month period asreported in its M edicaid Management | nforma-
tion System.

(C) However, for inpatient services as defined in this regulation, each out-of-
state and border hospital may have its fixed percentage optionally determined based
on its total allowable cost under Medicare principles of reimbursement pursuant to
Title 42 of the Code of Federal Regulations, Part 413, and as may be hereafter
amended. The hospital must submit its most recently available Medicare cost report
within the time period specified in subsection (b) (2) (A) below. The Department
shall determine from the filed Medicare cost report the ratio of total allowable
inpatient cost to gross inpatient revenue. The resulting ratio shall be the hospital’s
fixed percentage not to exceed 100%. If an out-of-state or border hospital chooses
to file for afixed percentage under this subsection it must maintain all the supporting
documentation to justify the amounts claimed. The Department, in its discretion,
may audit said hospital and make any adjustment required in favor of the provider
or the state resulting from the audit.

(D) The Department shall pay out-of-state and border hospitals utilizing the
methodology as set forth in subsection (b) (1) (A), or (B), or (C) of this regulation
unless adifferent methodology isrequired by federal law, in which case, the required
federal methodology shall be employed.
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(2) Upon the effective date of this regulation and annually thereafter, meaning
at the beginning of the rate year, as defined in this regulation, the Department shall
notify each out-of-state and border hospital enrolled in the Connecticut Medicaid
Program as to the standard fixed percentages for that rate year.

(A) Each year each out-of-state and border hospital shall have ten (10) days from
thedate of receipt of said notification to submit aregquest inwriting to the Department,
if it wishes to have its inpatient fixed percentage calculated using the optional
methodology set forth in accordance with subsection (b) (1) (C).

(B) Failure of the hospital to notify the Department of said election within ten
(10) days or failure of the hospital to provide the necessary information described
in subsection (b) (1) (C) within said time shall result in the Department making
payment to the hospital for inpatient services for the applicable rate year using the
standard methodology in accordance with subsection (b) (1) (A) of this regulation.

(C) Upon the effective date of this regulation, the fixed percentages set in accord-
ance with subsections (b) (1) (A) or (B) or (C) of this regulation shall expire at the
end of the rate year in which this regulation is made effective.

(D) A hospital which enrolls in the Connecticut Medicaid Program during any
rate year may elect to have its inpatient fixed percentage determined in accordance
with subsection (b) (1) (C) of this regulation. Such initial fixed percentage shall
expire at the end of the rate year in which said fixed percentage is approved by the
Department. Thereafter, if the hospital wishes to elect the optional methodology it
must comply with the provisions of subsection (b) (1) (C).

(E) If ahospital elects to have its inpatient fixed percentage set in accordance
with subsection (b) (1) (C), it may not request a change in said methodology during
the rate year in which the fixed percentages are approved by the Department.

(c) Provider Participation

In order to receive payment from the Connecticut Medicaid Program:

(1) Out-of-state and/or border hospitals must submit a copy of a current and
effective license or certification as a hospital issued by the appropriate official state
governing body within the boundaries of the state in which the hospital is located.

(2) The out-of-state and/or border hospital must enter into a provider agreement
with the Department.

(3) The Department shall determine when an out-of-state hospital qualifies for
enrollment as a border hospital.

(d) Prior Authorization

(1) Border Hospitals

Prior authorization, as defined in this regulation, for inpatient and outpatient
services, shall be required for such services in accordance with the Department’s
Manual, Sections 150.1 and 150.2 pertaining to Connecticut in-state hospitals.

(2) Out-of-state Hospitals

(A) Prior authorization for inpatient and outpatient services shall be required for
all non-emergency cases as described in subsection (€) of this regulation.

(B) The following services shall not require prior authorization:

(i) Carein an emergency situation as defined in this regulation;

(if) Newborns and/or deliveries; or

(iii) Outpatient services for a child for whom the State of Connecticut makes
adoption assistance or foster care maintenance payments under Title IV-E of the
Social Security Act.

(e) Need for Service
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(1) Out-of-state hospitals who treat Connecticut Title XIX recipients and are
enrolled in the Connecticut Medicaid Program as a border hospital are bound by
the same rules and regulations as Connecticut in-state hospitals participating in Title
XIX program as set forth in the Department’s Manual.

(2) The Connecticut Title XIX program reimburses for medically necessary and
appropriate services provided in out-of-state hospitals, other than border hospitals
as defined in this regulation, under the following conditions:

(A) For emergency cases as defined in this regulation and necessitating the
use of the most accessible general hospital available that is equipped to furnish
the services,

(B) For non-emergency cases, when prior authorization is granted by the Depart-
ment, for the following reasons:

(i) Medical services are needed because the recipient’s health would be endan-
gered if they were required to travel to Connecticut; or

(ii) On the basis of the attending physician’s medical advice that the needed
medical services or necessary supplementary resources are more readily available

in the other State.
(Effective May 23, 1990)

Secs. 17-134d-64—17-134d-67. Reserved

Sec. 17-134d-68. Requirements for monitoring psychiatric admissions to
nursing homes

(@) Scope

(1) Medicaidisaprogram of ‘‘cooperative federalism’” wherein federal financial
participation is available for a percentage of the cost of medical assistance provided
by a state under its Medicaid program. Under federal requirements, however, federa
financial participation is not available for the cost of nursing facility services that
areprovided by facilitiesthat are also considered to beinstitutionsfor mental diseases
(IMDs) except for patients aged 65 and older. The purpose of these regulations is
to establish requirements designed to prevent nursing homes which participate in
the Medicaid program from being characterized as IMDs unless the IMD serves
only patients aged 65 and older or unless the IMD is prepared to accept payment
from some source other than Medicaid for all patients under 65 years of age. Specific
remedies available to the Department under these regulations include the denial of
authorization for the admission of psychiatric patients, the termination of Medicaid
provider agreements, and the imposition of fiscal sanctions equal in amount to the
loss of federal financial participation attributable to the facility’s characterization
as an IMD.

(b) Definitions, for purposes of this section, are as follows:

(1) ‘‘Department’’ unless otherwise specified, means the Department of
Income Maintenance.

(2) “*Facility’” means a nursing home as defined in subsection (b) (5) below.

(3) Ingtitution for mental disease (IMD), is defined as an ingtitution which is
primarily engaged in providing diagnosis, treatment, or care of individuals with
mental diseases, including medical attention, nursing care and related services in
accordance with 42 CFR 435.1009 as amended from time to time. Interpretive
guidelines issued by the Health Care Financing Administration indicate that a final
determination of a facility’s status rests on a cumulative weighing of all applicable
guidelines and that a key criterion is the presence in the facility of 50% or more
patients with a disability in mental functioning.
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(4) ‘“‘Mental disorder’” means a mental disease as defined in the International
Classification of Diseases, 9th revision, Clinical Modification (ICD-9-CM) with the
exception of mental retardation, senile dementias (including Alzheimer’s disease)
and organic brain syndromes. Specifically, nursing home placements primarily for
ICD-9-CM diagnosis 295.0-309.9 and 312-314.9 are considered psychiatric place-
ments. Alcoholism is not treated as a psychiatric condition except in the cases in
which federal guidelines so direct.

(5) “‘Nursing Home'’ means any chronic and convalescent facility or any rest
home with nursing supervision, as defined by Section 19a-521 of the general statutes,
which has a provider agreement with the Department of Income Maintenance to
provide services to recipients of medical assistance pursuant to Part |V of Chapter
302 of the General Statutes of Connecticut and to accept reimbursement for the
cost of such services pursuant to said program, or which receives payment from
the state for rendering care to indigent persons. For purposes of this regulation
only, intermediate care facilities for the retarded are specifically excluded from
this definition.

(6) ‘‘Patient Review Team’'’ meansthe unit of the Department of Income Mainte-
nance which is responsible for completing inspections of care in nursing homes in
accordance with the requirements of federal law.

(7) “*Provider’” means a nursing home as defined in subsection (b)(5) above or
the designated representative(s) of the facility.

(8) ‘‘Psychiatric patient’’ means a patient whose primary reason for institutional -
ization is a mental disorder as defined in subsection (b) (4) above. For purposes of
residence in the nursing home, a patient admitted primarily for non-psychiatric
reasons and who also has a psychiatric condition that is stable will not be considered
a psychiatric patient. If the condition changes such that the primary reason for
continued institutionalization falls inside the diagnoses specified above as mental
disorders, the patient will be considered a psychiatric patient. If the condition of
the patient changes during residence in a nursing home such that the primary reason
for continued institutionalization falls outside the diagnoses specified as mental
disorders, the patient will no longer be considered a psychiatric patient for purposes
of residence in the nursing home.

(¢) Remedies

(1) In order to assure that a facility which participates in the Medicaid program
does not operate as an institution for mental diseases, the Department is authorized
to impose any combination of the following remedies:

(A) require the facility to submit a plan of correction;

(B) require the facility to receive prior authorization for new admissions of
psychiatric patients who are or will be digible for Medicaid;

(C) refuse payment to thefacility for new psychiatric admissionsor newly eligible
psychiatric patients;

(D) terminate the provider agreement; and

(E) recover the amount of all federal disallowances from the facility by recoup-
ment from current Medicaid payment to thefacility as per Regulations of Connecticut
State Agencies, Section 17-311-53 or by bringing any appropriatelegal action against
the facility.

(2) Whenever a federal disalowance is made as a result of a facility being
determined to be an institution for mental diseases, the facility shall be deemed to
be indebted to the Department in the amount of such disallowances unless such
penalties are waived under the terms in subsection (f) (5).
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(3) Nothing herein shall authorize the Department to impose sanctions against
facilities on the basis of these regulations for services delivered prior to the effective
date of these regulations.

(d) Procedures

The following procedures will be instituted in order to assure that nursing homes
which participate in the Medicaid program do not operate as institutions for men-
tal disease:

(1) The Department of Income Maintenance will identify facilities which are at
risk of classification as ingtitutions for mental disease.

(A) Determination that a facility is ‘‘at risk’’ of classification as an institution
for mental disease does not mean that the facility is, in fact, an IMD as defined
above. Rather, the ‘‘at risk’’ determination is an early warning signal designed to
allow the Department and the facility to initiate advanced corrective measures to
avoid endangering future federal financial participation.

(B) Criteria which shall be considered in making a determination that a facility
is at risk of IMD classification may include any of the following:

(i) Thefacility advertisesor holdsitself out asafacility for the care and treatment
of individuals with mental diseases;

(if) The facility is accredited as a psychiatric facility by the Joint Commission
on Accreditation of Hospitals;

(iii) The facility specializes in providing psychiatric care and treatment;

(iv) Thefacility is under the jurisdiction of the Connecticut Department of Men-
tal Health;

(v) More than 40% of the facility’s Medicaid patients are psychiatric patients as
defined in subsection (b) (8) above;

(vi) More than 40% of the patients in the facility have been transferred from a
state mental institution for continuing treatment of their mental disorders;

(vii) The average age in the facility is significantly lower than that of a typical
nursing home;

(C) Information which will be used in making the determination that a facility
is at risk of IMD classification includes but is not limited to:

(i) Primary diagnoses as reported on billing documents submitted to the Depart-
ment by the facility;

(if) Information about the primary reason for institutionalization as collected by
the Patient Review Team from the facility’s medical records; and

(iii) Statistics on discharges provided by the Department of Mental Health.

(2) Any facility which meets the criteria listed in subsection (d) (1) (B) above
may be determined to be at risk of IMD classification. The Department of Income
Maintenance shall notify each facility in writing that has been determined to be at
risk of IMD classification that the facility:

(A) isconsidered at risk of classification as an institution for mental diseases;

(B) must receive prior authorization from the Department prior to the admission
of Title XIX psychiatric patients or psychiatric patients with a Title XIX applica-
tion pending;

(C) will normally not receive prior authorization for Medicaid payment for new
psychiatric admissions or newly eligible psychiatric patients until the Medicaid
psychiatric population is below 45% of the total Medicaid patient population or
until the total psychiatric population is below 50% of the facility’s total census;

(D) must submit an acceptable plan of correction as a condition of continued
participation in the Medicaid program; and
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(E) will be held responsible for any federal financial penalties imposed on the
Department because of thefailure of the facility to comply with federal requirements.

(3) Although the Department will provide guidance through this monitoring
effort, the burden of responsibility shall rest with the facility to assure that it isin
compliance with federal regulations and interpretive guidelines issued by Health
Care Financing Administration in relation to its total patient census.

(4) The Department may, at its discretion, terminate the provider agreement for
failure to comply with these regulations.

(e) Plan of Correction

(1) A facility which is determined to be at risk of being classified as an IMD
must submit an acceptable plan of correction to the Department. The plan of correc-
tion must:

(A) be submitted in writing to the Department within thirty (30) days from the
issuance of notice by the Department;

(B) include steps which have been taken and/or steps which shall be taken in
order to assure that the facility will be in compliance with this regulation and
applicable federal reguirements;

(C) include a timetable which outlines the deadlines for each step;

(D) establish aprocedure for internal evaluation to assure that the plan of correc-
tion will be implemented properly; and

(E) be approved by the Department.

(2) Among the options available to the facility in order to continue participating
in the Medicaid program, are the following steps as appropriate depending upon
the circumstances of the facility:

(A) Gradually decrease the percentage of psychiatric patients through attrition;

(B) Develop plans for orderly transfer of psychiatric patients; or

(C) Request reclassification of the facility or a unit within the facility as an
institution for mental diseases with Title XIX reimbursement available only for
persons aged sixty-five (65) and older.

(f) Effective Date of Adverse Action

(1) Adverse action taken by the Department shall be effective on the eleventh
(11th) day following the issuance of notice by the Department provided that the
facility has not perfected a timely appeal.

(2) The provider shall have the opportunity to appea provided that the appeal
is received in writing by the Commissioner of Income Maintenance on or before
the tenth (10th) day following the issuance of notice by the Department. If such
appeal isfiled, the adverse action shall be effective on the date the decision isreached.

(3) Regardliess of whether an appeal has been filed, the provider shall submit a
plan of correction within thirty (30) days following the issuance of notice by
the Department.

(4) Computation of timein subsections (f) (1) and (f) (2) above and in subsection
(9) (1) below shall be subject to the exclusion of weekends and holidays to the
extent that they are excluded in Section 17-311-15 of the Regulations of Connecticut
State Agencies, as amended from time to time.

(5) The Department may waive the imposition of remedies against a facility
which has submitted an approved plan of correction and which has demonstrated
good faith in attempting to implement the terms of the plan of correction, but which
has been prevented from compliance due to conditions out of its control.

(9) Appeals _
(1) Appeals Process for Providers
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The provider may appeal adecision of the Department in accordance with Section
17-311-27 through 17-311-40 of the Regulations of Connecticut State Agencies,
provided that the appeal is received on or before the tenth (10th) day after the
issuance of natice by the Department. The following actions may be appeal ed:

(A) determination that the facility is at risk of classification as an IMD;

(B) imposition of fiscal sanctions against the facility; or

(C) termination of the provider agreement.

(2) Appeals Process for Recipients

The recipient may appeal the following actions by the Department:

(A) classification asa psychiatric patient in accordance with the definition above;

(B) abuse of discretion in denying prior authorization to the facility determined
to be at risk of IMD classification; or

(C) determination to suspend, reduce or discontinue assistance.

(h) Admission policies which limit admissions of psychiatric patients to nursing
homes which have been determined to be at risk of classification as institutions for
mental diseases under the terms of these regulations shall not be deemed or consid-
ered in violation of Section 19a-533 of the General Statutes of Connecticut (the
“‘waiting list’’ statute) provided that:

(1) the admission policy was fairly and consistently applied to all applicants for
admission, irrespective of the source of payments for each applicant;

(2) the intent of the admission policy is not to discriminate against indigent
applicants and that the policy, fairly and consistently applied, has not had the effect
of discriminating against such applicants by denying admission to a disproportionate
number of such applicants.

(Effective February 3, 1989)

Sec. 17-134d-69. Reserved

Sec. 17-134d-70. Definitions for the purposes of this regulation

“*Allowable Primary Health Services Cost’”’ means the costs as reported in the
annual report after any cost adjustment, cost disallowances or reclassifications.

““Annua Report’’ means the annual cost and performance reporting document
which consists of forms provided by the Department and other documents submitted
by the Community Health Centers. The annual report shall include but not be limited
to actual revenues, actua costs, actua visits, imputed visits, projected grants and
contributions, cost adjustments, cost disallowances, and audited financial statements.

““*Annual Report Period”’ means the period from July 1st through June 30th.

“‘Billable Primary Health Service Visit'”’ means any visit which is billable to any
payer whether or not the visit is actualy billed.

‘*Commissioner’”’ means the Commissioner of Income Maintenance or his desig-
nated representative.

“*Cost Adjustments'’ meansthe disallowed primary health services overhead costs
which are in excess of 30% of the total primary health services costs.

‘‘Cost Disallowances’ means costs such as, but not limited to: Entertainment;
Fines and penalties; Bad debts and cost of action to collect receivables, Advertising
except for recruitment of personnel; Contingency reserves; Legal, accounting and
professional services incurred in connection with rehearings, arbitrations or judicial
proceedings pertaining to the reimbursement approved by the Commissioner; Fund
Raising; Amortization of Goodwill; Directors Fees; contributions, membership dues
for public relations, advertising and political contributions and costs not related to
patient care. Medicare rules will be used to determine the allowability of specific
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cost items as set forth in Subchapter 18, Part A of Title 42 of the U.S. Code, Section
1395 et. sec. and the regulations promulgated thereunder.

“*Community Health Center (CHC)'’ means a non-profit medical facility which
is not a part of a hospital but is organized and operated to provide primary health
and supplemental health services as defined in this regulation. Such facilities are
further distinguished by their serviceto low income and medically underserved popu-
lations.

“‘Department’”’ means the Department of Income Maintenance.

“‘Full-Time Equivalent’” meansthetotal number of hours paid for the year divided
by 2080.

“‘Imputed Primary Health Services Visits’ means the minimum number of visits
based on the following standards which are assessed as visits per full time equivalent:

—3,500 visits per full time equivalent for the services of physicians

—2,100 visits per full time equivalent for the services of physician assistants

—2,100 visits per full time equivaent for the services of nurse practitioners

““‘Primary Health Services Operating Revenue'’ means the operating revenue for
primary health services reported in the Annual Report.

“‘Primary Health Services'’ means services of physicians, physicians assistants,
nurse practitioners, and other alied health professionals, for the ongoing, continuous
or repetitive management of a patient’ s health care inclusive of services and supplies
and the overall coordination of all services provided to the patient. Services include
but are not limited to:

(1) first-step management for acute patient problems and follow-up management
of current problems including emergency medical services,

(2) chronic disease management;

(3) health education;

(4) nutrition counseling;

(5) preventive health services (including perinatal services and well child
services);

(6) medical social work services (including counseling, outreach, referral for
assistance, and follow-up);

(7) women's hedlth services,

(8) family planning services,

(9) diagnostic laboratory and x-ray (where such services are not independently
certified;

(10) transportation as required for primary care visits (where such transportation
is furnished by the health center).

“*Projected Primary Health Services Grants and Contributions’ means the antici-
pated primary health grants and contributions for the rate period following the
annual report period.

““‘Public Health Service Grants’ means funds awarded to community health
centers to support the cost of operation of such facilities pursuant to 42 U.S.C. 254c.

‘*Rate Period’’ means the 12 month period from April 1st through March 31st.

‘* Supplemental Health Services’ means services necessary for the adequate sup-
port of primary health services. Services include but are not limited to:

(1) menta health services,

(2) pharmaceutical services (where such services are independently certified);

(3) dental services;

(4) rehabilitation services, such as: physical therapy, occupational therapy;
speech, language and/or hearing services;
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(5) laboratory and x-ray (where such services are independently certified);

(6) vision care services.

“‘Title XIX Rate’’ means the rate established pursuant to these regulations to
reimburse Community Health Centers for primary health services for igible Title
XIX recipients.

(Effective October 12, 1989)

Sec. 17-134d-71. Submission of annual report

(@) On or before March 1, 1989 and December 1, 1989 and on December 1
annually thereafter, each Community Health Center, hereafter called **CHC,’’ shall
submit its annual report in a form and manner prescribed by the Commissioner.

(b) The annual report shall cover the period from July 1 to June 30 immediately
preceding the filing date and shall be used to determine Title XIX rates effective
April 1.

(c) By January 31 for those CHCs which have filed their annual reports on or
before December 1, 1989 and annually thereafter, the Department will review the
Annual Report and communicate with the CHCs in writing the Department’s com-
ments and/or questions about the submitted Annual Report.

(Effective October 12, 1989)

Sec. 17-134d-72. Determination of the Title X1 X rates by the commissioner

The rate for each CHC shall be derived from the annua report and shall be
established by the Commissioner on a prospective basis as follows:

(a) For each CHC allowable primary health services cost shall be subtracted from
primary health services operating revenue.

(1) If again results, meaning a positive amount, the commissioner will determine
whether to alow the projected primary health services grants and contributions,
excluding public health service grants, in whole or in part for enhancement of
primary health services.

(2) If a shortfall results, meaning a negative amount, the dollar amount of the
shortfall issubtracted from projected primary health services grants and contributions
excluding public health service grants. If this calculation resultsin a positive amount
the Commissioner will determine whether to allow the excess revenue in whole or
in part for enhancement of primary health services.

(3) The amount of projected primary health services grants and contributions,
excluding public health service grants, not allowed by the Commissioner for enhance-
ment of primary care services shall be subtracted from allowable primary health
services costs to determine adjusted primary health services costs.

(b) The lower of allowable primary health services cost or adjusted primary
health services cost determined in (&) of this Section is divided by the larger of
actual billable primary health services visits or imputed primary heath services
visits to determine the cost per a primary health services visit.

(c) The cost per a primary health services visit determined in (b) of this Section
shall be adjusted for the 21 month time lag between the annual report period and
the rate period by use of the Gross National Product (GNP) deflator percentage
increase or decrease to determine a per visit cost adjusted by the GNP.

(d) The per visit cost adjusted by the GNP as determined in (c) of this Section
for each CHC shall be ranked from high to low and the median per visit cost
determined. The maximum allowed per visit cost shall be 125% of the median per
visit cost.
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(e) For each CHC the Title XIX rate shall be the lower of the per visit cost
adjusted by the GNP as determined in (c) of this Section or the maximum allowed
per visit cost as determined in (d) of this Section.

(f) Subsequent to thefirst rate period, the median per visit cost shall be the lower
of the median per visit cost as determined in (d) of this Section or the previous
year's median per visit cost as adjusted for the 12 month time lag between the rate
periods by use of the consumer priceindex related to medical care services percentage
increase or decrease.

(Effective October 12, 1989)

Sec. 17-134d-73. Reconsideration of Title XIX rates

(8 If at any time a CHC becomes aware that its projected primary health services
grants and contributions, excluding public health services grants may have a 25%
variance above or below the amount used to determine its Title XIX rate, the CHC
must report such variance to the Commissioner. The Commissioner may adjust the
current Title X1 X rate or may consider such variancein the next annual determination
of Title XIX rates.

(b) In the event of material changes in circumstances during a rate period any
CHC may submit a written request to the Commissioner for a revised Title XI1X
rate. As used in this subsection ‘‘material’’ is defined as a 25% change in the Title
XIX rate. The written request shall include at a minimum:

—the rate requested,

—the requested effective date, and

—the documentation in support of the requested rate.

(c) In no event shall the rates established pursuant to subsection (@) or (b) of
this section exceed the maximum allowed per visit cost for the particular rate period.

(Effective October 12, 1989)

Sec. 17-134d-74. Request for a rate by a new CHC entering the Title XIX
program

(@ A new CHC shall file a pro forma annual report based on budgeted data. The
Commissioner shall establish aTitle X1X rate in accordance with Sections 17-134d-
70 through 17-134d-78 of these regulations.

(b) A Title XIX rate established under this section shall remain in effect until
the ensuing April 1. In the event that an annual report is not available for a six
month period ending June 30th, the rate to be established the ensuing April 1 shall
be the current rate adjusted by the GNP percentage increase or decrease from the
current rate period to the next rate period.

(¢) In no event shall the Title XIX rates established pursuant to subsection (@)
or (b) of this section exceed the maximum allowable per visit cost for the particular

rate period.
(Effective October 12, 1989)

Sec. 17-134d-75. Record maintenance and retention
Each CHC shall maintain all supporting records of itsannual report for aminimum
period of 10 years. The records shall be available for review without regard for

changesin ownership. Any cost for which adequate documentation is not maintained

may be disallowed.
(Effective October 12, 1989)

Sec. 17-134d-76. Audits

The Department shall havetheright to audit all supporting accounting and business
records and all records relating to the provision of services to clients funded by the
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Department. If the audit discloses discrepancies in the accuracy and/or allowability
of actual cost and actual stetistical data as submitted in the annua report, the Title
XIX rate for the rate period will be adjusted. Payment either in favor of the CHC
or the State shall be made.

(Effective October 12, 1989)

Sec. 17-134d-77. A statutory limitation on the Title X1X rate

Title XIX rates paid by the State for care of persons eligible for assistance under
the provision of Chapter 302, Part 111 of the Connecticut General Statutes shall not
exceed the rate of payment for similar services to the general public.

(Effective October 12, 1989)

Sec. 17-134d-78. Hearings

Any CHC which is aggrieved by any rate decision pursuant to these regulations
may within ten days after written notice of such rate decision obtain by written
reguest to the Commissioner, a hearing on all items of aggrievement. The hearing
shall be conducted in accordance with the procedures specified in Sections 17-311-
1 through 17-311-40 of the Regulations of Connecticut State Agencies.

(Effective October 12, 1989)

Sec. 17-134d-79. Requirementsfor the reservation of bedsin nursing homes

(a) Definitions

(1) The definitions contained in Section 19a-537 of the Connecticut Genera
Statutes apply to this subsection and subsections (b), () and (d) of this section; and

(2) “‘Level of Care’’ is further clarified, for purposes of this section, to refer to
thelevel of care for which the nursing home islicensed, i.e., achronic and convales-
cent nursing home or a rest home with nursing supervision. A change in level of
care would occur only when the patient, upon return from the hospital, requires
care consistent with these licensing standards which is different from higher care
requirements just prior to the time of admission to the hospital. This determination
of change in level of care also applies when a patient is required to change from
one licensed level to another within a facility which is licensed to provide both
chronic and convalescent nursing home care and rest home with nursing supervi-
sion care.

(3) ‘' Objective information,”” for purposes of this section, means an estimate of
the patient’s projected length of hospital stay obtained by the nursing home from
a hospital staff person. This prognosis may be obtained from the patient record or
theplan of care or given by aphysician or other health professional under hisdirection
or by another qualified professional such as a social worker or discharge planner.

(b) Requirements

(1) Nursing homes are required to reserve the bed of a self-pay resident who is
hospitalized as long as payment is available to reserve the bed and to inform the
self-pay resident and his/her relatives or other responsible person upon admission
to the nursing home and upon transfer to a hospital about this requirement.

(2) Nursing homes are required to inform residents who are recipients of medical
assistance and their relatives or other responsible person upon admission to the
nursing home and upon transfer to a hospital of the conditions under which the
nursing home is required to reserve the bed of a resident.

(3) Nursing homes are required to reserve the bed of aresident who isarecipient
of medical assistance for each admission to the hospital for up to fifteen days unless
the nursing home documents that it has obtained objective information from the



Sec. 17-134d page 68 (10-01)
§17-134d-79 Department of Socia Services

hospital that the patient will not return to the nursing home at the same level
of care within fifteen days of hospitalization including the day of admission to
the hospital.

(4) The bed reserved for a hospitalized resident shall not be made available for
use by any other person unless the nursing home records in the resident’s medical
record the medical or administrative reasons justifying the change in the resident’s
bed and documents that a consultation between the medical director or nursing staff
of the nursing home and the treating physician has determined that the change in
bed assignment is not anticipated to result in serious harm to the resident.

(5) Nursing homes shall be reimbursed for reserving the bed of a resident who
is a recipient of medical assistance except as shown in subsection (b) (5) (C) of
this section providing the following conditions are met:

(A) For reimbursement to a maximum of seven days including the day of admis-
sion to the hospital, the nursing home must document

(i) that on the date of admission it has a vacancy rate of not more than three
beds or three percent of licensed capacity, whichever is greater, at the same level
of care as the hospitalized person, and

(ii) that it has contacted the hospital, documented the contact in the patient’ sfile,
and did not receive information that the person would be unable to return to the
same level of care within fifteen days of admission to the hospital.

(B) For reimbursement to a maximum of eight additional days, the nursing home
must document

(i) that on the seventh day of hospitalization it has a vacancy rate of not more
than three beds or three percent of licensed capacity, whichever is greater, at the
same level of care as the hospitalized person, and

(ii) that on or before the seventh day but after the third day of hospitalization
the nursing home contacted the hospital for an update of the patient’s status, docu-
mented the contact in the patient’s file, and the updated information obtained did
not indicate that the patient would be unable to return to the same level of care
within fifteen days of admission to the hospital.

(C) If at any time the nursing home receives or obtains objective information
from the hospital that the resident will not return to the same level of care within
fifteen days of admission to the hospital, then the nursing home shall not request
or receive reimbursement for reserving the resident’s bed for any days after such
information is received including the day the information is received.

(6) If the nursing home is not required to reserve the resident’s bed under this
section or the hospitalization period exceeds the period of time that a nursing home
is required to reserve the resident’s bed, the following conditions apply:

(A) The nursing home shall provide the first available bed at the time notice is
received of the resident’s discharge from the hospital;

(B) Thenursing home shall grant to resident priority of admission over applicants
for new admission to the nursing home;

(C) If reservation of the bed is requested by the resident who is a recipient of
medical assistance, his/her relative or other responsible person, the nursing home
may charge a fee to the resident or other responsible person to reserve the bed not
exceeding the per diem Medicaid rate for the number of days the resident is absent
from the facility; and

(D) If reservation of the bed is required by residents who are not recipients of
medical assistance, their relative or other responsible person, the nursing home may
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charge afee not exceeding the maximum self-pay rate established by the Department
for the reserved bed.

(7) Documentation for compliance with this section is required as follows:

(A) Upon aresident’ s admission to the hospital, the nursing home must document
in the resident’s medical record the contact with the hospital as described in subsec-
tion (b) (3) of this section to determine if the reservation of the resident’s bed is
required. Any subsequent contact with the hospital which affects reservation of bed
requirements is subject to these same documentation requirements.

(B) For a change in bed assignment as described in subsection (b) (4), of this
section, the nursing home must document in the patient’s medical record

(i) the medical or administrative reasons for the change, and

(i) the date and results of the consultation between nursing home medical staff
or nursing staff and the treating physician.

(C) For reimbursement for the first seven days and the additional eight days of
bed reservation or any part thereof as described in subdivisions (5) (A) and (5) (B)
of this subsection, the nursing home must document

(i) the vacancy rates on the first and seventh day of the resident’s admission to
the hospital. The daily log, patient census, or other similar nursing home record
may be used for documentation provided it clearly shows the date of vacancy rate
determination and the level of care of the vacant beds, and

(i) in the resident’s medical record, the contacts with the hospital on the first
day of admission and on or before the seventh day but after the third day of the
resident’s admission to the hospital.

(D) Information obtained from hospital contacts which is recorded in the resi-
dent’smedical record asrequiredin subparagraphs(A) and (C) (ii) of thissubdivision
shall include the date of the contact, the hospital contact person’s name, the source
of the information and the length of stay information.

(c) Violations

Violations listed in subdivisions (1) through (7) of this subsection are separate
and distinct from each other and one penalty may be imposed for each one of the
seven subdivisions that are violated per incidence of hospitalization.

Violations include:

(1) The nursing home made the bed assigned to a hospitalized resident available
to another person in violation of subsections (b) (1)—(4) of this section;

(2) The nursing home made an undocumented change in the resident’s bed as
described in subsection (b) (4) of this section;

(3) The nursing home requested reimbursement for reserve-bed days after it had
objective information indicating that the hospitalized resident would not return to
the nursing home at the same level of care or within fifteen days of admission in
violation of subsection (b) (5) of this section;

(4) The nursing home failed to provide a resident with the first available bed at
the time notice is received of the resident’s discharge from the hospital in violation
of subsection (b) (6) (A) of this section;

(5) The nursing home failed to grant the resident priority of admission over
applicants for new admissions to the nursing home in violation of subsection (b)
(6) (B) of this section;

(6) The nursing home failed to document the appropriate vacancy rate or hospi-
tal contacts;

(7) Thenursing home charged hospitalized residentswho arerecipients of medical
assistance for reserving their beds when the nursing home was required to reserve
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the bed but was ineligible for Medicaid reimbursement because it did not meet the
vacancy rate requirement set forth in subsections (b) (5) (A) (i) and (b) (5) (B) (i)
of this section.

(d) Remedies

(1) Compliance with this section shall be monitored by the Department on a
post-audit basis or whenever a complaint is received. The Department is authorized
to impose a penalty not greater than $8500 for each violation; and

(2) In addition, the Department shall recoup any payments made to the facility
for reserve-bed days for casesin violation of requirements by setting off the amount
of such payments against any other payments due the facility or by other methods.

(3) If aviolation is discovered prior to payment for reserve-bed days which,
because of the violation, would result in inappropriate payment, the Department
may deny payment for those reserve-bed days.

(4) Prior to imposing apenalty, and/or recouping payments, the Department shall
notify the nursing home of the alleged violation and the accompanying penalty and/
or recoupment.

(5) The provider may appeal a decision or a finding of an aleged violation by
the Department in accordance with Section 17-311-27 through Section 17-311-40
of the Regul ations of Connecticut State Agencies, provided that the appeal isreceived
on or before the fifteenth (15th) day after the receipt of notice of violation or
issuance of denial. Computation of time within which an appeal must be received
by the Department shall be computed in accordance with Section 17-311-15 of the
Regulations of Connecticut State Agencies, asamended from timetotime. Imposition
of any penalty and/or recoupment shall be stayed pending the outcome of the

administrative hearing for the appeal.
(Effective March 26, 1990)

Sec. 17-134d-80. Title XIX utilization review requirements for medicaid ser-
vices in general hospitals

(a) Definitions

For purposes of this regulation, the following definitions apply:

(1) Acute Care means the medical care needed for an illness, episode, or injury
which requires short term, intense care and hospitalization for a short period of time.

(2) Admission means the formal acceptance by a hospital of a patient who isto
receive health care services while lodged in an area of the hospital reserved for
continuous nursing services.

(3) Adverse Determination means the initial negative decision by a reviewing
body regarding the medical necessity, quality, or appropriateness of health care
services provided or proposed to be provided to a patient.

(4) Appropriateness of Setting Review means the review of services provided or
proposed to be provided to determine if the services could have been delivered
safely, effectively and more economically in another setting.

(5) Criteriameans the pre-determined measurement variables on which judgment
or comparison of necessity, appropriateness or quality of health services may be
made.

(6) Department means the State of Connecticut Department of Income Mainte-
nance or its agent.

(7) Department’s Manual means the Department’s Connecticut Medical Assis-
tance Provider Manual, which contains the Medical Services Policy, as amended
from time to time.

(8) Diagnosis
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(A) Admitting Diagnosis means the patient’s condition which necessitated or
prompted the admission to the hospital, and coded according to International Classifi-
cation of Diseases, 9th Revision, Clinical Modification, and as amended from time
to time.

(B) Principal Diagnosis means the condition established after study to be chiefly
responsible for occasioning the admission of the patient to the hospital for care
and coded using International Classification of Diseases, 9th Revision, Clinical
Modification, and as amended from time to time.

(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 patient’s health in serious jeopardy, serious impairment to
bodily functions, or serious dysfunction of any bodily organ or part.

(10) Evaluation means an assessment or examination in which actions and their
results are measured against predetermined criteriain order to verify medical neces-
sity, appropriateness, and quality.

(11) Free Standing Clinic means afacility providing medical or medically related
clinic outpatient services or clinic off-site services by or under the direction of a
physician or dentist and the facility is not part of, or related to, a hospital. Such
facilities provide mental health, rehabilitation, dental and medical services and are
subject to Sections 171 through 171.4 of the Department’s Manual, as may be
amended from time to time.

(12) General Hospita for purposes of this regulation means a short-term hospital
having facilities, medical staff and all necessary personnel to provide diagnosis,
care and treatment of a wide range of acute conditions, including injuries, and shall
include a children’s general hospital which means a short-term hospital having
facilities, medical staff and all necessary personnel to provide diagnosis, care and
treatment of a wide range of acute conditions among children, including injuries.
It shall also include aborder hospital as defined in Section 150.1 of the Department’s
Manual, as may be amended from time to time.

(13) Inpatient means a recipient who has been admitted to a genera hospital for
the purpose of receiving medicaly necessary, appropriate, and quality medical,
dental or other health related services and is present at midnight for the census count.

(14) Medical Appropriateness means medical care that is provided in a timely
manner and meets professionally recognized standards of acceptable medical care
and is delivered in the appropriate medical setting.

(15) Medical Necessity means medical care provided to:

(A) Correct or diminish the adverse effects of a medical condition;

(B) Assistanindividual in attaining or maintaining an optimal level of well being;

(C) Diagnose a condition; or

(D) Prevent amedical condition from occurring.

(16) Override Option meansadecision, usedin utilization review, when *‘ overrid-
ing'’ circumstances of clinical significance justify changing the conclusion of the
objective criteria.

(17) Patient means an individual who receives a hedth care service from a
provider and is also a Medicaid recipient.

(18) Preadmission Review meansareview prior to or in the case of an emergency
admission, immediately thereafter, apatient’ sadmissionto ahospital to determinethe
medical necessity, appropriateness, and quality of the health care services proposed to
be delivered, or in the case of an emergency, delivered in the hospital.
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(19) Principa Procedure meansthe procedure most closely related to the principal
diagnosis, that is performed for definitive treatment rather than one performed for
diagnostic or exploratory purposes and/or was necessary to care for a complication,
and coded according to International Classification of Diseases, 9th Revision, Clini-
cal Modification, and as amended from time to time.

(20) Prior Authorization means approval for a service from the Department or
the Department’ s agent before the provider actually provides the service. In order
to receive reimbursement from the Department a provider must 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.

In the case of an emergency admission to a general hospital, prior authorization
means approval obtained within two business days of admission.

(21) Quality of Care means the evaluation of medical care to determine if it
meets the professionally recognized standard(s) of acceptable medical care for the
condition and the patient under treatment.

(22) Recipient means an individual who has been determined eligible for
Medicaid.

(23) Reliahility means a measure of the consistency of a method in producing
results. A reliable test gives the same results when applied more than once under
the same conditions.

(24) Retrospective Review means the review conducted after services are pro-
vided to a patient, to determine the medical necessity, appropriateness, and quality
of the services provided.

(25) 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 prospective and/or retrospective basis.

(26) Vadidity means a measure of the extent to which an observed situation
reflects the true situation or an indication of medical quality measures what it
purports to measure.

(b) Utilization Review Program in General Hospitals

(1) The Department’s Utilization Review Program conducts utilization review
activities for services delivered to general hospital inpatients, where Medicaid has
been determined to be the appropriate payer.

(2) The Department’s objectives for performing utilization review include:

(A) To determine the medical necessity and appropriateness of general hospital
inpatient services,

(B) Toassurethat the quality of service meetsaccepted and established standards;

(C) To safeguard against unnecessary and inappropriate utilization;

(D) To effectively monitor provider patterns of utilization; and

(E) To identify inappropriate patterns and services.

(3) To evauate servicesthe Department through its staff or its agent, uses utiliza-
tion review techniques that have withstood tests for validity and reliability. For
example: Professional Activity Study (PAS) Norms, Appropriateness Evaluation
Protocol (AEP), InterQual 1SD Review System (Intensity of service, severity of
illness discharge screens).

(4) As part of the Utilization Review process, reviewers may use an override
option. The purpose of the override option is to:
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(A) Allow thereviewer to indicate that the criteriaare not sufficiently comprehen-
sive to meet non-criteria circumstances or factors necessitating admission and/or
hospitalization; or

(B) Conversely, to judge that the service which meets the criteriaare not justified
on clinical grounds.

(5) When the Hospital Utilization Review Program makes an adverse determina-
tion on a preadmission review, the provider is notified by telephone and in writing
and is given the opportunity to request a second review. The second review to
present additional information, can be requested by telephone or in writing within
ten (10) calendar days of the adverse determination, unless, for good cause shown
in the discretion of the Commissioner, the time for submission is extended. The
provider sends the information to Director, Medical Care Administration, or his/
her designee. Following receipt of said additional documentation, the Department
shall make its final determination and shall notify the provider by telephone and
in writing.

(6) When the Hospital Utilization Review Program makes an adverse determina-
tion on a retrospective review providers are sent a written summary of findings by
the Department. The provider is given an opportunity to request a second review
and present additional information in writing, provided said request is submitted in
writing to the Department within twenty (20) calendar days of the date of receipt
of notice of adverse determination unless, for good cause shown in the discretion
of the Commissioner, the time for submission is extended. The date of receipt is
presumed to be five (5) days after the date on the notice, unlessthere is areasonable
showing to the contrary. The provider sends the information to Director, Medical
Care Administration, or his’her designee. Following receipt of said additional docu-
mentation, the Department shall make its final determination and shall notify the
provider in writing.

(c) Payment for Medicaid Services

(1) Payment by Connecticut Medicaid is only for definitive medical care, treat-
ment and services that are judged to be medically necessary. The Department will
not pay for any principal procedure or other procedures or service of an unproven,
experimental, social, educational or research nature or for service(s) in excess of
those deemed medically necessary by the Department to treat the patient’ s condition
or for services not directly related to the patient’s diagnosis, symptoms or medi-
cal history.

(2) Medical care, treatment and services must be provided to eligible Medicaid
recipients in accordance with the Department’ s policies, procedures, conditions and
limitations and billed for in accordance with the billing section of the Depart-
ment’'s Manual.

(3) Payment will be denied for hospital inpatient services, and also for physicians
(including physicians in free-standing clinics), dentists, and podiatrists services
provided to hospital inpatient recipientsif the Department determinesthat the medical
care, treatment or service doesnot or did not meet the established medically necessary
and/or utilization review standard in accordance with generally accepted criteria
and standards of medical practice, or if they do not or did not comply with the
other policies, procedures, conditions, and limitations established by the Department.
This determination may be made at the time of prior authorization, preadmission
review, or retrospective review. The fact that a denial was not made at an earlier
stage shall not preclude such a determination at a later stage. The Department is
entitled to disallow the entirety or any portion of the stay and services provided
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which the Department finds not to meet the medically necessary or utilization
review standard.

(d) Requirements for Establishment of Medical Necessity

(1) To determine that inpatient general hospital services or admissions are medi-
cally necessary, the Department or its agent:

(A) Shall require prior authorization of each general hospital inpatient admission
including emergency admissions unless the Department notifies the providers that
a specific diagnosis or procedure does not require such prior authorization. In
addition the Department, in its discretion, may perform preadmission review and/
or reviews of any or all general hospital inpatient admissions unless the Department
notifies the providers that a specific diagnosis or procedure does not require such
review.

(B) Shall perform retrospective reviews in the Department’s discretion which
may be of arandom or targeted sample of general hospital admissions and services
delivered. The review may be focused on the appropriateness, necessity, and quality
of the health care services provided.

(2) If the Department decides to reimpose prior authorization or preadmission
review requirements which it has previously notified providers it will no longer
require, the Department shall notify all affected providers at least thirty (30) days
in advance of the imposition of preadmission review or prior authorization
requirements.

(3) All claims for payment for admission and all days of stay and services
provided must be documented with the medical recordsrequired by section 150.1F.V.
of the Department’s Manual. Lack of said documentation itself may be adequate
ground for the Department, in its discretion, to deny payment for the admission of
some or al of the days of stay or services provided.

(e) Special Requirements for Retrospective Review of Emergency Admis-
sions When Prior Authorization Had Not Been Obtained On A Timely Basis.

Payment for an emergency admission where prior authorization was not obtained
may be made pursuant to the following:

(1) The hospital shall request retrospective review within thirty (30) calendar
days of the date the patient was admitted to the hospital. The hospital may request
that the Department waive the thirty (30) calendar day time limit if the hospital
proves to the satisfaction of the Department that: (a) the failure to make the request
within the thirty (30) day time limit was caused by reasons beyond the control of
the hospital; and (b) the hospital neither knew nor had any reason to check the
eigibility of the individual within the thirty (30) day time period or checked with
the Department’s eligibility verification unit and was given erroneous information
(the “*Good Cause Exception’’). The total nhumber of Good Cause Exceptions, per
hospital fiscal year, shall not exceed the greater of one, or.125% (.00125) of such
hospital’s Medicaid discharges for the most recent fiscal year documented in the
most recent ‘* Cost Settlement Summary-Inpatient Fiscal Year’’ in the Department’s
possession on July 1, from the Department’ s M edicaid Management and Information
System (MMIS);

(2) Theretrospectivereview will be done at the hospital’ s expense at the standard
charge of the department’s contractor to hospitals;

(3) For each fiscal year commencing October 1, the hospital may request, in
total, retrospective reviews up to the maximum number for which it has received
authorization pursuant to subsection six (6) below;
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(4) The patient for whom the retrospective review is requested was an emergency
admission (i.e. admitted through the emergency room or transferred from another
hospital on an emergency basis due to the original hospital’s inability to treat the
patient due to the severity or complexity of the illness or injury). No request may
be madefor consideration of patientsadmitted directly or viatransfer if theadmission
was not an emergency admission;

(5) The retrospective review reveals that al requirements for payment are met
except for the failure to obtain prior authorization.

(6) InJuly of each year, the Department shall notify each hospital of the maximum
number of retrospective reviews. Said number shall be one percent (1%) of its
Medicaid discharges for the most recent fiscal year documented in the most recent
“*Cost Settlement Summary-Inpatient Fiscal Year’’ in the Department’ s possession
on July 1, from the Department’s Medicaid Management and Information System

MMIS).
( (EffecZive February 24, 1993)

Sec. 17-134d-81. Policy and procedures governing the billing and payment
for prescription drugs on behalf of title X1X medicaid recipients

(a) Scope

Thisregulation governsthebilling and payment for prescription drugsand Pharma-
ceutical Services provided to persons determined eligiblefor such goodsand services
under provisions of Connecticut’s Medical Assistance Program in accordance with
Section 17-134d of the General Statutes of Connecticut.

(b) Definitions

For the purpose of Regulation Section 17-134d-81, thefollowing definitions apply:

(1) ‘*Average Wholesale Price’” (A.W.P.) means the published wholesale price
as determined by the Department from the price listed by one or more nationa
publications recognized by the Department.

(2) “‘Brand Name/Trade Name'® means the name assigned to a drug by the
pharmaceutical innovator, i.e., manufacturer and/or distributor for the purpose of
distribution to wholesalers or retailer, whether or not this name is registered in the
United States Patent Office.

(3) A **Compounded Prescription’”” means two or more drugs mixed together
and at least one ingredient must be alegend drug. A compounded prescription must
include name, strength, and amount of each prescribed ingredient.

(4) **Connecticut Over-the-Counter Formulary’’ means the formulary of O.T.C.
(nonlegend) drugs which are reimbursable by the Department.

(5) ‘‘Department’’ means the Connecticut Department of Income Maintenance.

(6) ‘‘Dispensing Fee'’ means an amount of money paid to a pharmacist for
rendering a professional service involving the preparation and dispensing of a
prescribed drug order by a licensed authorized practitioner.

(7) ‘*Documented in Writing'’ means that the prescription has been handwritten,
typed or computer printed. Computerized systems must meet al of the requirements
of the Commission of Pharmacy Regulations Chapter 382 Sections 20-164b-1
through 20-164b-11 for non-controlled drugs and Sections 21a-244-1 through 21a-
244-6 for controlled drugs and as they may be amended from time to time. (Note:
Record retention for all Medicaid claims extends to a five (5) year period per ()
(2) of this regulation.)

(8) ‘'Drug Efficacy Study Implementation (DESI) Program’’ means the program
through which the Food and Drug Administration has identified certain products
which lack sufficient evidence of their effectiveness for the approved indication(s).
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(9) ‘‘Estimated Acquisition Cost”’ (E.A.C.) meansthe Department’ s best estimate
of the price generally and currently paid by providers for a drug marketed or sold
by aparticular manufacturer or labeler in the package size most frequently purchased
by providers.

(10) *‘Federa Acquisition Cost/Federal Upper Limit"’ (F.A.C.) means the upper
limit allowable cost established and published by HCFA for those multiple source
drugs which appear on HCFA’s list of multiple source drugs for which upper limits
have been established and as revised from time to time.

(11) **"HCFA’’ means the Health Care Financing Administration of the United
States Department of Health and Human Services.

(12) *‘Legend Drugs’ means any article, substance, preparation or device which
bears the legend: ‘‘Caution Federal Law prohibits dispensing without a pre-
scription.”’

(13) ‘‘Licensed Authorized Practitioner’’ means any physician or other licensed
practitioner who is authorized to prescribe drugs within the scope of his or her
professional practice as defined and limited by Federal and State law.

(14) **Multiple-source Drug’’ means a drug marketed or sold by two or more
manufacturers or labelers, or a drug marketed or sold by the same manufacturer or
labeler under two or more different proprietary names, or both under a proprietary
name and without such a name.

(15) ‘*Nutritional Supplements’’ means commercially prepared products, the pri-
mary purpose of which isto treat a diagnosed deficiency or potential deficiency in
the patient’s diet or nutrition.

(16) **Over-the-Counter/Nonlegend Drugs’ (O.T.C.) means drugs which do not
requireaprescription by Federal or Statelaw (O.T.C. itemsare availablefor purchase
by the general public with or without a prescription) and generaly are used for
personsresiding in the community and is usually administered or used by the patient
on the basis of self-diagnosis.

(17) **Pharmacy’’ means a facility licensed by the Commission of Pharmacy in
the Department of Consumer Protection under Section 20-168 of the Connecticut
General Statutes, or by the appropriate regulatory body of the state in which it
is located.

(18) ‘*Prescribed Drug’’ means a single drug or compound or mixtures or sub-
stances prescribed for the cure, mitigation, or prevention of disease, or for health
maintenance that is:

(A) Prescribed by a licensed authorized practitioner within the scope of his or
her professional practice as defined and limited by Federal and State law; and

(B) Dispensed by the licensed pharmacist on awritten or oral prescription issued
inaccordance with the State Medical Practice Act and that isrecorded and maintained
in the pharmacist’s records.

(19) “‘Prescription’”” means an order issued by alicensed authorized practitioner
and documented in writing by either the practitioner or the pharmacist. In nursing
homes the signed order of alicensed authorized practitioner will be accepted in lieu
of a written or oral prescription. The written prescription includes:

(A) the name and address of the patient; and

(B) whether the patient is an adult or a child, or the patient’s specific age; and

(C) the compound or preparation ordered; and

(D) its strength when applicable and the specific amount thereof, to be dispensed
at one time; and
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(E) directions for the use of the medication and any cautionary statements
required; and

(F) the number of times that the prescription may be refilled, if applicable; and

(G) date of issuance; and

(H) name and address of the prescribing practitioner and his/her Drug Enforce-
ment Act number when appropriate.

(20) ‘*Prior Authorization’” (P.A.) means approval for a service from the Depart-
ment before the provider actually provides the services. In order to receive approval
from the Department a provider must comply with al prior authorization require-
ments found in regulation. P.A. does not, however, guarantee payment unless all
other eigibility requirements are met.

(21) ‘*Usual and Customary Chargeto the General Public’’ meansachargewhich
will be made for the particular prescription by the provider to the patient group
accounting for the largest number of non-Medicaid prescriptions. In determining
such charge, al charges made to third party payors and special discounts offered
to an individual such as a senior citizen will be excluded.

(c) Provider Participation

In order to participate in the Medicaid program and receive payment directly
from the Department all pharmaceutical providers must:

(1) be licensed by the appropriate regulatory body of the state in which it is
located to operate a pharmacy and provide the Department with a copy of the
license; and

(2) meet and maintain al applicable license requirements of Federal and State
statutes and regulations; and

(3) meet and maintain all applicable Departmental enrollment requirements; and

(4) have avalid provider agreement on file which is signed by the provider and
the Department upon application for enrollment into the Medicaid program and
periodically thereafter as required by the Department and which is in effect for the
period as stated in the agreement. The provider agreement specifies conditions and
terms (Federal and State statutes, regulations and standards) which govern the
program and to which the provider is mandated to adhere to in order to participate
in the program.

(d) Eligibility

Payment for Pharmaceutical Servicesis available for al Medicaid eligible recipi-
ents subject to the conditions and limitation which apply to these services.

(e) Services Covered and Limitations

(1) Services Covered

Except for the limitations and exclusions listed below, the Department will pay
for drugs which are prescribed by a licensed authorized practitioner as a result of
accepted methods of diagnosis and treatment.

(2) Service Limitations

(A) Maximum Allowable Supply

The Department will not reimburse for an original prescription or refill that
exceeds the supply requirement for a period of thirty (30) days not to exceed two
hundred and forty (240) units except in the following instances:

(i) Prescriptions for chronic conditions or maintenance drugs shall be for at least
a thirty (30) day supply not to exceed two hundred and forty (240) units unless a
lesser amount is prescribed.

(if) For prescriptions for oral contraceptives, a supply sufficient for a maximum
period of three (3) months may be dispensed at any time.
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(B) Refills

Payment will be made for arefill of a prescription as authorized by the licensed
authorized practitioner for an acute, or chronic illness, or condition as follows:

(i) Payment will be made for the original prescription and as many refills as
ordered by the licensed authorized practitioner covering a maximum period of six
(6) months. This does not apply to those items which fall within the ** Controlled
Substance Act,”’ that being five (5) refills or six (6) months whichever comesfirst as
isgoverned by 21 U.S.C. Section 829 (b) and Section 21a-249 (h) of the Connecticut
General Statutes and as they may be amended from time to time.

(if) Payment shall be made for a refill of a prescription for oral contraceptives
which may cover a maximum period of twelve (12) months, including the origi-
nal filling.

(C) The Department will not pay for any nonlegend drugs for nursing home
patients when these items are used in usual and customary amount of routine care
and treatment; the cost of such items is included in the nursing home's daily rate
as set by the Department.

(D) The Department will not pay for any nutritional supplements for nursing
home patients; the cost of such items is included in the nursing home's daily rate
as set by the Department.

(E) A licensed authorized practitioner may telephone prescription orders to a
pharmacist. These orders must be documented in writing and countersigned or
initialed by the pharmacist and must include the date of the telephone call.

(3) Services Not Covered

The Department will not pay for:

(A) Any vaccines and/or biologicals which can be obtained free of charge from
the Connecticut State Department of Health Services. The Department will notify
pharmacists of such vaccines and biologicals.

(B) Any drugs used in the treatment of obesity.

(C) Drugsincluded in the DESI program. The Department will notify providers
of such drugs.

(D) Controlled Substance dispensed to Medicaid recipients which are in excess
of the product manufacturer’ s recommendation for safe and effective use for which
there is no documentation of medical justification in the pharmacy’s file.

(E) Drugs for a Lock-In recipient who is not locked into the billing pharmacy.

(F) Alcohalic liquors.

(G) O.T.C.s except those on the State of Connecticut’s **O.T.C. Formulary’’ or
as otherwise provided in these regulations.

(H) Anything of an unproven, experimental or research nature.

(1) Items used for persona care and hygiene or for cosmetic purposes.

(J) Drugsnot directly related to the patient’ sdiagnosis, when diagnosisisrequired
by the Department to be written on the prescription.

(K) Drugs solely used to promote fertility.

(L) Drugs used to promote smoking cessation.

(f) Need for Service and Authorization Process

(1) Need for Service

A patient’ sneed for pharmaceutical serviceisindicated when alicensed authorized
practitioner prescribes a legend or nonlegend drug for treatment of or prevention
of an illness or condition as documented in the patient’s medical record.

(2) Prior Authorization
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(A) The Department will not require P.A. for certain prescribed drugs which
otherwise would require P.A. when prescribed by alicensed authorized practitioner
for certain specified diagnoses The diagnoses must be written on the prescription
either by the authorized practitioner, or the pharmacist, after verification with the
prescriber. The Department will notify providers of such medications with the
corresponding diagnosis and diagnosis indicator.

The following drugs require prior authorization for all patients:

(B) Any prescribed nonlegend (O.T.C.) medication or its equivalent used in the
treatment of specific condition and which does not appear on the Connecticut’s
““O.T.C. Formulary,”’ or on the NDC/Diagnosis cross reference list with an appro-
priate diagnosis indicator (see (f) (2) (A) ).

(C) All Vitamins, except pediatric vitamins for children prior to the child’'s
seventh birthday, vitamins with fluoride and Legend Hematinic alone or in combina-
tion with vitamins, or any product so specified by the manufacturer as a hematinic.

(D) Nutritional supplements (not covered under (f) (2) (A)).

(E) Amphetamines, amphetamine-like drugs (not covered under (f) (2) (A)).

(3) Authorization Procedures

(A) Prior authorization for prescribed drugsis obtained by submitting the Depart-
ment’s P.A. form, ‘* Authorization Request and Bill for Prescription Drugs'’ to:

Department of Income Maintenance

110 Bartholomew Avenue

Hartford, Connecticut 06106

Attention: Medical Unit

(B) Prior authorization will be approved covering a maximum of a three (3)
month period. The effective starting date will be the date service isinitially rendered
and approved. If the need for service exceeds the authorization period, a request
for an extension must be submitted on a form provided by the Department and
approved prior to the onset of the period of extension. The request is sent to the
Department with documentation by the physician that the medication continues to
be medically necessary.

(C) A pharmacist receiving a prescription for medication requiring prior authori-
zation must compl ete the pharmacy section of the P.A. form. Thelicensed authorized
practitioner (prescriber) must complete all relevant portions of the P.A. form. The
pharmacist will then submit the request to the Department for consideration.

(D) In emergency situations, the pharmacist may telephone the Department to
obtain verbal authorization. The written request for authorization must be submitted
to the Department within fifteen (15) working days following verbal authorization.

(E) Inemergency situations, which occur after normal working hours, the pharma-
cist must call the Department for verba approva on the following work day. The
written request for authorization must be submitted to the Department within fifteen
(15) working days following the date the medication was dispensed.

(g) Other

(1) Information Required on Prescriptions

All prescriptions must be processed in accordance with the regulations of the
Commission of Pharmacy.

(2) Retention of Prescriptions

All claims for covered drugs must be substantiated by a prescription from a
licensed authorized practitioner on file in the pharmacy supplying the service, in
accordance with Section 20-184c of the Connecticut General Statutes. In addition,
documentation of prescriptions and/or medication orders must be retained by the
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pharmacy for a period of five (5) years or if any dispute arises concerning a
prescription, until such dispute has been finally resolved.

(3) Patient Profile

A patient profile record listing prescriptions must be maintained by the pharmacy
for Title XIX patients.

(4) Ora Prescriptions

An ora prescription which is telephoned by a licensed authorized practitioner to
a pharmacist must be documented in writing by the pharmacist for his records.
These orders must be countersigned or initialed by the pharmacist and must meet
the requirements as contained in Section 20-184b of the General Statutes and as it
may be amended from time to time.

(h) Billing

Bills for covered drugs from pharmacy providers, are submitted on the Pharmacy
Claim form or electronically transmitted to the Department’s billing fiscal agent
and must include all information required by the Department to process the claim
for payment.

(i) Payment

(1) Payment for Legend Drugs

Except for vaccing(s) utilized in mass inoculation, payment for legend drugs shall
be based on the quantities set forth in A.W.P. for one hundred units, a pint if liquid
or pound if powder, or as determined by the Department. Reimbursement will be
made under E.A.C. or F.A.C., whichever isapplicableto the particular drug dispensed
plus the dispensing fee, or the usual and customary charge to the general public,
whichever is lower.

The Department will pay for massinoculation of Influenza, Pneumovax or Hepati-
tis-B vaccine(s) provided they are prescribed by a licensed authorized practitioner
and documented in the patient’s medical record. The reimbursable amount and
reimbursement procedures will be determined by the Department and supplied to
providers via a fee schedule.

(A) Estimated Acquisition Cost

The Department of Income Maintenance must determine an E.A.C. for all legend
drugs not covered by the F.A.C.

(i) The Department’s E.A.C. will be the Department’s best estimate of the price
generally and currently paid by providersfor adrug marketed and sold by a particular
manufacturer or labeler in the package size of drugs most frequently purchased by
providers. E.A.C. will be set at a percentage of A.W.P. The Department will notify
providersin the event that the Department’ s best estimate of the appropriate percent-
age changes.

(ii) The Department shall reimburse providers at the lower of the following:

a. The Department’s E.A.C. plus the applicable dispensing fee; or

b. The provider's usual and customary charge to the general public; or

¢. The amount billed by the provider.

(B) Multiple-source Drugs

For each multiple-source drug for which HCFA has identified and designated a
F.A.C., reimbursement shall be the lower of the following:

(i) The F.A.C. as established by HCFA plus the applicable dispensing fee; or

(if) The provider's usua and customary charge to the general public; or

(iif) The amount billed by the provider.

(C) Certification of Brand Name Drugs
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Reimbursement for multiple-source drugs for which HCFA has designated a
F.A.C. is not limited to the F.A.C. if alicensed authorized practitioner determines
that a specific brand is medically necessary for a particular patient, provided the
following requirements are met:

(i) A licensed authorized practitioner may certify in writing that there shall be
no substitution for a specified brand name drug product prescribed for a particular
patient, by writing the phrase ‘*Brand Medically Necessary,”’ on the prescription
form. The phrase shall beinthe practitioner’ shandwriting and shall not be preprinted,
stamped, initialed, or checked off in a box on such form.

(ii) If the licensed authorized practitioner specifies by telephone that there shall
be no substitution, handwritten certification bearing the phrase *‘Brand Medically
Necessary,”” must be mailed to the pharmacy within ten days. The written certifica
tion must be kept by the pharmacist as part of his or her permanent records.

(D) Compounded Prescriptions

The Department will pay for compounded prescriptions at the lower of:

(i) The EAA.C. or F.A.C., whichever is applicable to the given drug, for each
ingredient plus an applicable dispensing fee; or

(if) The provider's usua and customary charge to the general public; or

(iii) The amount billed by the provider.

(E) Unit Dose Packaging

The Department will not pay providers for unit dose packaging or any other
specially packaged drugs when standard packages are available and/or where the
special packagingisstrictly for convenienceand does not contribute to the therapeutic
benefit of the drug.

(2) Payment for Nonlegend Drugs

(A) The Department of Income Maintenance will pay for all O.T.C. drugs listed
on the Connecticut O.T.C. Formulary, provided they are prescribed for a specific
illness and/or condition by a licensed authorized practitioner.

(i) The reimbursable amount shall be established by the Commissioner. The
Department will publish the reimbursable amounts via a fee schedule.

(it) The Commissioner shall appoint acommittee to periodically review the drugs
listed on the Connecticut O.T.C. Formulary. Periodically areport of the committee’s
recommendations will be submitted to the Commissioner for consideration. The
committee may include one or more of the following; a physician, a pharmacist
and a nurse consultant.

(iii) For any non-legend drug prescribed in less than the standard packaged
amount, the Department will pay for the contents of the full package size which is
closest to the amount ordered and still be sufficient to supply the amount prescribed.

(3) Dispensing Fees

Dispensing fees will be established by the Department after periodic review of
pharmacy operational cost. Pharmacy providers will be advised of such fees and
any changes.

(4) Substitution of generically Equivalent Drugs

(A) The Department will pay a pharmacist a professional dispensing fee of fifty
cents ($.50) per prescription in accordance with Section 17-134q of the Connecticut
General Statutesin addition to any other dispensing fee, for substituting agenerically
equivalent drug product, in accordance with Section 20-185b of the Connecticut
General Statutes, for the drug prescribed by the licensed authorized practitioner for
a Medicaid recipient, except in the following instances:

(i) When adrug product is dispensed for which HCFA hasdesignated aF.A.C.; or
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(i) When a compounded prescription is dispensed; or

(iii) When a nonlegend drug is dispensed; or

(iv) When the substitution is required by Federal law or regulation.
(Effective July 29, 1992)

Sec. 17-134d-82. Requirements for payment of case management services

(@) Scope

These regulations set forth the requirements for payment of Case Management
Services provided by the State of Connecticut Department of Mental Retardation
to persons determined eligible to receive services under Connecticut’s Medical
Assistance Program pursuant to Section 17-134d of the General Statutes of Con-
necticut.

(b) Definitions

For the purposes of Regulation Section 17-134d-82, the following definitions
shall apply:

(1) ‘*Casemanager’’ meansthe person responsiblefor assisting an eligible person
to gain access to heeded services, managing the development of a plan of services,
securing and coordinating needed services, monitoring an eligible person’ s progress,
maintaining family contact, collecting or disseminating data and information.

(2) '*Case management services’ means a continuum of supportive activities
systematically carried out by an individual case manager that are available to assist
and enable an eligible person to gain access to needed medical, social, educational,
or other services.

(3) ‘‘Cdendar quarter’” meansthe periodsof timein any statefiscal year inclusive
of July 1 through September 30; October 1 through December 31; January 1 through
March 30; and April 1 through June 30.

(4) ‘‘Department’’ means the State of Connecticut Department of Income Main-
tenance.

(5) ‘‘Eligible person’” means a person who qualifies to receive services under
the Connecticut Medical Assistance Program pursuant to Section 17-134b of the
General Statutes of Connecticut, as amended from time to time, and regulations
promulgated pursuant to Section 17-134d of the General Statutes of Connecticut.

(6) ‘*Needed services’ means any medical, social, educational, or other services
identified as required by an eligible person in a plan of services.

(7) **Plan of services” means awritten document which is developed by a team
on an annual basis that identifies an eligible person’s unique characteristics, needs,
needed services, and public agencies or private entities that will provide or may
provide the needed services.

(8) ‘‘Representative’’ means any person, organization, or entity authorized to act
on the behalf of an eligible person through an agreement, or a family member, or
acourt appointed del egate of the eligible person pursuant to provisionsin the General
Statutes of Connecticut, as amended from time to time.

(9) “‘Target group’’ means those eligible persons specified by the Department
to receive case management services by age, type or degree of disability, illness or
condition, or any other identifiable characteristics, or geographic areas or political
subdivisions, or combination thereof.

(10) **Team’’ means a group of persons which consists of the case manager and
shall include one or more of the following: the eligible person or his representative;
actual or potential providers of needed services; pertinent professionals from various
disciplines; and any other persons whose participation is relevant who convene to
develop or review a plan of services.
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(c) Provider Participation

In order to participate in the Connecticut Medical Assistance Program and receive
payment from the Department for the case management services rendered, the
Department of Mental Retardation shall:

(1) Provide case management services pursuant to all applicable provisions under
federal and state statutes and regulations promulgated thereunder;

(2) Meet and maintain all Department provider enrollment requirements;

(3) Have a valid Connecticut Medical Assistance Program provider agreement
on filewith the Department which issigned by the Department of Mental Retardation
Commissioner or the Commissioner’s designee. The provider agreement will be
effective upon the Department approved date of enrollment. The provider agreement
specifies conditions and terms (Federal and State regulations, standards and statutes)
which govern the Connecticut Medical Assistance program and to which the Depart-
ment of Mental Retardation is mandated to adhere to in order to participate in the
program; and

(4) Assignanindividual case manager to serve asthe primary person responsible
for case management services.

(5) Pursuant to subsection (f) (2) below a case manager is limited to qualified
case managers designated by the Department of Mental Retardation.

(d) Eligibility

Payment for case management services is available only on behalf of all persons
specified as members of a target group pursuant to subsection (f) (1) below who
are eligible to receive services pursuant to the Connecticut Medical Assistance
Program subject to conditions and limitations which apply to such case manage-
ment services.

(e) Services Covered

Covered case management services may include a continuum of supportive activi-
ties performed by an individual case manager which enable an eligible person to
gain access to needed services. At aminimum, such case management services shall
include one or more of the following types of case management activities in a
calendar quarter:

(1) Case advocacy to enable an eligible person to make his preferences known,
to ensure the smooth flow of information and minimize conflict between service
delivery systems and to mobilize resources to obtain or access needed services,

(2) Collaboration through direct or collateral contacts with an eligible person
or his representative to support a person-or family-centered planning process for
development and maintenance of a plan of services;

(3) Coordinating or attending team meetings to develop or revise a plan of
services;

(4) Liaison activities to arrange for assessments that may be necessary to deter-
mine an eligible person’s needed services;

(5) Coordination of a plan of services through direct or collateral contacts with
the eligible person or hisrepresentative, members of their informal support networks,
and public or private entities that provide or may provide needed services,

(6) Monitoring the quality and quantity of needed servicesthat are being provided
as they relate to an dligible person’s needs, plan of services, and safety;

(7) Providing information and referral; and

(8) Review and maintenance of an eligible person’s plan of services.

(f) Limitations

(1) Target Group Limitations
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Payment for case management services is limited to case management services
provided to eligible personswith mental retardation asdefined in the General Statutes
of Connecticut Section 1-1g and to eligible persons with conditions rel ated to mental
retardation as defined in subsection (€) (7) (G) (ii) of section 1919 of the Social
Security Act and implementing federal regulations, as amended from time to time,
who receive case management services from the Department of Mental Retardation
pursuant to subsection (f) (2) below.

(2) Provider Limitations

(A) For dligible persons with mental retardation or with conditions related to
mental retardation the Department of Mental Retardation shall be the sole entity
enrolled with the Department to provide case management services to eligible
persons and to enter into a provider agreement with the Department for the provision
of such services.

(B) For eligible persons with mental retardation or with conditions related to
mental retardation qualified case managers are limited to case managers designated
to render services to said persons by the Department of Mental Retardation in
accordance with the General Statutes of Connecticut and rules regarding provision
of services adopted by said agency, as amended from time to time.

(3) Payment Limitations

(A) Payment for case management services will be made only when the eligible
person or his representative has requested or applied to receive services from the
Department of Mental Retardation.

(B) Payment for case management services may not duplicate payments made
under the Connecticut Medical Assistance Program for other servicesthat are covered
under the program. Specifically, separate payment for case management servicesis
not available when the same case management service is provided as an integral
and inseparable part of another Connecticut Medical Assistance program covered
service, including as part of intermediate care facility services for the mentally
retarded (ICF/MR).

(C) Payment for case management services by the Department will not be made
unless one or more of the case management activities pursuant to subsection (€)
above are rendered in a calendar quarter.

(g) Need for Services

Payment for case management services will be made by the Department only if
the eligible person evidences a need for case management services. If the eligible
person meets the requirements to receive services from the Department of Mental
Retardation in accordance with the General Statutes of Connecticut and rules regard-
ing provision of services adopted by said agency, as amended from time to time,
the eligible person evidences a need for case management services.

(h)y Documentation Requirements

Case management services will be reimbursed by the Department only when the
following requirements are documented and are on file with the Department of
Mental Retardation:

(1) Plan of Services Requirement

Case management services are provided in accordance with the eligible person’s
plan of services. At a minimum, the plan shall:

(A) Bedeveloped by ateam based upon the outcome of ateam meeting conducted
at least annually or more frequently if needed; and

(B) Be based on a uniform assessment, in accordance with the Department of
Mental Retardation’s regulations or policies as amended from time to time, of an
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eligible person’s needs which may include: assessments of medical, social, educa
tional and other needs;

(C) Bereviewed and followed by the case manager;

(D) Indicate that the eligible person or his representative has participated in, or
has been given the opportunity to participate in, the development of the eligible
person’s plan of services;

(E) ldentify issues, needs, and goals relevant for the eligible person for the
coming year;

(F) Identify the needed services reguired by an eligible person and the anticipated
frequency, duration, and limitations of needed services;

(G) Indicatethe case management services needed, and the anticipated frequency,
duration, and limitations of case management services,; and

(H) Indicate the various public agencies or private entities that will or may
provide the needed services as identified by the team.

(2) Permanent Service Record

An individualized permanent service record for an eligible person must be main-
tained. At a minimum, the record shall contain the following:

(A) The eligible person’s name, address, and other relevant historical and finan-
cia information;

(B) Assessments of the eligible person performed as necessary, to determine
needed services;

(C) A plan of services pursuant to subsection (h) (1) above;

(D) Signed monthly service entries indicating the date, place of service, and type
of case management services rendered; and

(E) A quarterly summary progress note reviewing the eligible person’s needs
and the plan of services which is dated and signed by the case manager.

(3) Other Documentation Requirements

All documentation shall be incorporated into the eligible person’s permanent
service record in acomplete, prompt, and accurate manner. All documentation shall
be made available to authorized Department personnel upon request as permitted
by federa statute.

(i) Billing Requirements

All bills submitted to the Department for payment of case management services
must be substantiated by documentation in the eligible person’s permanent service
record pursuant to subsection (h) above.

(i) Payment

Payment by the Department for case management services rendered to eligible
persons shall be based on the Department of Mental Retardation’s actual direct and
indirect costs to provide case management services. Said costs shall be filed at the
end of each statefiscal year with the Department by the Department of Mental Retar-
dation.

For each state fiscal year the Department shall establish a payment rate based
upon the said costs for the previous state fiscal year which shall be updated for
inflation, using the most recent estimates of the price deflator for the gross national
product as published in February of said state fiscal year in the ** Economic Report
of the Governor’’ of the State of Connecticut.

(k) Audit

All supporting accounting and business records, statistical data, and all other
records relating to the provision of case management services paid for by the
Department shall be subject to audit. If an audit discloses discrepancies in the
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accuracy and/or allowableness of actual direct or indirect costs or stetistical data as
submitted for each state fiscal year by the Department of Mental Retardation, the

Department’ s payment rate for the said rate period shall be subject to adjustment.
(Effective August 31, 1990)

Sec. 17-134d-83. Policy and procedures governing oxygen therapy on behalf
of Title XI1X medicaid recipients

(a) Scope

Section 17-134d-83 through Section 17-134d-85 of the regulations of Connecticut
State Agencies governs the billing and payment for Oxygen Therapy provided to
persons determined eligible for such goods and services under the provisions of
Connecticut’s Medical Assistance Program in accordance with Chapter 302 of the
General Statutes of Connecticut.

(b) Definitions

For the purpose of Regulation Section 17-134d-83 through Section 17-134d-85,
the following definitions apply:

“* Ambulatory’’ means an individual who is independently mobile or wheelchair
mobile and is able to participate in the active daily living available to them in their
living environment.

“*Chronic Disease Hospital’' meansalong-term hospital having facilities, medical
staff and al necessary personnel for the diagnosis, care and treatment of a wide
range of chronic diseases as licensed by the Department of Health Services.

‘*Department”’ means State of Connecticut Department of Income Maintenance.

‘“Home’’ means the recipient’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.

““Hospital’’ means an establishment for thelodging, care and treatment of persons
suffering from disease or other abnormal physical or mental conditions licensed by
the Department of Health Services and includes inpatient psychiatric services in
general hospitals.

‘‘Long-Term Care Facilities’ (LTC) are institutions licensed and certified under
State law which have a provider agreement with the Department of Income Mainte-
nance to provide a variety of medical, persona care, rehabilitative, and social
services for recipients of Medical Assistance who are afflicted with acute, chronic
or convalescent diseases or injuries or who because of their mental or physical
condition require health-related care and services above the level of room and board
which can be provided only through an institutional setting. These facilities include
nursing facilities licensed as chronic and convalescent nursing homes, rest homes
with nursing supervision and intermediate care facilities for the mentally retarded
(ICFSMR).

““Medical Equipment, Devices and Supplies’ (MEDS) means Durable Medical
Equipment, Medical Surgical Supplies, Orthotic and Prosthetic Devices and Oxy-
gen Therapy.

‘*Oxygen Concentrator’” means an electrically operated device that draws room
air, separates the oxygen from the other gases in the air, and delivers the oxygen
at high concentrations to the patient.

‘*Oxygen Therapy’’ means oxygen, equipment, supplies and services related to
the delivery of oxygen.

‘*Oxygen Therapy Supplies” means all supplies needed for an oxygen system
to function; such as cannulaor mask, tubing, regulator with flow gauge and container.
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‘‘Portable Oxygen System’’ means oxygen in a portable unit which weighs less
than 12 Ibs. allowing the user greater ambulatory capability.

“‘Prescription’” — The Certification of Medical Necessity form (Medicare Form
HCFA-484) shall be the prescription form used for al oxygen therapy orders. This
fully completed form signed by the prescribing physician will be the only acceptable
initial certification form for oxygen services.

““Prior Authorization’” (P.A.) means approval for a service from the Department
of Income Maintenance before the provider actually provides the service. In order
to receive approval from the Department a provider must comply with all prior
authorization requirements found in Section 17-134d-84 (b) and (c). P.A. does not
guarantee payment unless all other eligibility requirements are met. Payment may
not be made, however, if P.A. is required and not obtained.

““Provider’’ means the vendor/supplier of oxygen therapy who is enrolled with
the Department as a MEDS supplier or supplier of oxygen therapy.

““Pro Re Nata”’ (P.R.N.) means as the situation demands.

“‘Psychiatric Hospital’” means a facility that is engaged in providing, by or under
the supervision of a physician, psychiatric services for the diagnosis and treatment
of mentally ill persons and which has been accredited by the Joint Commission on
Accreditation of Hospitals.

““*Usual and Customary Charge to the General Public’’ means a charge which
will be made for the particular service by the provider to the patient group accounting
for the largest number of non-Medicaid services. In determining such charge, al
charges made to third party payors and specia discounts offered to an individual
such as a senior citizen will be excluded.

(c) Provider Participation

In order to participate in the Medicaid program and receive payment directly
from the Department all MEDS providers must:

(1) meet and maintain all applicable licensing and certification requirements of
Federal and State statutes and regulations; and

(2) meet and maintain all Departmental enrollment requirements; and

(3) have avalid provider agreement on file which is signed by the provider and
the Department upon application for enrollment into the Medicaid program and
periodically thereafter as required by the Department and which isin effect for the
period as stated in the agreement. The provider agreement specifies conditions and
terms (Federa and State statutes, regulations and standards) which govern the
program and to which the provider is mandated to adhere in order to participate in
the program.

(d) Eligibility

Payment for oxygen therapy is available for all Medicaid eligible recipients who
have a documented medical need, when it is prescribed by a physician subject to
the conditions and limitations which apply to these services.

(e) Services Covered

(1) Except for the limitations and exclusions for oxygen therapy listed below,
the Department will pay in accordance with Regul ation Sections 17-134d-83 through
Section 17-134d-85 for oxygen therapy in accordance with sections 1861 (s) (6)
and 1862 (a) (1) (A) of the Social Security Act, 42 C.F.R. 410.38 and Medicare
Carrier’'s Manual Chapter 11, Coverage and Limitations, Section 2100.5 including
Section 60-4 in the Coverage Issues Appendix of the Medicare Coverage Issue
Manual, and as these may be amended from time to time.
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(2) Payment for oxygen products and services via oxygen concentrators in LTC
facilities shall be included in the per diem reimbursement rate established by the
Commissioner of Income Maintenance. (LTC facilities must purchase oxygen con-
centrators in sufficient numbers to meet the needs of their residents and may have
up to one reserve unit for each nursing station. These requirements supplement the
emergency system required in the Public Health Code, as applicable.)

(f) Service Limitations

Services covered are limited to those listed in the Department’s fee schedule.

(g) Oxygen Therapy Services Not Covered

The Department will not pay for:

(1) Anything of an unproven, experimental or research nature or for servicesin
excess of those deemed medically necessary by the Department to treat therecipient’s
condition or for services not directly related to the recipient’ s diagnosis, symptoms
or medical history.

(2) Oxygen therapy supplied to hospital inpatients including Chronic Disease
and Psychiatric Hospitals are routine services and are included in the hospital
daily rate.

(3) The P.R.N. use of oxygen therapy.

(4) Oxygen concentrators in long-term care facilities.

(A) The purchase of oxygen concentrators are included in the LTC facilities' per
diem rate and thereby are available to nursing facility residents.

(B) LTC fecilitieswith built inwall oxygen systems are exempt from the require-
ments pertaining to purchase of oxygen concentrators. Concentrators may not be
used for P.R.N. oxygen therapy in a facility with this type of oxygen system.

(5) Information furnished to the recipient over the telephone by the provider or
prescribing physician.

(6) Demurrage, delivery, or set up charges.

(Effective May 27, 1992)

Sec. 17-134d-84. Policy and procedures governing the need for service for
oxygen therapy on behalf of Title X1X medicaid recipients

(@) Need for Services

The Department will pay for oxygen therapy for any recipient who meets the
criteria established by Medicare pursuant to sections 1861 (s) (6) and 1862 (a) (1)
(A) of the Social Security Act, 42 C.F.R. 410.38 and Medicare Carrier's Manual,
Chapter |1, Coverage and Limitations, Section 2100.5 including Section 60-4 in the
Coverage Issues Appendix of the Medicare Coverage Issue Manual, and as they
may be amended from time to time. This includes all medical criteria including
medical documentation, laboratory and health conditions, with the exception of (a)
(1) and (2) of this section.

(1) A measure of arterial oxygen saturation obtained by ear or pulse oximetry,
will also be acceptable when ordered and evaluated by the attending physician and
performed under hisher supervision or when performed by a Licensed Nurse,
Physician, a licensed supplier of Laboratory services, a Registered Respiratory
Therapist or a Certified Respiratory Therapy Technician as recognized by the
National Board Of Respiratory Care.

(2) Those recipients residing in the home and receiving oxygen therapy prior to
the effective date of this regulation may continue to do so as long as the oxygen
therapy is continuous. For the purpose of this provision continuous means that
oxygen therapy remains necessary and is actively being used by the recipient at the
beginning of every rental month. If at anytime the service is discontinued and is
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prescribed again at a later time the requirements set forth under Sections 1861 (s)
(6) and 1862 (a) (1) (A) of the Social Security Act, 42 C.F.R. 410.38 and Medicare
Carrier’s Manual, Chapter 11, Coverage and Limitations, Section 2100.5 including
Section 60-4 in the Coverage Issues Appendix of the Medicare Coverage Issue
Manual and as they may be amended from time to time must be met. All residents
of longterm care facilities must meet the requirements as set forth in the Medicare
Carrier’'s Manual, Chapter 11, Coverage and Limitations, section 2100.5; and asthey
may be amended from time to time; effective upon passage of these regulations in
order to receive oxygen therapy servicesfrom aMEDS provider. Oxygen concentra-
tors owned by nursing facilities may be used at the discretion of the nursing facility.

(3) Prescription Requirements

The Certification of Medical Necessity form (Medicare Form HCFA-484) shall
be used for all orders of oxygen therapy. This fully completed form must be signed
by the prescribing physician. The form shall be completed (1) annually for patients
who require oxygen on a lifetime basis, and (2) every six (6) months for all other
patients requiring oxygen.

(b) Prior Authorization

Prior authorization is required only for the rental of stationary gaseous or liquid
oxygen systems in LTC facilities. However, if LTC facilities choose to purchase
the stationary systems and include the cost in the per diem rate calculation, prior
authorization is not required.

(c) Prior Authorization Procedure

Provision of service must be initiated within six (6) months of the date of authori-
zation.

(1) Form W-619 ‘* Authorization Reguest for Professional Services'’ is used to
obtain prior authorization. The form must be completed and signed by the prescribing
physician and the supplier and is submitted to the Department.

(2) Authorization Period

The initial authorization period for oxygen therapy can be up to 6 months. If the
medical need continues beyond the initial authorization period, a request for the
extension of the authorization using Form W-619 must be submitted to the Depart-
ment with documentation by the attending physician, prior to expiration of the
authorized period, that service continues to be medically necessary.

(3) The provider of service may request verbal approval from the Department
during normal working hours, when such authorization may be given for initial
service coverage. Authorization will be based on the Need for Service criteria as
described in Section 17-134d-84 subsection (a). A completed prior authorization
form must then be submitted to the Department within fifteen (15) working days
stating the name of the consultant giving verbal approval and date approval was
given.

(d) Other

(1) It will be the Department’s decision to rent or purchase oxygen equipment
and supplies except in cases where Medicare is the primary insurance carrier.

(2) All equipment purchased by the Department shall be new.

(3) All equipment purchased by the Department for arecipient will bethe property
of the recipient upon receipt by the recipient or her/his representative.

(4) The provider will furnish technical assistance to the recipient to teach the
recipient and/or his or her family in the proper use and care of the equipment.

(5) Used equipment, when rented, must be completely refurbished and in proper
condition to meet the recipient’s specific medica need.
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(6) Subject to the aforementioned limitations, exclusions, and definitions, oxygen
therapy may be provided to eligible recipients in:

(A) Recipient’s home;

(B) Long-term care facilities (LTC facilities will provide oxygen concentrator
services to the fullest extent, possible after considering the patient’s medical need
and capability to ambulate. Only after these considerations have been satisfied and
the need for aternative system has been documented will the Department pay a
MEDS provider for oxygen services provided to LTC facility residents.)

(7) All required documentation must be maintained for at least five (5) yearsin
the provider’s file subject to review by the authorized Department personnel. This
requirement survives any intervening change of ownership. In the event of adispute
concerning a service provided, documentation must be maintained until the end of
the dispute or 5 years whichever is greater.

(8) Forresidentsof longterm carefacilities proper documentation for thecoverage
of a portable oxygen system for a particular ambulatory patient must be maintained
by both the facility and the provider. The supplier should secure from the LTC
facility such documentation for their records.

(9) Failureto maintain all required documentation may result in the disallowance
and recovery by the Department of any amounts paid out for which the required
documentation is not maintained and provided to the Department upon request.

(Effective May 27, 1992)

Sec. 17-134d-85. Policy and procedures governing the billing and payment
for oxygen therapy on behalf of title X1X medicaid recipients

(&) Billing Procedure

(1) Form H.C.F.A. 1500 ‘‘Hedlth Insurance Claim Form’’ is used to hill for
oxygen therapy. The bill is mailed to the Department’s claims processing agent.

(2) All claims submitted for payment which include prior authorized items must
include the authorization number from the current authorization.

(3) All claims submitted for services not requiring prior authorization must
include the name of the prescribing physician.

(4) The provider shall enter its usual and customary charge on the claim form.

(b) Payment

Payment for oxygen therapy will be made at the lower of:

(1) the usua and customary charge to the public, or

(2) theamount as contained in the fee schedul e as published by the Department, or

(3) the amount billed by the provider.

(c) Payment Rate for Oxygen Therapy

The Commissioner of Income Maintenance establishes the oxygen therapy rate
as contained in the Department’s fee schedule.

(d) Payment Limitations

(1) All prices quoted for equipment and services include delivery costs fully
prepaid by the provider, F.O.B. destination; no additional charges are to be made
for packing, shipping, or delivery to the recipient.

(2) If the estimated cost of repairs to any equipment exceeds replacement cost,
the item will be replaced.

(3) Payment for repairs or replacement of equipment which is purchased by the
Department is contingent upon any unexpired manufacturers or dealer warranties.
The supplier must first utilize existing warranties covering such servicing, repairs,
and replacement.
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(4) The cost of oxygen therapy includes all services and supplies necessary
including, but not limited to: (1) installation and/or set up of prescribed equipment;
(2) teaching and training the recipient, recipient’ s family, and long-term care facility
professional staff in the use and care of the equipment as shall be necessary; (3)
oximetry test.

(5) The rental fee for the delivery of oxygen therapy includes a nasal cannula,
mask, and disposable humidifier as needed.

(Effective May 27, 1992)

Sec. 17-134d-86. Medicaid payment for general hospital outpatient emer-
gency and non-emer gency visitsto a hospital emergency room and outpa-
tient clinic visits

(a) Definitions

(1) “‘Department’”’ means The State of Connecticut Department of Income Main-
tenance or its agent.

(2) ‘*Emergency room’’ means that part of a general hospital that is designed,
organized, equipped, and staffed to provideinitial diagnosisand treatment of patients
requiring immediate physician, dental, or allied services.

(3) ‘*Emergency visit’’ means an urgent encounter requiring the immediate deci-
sion-making and medically necessary action to prevent death or any further disability
for patients in health crises (including labor and delivery). Such medical conditions
are manifested 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 patient’s health in serious jeopardy, serious impairment to
bodily functions, or serious dysfunction of any bodily organ or part. In order to be
considered urgent, the encounter must occur within seventy-two (72) hours from
the onset of the presenting medical condition.

(4) *'General hospital’’ means a short-term hospital having facilities, medical
staff and all necessary personnel to provide diagnosis, care and treatment of a wide
range of acute conditions, including injuries, and shall include a children’s genera
hospital which means a short-term hospital having facilities, medical staff and all
necessary personnel to provide diagnosis, care and treatment of a wide range of
acute conditions among children, including injuries.

(5) ‘‘Medicaly necessary’’ means medical care provided to:

(A) Correct or diminish the adverse effects of a medical condition;

(B) Assistanindividual in attaining or maintaining an optimal level of well being;

(C) Diagnose a condition; or

(D) Prevent amedical condition from occurring.

(6) ‘‘Non-emergency visit'’ means a medically necessary non-urgent encounter
presenting a medical condition which does not meet the requirements for an emer-
gency visit asdefined in this section but, rather, requiresaroutinelevel of ambulatory
health care. Such conditions may be characterized by the fact that they may also
be treated in an aternate health care setting, such as: community-based physician’s
office, walk-in clinic, comprehensive health center, neighborhood health center and
other free-standing primary health care clinics because such medical conditions do
not require the skills, resources and equipment of a hospital emergency room. Such
visits may include primary health care or the initial diagnosis and treatment of
routine acute or chronic illnesses whether on a scheduled or unscheduled basis.

(7) “'Outpatient’”” means a patient of an organized medical facility, or distinct
part of that facility who is expected by the facility to receive and who does not
receive professional services for less than a 24-hour period regardless of the hour
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of admission, whether or not a bed is used, or whether or not the patient remains
in the facility past midnight.

(8) ‘‘Outpatient clinic visit rate’’ means the rate set by the Department using the
methodology as required by subsection 17-312 (d) of the Genera Statutes of the
State of Connecticut.

(b) Payment

(1) The Department shall pay general hospitals for each outpatient clinic visit at
the outpatient clinic visit rate not to exceed the charges made by such hospital for
comparable services to the general public.

(2) The Department shall pay all non-emergency visits to a general hospital
emergency room at the hospital’s outpatient clinic visit rate but not to exceed the
charges made by such hospital for comparable services to the general public.

(3) Thereis no payment for emergency room services provided on the same day
as an inpatient admission for the same recipient.

(4) Emergency Room Visit Rate

(A) Theratefor an emergency room visitiscalculated by the Department effective
July 1st of each year.

(B) Payment for emergency visits to the emergency room shall be calculated as
follows: Hospital emergency room costs must be submitted in writing under oath
by each hospital by June 1st annually on forms acceptable to the Department. Each
hospital’s cost is adjusted by the lesser of: (i) the percent of change in its own
emergency room costs over the last four years; or (ii) the percent of change in the
emergency room costs for all hospitals for the same period. The rate authorized by
the Department shall be the lower of the hospital’ s adjusted cost, as set forth above,
or the rate calculated at the 662/3 percentile of the statewide adjusted cost for all
hospitals, ranked in ascending order.

(C) A hospital emergency room visit includes a facility cost component and a
professional cost component.

(D) Each hospital may annually elect to have the rate for its facility component
and professional component determined separately or with the components com-
bined. Said el ection shall be made at the time the emergency room costsarefiled with
the Department in accordance with subsection (b) (4) (A) and (B) of this regulation.

(5) The Department shall pay general hospitals for each emergency room visit
at the rate authorized herein not to exceed the charges made by such hospital for
comparable services to the general public.

(Effective September 25, 1990)

Secs. 17-134d-87—17-134d-90. Reserved
Sec. 17-134d-91.
Repealed, May 10, 2000
Title X1X Inpatient Psychiatric Hospital Services

Secs. 17-134d-92—17-134d-102.
Repealed, March 6, 1998.

Secs. 17-134d-103—17-134d-138. Reserved



Sec. 17-134d page 93 (10-01)
Department of Social Services § 17-134d-140

Requirements for Payment of Case Management Services for
Persons with Chronic Mental Iliness

Sec. 17-134d-139. Scope

Sections 17-134d-140 to 17-134d-149 inclusive set forth the requirements for
payment of Case Management Services provided by the State of Connecticut Depart-
ment of Mental Health to persons determined eligible to receive services under
Connecticut’s Medical Assistance Program pursuant to Section 17-134d of the
Genera Statutes of Connecticut.

(Effective February 23, 1993)

Sec. 17-134d-140. Definitions

For the purposes of Regulation Sections 17-134d-139 through 17-134d-149, the
following definitions shall apply:

(a) ‘*Case Manager’’ means the person employed by the Department of Mental
Health or performing provider responsible for assessing the eligible person’s needs,
developing a plan of services with the eligible person and others to meet those
needs, linking the eligible person to the services identified in the plan of services,
supporting and monitoring the eligible person in the utilization of the identified
services, advocating on the eligible person’s behalf and maintaining client files and
recording services provided.

(b) **Case Management Services’ means the continuum of assessment, planning,
linkage, support and advocacy activities systematically carried out by an individual
case manager that are available to assist and enable an eligible person to gain access
to needed medical, clinical, social, educational or other services.

(c) ‘“Collateral Contact’’ means a contact with other individual sagencies within
the person’s natural support networks.

(d) ‘‘Department’”’ means the State of Connecticut Department of Income Main-
tenance.

(e) ‘“‘Eligible Person’’ means a person who qualifies to receive services under
the Connecticut Medical Assistance Program pursuant to Section 17-134b of the
General Statutes of Connecticut, as amended from time to time, and regulations
promulgated pursuant to Section 17-134d of the General Statutes of Connecticut.

(f) “*Needed Services’ means any medical, clinical, social, educational or other
services identified as required by an eligible person in a plan of services.

(g) ‘‘Performing Provider’” means any designated grantee agency, or other entity
employed by the Department of Mental Health in the delivery of case management
services to eligible persons.

(h) ““Plan of Services’ means a written document which is developed on an
annual basis identifying an eligible person’s unique set of needed services and the
public or private entities that will or may provide those services.

(i) ‘*Representative’’ means any person, organization or entity authorized to act
on behalf of an eligible person through an agreement, or, a family member of court
appointed delegate of the eligible person pursuant to provisions in the Genera
Statutes of Connecticut, as amended from time to time.

(j) ‘Target Group’’ means those eligible persons who are part of the target
population of the Department of Mental Health as defined in Department of Mental
Health policy and amended from time to time.

(Effective February 23, 1993)
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Sec. 17-134d-141. Provider participation

In order to participate in the Connecticut Medical Assistance Program and receive
payment from the Department for the case management services rendered, the
Department of Mental Health shall:

(1) provide case management services directly or via its performing providers
pursuant to all applicable provisions of federal and state statutes and regulations
promulgated thereunder;

(2) meet and maintain al Department provider enrollment requirements;

(3) have a valid Connecticut Medical Assistance Program provider agreement
on file with the Department which is signed by the Department of Mental Health
Commissioner or the Commissioner’s designee. The provider agreement will be
effective upon the Department approved date of enrollment. The provider agreement
specifies conditions and terms (federal and state regulations, standards and statutes)
which govern the Connecticut Medical Assistance Program and to which the Depart-
ment of Mental Health is mandated to adhere in order to participate in the program;

(4) assignanindividual case manager to serve as the person primarily responsible
for case management services or assure that an individual case manager is assigned
by one of its performing providers; and

(5) insure that, pursuant to subsection 17-134d-144 (b) below, a case manager
is an individual employed by the Department of Mental Health or one of its per-
forming providers.

(Effective February 23, 1993)

Sec. 17-134d-142. Eligibility

Payment for case management services is available only on behalf of al persons
specified as members of the target group, pursuant to subsection (a) of 17-134d-
144, who are €ligible to receive services pursuant to the Connecticut Medical
Assistance Program subject to conditions and limitations which apply to such case

management services.
(Effective February 23, 1993)

Sec. 17-134d-143. Services covered

Case management services may include the continuum of activities systematically
carried out by an individual case manager that are available to assist and enable an
eligible person to gain access to needed medical, clinical, social, educational or
other services. At a minimum, such case management services shall include the
provision of one or more of the following types of case management activities,
through either direct or collateral contact, in a calendar month:

(1) assessing the eligible person’s needs;

(2) developing a plan of services with the eligible person and others to meet
those needs,

(3) linking the eligible person to the services identified in the plan of services,

(4) supporting and monitoring theeligible personinthe utilization of theidentified
services, and

(5) advocating on the eligible person’s behalf.

(Effective February 23, 1993)

Sec. 17-134d-144. Limitations
(@) Target Group Limitations
(1) Payment for case management servicesislimited to case management services

provided to eligible persons with chronic mental illness as defined in the Department
of Mental Health target population definition, as amended from time to time.
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(b) Provider Limitations

(1) For eligible persons with mental illness, the Department of Mental Health
shall be the sole entity enrolled with the Department to provide case management
services to eligible persons and to enter into a provider agreement with the Depart-
ment for the provision of such services.

(2) For eligible persons with mental illness, qualified case managers are limited
to case managers designated to render services to said persons by the Department
of Mental Health. Such providersare limited to programs operated by the Department
of Mental Health or its performing providers.

(c) Payment Limitations

(1) Payment for case management services will be made only when the receipt
of said services occurs at the option of the eligible person or their representative.

(2) Payment for case management services may not duplicate payments made
under the Connecticut Medical Assistance Program for other services which are
covered under the program. Specifically, separate payment for case management
services is not available when the same case management service is provided as an
integral and inseparable part of another Connecticut Medical Assistance Program
covered service or included as part of a Medicaid funded service, including but
not limited to the following: outpatient clinic services; partial hospital services;
emergency crisisintervention services; inpatient services; substance abuse treatment
services; psychiatric/psychological evaluation; individual therapy; group therapy;
or; family therapy.

(3) Payment for case management services by the Department will not be made
unless one or more of the case management activities pursuant to Section 17-134d-

143 above are rendered in a calendar month.
(Effective February 23, 1993)

Sec. 17-134d-145. Need for services

Payment for case management services will be made by the Department only if
the eligible person evidences a need for case management services, and if they meet
the requirements to receive services from the Department of Mental Health in
accordance with its target population definition and rules regarding provision of

services, as amended from time to time.
(Effective February 23, 1993)

Sec. 17-134d-146. Documentation requirements

Case management services will be reimbursed by the Department only when
documentation of compliance with the following requirements is on file with the
Department of Mental Health or its performing providers:

(a) Plan of Services Requirement

Case management services are provided in accordance with the eligible person’s
plan of services. At a minimum, the plan shall:

(1) be developed by the case manager at least annually or more frequently if
needed, and indicate that the eligible person or their representative has participated
in, or has been given the opportunity to participate in, the development of the
eligible person’s plan of services,

(2) be based on an assessment of an eligible person’s needs which may include:
assessments of medical, clinical, social, educational and other needs;

(3) be reviewed and monitored by the case manager;

(4) identify issues, needs and goals relevant to the eligible person from the date
of admission to the date of plan review;
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(5) identify the needed services required by an eligible person and the anticipated
frequency, duration and limitations of needed services;

(6) indicate the case management services needed, and the anticipated frequency,
duration and limitations of case management services; and

(7) indicatethe various public agencies or private entitiesthat will or may provide
the needed services.

(b) Permanent Service Record

An individualized permanent service record for an eligible person must be main-
tained. At a minimum, the record shall contain the following:

(1) The eigible person’s name, address and other relevant historical and finan-
cia information;

(2) Assessments of the eligible person, performed as necessary, to determine
needed services;

(3) A plan of services pursuant to subsection (a) of Section 17-134d-146;

(4) Signed monthly service entries indicating the date(s), place of service and
type of case management services rendered.

(c) Other Documentation Requirements

All documentation shall be incorporated into the eligible person’s permanent
service record in a complete, prompt and accurate manner. All documentation shall
be made available to authorized Department personnel upon request as permitted

by federal statute.
(Effective February 23, 1993)

Sec. 17-134d-147. Billing requirements

All bills submitted to the Department for payment of case management services
must be substantiated by documentation in the eligible person’s permanent service

record pursuant to Section 17-134d-146.
(Effective February 23, 1993)

Sec. 17-134d-148. Payment

Payment by the Department for case management services rendered to eligible
persons shall be based on the providers' actual direct and indirect costs to provide
case management services. Said costs shall be filed at the end of each state fiscal
year with the Department by the Department of Mental Health.

For each state fiscal year the Department shall establish a payment rate based
upon the said costs for the previous state fiscal year which shall be updated for
inflation, using the most recent estimates of the price deflator for the gross national
product as published in February of said state fiscal year in the ‘* Economic Report

of the Governor'’ of the State of Connecticut.
(Effective February 23, 1993)

Sec. 17-134d-149. Audit

All supporting accounting and business records, statistical data, and all other
records relating to the provision of case management services paid for by the
Department shall be subject to audit. If an audit discloses discrepancies in the
accuracy and/or alowability of actual direct or indirect costs or statistical data as
submitted for each state fiscal year by the Department of Mental Health and its
grantee agencies, the Department’s payment rate for the said rate period shall be

subject to adjustment.
(Effective February 23, 1993)
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An Act Creating a Nursing Home Ombudsman Office

Sec. 17-136d-1. Purpose

The purpose of these regulations is to establish procedures for implementing
Public Act #77-575, An Act Creating a Nursing Home Ombudsman Office, under
the Connecticut Department on Aging.

The purpose of the Nursing Home Ombudsman Office is to receive and resolve
health and human services complaints affecting patients or residents in nursing
home facilities in the State of Connecticut, as defined in Section 19-602 of the
general statutes.

(Effective August 30, 1978)

Sec. 17-136d-2. Nursing home ombudsman office

(a) Established Within Department on Aging and Responsible For. There is
established within the State Department on Aging a Nursing Home Ombudsman
Office (hereinafter referred to as ‘**NHO'’) under the supervision of the Commis-
sioner on Aging (hereinafter referred to as the ** Commissioner’’).

On or before September 1st of each year, commencing in 1978, the State NHO
shall submit, through the Commissioner, a report to the Governor and the Genera
Assembly on the activities of the NHO during the prior fiscal year and a projected
budget for the coming fiscal year. This report shall be available to the public and
shall be widely distributed by the NHO.

(b) Assistant Regional Nursing Home Ombudsmen. There shall be five Assis-
tant Regional Nursing Home Ombudsmen (hereinafter referred to as ‘‘Regional
Ombudsmen’’), with one Regional Ombudsman to serve in each Department on
Aging planning and service area.

(c) Patients Advocates. (1) Term, Expenses and Removal

(A) The patients Advocates shall serve for terms coterminous with those of the
Ombudsmen. Reappointments of Patients' Advocates for additional terms may be
made by the State Ombudsman, after consultation with the Regional Ombudsman.
There shall be no limit to the number of terms a Patients' Advocate may serve. The
initial appointment shall be a 90 day probationary period. If the person is continued
after the 90 day probationary period, the appointment shall be considered permanent
for the remainder of the term.

(B) Patients' Advocates shall serve without compensation but may be reimbursed
for reasonable expense incurred in the performance of their duties, within available
appropriations. A schedule of alowable expenses and reimbursement rates and
procedures shall be issued by the Commissioner.

(C) Patients' Advocates may be removed, by written notice by the State Ombuds-
man whenever he finds such Patients Advocate guilty of misconduct, material
neglect of duty or incompetence in the conduct of the office. Unless the Patients
Advocate sperformanceis so seriously delinquent that it meritsimmediate dismissal,
the State Ombudsman should provide the Patients' Advocate with at least onewritten
and one verbal notice, to that effect, at least two weeks prior to the dismissal notice.

(D) Until such time as the State Ombudsman appoints Patients Advocates in
accordance with these regulations, those Patients' Advocates previously appointed,
under Section 19-621 of the General Statutes, shall continueto perform their assigned
duties and responsibilities. When the State Ombudsman has made his appointments
of Patients Advocates, he shall, within thirty (30) days notify all previously
appointed Patients' Advocates of their status.
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(E) Inthe event that, because of over enrollment, anumber of Patients' Advocates
must be chosen from among several volunteers, the choice will be made on the
basis of (1) present or past satisfactory work as a Patients Advocate and a desire
to continue; (2) previous work or volunteer experience in a nursing home facility;
(3) abetter than average understanding of the operation and the population of nursing
homes; (4) a genuine interest in helping to improve care in nursing home facilities.
As stated in the Ombudsmen Procedural Manual, the criteria for selection of Advo-
cates are the following:

(i) Minimum age at least 18 years with a maturity in attitude towards the role
of advocate.

(if) Must be a good listener and confidant of the patient. Must also have the
capacity for learning skills and techniques of interviewing and observation, as well
as providing the patient with a sense of participation and self-determination.

(iii) Must be able to sort out extraneous material in order to zero in on problem.

(iv) Must be impartial and non-judgmental (i.e. not biased against facilities) in
approach to problems.

(v) Must be available to visit facility at least once a week to receive problems
from patients, families, staff and administration concerning quality of care and
welfare of patients.

(vi) Must be able to get to the facility either by car or public transportation.

(vii) Must be physically able to fulfill the responsibilities of the job.

(viii) Must have tact and diplomacy.

(ix) Must be verbally articulate in presenting facts in the advocacy role.

(X) It is desirable that applicant be bilingual.

(xi) Must be a secure person, able to cope with individuals who are physically
and/or mentally incapacitated.

(xii) Must have the capacity of learning the medical, financial and psychosocial
problems of aging as well as understanding statutes, policies and administrative
regulations as they relate to nursing homes.

(xiii) Must have a sense of humor.

(xiv) Must not have financial interest in a nursing home.

(xv) Must state whether any family member is a patient in a nursing home. No
advocate shall be appointed to a facility in which a family member is a patient
or resident.

(xvi) Must not have direct relationship with nursing homes.

(2) Training. (A) Every person (except when training is waived by the Commis-
sioner in consultation with the State Ombudsman pursuant to Section 3 (b) of Public
Act 77-575) who is to act as a Patients' Advocate is required to complete training
consisting of a two-day course coordinated by the Regional Ombudsman in each
region and monthly follow-up training sessions.

(B) The training manual, Nursing Home Patient Advocate Manual, is provided
for eachtraineeand consistsof sectionson *‘ The Role of the Advocate,”” ** Communi-
cating with Patients,’”’ and ‘‘Referral Information.”’

(C) The specific content of the training course is outlined as follows:

ADVOCATE TRAINING COURSE
I. Legislation and Procedures. A. Familiarization with legislation.
B. Clarification of procedures.
Il. Patients' Bill of Rights. A. What is its purpose?
B. Posting and distribution requirements.
I11. Connecticut Department of Health. A. Role in regulating facilities.
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B. Commission on Hospitals and Health Care.

C. Utilization Review.

D. Levels of care. 1. criteria; 2. federal standards.

IV. Connecticut Department of Social Services. A. DSS Patient Review.

B. Professional Standards Review Organization.

V. Gerontology. A. Explanation of the aging process.

B. Family guilt.

C. Drug utilization in nursing home facilities.

D. Brain damage and mental illness in residents of facilities.

V1. Aging Legal Services. A. Familiarization with benefit programs. 1. Medicare;
2. Medicaid; 3. Social Security; 4. Supplemental Security Income; 5. CA M A D

B. Common problems with benefit programs.

C. Role of Aging Legal Services as referral agency.

D. Transfer of power. 1. representative payee. 2. power of attorney. 3. conservator
of estate. 4. conservator of person.

(D) If, inthe opinion of the Ombudsman, the advocate trainee exhibits an adegquate
understanding of the legislation and the responsibilities of the Patients' Advocate,
the Ombudsman may appoint that person as a Patients' Advocate.

(E) During each month following the training course, the Patient’s Advocate is
required to attend a one half-day follow-up training session conducted by the
Regional Ombudsman and speakers from those programs in the community that
may impact nursing home care. The most frequently called upon professionas
include, but are not limited to the following fields:

VII. Monthly Follow-up Sessions. A. Mental Retardation.

B. Menta Health.

C. Services for the Blind.

D. Alcoholics Anonymous.

E. Commission on Deaf and Hearing Impaired.

F. Department of Vocational Rehabilitation.

G. Department of Adult Education.

(F) Any person previoudly appointed a Patient’s Advocate under Section 19-621
of the General Statutes, who is reappointed under this regulation as a Patients
Advocate must pass the training course. If, within a reasonable time after such
appointment, as determined by the State Ombudsman, the Patients Advocate fails
to complete said course, the State Ombudsman or the Regional Ombudsman for the
region in which the Patients Advocate serves may remove the person, by means
of written notice.

(3) Responsibilities. The Patients' Advocates shall be responsible for the fol-
lowing:

(A) Assisting the Regional Ombudsman in carrying out the policies and procedures
of the NHO program in the cities and towns in the region in which they are assigned
to serve as Patients Advocates;

(B) Assisting the Regional Ombudsman, and possibly the State Ombudsman, on
the evaluation, investigation and resolution of certain complaints which are deter-
mined to require such joint action;

(C) Reporting, in writing, to the Regional Ombudsman on any complaints received
and actions taken by the Patients' Advocate;

(D) In assisting the Regional Ombudsman, when a complaint can be acted on by
the advocate in the nursing home facility, the advocate may take action. Following
action, a written report shall be made of the complaint and the action taken to the



Sec. 17-136d page 6 (3-95B)
§17-136d-2 Department on Aging

Regional Ombudsman. It is the responsibility of the Regional Ombudsman, upon
receipt of a report, to review the complaint and any action taken and to make a
determination as to whether or not the action taken was appropriate and satisfactory.
If the Ombudsman is satisfied with the action, the complaint is filed at the Office.
If not, the Ombudsman shall investigate the problem further and take the necessary
action toward resolution. In no instance shall the Patients’ Advocate make the final
determination as to the resolution of a complaint;

(E) Under supervision of the Ombudsman, assisting nursing home patients to
locate and retain legal representation in those cases in which the problem appears
in the judgment of the Patients' Advocate and Ombudsman to require legal action
and when the patient explicitly requests assistance in retaining legal counsel and/
or representation. Such legal counsel will be at the patient’s expense;

(F) Aiding and assisting nursing home patients in administrative procedures
relating to transfers and discharges, including, but not limited to, informing patients
of their rights, assisting them in obtaining legal counsel, and advocating on their
behalf and at their request in dealings with the nursing home administrator, friends,
family and/or appropriate public agencies;

(G) Aiding and assisting patients in insuring that they are satisfied with the
management of their financial affairs, including, but not limited to, informing them
of their rights regarding knowledge of and control of their assets, advocating on
the patient’s behalf and at his or her request in dealings with the nursing home
administrator, family, friends and/or appropriate public agencies,

(H) Assisting state and local health agencies in the performance of certain of
their duties as specificaly listed below:

(i) Assuring that the Patients' Bill of Rights, as established in Section 19-622, is
properly posted and is distributed to each patient, or if such patient is a minor or
incompetent, to his relative, guardian, conservator or sponsoring agency, and, if it
is not, informing the nursing home administrator and the appropriate state or local
health agency in writing requesting that compliance be forthcoming forthwith;

(if) Assuring that all mandated posting of the availability of reports has been
complied with, including the conspicuous posting of the names of the Patients
Advocates assigned to the nursing home and name, address and telephone number
of the Regional Ombudsman for the region in which the nursing home is located,
and, if it has not, informing the nursing home administrator and the appropriate
state or local health agency in writing requesting that compliance be forthcoming
forthwith.

Nothing in this section shall be construed to be a limitation on the powers and
responsibilities assigned by law to other state and local department or agencies.

(Effective August 30, 1978)

Sec. 17-136d-3. Complaints and reports of abuse, neglect, exploitation or
abandonment

(a) Definition of ‘*Complaint’’ or ‘‘Report.”” For purposes of these regulations
the term ‘“*complaint’’ or ‘‘report’’ shall mean a complaint or report filed in good
faith and shall not include any complaint or report which, in the opinion of the
State Ombudsman, or of a Regional Ombudsman, or of a Patients Advocate, is
deliberately false, or has been filed in bad faith or with malicious purpose.

(b) Content of Complaint or Report. (1) Any complaint or report filed with
the NHO under these regulations shall contain the name and address of the nursing
facility, the name of the involved patient or patients or the statement that all the
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patients are affected, information regarding the nature and extent of the abuse,
neglect, exploitation or abandonment, and any other information which the reporter
believes might be helpful in an investigation of the case and for the protection of
the patient.

(2) If the person filing a complaint or report with the NHO wishes to be notified
of thefindings of any investigation conducted by the NHO pursuant to the complaint
or report he/she shall, at the time of filing of the complaint or report, request
such notification.

(c) Method of Filing and Withdrawing Complaintsor Reports. (1) A complaint
or report may be filed with the NHO in person, by mail, or by telephone. If the
complaint or report is filed in person or by telephone, the complainant shall be
asked to submit the complaint in writing. A form for this purpose shall be supplied
by the NHO. A complaint or report may be signed by the complainant, and the
complainant’ s address requested.

(2) Complaints or reports may be filed with local Patients Advocate, with the
Regional Ombudsman, or with the State Ombudsman. For information and/or for
filing complaints or reports with the State Ombudsman, persons may contact the
NHO, Department on Aging, 90 Washington Street, Hartford, Connecticut 06115,
Telephone: (203) 566-7770.

(3) A complaint or report filed by an individual who refuses to revea his/her
identity shall be considered an anonymous complaint and shall be investigated by
the NHO only if the NHO considers the nature of the complaint to be of such
seriousnessasto warrant follow-up. Every complaint will begivenaninitial examina-
tion; with follow-up investigation when the Ombudsman deems necessary. The State
Ombudsman shall maintain a registry of all complaints.

(4) If acomplaint isinitially received verbally and awritten statement is expected,
the NHO may commence apreliminary investigation prior to receipt of the complaint
in writing.

(5) Any complaint filed with the NHO may be withdrawn by the complainant(s)
involved except those complaintsinvolving abuse, neglect, abandonment or exploita-
tion, the reporting of which is mandatory. If a request for withdrawal is made, the
NHO shall decide whether to permit withdrawal of the complaint and shall base
this decision on the welfare of the patient(s) involved.

(Effective August 30, 1978)

Sec. 17-136d-4. Investigation of complaints and reports

(8 Initial Evaluation of Complaints and Reports. (1) Upon receipt of a com-
plaint or report by the NHO, the complaint or report shall be evaluated immediately
by a Patients Advocate—although the evaluation may in some cases be conducted
by a Regional Ombudsman or the State Ombudsman—to determine, whether there
are reasonable grounds for an investigation.

(2) If it is determined that reasonable grounds do not exist for an investigation,
the complainant or the person making thereport shall be notified of thisdetermination
within five (5) working days after the receipt of the complaint or report. The
notification shall include a brief explanation of the reasons upon which the NHO
concluded that an investigation was not warranted.

(3) If such reasonable grounds are found, the Patients' Advocate, the appropriate
Regional Ombudsman or the State Ombudsman shall investigate such report or
complaint within ten (10) working days after the determination that the complaint
or report warrants further investigation, but no more than fifteen (15) days after



Sec. 17-136d page 8 (3-95B)
§17-136d-4 Department on Aging

receipt of the complaint or report. A copy of the report shall be sent to the State
Ombudsman who shall maintain a registry of said reports. A copy of the report,
together with such additional information as appears necessary, shall be sent to the
person who filed the complaint or report upon request.

(b) Investigation of Complaint or Report and Accessto Facility and Records.
(1) Theappropriate Patients' Advocate under the direct supervision of the appropriate
Regional Ombudsman—or in some cases, the State Ombudsman—shall conduct an
impartial investigation of the complaint or report. The investigation shall normally
involve fact-finding meetings and interviews with the complainant, the residents of
the applicable nursing home facility, the administrator of the applicable nursing
home facility, and any other persons may include, source of information. These
other persons may include, but are not limited to, the family or friends of the patient
involved, if there is such a specific patient, the staff of the facility, representatives
from involved or relevant public and private agencies, and the legal representative
of the patient. The NHO may manually or electronically record all statements by
all personsbeing interviewed, provided that the person being interviewed isinformed
that his’her remarks are being so recorded.

(2) The State Ombudsman or any Regional Ombudsman or any Patients' Advocate
may observe the functioning of the entire facility and may interview residents at
random. Except when the facts warrant immediate action, investigations shall be
carried out at reasonable times and without interference with patient care.

(3) Nothing in these Regulations shall be construed as permitting a nursing home,
the State Ombudsman, a Regional Ombudsman, a Patients' Advocate, or any other
person, to interfere with the proper medical treatment of any resident of or patient
in ahome, to inspect his or her medical records or personal files or persona effects
without proper consent.

(c) Confidentiality of Reports of Findings. (1) Consistent with the Freedom of
Information Act, the report of findings maintained by the State Ombudsman in a
registry per Section 4. A (3) of these regulations is available for review by the
parties involved in the complaint. However, the complaint or report filed by the
complainant shall not be available for review, nor shall the name of the complainant
or any person or any identifying information mentioned in the report or complaint
or inthereport of findings be disclosed unless such complainant or person specifically
requests such disclosure or unless a judicial proceeding results therefrom.

(2) Requests by the parties involved in a complaint to review the report of
findings must be made in writing to the State Ombudsman, Department on Aging,
90 Washington Street, Hartford, Connecticut 06115. The report of findings, with
the identifying information removed, will be made available to the party within five
(5) working days after receipt of the written request. The exact date when the report
of findings will be available for review will be communicated to the requesting
party by the State Ombudsman upon receipt of the request. The report of findings
must be reviewed within the Department on Aging's offices, but adequate space
and time will be provided to the interested party.

(3) No records, which by state or federal regulation must be kept confidential,
will be released to any party except with the written consent of the patient.

(4) Materials, reports, records or other information utilized by the Patients' Advo-
cate, appropriate Regional Ombudsman or State Ombudsman in the investigation
of a complaint or report and used to prepare a report of findings shal not be
considered public information and shall, therefore, not be available for review.

(Effective August 30, 1978)
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Sec. 17-136d-5. Resolution of complaints and reports by the nursing home
ombudsman office

(8) Resolution When a Violation of the Public Health Code is Indicated. (1)
When the investigation indicates that there is a possible violation of the provisions
of the public health code with respect to licensing requirements, the appropriate
Regional Ombudsman or the State Ombudsman shall refer the complaint or report,
together with the NHO report of findings, to the Commissioner of Health for
appropriate action under the provisions of Section 19-606 to 19-620, inclusive, of
the General Statutes, asamended. Thisreferral shall be made known to the complain-
ant or the person making the report, pursuant to Section 4.A (3) of these regulations.

(2) Pursuant to Sections 19-602, 19-603, and 19-606 to 19-626, inclusive, of the
General Statutes, as amended, or any regulation in the public health code or the
fire safety code relating to the operation or maintenance of a nursing home, the
Commissioner of Health shall review and further investigate, if necessary, the
complaint referred to his’/her by the Regional Ombudsman or State Ombudsman
and determine whether a violation is involved. If such a violation is determined,
the Commissioner of Heath may initiate the appropriate action to enjoin such nursing
home facility from continuing such violation or violations.

(3) The Commissioner of Health, within ten (10) working days of receipt of a
complaint or report from a Regional Ombudsman or State Ombudsman, shall furnish
the appropriate Regional Ombudsman or State Ombudsman a written report of any
action taken pursuant to Sections 19-607 to 19-610, inclusive, of the General Statutes,
as amended, on the complaint or report. A copy of such report shall be maintained
in aregistry by the State Ombudsman.

(4) Upon receipt of such a written report from the Commissioner of Health, the
appropriate Regional Ombudsman or the State Ombudsman shall, within five (5)
days of receipt of the report, review the response, follow-up on the case, and
determine whether the action taken appears to be sufficient to resolve the problem
indicated in the complaint or report.

(A) If the action taken appears to be sufficient to resolve the problem, the case
shall be closed, and a report to that effect shall be submitted to the complainant or
the person making the report and to the State Ombudsman who shall maintain a
registry of said reports.

(B) If the action taken appears not to have resolved the problem, the appropriate
Regional Ombudsman or the State Ombudsman shall take such action(s) as he/she
deems necessary to resolve the problem. When sufficient action has been taken to
indicate to the appropriate Regional Ombudsman that the complaint has been
resolved, the Regional Ombudsman shall follow-up on the case and if the follow-
up indicates that the complaint or problem has been resolved, the case shal be
closed, and areport to that effect shall be submitted to the complainant or the person
making the report and to the State Ombudsman who shall maintain a registry of
such reports.

(C) There may be some cases in which avalid complaint cannot be resolved due
to legal, administrative, or other limitations beyond the control of the NHO. In such
instances, the State Ombudsman may declare the case closed without resolution. A
report to that effect, including a brief statement of the reason(s) for taking such
action, shall be submitted to the complainant or person making the report and to
the Commissioner on Aging, and a copy shall be filed in the registry maintained
by the State Ombudsman.
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(b) Resolution When a Violation of the Public Health Code is Not | ndicated.
(1) When the investigation indicates that no violation of the public health code is
indicated, the appropriate Regional Ombudsman or the State Ombudsman shall take
whatever action he/she deems necessary, and shall notify the complainant or the
person making the report of the action taken within fifteen (15) working days after
receipt of the complaint.

The action taken to resolve the complaint or reported problem may include, but
is not limited to the following:

(A) The complaint or problem may be referred to another public or private agency
including the Office of the Attorney General or the State Board of Medical Examiners
or any appropriate state licensing board should the Regional Ombudsman or the
State Ombudsman believe that the referral is the most effective means of resolving
the complaint or problem. Such referral shall only be made if the complainant or
person making the report, and/or the patient if the patient is not the complainant or
reporter, is informed of the availability of the referral agency and agrees verbally
or in writing to such referral of the case. The NHO may informally discuss the case
with possible referral agencies prior to the complainant’s agreement to the referral,
but confidentiality must be maintained.

(B) Negotiations may be entered into between the appropriate Regional Ombuds-
man or Patient Advocate and the administrator of the nursing home facility to reach
an informal agreement or a formal written agreement to resolve the complaint or
problem. This agreement may include target dates for specific remedia action(s)
to be taken by the nursing home facility administrator.

(2) When the appropriate Regional Ombudsman is not satisfied that the actions
taken have resolved the complaint or problem, the Regional Ombudsman shall
follow-up on the case. When the follow-up indicates to the Regional Ombudsman
that the complaint or problem has been resolved, the case shall be closed. A report
to that effect shall be submitted by the Regional Ombudsman to the complainant
or the person making the report and to the State Ombudsman who shall maintain
aregistry of said reports.

(Effective August 30, 1978)

Promotion of Independent Living for the Elderly Program

Secs. 17-136d-6—17-136d-12.
Transferred and amended, June 2, 1992

Secs. 17-136d-13—17-136d-49. Reserved

A Reporting Law for Protection of the Elderly Which Provides for
the Establishment of a Protective Services Program
for Elderly Persons
Secs. 17-136d-50—17-136d-55.
Repealed, March 27, 1990.
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Community Services Policy Manual for Title Il Programs
of the Older Americans Act

Secs. 17-136i-1—17-136i-19.
Transferred, February 26, 1992

Correlated Table
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Licensure of Private Dwellings as Community Residences
for the Mentally Retarded

Sec. 17-174-1. Purpose of licensing

The purpose of licensing community residences owned by private parties or
agenciesisto insure the maintenance of adequate standards of care for the retardates
who need protective and developmental living arrangements in other than the facili-
ties of the office of mental retardation.

(Effective July 22, 1969)

Sec. 17-174-2. Definitions

For the purpose of sections 17-174-1 to 17-174-7, inclusive, a private dwelling
used as acommunity residence for the mentally retarded means aresidence privately
owned and managed in which the director or superintendent of an office of mental
retardation facility may place the retarded who are under his legal supervision and
jurisdiction. An office of mental retardation facility is any of the regional centers
or state schools for the retarded under authority of the office of menta retardation.

(Effective July 22, 1969)

Sec. 17-174-3. Standards for community residences

(a) General conditions.

(2) The facility including general equipment and the sanitation and maintenance
of the home shall insure the health, comfort and safety of the residents at all times.

(2) Adequate housekeeping, laundry and maintenance services shall be provided.

(3) Provisions for visiting shall be as liberal as may be consistent with good
resident care.

(4) Any accident, disaster or other unusua occurrence in the residence shall be
reported promptly to the office of mental retardation placing facility responsible for
the assignment of the resident.

(5) In the absence of the licensee a competent person shall be present on the
premises at al times when the resident is there responsible for the conduct of the
residents until the return of the licensee.

(b) Physical plant.

(1) The buildings shall be of sound construction and shall provide adequate and
proper space and equipment for resident accommodations.

(2) No more than four individuals shal be alowed to regularly sleep in any
one room.

(3) Minimum square footage, exclusive of closets, toilets, lockers, or wardrobes,
etc., shall be adequate and proper subject to the local fire marshal’s approval.

(4) Each room for sleeping purposes shall have an outside exposure above grade
level and have windows permitting adequate ventilation and light and allowing
emergency exit.

(5) There shall be a minimum of one complete bathroom, including lavatory,
water closet, and tub or shower for each eight occupants.

(6) There shall be appropriate wardrobe or closet space for each resident’ s needs.

(7) There shall be a dining area available so that al residents may eat at atable
or tables with suitable provisions accounting for the needs of each resident.

(8) There shall be, within the home, activity space available to alow for such
educational and diversional activities as each resident may require other than in
bedrooms.

(9) Proper heat, hot water, lighting and ventilation shall be maintained at all times.
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(10) Private water supplies and/or sewage if installed shall be in accordance with
the state public health code (regulations 19-13-B39, 19-13-B50, 19-13-B51) and
with written approval by the director of health.

(c) Medical supervision. When medical supervision isnot furnished by the office
of mental retardation or in the event of an extreme emergency or illness of aresident,
the licensee of the home or the person in charge is responsible for obtaining the
services of a physician on an emergency basis.

(Effective July 22, 1969)

Sec. 17-174-4. License application: Investigation: Issuance, transfer

(@) Application. The office of mental retardation shall prescribe and furnish
application forms to be submitted to it by all applicants for a license.

(b) References and health certificate. The licensee shall furnish with the initial
application character references from three responsible people unrelated to him and
shall aso furnish with hisinitial and each subsequent annual application a current
certificate of physical and mental health signed by a physician.

() Investigation. After receipt of a completed application the office of mental
retardation representative shall determine compliance (1) with the standards pre-
scribed by the office of mental retardation under section 17-174-3 and (2) with the
state and local fire and safety regulations as indicated by the local fire marshal’s
written approval. The substance and extent of the home study or investigation made
by the office of mental retardation representative shall insure that the standards set
forth in this regulation are full met.

(d) Non transferable. Licenses are not transferable and are in effect only for the
operation of the residence as it is organized at the time the license is issued.

(Effective July 22, 1969)

Sec. 17-174-5. License not required

License for a community residence shall not be required for the care of asingle
child placed under authority of an office of mental retardation facility only if no
other child or adult under similar authority or under other agency auspicesiscurrently
in residence. An emergency placement in such a home may be made with prior
knowledge and acceptance of the home by the placing authority or agency and a
formal written home study or investigation of such a home shall be made within
thirty days of placement.

(Effective July 22, 1969)

Sec. 17-174-6. Expiration and license renewal: Reinvestigation

(a) All licenses issued by the office of mental retardation shall be for a term not
to exceed one year from the date of issuance, unless revoked prior to the expiration
of the time specified therein. June thirtieth, annually, shall be the renewal date for
all licenses. Licenses issued during the year shall expire as of June thirtieth which
shall be the renewal date for all licenses.

(b) The office of mental retardation or its representatives, shall annualy re-
examine every community residence licensed under the provisions of these regula-
tions. If, upon reinvestigation, the office of mental retardation is satisfied that the
residence continues to comply with prescribed standards it shall, without charge,
renew the license.

(Effective July 22, 1969)
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Sec. 17-174-7. Revocation: Refusal to renew license

The office of mental retardation may revoke or refuse to renew the license of
any community residence, if the licensee fails to comply with these regulations at
any time. Notice thereof in writing shall be given to the licensee.

(Effective July 22, 1969)
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Reporting of Statistics by Private Facilities

Sec. 17-183-1. Reporting of statistics by private facilities

The person in charge of every private hospital for mental illness in the state shall,
on a quarterly basis, supply the commissioner of mental health in writing with
statistics which state the number of admissions and discharges of mentaly ill persons
for the preceding quarter. For the purpose of this regulation, ‘‘private hospital for
mental illness’ shall mean any private hospital, retreat, institution, house or place
in which any mentally ill adult is received or detained as a patient and a person
shall be considered ‘‘mentally ill’’ only if his or her primary diagnosis is one of
mental illness.

(Effective July 1, 1980)

Sec. 17-183-2. Procedure for reporting statistics

(a) Said statistics shall be reported on forms provided by the department of mental
health on or before February 1, May 1, August 1, and September 1 of each year.
Each such report shall cover the period of the preceding quarter, i.e., the May 1
report shall cover the period from January 1 to March 31.

(b) Each report shall contain separate listings for each patient being reported. No
patient shall be identified but may be listed by a non-identifying number. Each
listing shall contain the primary mental illness diagnosis, secondary mental illness
diagnosis (if any) and a notation stating whether the patient is a readmission or first
admission. Such listings may consist of the appropriate code number, if the facility
utilizes a recognized system of codes for individual diagnoses. In addition, each
report of a discharge shall state where discharge was made to, e.g., home, state
institution, nursing facility, etc., or that discharge was due to the death of the patient.

(c) Facilities with an average length of stay of 30 days or less may report
on patients at the time of discharge only, provided that the date of admission is
also included.

(Effective July 1, 1980)






Sec. 17-191 page 1 (3-95B)
Department of Mental Health

TABLE OF CONTENTS

Boarding Homes for Mental Patients
Repeded . . . ... ... ... ... . . ... ... 17-191-1—17-191-10



Sec. 17-191 page 2 (3-95B)
§17-191-1 Department of Mental Health

Boarding Homes for Mental Patients

Secs. 17-191-1—17-191-10.
Repealed, June 20, 1977.
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Transportation of Mentally Il or
Alcohol-Dependent Persons

Sec. 17-205a-1. Definitions

As used in 88 17-205a-1 to 17-205a-3, inclusive:

(@) ‘*Ambulance’’ means a motor vehicle specifically designed to carry patients
which is in compliance with regulations adopted by the Department of Health
Services, Office of Emergency Medical Services,

(b) * Department’’ meansthe Department of Mental Health, 90 Washington Street,
Hartford, Connecticut 06115;

(c) “'Expenses’’ meansthe allowable and reasonable costsincurred in the transpor-
tation of patients under these regulations as determined by appropriate state and/or
federal agencies,

(d) “*Emergency certificate’’ means a certificate signed by a physician under
§ 17-183 of the genera statutes or a certificate signed by an eligible person under
§ 17-155x of the genera statutes;

(e) ““Invalid coach’” means a vehicle used exclusively for the transportation of
non-ambulatory patients to or from a medical facility or the patient’s home in non-
emergency situations or utilized in emergency situations as a backup vehicle when
insufficient emergency vehicles exist;

(f) “*Licensed public treatment facility’’ means a treatment agency operating
under the direction and control of the department, or providing treatment under
chapter 304c through a contract with the department under subsection (f) of section
17-155q, and meeting the standards prescribed in and licensed under the provisions
of section 17-227;

(9) “*Necessary’’ means the authorities at the sending facility have determined
that such transportation is needed or, in the case of voluntary patients, the patient
has requested such transportation (verification of necessity by the receiving facility
may be required by the department);

(h) “‘Provide’’ means any person, corporation or organization which provides
transportation to persons requiring it under section 17-205a and includes any person,
corporation or organi zation which provides payment to the transporter in expectation
or reimbursement from the patient;

(i) ‘* State-operated facility’” means those hospitals or other facilities providing
treatment for mentally disordered adults which are operated in whole or in part by
the Department of Mental Health. Such facilities include, but are not limited to,
Connecticut Valley Hospital, Norwich Hospital, Fairfield Hills Hospital, the Con-
necticut Mental Health Center, the Whiting Forensic Institute, Blue Hills Hospital,
Ribicoff Research Center, the DuBois Day Treatment Center, Cedarcrest Regional
Hospital, and the Bridgeport Mental Health Center, but shall not include those
portions of such facilities transferred to the Department of Children and Y outh
Services for the purpose of consolidation of children’s services.

(j) “* Transportation’”” means transporting a person in an ambulance, an invalid
coach or other suitable mode of transportation;

(k) “*Voluntary patient’”’ means any person who is a patient at a state-operated
facility at his own request; any person who wishes emergency treatment for condi-
tions defined in § 17-183 of a state-operated facility; or any person subject to a
commitment order under this chapter who has | ft the state-operated facility without
permission and wishes to return.

(Effective June 25, 1979)
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Sec. 17-205a-2. Payment of transportation expenses

(a) Upon receipt of a bill from any provider of transportation to any qualified
person under § 17-205a (b) and this regulation, the department shall request that
the Department of Administrative Services conduct an investigation to determine
if such person is able to pay for the service provided. The department shall pay the
expenses of the transportation, provided:

(1) The transportation was necessary. A. Proof of necessity shall be:

1. In the case of a person transported under an emergency certificate, the person
signing the emergency certificate shall certify that the transportation was necessary.

2. In the case of voluntary patients or patients on leave, the provider shall certify
that the patient requested the transportation. The receiving facility may be requested
to verify that the transportation was necessary, considering the patient’s circum-
stances at the time of the request for transportation.

(2) In the case of a person transported under subdivision (1) of (8 17-205a (b)),
the transportation was from a state-aided, town-aided or other municipal-aided
hospital to a state-operated facility.

A. Information as to the origin and destination must be stated on Form MHCC-
15, Transportation Authorization/Certification, submitted with the provider’s hill.

(3) In the case of persons transported under subdivisions (2) (voluntary patients)
and (4) (patients on leave) of § 17-205a (b), the destination was a state-operated
facility.

(4) In the case of persons transported under subdivision (3) (alcohol patients) of
§ 17-205a (b), the destination was a licensed public treatment facility.

A. Inthe case of aperson transported under the authority of § 17-155x, the provider
must submit on Form MHCC-15, Transportation Authorization/Certification, the
signature of the person signing the emergency certificate, certifying that transporta-
tion is necessary.

(5) The transportation was for one of the reasons enumerated in § 17-205a (b).

A. Thereason for the transportation must be stated on Form MHCC-15, Transpor-
tation Authorization/Certification, which must be submitted with the provider’s hill
for services rendered.

(6) The Department of Administration Services has not determined through its
investigation that the person transported is able to pay the expenses of his or
her transportation.

A. The department may pay bills submitted pending the outcome of the investiga-
tion. If the investigation shows the person is able to pay, the provider shal be
required to return any payment made on that person’s behalf by the department, or,
in the alternative, that payment will be applied to subsequent hills.

(7) The hill is presented to the department prior to the expiration of one year
since the date of the delivery of service.

A. Any partial payment received from any source (patient, third party, Medicare,
etc.) must be indicated on the provider’s bill which is presented to the department.

(1) The department shall pay only for what it is otherwise liable and which the
patient is unable to pay.

B. Providers must return any payment made by the department where payment
has been obtained from any other source, either prior to or subsequent to payment
by the department.

(Effective June 25, 1979)
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Sec. 17-205a-3. Least expensive transportation; transporting two or more
persons

(a) Transportation shall be by method which is (1) the least expensive aternative
and (2) provides the necessary safeguards to insure the person is properly treated
during the transportation. If the sending authority determines that an invalid coach
is sufficient and asks that such a vehicle be sent, charges for an ambulance will not
be alowed.

(b) If more than one person is transported in the same vehicle at the same time,
only one mileage charge will be paid.

(Effective June 25,1979)
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Rules of Practice
Part 1
General Provisions

Sec. 17-210a-1. Application

These regulations define the rules of practice before the department of mental
health and set forth the nature and requirements of al formal andinformal procedures
available under the applicable laws of the state of Connecticut.

(Effective April 13, 1978)

Sec. 17-210a-2. Definitions

As used in these regulations:

(@) “*Application”” means aformal, written request for alicense from the depart-
ment, filed in accordance with § 17-227 of the general statutes and regulations
adopted under said section;

(b) “*Commissioner’’ means the commissioner of mental health or his or her
designee;

(c) ‘“*Contested case’’ means a proceeding in which the legal rights, duties or
privileges of a party are required by statute to be determined by the department
after an opportunity for a hearing or in which a hearing is in fact held;

(d) ““Department’”’ means the department of mental health;

(e) ‘“Hearing’’ means aformal procedure wherein a presentation of evidence and
argument occurs, which is preceded by due notice and which includes both an
opportunity to present to the department such evidence and argument asthe presiding
officer deems appropriate and an opportunity to examine and cross-examine any
witness giving testimony therein;

(f) “*License’” meansany permit, approval, registration or similar form of permis-
sion which the department is authorized by statute to issue;

(g) ‘‘Party’” means each person or agency named or admitted as a party, or
properly seeking and entitled as of right to be admitted as a party to a contested case;

(h) “‘Person’’ means any individual, partnership, corporation, association, gov-
ernmental subdivision, or public or private organization of any character;

(i) *‘Petition’”” meansaformal, written request for the department to adopt regula-
tions or for a declaratory ruling;

(j) “‘Presiding officer’” means the commissioner or any hearing examiner duly
designated by the commissioner who presides at any hearing conducted by the
department.

(Effective April 13, 1978)

Sec. 17-210a-3. Waiver of rules

Where good cause appears, the commissioner and any presiding officer may
permit deviation from these rules, except where precluded by statute.
(Effective April 13, 1978)

Sec. 17-210a-4. Communications; identification

Communications with the department should bein writing, should concern mainly
one matter, should contain the name and address of the communicator and an
appropriate identification of the subject matter of the communication.

(Effective April 13, 1978)
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Sec. 17-210a-5. Filing

All orders, decisions, findings of fact, correspondence, motions, petitions, applica-
tions, and any other documents shall be deemed to have been filed or received on
the date on which they are issued or stamped received by the department at its
principle office.

(Effective April 13, 1978)

Sec. 17-210a-6. Effect of filing; public records

(@) Thefiling with the department of any complaint, application, petition or other
request of any nature whatsoever shall not relieve any person of the obligation to
comply with any statute of the state of Connecticut or any regulation or order of
the department.

(b) Any complaint, application, petition or other request of any nature whatsoever
filed with the department shall be considered public records of the department.

(Effective April 13, 1978)

Sec. 17-210a-7. Office

The principle office of the department of mental health is located on the second
floor of 90 Washington Street in Hartford, Connecticut. The office is open from
8:30 A.M. to 4:30 p.m. each day, excluding Saturdays, Sundays and legal holidays.

(Effective April 13, 1978)

Sec. 17-210a-8. Rules of conduct

Where applicable, the canons of professional ethics and the canons of judicia
ethics adopted and approved by the judges of the superior court govern the conduct
of the commissioner, any employees of the department, and all attorneys, agents,
representatives and any other persons who shall appear before the department in
any proceeding.

(Effective April 13, 1978)

Part 2
Regulations

Sec. 17-210a-9. General rules

These rules set forth the procedure to be followed by the department in the
adoption, amendment or repeal of departmental regulations.
(Effective April 13, 1978)

Sec. 17-210a-10. Petitions

Any interested persons may at any time petition the department to adopt, amend
or repeal any regulation. The petition shall clearly and concisely set forth the text
of the proposed regulation, amendment or repeal. Such petition shall also state the
facts and arguments that favor the action it proposes by including such data, facts
and arguments either in the petition or in a brief accompanying such petition. The
petition shall be addressed to the commissioner and sent to him by mail or delivered
during normal business hours. The petition shall be signed by the petitioner and
shall include his or her address and the name and address of any agent or counse,
if applicable.

(Effective April 13, 1978)
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Sec. 17-210a-11. Procedure after filing

Within thirty days following the receipt of the petition, the commissioner shall
determine whether to deny the petition or to initiate regulation making proceedings
in accordance with the petition. If the petition is denied, the petitioner shall be
notified in writing of the reasons for said denial.

(Effective April 13, 1978)

Sec. 17-210a-12. Notice of intent to adopt regulations

(a) General. Notice of the intended action to adopt, amend or repeal regulations
shall be given by the commissioner at least twenty (20) days prior to its proposed
action, unless some other time is specified by any applicable law. The commissioner
shall cause the notice to be published in the Connecticut Law Journal and in such
other publications as the commissioner may determine. The commissioner shall
likewise notify in writing any person specified by any law and any person who has
filed a request for notice pursuant to Section 17-210a-15 of these regulations.

(b) Form. Thenoticeshall containthefollowing: (1) the commissioner’ s statutory
authority to adopt the proposed regulation; (2) the procedure for submitting data,
views or arguments including the time and place of a public hearing, if any; (3) the
terms of the proposed regulations or the substance of the subjects and issuesinvolved
and the intended action; and (4) any additional matter required by any law.

The above notwithstanding, the commissioner shall also comply with any applica-
ble statute which contains provisions for notice which differ from those con-
tained herein.

(c) Procedure. Within such period as may be stated in the notice, but not less
than fifteen (15) days, any interested person may submit a signed letter, brief or
other memorandum stating his views or arguments concerning the proposed action.
The letter, brief or memorandum shall be addressed to the commissioner and sent
to the department by mail or delivered in person during normal business hours. The
commissioner may hold a hearing for the purpose of receiving oral submissions,
and shall hold a hearing, in the case of a proposal to adopt, amend, or repeal
substantive regulations if requested by twenty-five (25) or more persons or by an
association having not less than twenty-five members. The hearing shall be public.
Upon completion of the hearing, the commissioner may permit additional written
material to be filed during such period as he may determine.

(d) Withdrawal of proposed regulations. The commissioner may withdraw any
proposed regulation or rulemaking action by notice as provided in Subsection (a)
hereof, and upon such notice such proposed regulation or action shall be of no
further force or effect.

(Effective April 13, 1978)

Sec. 17-210a-13. Effective date of regulation

All regulations adopted, amended or repealed by the department, except emer-
gency regulations, shall not be effective until approved by the Attorney General
and the Legidative Regulation Review Committee, as provided by the genera
statutes, and filed with the Secretary of the State. The regulation shall take effect
upon suchfiling unlessalater dateis specifiedin theregulation or required by statute.

(Effective April 13, 1978)

Sec. 17-210a-14. Request for notice of hearings

Any person may file with the commissioner a request in writing to receive notice
of proposed regulation making actions. Any such request shall contain the name
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and the address of the person, and shall be effective until the end of the calendar
year in which it was filed.
(Effective April 13, 1978)

Part 3
Declaratory Rulings

Sec. 17-210a-15. General rules

These rules set forth the procedure to be followed by the commissioner in the
disposition of requests for declaratory rulings as to the applicability of any statutory
provision or of any regulation or order of the commissioner. Such a ruling of the
commissioner disposing of a petition for a declaratory ruling shall have the same
status as any decision or order of the commissioner in a contested case.

(Effective April 13, 1978)

Sec. 17-210a-16. Petitions for declaratory rulings

Any interested person may at any time request a declaratory ruling from the
commissioner with respect to the applicability to such person of any statute, regula-
tion or order enforced, administered, or promulgated by the commissioner. Such
request shall be addressed to the commissioner and filed at the principa office of
the commissioner. It shall give the address of the person inquiring and the name
and address of such person’s attorney, if any. The request shall state clearly and
concisely the substance and nature of the request; it shall identify the statute,
regulation or order concerning which the inquiry is made and shall identify the
particular aspect thereof to which theinquiry is directed. The request for an advisory
ruling shall be accompanied by a statement of any supporting data, facts and argu-
ments that support the position of the person making the inquiry.

(Efective April 13, 1978)

Sec. 17-210a-17. Procedure after filing of petition

(a) Notice to other persons. The commissioner may give notice to any person
that such a declaratory ruling has been requested and may receive and consider
data, facts, arguments and opinions from persons other than the person requesting
the ruling.

(b) Provision for hearing. If the commissioner deems a hearing necessary or
helpful in determining any issue concerning the request for a declaratory ruling, the
commissioner shall schedule such hearing and give such notice thereof as shall
be appropriate.

(c) Decision on petition, ruling denied. If the commissioner determines that a
declaratory ruling will not be rendered, the commissioner shall within ten (10) days
thereafter notify the person so inquiring that the request has been denied and furnish
a statement of the reasons on which the commissioner relied in so deciding.

(d) Decision on petition, ruling granted. If the commissioner rendered adeclara
tory ruling, a copy of the ruling shall be sent to the person requesting it and to that
person’s attorney, if any, and to any other person who has filed a written request
for a copy with the commissioner.

(Effective April 13, 1978)
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Part 4
Contested Cases

Sec. 17-210a-18. Designation of parties

In issuing the notice of hearing, the commissioner will designate as parties any
persons known to the commissioner whose legal rights, duties or privileges are
being determined in the contested case and any person whose participation as a
party is then deemed by the commissioner to be necessary to the proper disposition
of such proceeding. Subsequest to the issuance of such notice no other person shall
have standing as a party except upon the express order of the presiding officer.

(Effective April 13, 1978)

Sec. 17-210a-19. Pre-hearing conferences

(@) Informal dispositions. The commissioner may call and hold conferences to
consider simplifying, clarifying or joining issues, and disposing of any action by
consent order or license, unless prohibited by statute. Within a reasonable time prior
to any such conference, the commissioner shall notify the parties of it. If the parties
who attend the conference agree to adisposition of the action, the commissioner shall
issueaconsent order or license which shall embody the terms of such disposition, and
which shall be afinal decision of the department.

(b) Pre-hearing conferences. The commissioner may direct the parties to appear
at specified times and places for conferences to consider (1) simplification and
clarification of issues for hearing; (2) consolidation or joinder of parties; (3) stipula-
tions and admissions of fact and of documents; (4) limitation of expert witnesses,
exchange of lists of witnesses and summaries of testimony, and other steps to
expedite the presentation of evidence; and (5) such other matters as may aid in the
orderly disposition of the hearing. The commissioner shall notify the parties of the
date, time, and place of the conference. Following any conference, the commissioner
may enter an order which (1) recites the action taken at the conference, and any
agreements made by the parties as to any of the matters considered; (2) states the
issues for the hearing; (3) consolidates parties at hearing; or (4) otherwise aids in
the orderly disposition of the hearing. Any such order shall control the subsequent
course of the action unless modified by the commissioner for good cause.

(Effective April 13, 1978)

Sec. 17-210a-20. Hearings, procedure

(@) The purpose of any hearing the department conducts under Chapter 54 of the
general statutes shall be to provide to all parties an opportunity to present evidence
and argument on all issues to be considered by the department.

(b) In hearings on complaints, applications and petitions, the party that shall open
and closethe presentation of any part of the matter shall be the complainant, applicant
or petitioner.

(c) To avoid unneccessary cumulative evidence, the presiding officer may limit
the number of witnesses or the time for testimony upon a particular issue in the
course of any hearing.

(d) The commissioner may by order of the presiding officer permit any party to
offer testimony in written form. Such written testimony shall be received in evidence
with the same force and effect as through it were stated orally by the witness who
has given the evidence, provided that each such witness shall be present at the
hearing at which testimony is offered, shall adopt the written testimony under oath,
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and shall be made available for cross examination as directed by the presiding
officer. Prior to its admission such written testimony shall be subject to objections
by parties.

(Effective April 13, 1978)

Sec. 17-210a-21. Notice of hearings

(a) Except when the commissioner shall otherwise direct, the commissioner shall
give written notice of a hearing in any pending matter to all parties, to all persons
who have been permitted to participate as intervenors, to all persons otherwise
required by statute to be notified, and to such other persons as have filed with the
commissioner their written request for notice of hearing in a particular matter.
Written notice shall be given to such additional persons as the commissioner shall
direct. The commissioner may give such public notice of the hearing as the commis-
sioner shall deem appropriate.

(b) Notice of a hearing shall include but shall not be limited to the following:
(1) a statement of the time, place and nature of the hearing; (2) a statement of the
legal authority and jurisdiction under which the hearing is to be held and the
particular sections of the statutes and regulations involved; (3) a short and plain
statement of fact describing the purpose of the hearing and the principal facts to be
asserted therein.

(Effective April 13, 1978)

Sec. 17-210a-22. Place of hearings

Unless by statute or by direction of the commissioner a different place is desig-
nated, all hearings of the department shall be held at the principle office of the
department at 90 Washington Street, in Hartford, Connecticut.

(Effective April 13, 1978)

Sec. 17-210a-23. Representation

Each person authorized to participate in a contested case as a party or as an
intervenor shall file a written notice of appearance with the commissioner. Such
appearance may be filed in behalf of parties and intervenors by an attorney, an
agent, or other duly authorized representative subject to the rules hereinabove stated.
The filing of a written appearance may be excused by the presiding officer.

(Effective April 13, 1978)

Sec. 17-210a-24. Participation by other persons

(@) Permission to participate. At any time prior to the commencement of oral
testimony in any hearing on a contested case any person may request that the
presiding officer permit that person to participate in the hearing. Any person not a
party who is so permitted to participatein the hearing will be identified an intervenor
in these regulations and will participate in those portions of the contested case that
the presiding officer shall expressly allow.

(b) Status of a non-party that has been admitted to participate. No grant of
leave to participate in the hearing as an intervenor or in any other manner shall be
deemed to be an admission by the commissioner that the person he has permitted
to participate is a party in interest that may be aggrieved by any final decision,
order or ruling of the commissioner unless such grant of leave to participate expressly
S0 states.

(Effective April 13, 1978)
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Sec. 17-210a-25. Service

(a) Service of al documents and other papers filed in al proceedings, including
but not limited to motions, petitions, applications, notices, briefs and exhibits shall
be by delivery in person or by first class mail, except asotherwise provided by statute.

(b) All such documents and other papers shall be served by the person filing the
same on all parties to the proceeding and all such additional persons as the commis-
sioner may require.

(c) A copy of any document or other papers served by the department, showing
the addresses where such document or other paper was mailed shall be placed in
the commissioner’s files and shall be prima facie evidence of such service and the
date thereof.

(Effective April 13, 1978)

Sec. 17-210a-26. Rules of evidence

The following rules of evidence shall be followed in the admission of testimony
and exhibits in all hearings held under Chapter 54 of the genera statutes.

(a) General. Any oral or documentary evidence may be received; but the presid-
ing officer shall, as a matter of policy, exclude irrelevant, immaterial or unduly
repetitious evidence. The commissioner or presiding officer shal give effect to the
rules of privilege recognized by law in Connecticut where appropriate to the conduct
of the hearing. Subject to these requirements and subject to the right of any party
to cross examine, any testimony may be received in written form as herein provided.

(b) Documentary evidence, copies. Documentary evidence may be received at
the discretion of the commissioner or presiding officer in the form of copies or
excerpts, if the original is not found readily available. Upon request by any party
an opportunity shall be granted to compare the copy with the original, which shall
be subject to production by the person offering such copies, within the provisions
of Section 52-180 of the genera statutes.

(c) Crossexamination. Such cross examination may be conducted as the presid-
ing officer shall find to be required for a full and true disclosure of the facts.

(d) Factsnoticed. The commissioner may take administrative notice of judicially
cognizable facts, including the records and the prior decisions and orders of the
department. Any exhibit admitted as evidence by the commissioner in aprior hearing
may be offered as evidence in a subsequent hearing and admitted as an exhibit
therein; but the commissioner shall not deem such exhibit to be cognizable in whole
or in part for this purpose and shall not consider any facts set forth therein unless
such exhibit is duly admitted as evidence in the matter then being heard.

(e) Factsnoticed, scopeand procedure. Thecommissioner may takeadministra-
tive notice of generally recognized technical or scientific facts within the commis-
sioner’s specialized knowledge. Parties shall be afforded an opportunity to contest
the material so noticed by being notified before or during the hearing, or by an
appropriate reference in preliminary reports or otherwise of the material noticed.
The commissioner shall nevertheless employ the experience, technical competence,
and specialized knowledge in evaluating the evidence presented at the hearing for
the purpose of making a finding of facts and arriving at a final decision.

(Effective April 13, 1978)

Sec. 17-210a-27. Decision in contested case

(8 The commissioner will proceed in the following manner in contested cases
where the commissioner has not heard the case or read the record. If the decision
is to be adverse to a complainant, applicant, petitioner, or any other party, the
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decision shall not be adopted by the commissioner until a proposal for decision is
served upon al of the parties, and until an opportunity has been afforded to each
party adversely affected by the proposed decision to file exceptions, to present
briefs, and to make oral argument before the commissioner.

(b) Inthe proposal for decision to be served upon the parties, the commissioner
will set forth a summary of each issue of fact or law that he finds necessary to
reach the conclusion contained in the proposed decision.

(c) Compliance with the above-stated requirement concerning the proposal for
decision may be waived by a written stipulation of the parties.

(Effective April 13, 1978)

Sec. 17-210a-28. Final decisions

All decisions and orders of the commissioner concluding a contested case shall
be in writing. The commissioner will serve a copy of his decision on each party in
the manner required by these rules and Chapter 54 of the general statutes.

(Effective April 13, 1978)

Sec. 17-210a-29. Uncontested disposition

Unless precluded by law, any complaint, application or petition may be resolved
by stipulation, agreed settlement, consent order or default, subject to the order of
the commissioner. Upon such disposition a copy of the order of the commissioner
shall be served on each party.

(Effective April 13, 1978)

Sec. 17-210a-30. Record

Therecord in acontested case shall include: (1) al motions, applications, petitions,
complaints, responding pleadings, bills of particulars, notices of hearing, and inter-
mediate rulings; (2) the evidence received and considered by the commissioner; (3)
guestions and offers of proof, objections, and the presiding officer’s rulings thereof
during the hearing; (4) the decision, opinion or report by the presiding officer to
the commissioner.

(Effective April 13, 1978)

Sec. 17-210a-31. Ex parte communications

Unless required for the disposition of matters authorized by statute, neither the
commissioner nor any presiding officer shall communicate directly or indirectly
with any party concerning any issue of fact or law involved in any contested case
that has been commenced under these rules, except upon notice and opportunity for
all partiesto participate. Any presiding officer and the commissioner may communi-
cate with each other ex parte and may have the aid and advice of such members
of the department staff as are assigned to assist them in such contested case.

(Effective April 13, 1978)

Part 5
Miscellaneous Provisions

Sec. 17-210a-32. Investigative hearings

Thecommissioner may hold investigative hearingsfor the purpose of (1) ascertain-
ing compliance with any statute or regulation within the department’s jurisdiction
to administer or enforce; or (2) receiving information concerning any matter which
reasonably may be the subject of regulation by the department. The commissioner
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shall provide reasonable notice of any such hearing to all interested persons and
the genera public.
(Effective April 13, 1978)

Secs. 17-210a-33—17-210a-49. Reserved
Trangportation of Mentally 11l Alcoholic or
Drug-Dependent Persons

Secs. 17-210a-50—17-210a-52.
Repealed, June 25, 1979.
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Duties of the Commissioner of Mental Health

Sec. 17-210a (p)-1. Definitions

As used in these regulations:

(@) ‘““Clinical staff’’ means a psychiatrist, physician, registered nurse, licensed
practical nurse, psychologist, psychiatric social worker, licensed physician’ sassistant
or pharmacist employed by the Department of Mental Health or acrisisintervention
program funded by the Department of Mental Health.

(b) *‘Crisis intervention program funded by the Department of Mental Health'’
means a program, which either is operated by the Department of Mental Health or
is funded through a grant or contract with the Department of Mental Health, to
provide emergency psychiatric services and to assist with crisis resolution.

(c) ‘‘Department’’ means the Department of Mental Health.

(d) Department of Mental Health Facilities meansthose hospitals or other facilities
operated by the Department of Mental Health which provide treatment for adults
with mental illnesses. Thesefacilitiesinclude: Capitol Region Mental Health Center,
Cedarcrest Regional Hospital, Connecticut Mental Health Center, Connecticut Val-
ley Hospital, Franklin S. DuBois Center, Fairfield Hills Hospital, Greater Bridgeport
Community Mental Health Center, Norwich Hospital, and Whiting Forensic I nstitute.

(e) ‘*Diagnosis’ means the process of identifying or determining the existence
or nature of a disorder through examination or the opinion derived from such
an examination.

(f) *'Disclosure’” means to make information in the patient’s record known,
whether in written or oral form.

(g) ‘‘Patient’’ means any person who presents for diagnosis or treatment in a
Department of Mental Health facility or a crisis intervention program funded by
the Department of Mental Health.

(h) “‘Patient consent’’ means consent given in writing by the patient or his
authorized representative in compliance with Section 52-146e (b) of the Connecticut
General Statutes.

(i) ‘‘Records of previous treatment’”’ means patient medical information per-
taining to diagnosis or treatment obtained from the patient and other sources, includ-
ing the medical record, and maintained at a Department of Mental Health facility
or crisis intervention center funded by the Department of Mental Health.

(i) ‘‘Treatment’” means the engaging of persons in a particular plan of action,
the aim of which isto arrest, reverse, ameliorate or stabilize the patient’ s presenting
disorders; primarily, but not solely, focussing on the mental condition of the patient.

(Effective October 4, 1995)

Sec. 17-210a (p)-2. Disclosure process

The procedure for disclosure is as follows:

(@) A clinical staff member who is engaged in the diagnosis or treatment of a
patient may request access to the patient’s record of previous treatment in order to
accomplish the objectives of diagnosis or treatment of the patient.

(b) Disclosure of information related to the identity of prior or current clinicians,
drug dosage reaction allergies, tolerance to medication, presenting symptoms and
behaviors, and/or substance abuse automatically shall be deemed necessary to accom-
plish the objectives of diagnosis or treatment of the patient.

(c) Theclinical staff member in possession of any requested record may, without
patient consent, release any information, in addition to that listed in subsection (b)
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of this section, from that record if, in his or her judgment, that information would
assist in the accomplishment of the objectives of diagnosis or treatment.
(Effective October 4, 1995)

Sec. 17-210a (p)-3. Maintenance of records

Each record of a patient’s previous treatment obtained under these regulations
shall be filed with the patient’s medical record at the Department of Mental Health
facility or crisis intervention program which requested this information. The provi-
sions of Section 4-193 (c¢) of the Connecticut General Statutes shall apply to any
disclosures of records made in accordance with these regulations.

(Effective December 21, 1990)

Sec. 17-210a (p)-4. Confidentiality

Each Department of Mental Health facility or crisis intervention program funded
by the Department of Mental Health shall have and utilize a written policy and
procedure for ensuring the confidentiality and security of records which conforms
to the requirements of state and federal confidentiality laws, including but not
limited to:

(a) a description of the process and requirements for disclosure of confidential
information;

(b) copiesof formsfor documenting the disclosure of confidential information and
for obtaining the written consent of the patient when such consent is required; and,

(c) staff training inthe requirements of state and federal lawsrelated to confidenti-
ality of client records.

(Effective December 21, 1990)
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Norwich Hospital

Secs. 17-215-1—17-215-7.
Repealed, Effective March 14, 1967.
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Certification Standards for Mental Health Facilities

Secs. 17-225-1—17-225-5.
Repealed, July 25, 1979.
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Minimum Standards for Eligibility to Receive State Funds

Sec. 17-226b-1. Definitions

As used in Section 17-226b-1 to Section 17-226b-8, inclusive:

(@) ‘*Award’’ meansthose funds provided general hospitals or nonprofit organiza-
tionsfor the establishment, expansion or maintenance of psychiatric or mental health
services under the authority of Section 17-226b of the general statutes;

(b) “*‘Awardee’’ means the recipient of an award made under the authority of
Section 17 226b of the general statutes. The awardee shall be the agency making
the application for an award and providing the psychiatric or mental health services;

(c) ‘*Capital expenditure’’ means the cost of construction or renovation of build-
ings made with the expectation of existence for an indefinite period and includes
the depreciation thereof. Routine maintenance shall not be considered acapital expen-
diture;

(d) ** Catchment Area Council’’ means the council appointed under the authority
of Section 17-226k of the general statutes;

(e) ‘“*Commissioner’’ means the Commissioner of the Department of Mental
Health;

(f) ** Department’’ meansthe Department of Mental Health, 90 Washington Street,
Hartford, Connecticut 06115, or the address of the appropriate Regiona Direc-
tor’s office;

(g) ‘‘General hospital’”’ means a short-term hospital having facilities, medical
staff and all necessary personnel to provide diagnosis, care and treatment of awide
range of acute conditions, including injuriesand shall include those facilitieslicensed
as such by the Department of Health Services,

(h) ‘‘Letter of award’’ means the document evidencing the agreement between
the award and the department for funding of psychiatric or mental health services,

(i) **Psychiatric or mental health services’ means comprehensive services, both
medical and non-medical, designed to (1) decrease the prevalence and incidence of
mental illness, emotional disturbance and socia disfunctioning, and (2) promote
mental health inindividuals, groupsand institutionsandincludes, but isnot limited to,
the following: Outreach and case funding, inpatient treatment, outpatient treatment,
partial hospitalization, diagnosis and screening, aftercare and rehabilitation, educa-
tion, consultation, emergency services, research, evaluation, training and services
to the courts;

() “'Regiona Board’’ means the regional mental health board as defined in
Section 17-226j of the general statutes;

(k) ‘*Regional Director’” means the regional mental health director appointed

under the authority of Section 17-226e of the general statutes.
(Effective July 25, 1979)

Sec. 17-226b-2. Application for funds

(a) Application for funds under Section 17-226b of the genera statutes shall be
made on forms provided by the department. The properly completed application
forms shall be submitted to the regional director for the region in which the prospec-
tive program is located. The application shall be accompanied by (1) a definition
of the towns and areas to be served; (2) a plan by means of which the applicant
proposes to coordinate its activities with those of other local agencies presently
supplying psychiatric or mental health services or contributing in any way to the
mental health of the area; (3) a description of the services to be provided, and the
methods through which those services will be provided; and (4) indication of the
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methods that will be employed to effect a balance in the use of state and local
resources so as to foster local initiative, responsibility and participation.

(b) The application shall be accompanied by the following information pertaining
to the applicant’s program (if applicable):

(1) The actual expenses of the program for the previous year;

(2) The latest audited financial statement;

(3) The fee schedule for services;

(4) The latest detailed budget for the applicant organization;

(5) The catchment area council or regional board evaluation report (if already
funded by the department);

(6) A list of the Board of Directors of the applicant organization with addresses;

(7) Document showing alocation of federal and other funding;

(8) The name and telephone number for: (a) Chairman of the Board of Directors,
(b) Administrator of the program; (c) Program Director; and (d) Chief Fiscal Officer.

(9) Documentation of approval by: (a) Health Systems Agency (HSA) and (b)
Commission on Hospitals and Hedlth Care.

(c) Each applicant must have copies of the following on file at the department
(if applicable):

(2) All professiona licenses,

(2) All facility licenses;

(3) Certificate of incorporation;

(4) Contractsand/or agreementsfor: (a) professional consultants; (b) maintenance;
(c) food service;

(d) third party payments; (e) town-city; (f) private individuals, and (g) lease/
rental agreements;

(5) Letters of affiliation of working agreements with other programs/facilities;

(6) Certificates of compliance with: (a) health codes; (b) fire and safety codes;
(c) building codes; and (d) zoning requirements;

(7) Employee surety bonds;

(8) Insurance coverage (cost and extent) for: (@) casualty; (b) liability; (c) mal-
practice;

(9) Program’s organization, policies and procedures,

(10) Program job descriptions.

(d) The applicant shall submit the above information and documentsin accordance
with the requirements of the application form, as well as any other information the
department may reasonably require.

(Effective July 25, 1979)

Sec. 17-226b-3. Review by regional director

The regional director and the regional mental health board shall review each
application submitted to the regional director in accordance with subdivision (4) of
subsection (b) of Section 17-226g and subdivisions (1) and (2) of subsection (a) of
Section 17-226l.

(Effective July 25, 1979)

Sec. 17-226b-4. Letter of award

(@) The dlocation of funds shall be by a letter of award. Each letter of award
shall set forth the specific conditions under which the award is made and the manner
in which payments are to be made. The application shall be attached to and become
a part of the letter of award. All letters of award shall continue for an indefinite
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period unless modified, suspended or terminated in accordance with the term of the
letter of award and this regulation.

(b) The department must be notified at the time of the quarterly report of income
and expenses of any variancein the awardee’ s budget as submitted to the department,
and any such variances must be approved in writing by the department. Notwithstand-
ing the above, the awardee may make the following variance without department
approva: (1) line item of expenses (excluding salary and fringe benefits) up to 20
percent of the budget or $500.00, whichever is less; (2) program to program shifts
up to 10 percent of the budget or $2,000.00, whichever is less.

(Effective July 25, 1979; amended July 6, 1998)

Sec. 17-226b-5. Accounting and reports; fiscal year

(a) Audits. Within 90 days of the completion of each full fiscal year during the
term of the award and also within 90 days of the termination of the award, the
awardee will, at its expense, cause to be prepared and delivered to the department
an audit performed by an independent public accountant as defined in § 7-391 of
the general statutes. Such audit shall be performed in accordance with generally
accepted accounting principles and shall identify any expenditures made by the
awardee that are not in compliance with the letter of award. The awardee shall also
grant access to all records and accounts concerning each fiscal year that the award
isin effect to the auditors of public accounts of the State of Connecticut. To provide
such access, the awardee shall preserve all of its records and accounts engineering
the award for a period of three years after the termination of the award.

(b) Records. The awardee shall maintain and have available records sufficient
to determine the usage of al state funds in the awardee’s program. Such records
shall be maintained for a period of three years after the termination of the award.

(c) Reports. Payments will be made by the department only after receipt and
approval of a quarterly report of income and expenses for the preceding quarter as
well as such other information concerning the awardee’s program which the depart-
ment may reasonably require. Payments made under the letter of award and accep-
tance of reports of income and expenses are provisional, subject to audit of the
awardee’s records.

(d) Access to records. The awardee shall grant the department access, at any
reasonabl e time, to records pertaining to the programs funded by any letter of award.

(e) Fiscal year. The fiscal year for reporting and accountability shall be as stated
on the letter of award, for the purposes of the letter of award and state grants.

(Effective July 25, 1979)

Sec. 17-226b-6. Miscellaneous provisions

(8) Acknowledgment. An awardee shall acknowledge the department’s support
in al public statements, including annual reports, statements through media, etc.
Evidence of conformance with this section shall be submitted to the department
along with the reports of income and expenses.

(b) Preference of Services. The awardee shall providefirst preference of services
to identified ex-state hospital patients or potential state hospital admissions.

(c) Admission and Discharge Reports. The awardee shall notify the department
of each admission and discharge and such other routineinformation asthe department
requires on such forms as provided by the department.

(d) Natification of Additional Funding. In the event the awardee receives addi-
tional funding from any source for services provided for in the letter of award, the
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awardee shall notify the regional director of such funding and its proposed use
within ten days after receiving notice of such additional funding.

(e) Program Revisions. Any proposed revisionsin one or more agency programs
as described in the grant application which substantially aters the nature or scope
of such programs shall not be implemented until approval has been received in
writing from the regional director.

(f) Capital Expenditure Restriction. No funds allotted by the department under
a letter of award may be used for capital expenditures.

(g) Sub-contracts. The department shall have the right of approva on al sub-
contracts for services made by the awardee concerning programs funded by the

department’s grants.
(Effective July 25, 1979)

Sec. 17-226b-7. Termination, suspension or modification of letter of award

The department may modify the letter of award or suspend or terminate any grant
of funds thereunder at will upon thirty days notice to the awardee. Reasons for
modifying, suspending or terminating include, but are not limited to the following:
(1) Failure of the awardee to provide those program services which it has agreed
to provide in its application; (2) Reduction of the appropriation from which the
grant is made to the awardee by the General Assembly; (3) A general departmental
or state deficit requiring a reduction in spending; (4) A substantia loss in income
to the state, thereby, requiring a reduction in spending; (5) Failure of the awardee
to comply with the conditions of the letter of award or of these regulations.

(Effective duly 25, 1979)
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Minimum Standards of Eligibility for Commission
Funding for Private Nonprofit Organizations
and Municipalities

Sec. 17-226d-1. Definitions

For the purpose of sections 1 through 11 inclusive

(A) “*Awardee’” means the municipality or nonprofit organization which is a
recipient of Commission funding.

(B) “*Chart of Accounts’ means a listing of the various fund accounts, income
and expense classifications and their respective numerical designations, if any, that
an organization utilizes to account for its financial transactions.

(C) “*Client”” means a person receiving services from an acohol or drug abuse
treatment program which is a recipient of Commission funding.

(D) **Commission’” meansthe Connecticut Alcohol and Drug Abuse Commission.

(E) **Commission Staff’’ means one or more persons employed by the Commis-
sion in a professional capacity whose duties include responsibility for reviewing
and evaluating program performance.

(F) “*Continuum of Care’’ means the array of services including prevention,
intervention and treatment services designed to meet a variety of needs resulting
from potential or actual substance abuse.

(G) ‘*Counseling Session’”’ means a scheduled meeting of 30 minutes or longer
duration where group, individual, or family counseling is provided.

(H) ‘*Direct Costs’ means those costs which can be identified specifically with
a particular cost objective.

(I) ‘““Eligible Clients’ means those persons who are unable, either directly or
through third party reimbursement or through a combination of both, to pay the full
charge for services provided by an awardee under a fee for service award.

(J) “*Employee Assistance’’ means a service funded by the Commission for the
purpose of assisting employersin motivating and referring to appropriate professional
assi stance, those empl oyees whaose personal problems, which may include substance
abuse, have seriously interfered with their job performance.

(K) *“Excess Payments’ means any payment made by the Commission pursuant
to a fee for service award which exceeds the amount authorized for the actual
services provided.

(L) “*Executive Director’” means the executive director of the Commission except
where the context of a particular section indicates otherwise.

(M) “‘Fee-For-Service Award’’ means an agreement between the Commission
and an awardee whereby the Commission reimburses the awardee for designated
services at a predetermined rate up to a maximum amount specified in the contract
or letter of award.

(N) “*Governing Authority’’ means the person or persons with ultimate authority
and responsibility for the overall operation of the awardee.

(O) ‘““Grant’”’ means an agreement between the Commission and a private non-
profit organization or municipality whereby the Commission awards funds to carry
out specified programs, services or activities related to the prevention of, treatment
of, or education about, substance abuse pursuant to the authority of Connecticut
Genera Statutes section 17-226d.

(P) “‘Indirect Costs’ means those costs incurred for a common or joint purpose
benefiting more than one cost objective and not readily assignable to the cost
objectives specifically benefited.
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(Q) ‘“*“Non competitive continuation award’’ means a subsequent award made
to an awardee based on a history of satisfactory compliance with Commission
requirements so that the awardee may continue to offer the services originally funded
by the Commission.

(R) ““Policy’” means a statement of the principles which guide and govern the
activities, procedures and operations of a program.

(S) “'Probation”” means a Commission decision to impose additional conditions
on an awardee who isin violation of Commission requirements rather than terminate
the awardee’s letter of award or contract in order to provide an opportunity for the
awardee to come into compliance with Commission requirements.

(T) “*Procedure’’ means a series of activities designed to implement program
goals or policy.

(U) “‘Program’’ means an organizational entity operated by an awardee which
provides alcohol and/or drug abuse related services. A program may be an identified
administrative unit within a larger organization or it may consist of more than
one component.

(V) “*Review and evaluation’’ means an assessment by Commission staff of an
awardee' s compliance with Commission regulations and the terms and conditions
of the awardee's contract or letter of award. The assessment may include review
of an awardee’ srecords, review of an awardee’ sreports, on site visits, and interviews
with the awardee’s employees and any persons who receive services from the
awardee' s program.

(W) “* Service Recipient’”’ means a person who receives any type of services from
a program which is a recipient of Commission funding.

(X) ** State methadone authority’’ means the person having the powers and duties
described in the Federal Methadone Regulations, 21CFR 291.505.

(Y) **Substance abuse’’ means the use of one or more drugs, including alcohol
which significantly and negatively impacts one or more major areas of life func-
tioning.

(2) ** Supplemental funding’’ means additional funding granted to an awardee by
the Commission during the term of the awarde€’s contract or letter of award.

(AA) “*Surplus’means the total amount awarded by the Commission plus the
income received by the awardee for award supported activities which exceeds the
total of allowable expenses.

(BB) ‘‘Terminate’’ means a unilateral decision by the Commission to end its
financial support of an awardee because the awardee hasbeenfound to beinviolation
of Commission requirements.

(CC) *‘Treatment and rehabilitation’’ means one or more meetings between a
client and a program’s treatment staff wherein a broad range of planned services
may be extended to the client including diagnostic evaluation, counseling, medical,
psychiatric, psychological and supportive services which are designed to influence
the behavior of clients toward identified goals and objectives.

(DD) *‘ Treatment staff’’ means those persons employed by an awardee who are
directly involved in client care and treatment.

(EE) “*Unalocated funds'® means those funds which, although appropriated by
the Legidature for use by the Commission, have not been specifically designated
for a particular type of recipient by the Commission.

(FF) **Unencumbered funds’’ means those funds which become available during
afiscal year due to underexpenditure of grant funds by awardees or delayed start-
up of newly funded programs.

(Effective September 20, 1984)
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Sec. 17-226d-2. General provisions

(&) Applicability

(1) Sections 17-226d-1 to 17-226d-11, inclusive, apply only to those private
nonprofit organizations and municipalities which apply for or receive state or federal
funding, or both from the Commission for the purpose of establishing, expanding
or continuing one or more of those alcohol and/or drug abuse services authorized
by Connecticut General Statutes section 17-226d.

(2) The provisions of sections 17-226d-1 to 17-226d-11 apply to each applicant
or awardee except where the content of a regulation or any portion thereof is
expressly applicable only to a specific group of applicants or awardees, or expressly
exempts a specific group of applicants or awardees.

(b) Minimum standards

(1) Sections17-226d-1to 17-226d-11 comprise the minimum standards of eligibil-
ity for Commission funding. Meeting the minimum requirements does not guarantee
that an applicant or awardee will receive Commission funding, nor that funding
will be awarded in subsequent fiscal years.

(2) The Commission may impose additional requirements beyond those contained
in sections 17-226d-1 through 17-226d-11 on any individual applicant or awardee
either through terms in the letter of award or contract between the awardee and the
Commission, or by at least 30 days written prior notice from the Commission that
additional requirements must be met by the applicant or awardee in order to qualify
for, or continue to receive Commission funding. Additional requirements may be
imposed when an applicant or awardee has limited financial management or service
delivery experience, or has an inadequate performance record, or in order to correct
a specific weakness identified by the Commission, or in order to fulfill special
service or information needs.

(c) Requirements of other agencies

(1) In order to be eligible for Commission funding:

(A) an awardee or applicant who is required to be licensed by the Department
of Health Services pursuant to Chapter 368v of the Connecticut General Statutes
or by the Department of Children and Y outh Services pursuant to Section 17-432
of the Connecticut General Statutes must obtain and retain such license.

(B) an awardee or applicant who isrequired by Chapter 368c to obtain a certificate
of need or other approval from the Commission on Hospitals and Health Care must
obtain such certificate of need or approval.

(2) The Commission may refuse to fund an applicant or awardee unless such
applicant or awardee can demonstrate that the physical facility at which it offers or
proposes to offer servicesisin compliance with all applicable local and state zoning
building, health, fire and safety standards.

(d) Commission’s discretion in awarding funds

(1) The specific amount of every award, whether by grant or by fee for service
award, is within the sole discretion of the Commission.

(2) All Commission awards are made subject to the availability of appropriated
state and federal funds.

(3) Available funds, except for those funds which are required to be allocated to
specific geographic area or type of service by state or federal statute or regulation,
shall be allocated to types of services and geographic areas of the state by majority
vote of the Commission at a regularly scheduled meeting held in accordance with
the requirements of Connecticut General Statutes, sections 1-21.
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(e) Waiver

(1) At the request of the applicant or awardee the executive director may issue
awritten waiver of any of the requirements of sections 17-226d-1 through 17-226d-
11 which are not otherwise required by law and for which the Commission has
authorized the executive director to grant waivers.

(2) The request for a waiver must be in writing and must be signed by the
executive director of the applicant or awardee. The waiver may be granted only if
accompanied by documentation which demonstrates that the waiver is in the best
interest of the applicant or awardee's service recipients.

(3) Waivers shall only be issued prospectively.

(f) Utilization

The Commission may reduce the funding of any Awardee who does not maintain
the projected utilization described in the awardee's approved funding application.

(g) Review and evaluation

(1) The performance of each awardee shall be reviewed and evaluated at least
annually for the Commission by Commission staff. Such reviews and evaluations
may be performed by examining the awardee’ s documents and reports, by site visits
to Commission funded facilities administered by the awardee, or by a combination
of both document review and site visits.

(2) An awardee's performance shall be evaluated by a review of:

(A) its compliance with all applicable state and federal laws and regulations
including sections 17-226d-1 through 17-226d-11, and the terms and conditions of
its individual letter of award or contract;

(B) the degree of achievement of its own self-described goals and objectives as
negotiated with the awardee and described in the awardee’ s approved funding appli-
cation;

(C) its financia reports to the Commission and annual audit; and

(D) The economy and efficiency of its operations.

(3) During any site visit, Commission staff shall be given access to:

(A) all program records, service recipient records including client treatment
records and clinical records, and required personnel information related to Commis-
sion funded activities and all fiscal records whether or not they pertain to Commis-
sion funds;

(B) any person employed at the site who is present at the site at the time of
the visit, or any individua member of the awardee's governing body whom the
Commission staff wish to interview, such interviews with members of the governing
body shall be scheduled at the convenience of the members of the governing body;

(C) al physical facilities which are utilized for Commission funded activities;

(D) servicerecipients, including clients, to whom the awardee is providing al cohol
or drug abuse related services funded by the Commission and who agree to be
interviewed. No client identifying information shall be removed from the program
premises as a result of such interview.

(h) Required reporting

(1) Each awardee shall send the Commission upon the request of the Executive
Director copies of any written policies, manuals, guidelines and any other documents
required by sections 17-226d- 1 through 17-226d-11, except client records as defined
in section 17-226d-6. Commission staff shall have access to al such required
documents during site visits.

(2) Any reports required by sections 17-226d-1 through 17-226d-11 or by an
awardee’s contract or letter of award shall be submitted to the Commission in the
form, manner and at the times designated by the Commission.
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(3) An awardee whose funding is canceled or terminated or who unilaterally
closes a Commission funded program providing acohol or drug abuse services shall
submit afinal financial report to the Commission within 30 days of the date of the
cancellation, termination or program closure.

(i) Technical assistance

(1) Technical assistance may be made available to any awardee who requests it
in writing. Such assistance shall be provided only if the executor director deter-
mines that:

(A) The awardee isin need of assistance and

(B) The Commission has the resources to provide the requested assistance.

(i) Research projects

Individual awardees shall, upon written notification from the Commission, cooper-
ate and make available that information necessary for the conduct of research and
evaluation activities undertaken or sanctioned by the Commission.

(k) Acknowledgement of Commission support

Each awardee shall acknowledge Commission support and funding in any bro-
chures, newdletters, pamphlets, annual reports or other written material pertaining
to programs and activities funded by the Commission.

(Effective September 20, 1984)

Sec. 17-226d-3. Grants process

(a) Application procedure

(1) All applicants

(A) Each applicant for Commission funding shall apply on forms designated by
the Commission and shall submit all information requested on the application form
and copies of al documents required by sections 17-226d-1 through 17-226d-11
and copies of al subcontracts.

(B) The application of a nonprofit organization shall be signed by a signatory
authorized by the organization’ sboard of directors. The application of amunicipality
shall be signed by a signatory authorized by the municipality.

(C) The services for which an applicant seeks Commission funding must be
consistent with plans adopted by the Commission.

(2) Each awardee applying for noncompetitive continuation awards shall prepare
and submit a yearly funding application at a time and in a manner designated by
the executive director and shall include with such application all information and
documents required by sections 17-226d-1 through 17-226d-11 and the Commission.

(3) Unsolicited proposals

(A) New and expanded services

Any organization or municipality which intends to submit an application to the
Commission for funding for new or expanded services shall send notice of intent
to submit such application to the executive director for staff review and comment
at least 30 days prior to submission of aformal application.

An applicant seeking funding for new or expanded services shall, in addition to
fulfilling the requirements of section 17-226d-3 (@), demonstrate and document
either:

(i) that there is aneed for new or expanded services and that the need is currently
unmet or,

(i) that the level of service available is inadequate in the area the applicant
proposes to serve or,
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(iii) that funding from other sources is inadequate or is no longer available or
was never available.

(B) Supplemental funding for existing services

To qualify for supplemental funding an awardee's program must be in current
compliance with Commission regulations and requirements.

Awardees applying for supplemental funding for existing services may submit
applications for such funding at any time on a form designated by the Commission.
The awardee shall submit:

(i) information which demonstrates that supplementa funding is needed, and,

(ii) documentation that demonstrates attempts have been made by the awardee
to garner funds from other sources and that such attempts have been wholly or
partially unsuccessful.

(4) The Commission may, in its discretion, request proposals to meet service
needs or to establish research or demonstration projects. Applicants responding to
such Commission requests for proposals shall submit their proposals in the form,
time and manner stated in the Commission’s request for such proposal.

(b) Review of applications

(1) Applications for noncompetitive continuation awards shall be reviewed for
completeness, compliance with Commission requirements and to determine whether
the applicant’s proposed budget is consistent with the amount of available funds
allocated to the program by the Commission.

(2) New and competitive applications, including applications submitted in
response to Commission requests for proposals, shall be reviewed for completeness
and compliance with Commission requirements. The staff shall make recommenda-
tions based on this review which the executive director shall report to the Com-
mission.

(3) Review of unsolicited proposals

The Executive Director shall notify the Commission of the receipt of al unsolic-
ited proposals. Such notice shall occur at regularly scheduled Commission meetings.

(A) Unsolicited proposals for new and expanded services shall be reviewed only
if unallocated funds are available. Proposals which are not reviewed shall be retained
at the Commission’s offices for one year from the date of receipt and shall be
reviewed at any time during the one year period that unallocated funds become
available.

An unsolicited proposal for new or expanded services will be presented to the
Commission by the executive director only if al of the following criteria are
determined to have been met:

(i) The service is needed in the area to be served.

(if) No less costly or more effective alternative to provide the needed services
is available.

(iif) All Commission application requirements have been fulfilled.

(iv) Funding is demonstrably available from other sources to fund the portion of
the applicant’s budget in excess of the award sought from the Commission.

(v) Theapplicant isableto demonstrate the ability to providethe proposed services.

(vi) The applicant has proposed a reasonable start up time and demonstrates the
ability to meet scheduled goals.

(B) Applications for supplemental funding for existing services shall be reviewed
only if unallocated or unencumbered funds are available. Applications which are
not reviewed shall be retained at the Commission offices until the end of the fiscal
year and shall be reviewed if and when unencumbered funds become available
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during that time. Applications for supplemental funding shall be presented to the
Commission by the executive director only if all thefollowing criteriaare determined
to have been met:

(i) All Commission application requirements have been fulfilled;

(if) The applicant can demonstrate that attempts to obtain funding from other
sources have been unsuccessful or only partially successful; and,

(iii) The applicant does not intend to annualize the supplemental award.

(C) The Commission may choose to accept, reject, modify or table for further
study any unsolicited proposal presented to it by the executive director.

(c) Notice and acceptance

(1) Each applicant shall receive notice that the Commission has received its
proposal within thirty days of the date the Commission receives the proposal. When
the Commission votes to accept or reject an applicant’s proposal the applicant will
receive written notice of the Commission’s action within thirty days of such action.

(2) The Commission’s award is contingent upon the applicant’s acceptance of
any additional or special termsand conditions listed in the | etter of award or contract
and any changes in the funding application. The applicant shall indicate acceptance
of the award and any special or additional conditions it contains by signing and
returning it to the Commission’s offices. The award shall become fina only upon
receipt by the applicant of a fully executed copy of the contract or letter of award.

(d) Amount and duration of the award

The amount and duration of each award is the sole discretion of the Commission.
All awards are made subject to the availability of appropriated funds.

(e) Subcontracting

No work or services funded by a Commission award shall be performed for the
awardee by a subcontractor without the prior written approval of the executive
director. Subcontractors are subject to all the requirements and conditions imposed
on the awardee or applicant by sections 17-226d-1 through 17-226d-11 and the
awardee' s letter of award or contract.

(f) Modifications

(1) The awardee shall obtain the prior written approva of the executive director
before making modifications which would alter the awardee’ s program as described
in the awardees approved funding application.

(2) All revisionsto the awardee’ s budget except those revisions explicitly permit-
ted by the terms of the letter of award or contract:

(i) must have the prior approval of the awardee’' s governing authority or be signed
by the chairperson of the awardee’s Board of Directors;

(if) must be requested on the form designated by the Commission;

(iif) must be submitted and approved by the executive director no later than 30
days after the end of the fiscal year for which the revision is being sought.

The awardee shall be notified of the action taken on the budget revision request
within 30 days of receipt of the request by the Commission.

(g) Payments

(1) Awardees shall use funds awarded by the Commission only for expenditures
which are properly documented and which are authorized by thetermsand conditions
of the awardee’ sletter of award or contract, or by the written permission of the Com-
mission.

(2) Periodic payments of funds to awardees are contingent upon the awardee's
continuing compliance with Commission requirements including but not limited to
submission of periodic progress reports as required by the letter of award or contract.
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(3) Initial payments under new awards shall be made only after the letter of
award or contract has been fully executed; all Commission requirements and condi-
tions have been met; a certificate of need, if required, has been obtained from the
Commission on Hospitals and Health Care; and the awardee is ready to begin
program implementation.

(4) Payments for continuation awards shall be made periodically. An initial
advance payment shall be made to the awardee at the beginning of each fiscal year.
Subsequent payments will be processed in advance provided the awardee’s previous
quarterly report was received when due and was approved by the Commission.
Advance payments will not be processed for any awardee who has failed to submit
a quarterly report for the previous quarter. If any awardee submitted his previous
quarter’'s report more than 15 days after the day it was due, or is not in compliance
with the Commission’ s requirements, subsequent payments to that awardee will not
be processed until after the awardee’ s quarterly report has been received, reviewed
and approved by Commission staff. Quarterly and year end reports shall be submitted
on aform and in a time and manner designated by the Commission but no later
than 15 calendar days after the end of each award quarter.

When staff review of any financia report or on site examination of an awardee’s
financia records indicates underexpenditures of award funds are likely to occur at
the end of the fiscal year, or the awardee has refused access to service recipient or
financial records during a review or evaluation by Commission staff the executive
director may withhold or reduce one or more subsequent payments to the awardee.
In the case of a fee for service award, if staff review of the awardee's financial
reports or on site examination of the awardee's financial records indicates that the
services covered by the fee for service award will be underutilized as defined in
the individual awardee's fee for service award at the end of the fiscal year, the
executive director may alter the payment schedule for the balance of that fiscal year.

An awardee may request an advance or emergency payment by making a written
request explaining the need for such payment to the executive director. The executive
director may authorize such payment if he determines that there is justification to
do so. Any emergency or advance payment is made subject to approval of subsegquent
documentation of expenditures.

(h) Termination or probation

(1) The Commission may vote to terminate an award or place an awardee on
probation if it finds:

(A) A documented history of honcompliance with Commission regulations or the
terms and conditions of the contract or letter of award.

(B) The awardee or any person employed by the awardee has made false or
misleading statements to the Commission in order to obtain Commission funding.

(C) The awardee or any person employed by the awardee has permitted, aided
or abetted an unlawful act or acts at the program facility.

(D) The awardee has atered the nature and scope of the program without prior
Commission approval.

(E) The awardee has refused to grant access to Commission staff to the awardee’s
program records including client treatment records and client clinical records or
program financial records during a review and evaluation visit to the awardee’s
program.

(Effective September 20, 1984)
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Sec. 17-226d-4. Fiscal requirements

() Accounting system

(1) Each awardee shall utilize an accounting system which conforms to generally
accepted accounting principles applicable to recipients of state and federal funds.
Such system shall separately account for income and expendituresrelated to Commis-
sion funded projects and programs.

(2) The awardees accounting system shall meet the following minimum
requirements:

(A) The system shall have a chart of accounts

(B) The system shall provide sufficient information to separately identify the
receipt and expenditure of Commission funds and shall keep on file copies of all
financial reports submitted to the Commission.

(C) The following accounting records and related documentation shall be made
and retained:

(i) a general ledger,

(ii) a cash receipts journal,

(iii) a cash disbursement journal,

(iv) individual payroll records for all staff members employed by the awardee,

(v) dl bank statements and canceled checks,

(vi) al invoices, purchase orders, vouchers and paid hills,

(vii) employee attendance records,

(viii) copies of al contracts and lease agreements to which the awardee is a
party, and,

(ix) any other financial documentation that the Commission may require by
regulation or by the terms and conditions of the awardee’ sindividual |etter of award
or contract.

(D) The system shall provide accurate and current financial reporting information.

(E) The system shall be integrated with systems of internal controls designed to
safeguard funds and assets, check the accuracy and reliability of accounting data,
promote operational efficiency and encourage adherence to management policies.

(F) The system shall include procedures for regular inventories and procedures
for the disposition of property and funds derived from the sale of property purchased
in whole or in part with Commission funds.

(G) The system shall include procedures for recording the actual time each
employee of the awardee works.

(3) Each awardee’ s accounting records and related documentation shall be main-
tained by the awardee for a period of at least three years from the end of the fiscal
year. Such records shall be stored in a place safe from loss or damage by fire, theft,
water or other causes. Such records shall be made readily available for review and
inspection upon the request of the Commission staff.

(b) Allowable and unallowable costs

(1) Awardees may include in their budgets direct and indirect costs including use
charges for buildings, capital improvements and usable equipment.

(2) Individual expenditures may be made for items and services listed in an
awardee’ s approved budget without obtaining any additional Commission approval.

(3) An awardee must obtain the prior written approval of the executive director
for the recovery during one award period of unrecovered allowable costs incurred
during a previous award period, or for any costs listed in the awardee’s letter of
award or contract which require such prior written approval.

(4) The following costs are unallowable;
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(A) capital expenditures for construction or renovation,

(B) bad debits,

(C) costs of idle facilities,

(D) royalties,

(E) depreciation or use charges for donated assets,

(F) fines and penalties resulting from violations of federal, state or local law,

(G) monetary judgments against the awardee or the cost of out of court settlements
from any civil lawsuits to which the awardee is a party,

(H) actual losses which could have been covered by insurance but were not,
unless such losses are specificaly provided for in the awardee's letter of award
or contract,

(I costs of investment counsel,

(J) an excess of costs over income from another grant or contract,

(K) contributions to a contingency reserve fund, and,

(L) major medical equipment.

(5) When reporting income received from fund raising, an awardee may deduct
the costs of fund raising from the total amount received to determine the amount
of income.

(c) Review and disallowance of costs

(1) An awardee's specific expenditures from each budget category shall be
reviewed and may be disallowed by Commission staff during on site reviews or
reviews of the reports and annual audits which awardees are required to submit to
the Commission if such costs are determined to be unallowable, unreasonable or
improperly allocated or if thereisimproper, inadequate or no documentation support-
ing the costs. In review of such reports and audits, the Commission staff shall utilize
the following criteria:

(A) Reasonableness: A cost shall be deemed to be reasonable if:

(i) it does not exceed that which would beincurred by an ordinarily prudent person;

(ii) it isordinary and necessary for the awardee’ s operation of the funded program
within the restraints and requirements imposed by generally accepted business
practices, arms length bargaining, federal and state law and regulation and the terms
and conditions of the awardee’s contract or letter of award;

(iii) it is consistent with the purposes for which the funded program was orga-
nized; and,

(iv) it does not significantly deviate from the awardee’s established practices

(B) Allocability. A cost shall be deemed to be alocable if:

(i) it is chargeable to a particular award in accordance with the relative bene-
fits received;

(i) it benefits and is incurred for the funded program; and,

(i) it is necessary to the overall operation of the awardee.

(2) When, during the course of areview by Commission staff of financial reports
or the annual audit or an onsite review of the awardee’s financial records, a cost is
identified as unallowable, unreasonable or improperly alocated, or the supporting
documentation is inadequate, improper or there is no documentation, the awardee
shall be notified in writing that such cost has been questioned and will be disallowed
unless the awardee submits documentation within 30 days of receipt of such notifica-
tion, which supports the awardee’ s position that such cost is alowable, reasonable
or properly alocated.

(3) If the awardee fails to submit such documentation as required in subsection
(2) aove, or if such documentation fails to support the awardee's contention that
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such cost should be allowed, the executive director shall notify the awardee that
the cost has been disallowed and the awardee shall return to the Commission funds
equivalent to the portion of the award expended on the disallowed cost.

(d) Procedures for determining client eligibility under fee for service award

(1) Each feefor service awardee must have documentation for each client charged
to the fee for service award which demonstrates that there was a determination
made at the time of intake of the client’s ability to pay and the availability of third
party reimbursement. Redeterminations of eligibility shall be done whenever there
isachangein the clients employment, financial or third party reimbursement status.

(2) Each client who is determined by the awardee to be able to pay the full fee
isineligible for coverage under a fee for service award. In such cases where fees
have been assessed but not paid they may be designated as bad debts by the awardee.

(e) Disposition of surplus or excess funds

(1) When the Commission staff determines through a review of an awardee’s
audited financia statement or final expenditure report that the awardee has a surplus,
the surplus shall be disposed of in the following manner:

(A) The awardee shall return to the Commission that portion of the surplus which
is proportionate to the Commission’s award of state funds applied to the awardee's
approved operating expenses.

(B) That portion of the surplus which is proportionate to the Commission’s award
of federal funds applied to the awardee’ s approved operating expenses, shall, upon
written notice to the awardee, be disposed of at the sole discretion of the Commission
in one of the following ways:

(i) The surplus may be offset against a continuation award to the awardee,

(if) The surplus may be used as a carryover in a subsequent budget of the
awardee, or,

(iii) The surplus may be returned to the Commission.

(2) The awardee may designate a portion of unrestricted operating income or
public support which is in excess of funding received from the Commission for
special or future use if such funds are not needed for current operating expenses.
Funds so designated shall not be deemed a surplus and the requirements of subsection
(2) of thissection shall not apply if such designation was authorized by the awardee’s
governing authority and received the executive director’s approval.

(3) The requirements of subsection (1) of this section shall not apply to any
awardee who operates an employee assistance program funded by the Commission.
Any funds received by such awardee for employee assistance services provided
by contract to an organization shall not be deemed surplus for the purposes of
this section.

(4) Whenever the Commission staff determines, through areview of any awardee’s
final expenditure report, or fiscal or client records that excess payments have been
made under a fee for service award, the awardee shall return to the Commission a
payment representing the amount of the excess.

(f) Requirements for handling Commission funds

(1) Each awardee shall have written policies and procedures to safeguard the
awardee's assets against loss from unauthorized use or disposition and to ensure
the reliability of financial records and maintain fiscal accountability.

(2) All funds received from the Commission shall be deposited only in federally
insured accounts. Interest earned on Commission funds deposited in such accounts
shall be reported as program income and may be used only for those activities
authorized by the terms of the letter of award or contract.
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(3) When an awardee is a nonprofit organization each check drawn on an account
in which Commission funds are deposited shall be signed by two signatories, who
shall be authorized by the awardee's board of directors to be signatories.

(g) Procurement standards

Each awardee shall establish written policies and procedures governing the pro-
curement of goods and services. Such policies and procedures shall be based on
the principle of free competition among potential suppliers.

(h) Fee schedules and billing

(1) Awardees providing services other than treatment may impose a charge on
service recipients for al or part of the cost of the services rendered.

(2) Awardees shall impose a charge on service recipients for al or part of the
cost of treatment services rendered by the awardee to such service recipients.

(3) Whenever an awardee imposes a charge for services, such charge shal bein
accordance with a written fee schedule which shall be based on a determination of
the actual cost of the services rendered and the service recipients’ ability to pay the
fee. The fee schedule shall be reviewed and revised at |east once each year to reflect
actual changesin the cost of rendering services to service recipients and the charges
assessed to each individual service recipient shall be made according to a sliding
scale based on the service recipient’s ability to pay. Each awardee imposing a
charge for services shall design and implement a system for the collection of
delinquent accounts.

(4) Awardees shall endeavor to obtain reimbursement for services rendered either
from the recipient of such services or from third party payors from whom the service
recipient may be eligible to receive benefits or from both.

(i) Annual audits

(1) Each awardee shall have prepared an annual audit of its financial operations
and records. The audit shall be prepared by an independent Certified Public Accoun-
tant having no direct or indirect financial interest in the awardee's program. The
auditor shall utilize generally accepted auditing standards and whatever tests are
normally considered necessary to meet the standards of the profession.

(2) The scope of the audit may be limited to Commission funded activities
provided such activities are separate and distinct, from other activities not funded by
the Commission. When Commission funded activities are not separate and distinct, a
total audit of the awardee’s program shall be done and shall include a supplemental
statement identifying all expenditures associated with Commission funding. The
decision on whether or not an audit must include all of the awardee’s activities is
in the sole discretion of the Commission.

(3) The auditor shall prepare a management letter which shall be submitted with
the audit to the Commission within 120 days of the end of the fiscal year. At the
written request of the executive director the awardee shall supply information to
the Commission concerning the auditor’s professional qualifications.

(4) The Commission staff shall review the audit and shall determine whether it
meets minimum standards of acceptability in that it conforms to the requirements
of sections 17-226d-1 through 17-226d-11 and that it conformsto generally accepted
auditing standards. If an audit is determined to be unacceptable, the awardee shall
be natified in writing of the deficiencies in the audit and the remedia action that
is required of the awardee.

(i) Insurance and bonding

(1) The awardee shall ensure that all persons employed by the awardee who are
engaged in accounting functions or are responsible for guarding assets are bonded
at alevel acceptable to the Commission.
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(2) The awardee shall obtain insurance coverage sufficient to protect the awardee
against full or partial losses of the awardee' s physical and financial assetsand to hold
harmless the State of Connecticut from any insurable cause whatsoever. Insurance
coverage shall include but not necessarily be limited to:

(A) Property insurance covering losses due to fire, theft and accident;

(B) Liahility insurance on the awardees property and vehicles;

(C) Worker's compensation insurance for the awardee’'s employees; and,

(D) Officer's and director’s liability insurance.

(k) Transfer of funds

(1) With the prior written permission of the executive director an awardee may
temporarily transfer funds between one program operated by the awardee and funded
by the Commission under one contract or letter of award and a second program
operated by the awardee and funded by the Commission through another contract
or letter of award.

(2) The awardee shall apply for permission to make atemporary transfer of funds
by making a written request to the executive director, which shall include reasons
justifying the transfer, the anticipated duration of the transfer and a description of
how thetransferred fundswill be repaid. Such request shall be signed by the presiding
officer of the awardee’s governing authority.

(3) Upon receipt of arequest to transfer funds between two programs funded by the
Commission, the executive director may authorize the transfer if he determines that:

(A) The transfer is necessary to ensure uninterrupted program operation;

(B) The funds will not be needed by the transferor during the period of time they
are to be used by the transferee; and,

(C) The transferee can redlistically expect to repay the transferred funds at the
time stated in the request.

() Equipment and inventory

(1) The Commission shall have an interest in al equipment which was purchased
by the awardee in whole or in part with Commission funds. The Commission’s
interest shall be equivalent to the percentage of the Commission’s contribution
toward the purchase price. The Commission shall not have an interest if the equip-
ment was purchased with funds accumulated in the awardee’ s depreciation account.

(2) When Commission funding to an awardee ceases because the program no
longer operates or because the Commission award was terminated, the Commission
may in its sole discretion require any of the following dispositions of property in
which it has an interest:

(A) The awardee may be permitted to retain and use the property.

(B) The property may be sold, in which case the awardee may deduct and retain
10% of the proceeds of the sale to compensate it for the costs of selling the property
and shall return to the Commission a percentage of the remaining proceeds equival ent
to the percentage of Commission funds used to purchase the property originally.

(C) When the Commission has provided 100% of the purchase price of the
property it may:

(i) transfer the property to another Commission funded program or,

(i) take possession of the property and use it as it sees fit in the performance of
its duties.

(3) Awardees shall prepare yearly inventories of all equipment purchased with
Commission funds which has a value of $300 or more and has a useful life of three
or more years, or that has a value of $500 or more if the useful life is less than
three years.
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(m) Commission rights to material produced with Commission funds

The Commission shall have an unrestricted right to publish, disclose, distribute
and otherwise use in whole or in part any reports, data, curricula or any other
material including printed, written or photographic material, films and video and
audio tapes without the payment of royalties to the awardee, when such material
has been produced in whole or in part with Commission funds pursuant to an award
that specifically reguires the awardee to produce such material.

(n) Local resources

(1) Each private, non profit organization which receives Commission funding
shall actively attempt to utilize local resources for financial support or goods or
services to supplement the funds received by the Commission.

(2) Awardees shall document their compliance with this requirement by indicating
in their funding applications for continuation awards the efforts they have made
and plan to make to encourage local participation, and the results of such efforts.

(3) Applicants for Commission funding for new programs shall indicate in their
applications the means by which they will obtain local participation.

(o) Maintenance of effort

Commission funding shall not be used by any awardee to supplant or replace
funding from other sources unless the Commission’s contract or letter of award
with the awardee explicitly authorizes the awardee to do so.

(p) Financial reporting to the governing authority

Each awardee’ s board of directors or other governing authority shall require that
the chief administrative officer employed by the awardee shall make regular reports
to the governing authority concerning the financial status of the programs operated
by the awardee.

(Effective September 20, 1984)

Sec. 17-226d-5. Organization and administration

(a) Governing authority

(1) Each awardee shall have a governing authority which shall be ultimately
responsible for ensuring the awardee’ s compliance with Commission requirements.

(2) The governing authorities of nonprofit organizations shall be boards of direc-
tors, which shall be representative of the community and the target population which
the awardee serves. Awardees shall endeavor to include former service recipients
among the board membership and each board of directors shall include at least
one hedlth care professional knowledgable about the treatment or prevention of
substance abuse.

(3) Each awardee's board of directors shall have by-laws which shall include,
but need not be limited to:

(A) alist of the officers of the board;

(B) a description of the officer's duties;

(C) a description of the way in which the board conducts business; and,

(D) the terms of office of board members and officers and the method by which
each are chosen.

(4) The board shall provide an orientation program for all new board members
which shall familiarize them with the awardee’ s operations and their duties, responsi-
bilities and potential liabilities as members of the board.

(5) Each board of directors shall meet at least quarterly and shall keep written
minutes of each meeting.
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(b) Governing authority responsibilities

Theresponsibilities of each awardee’ s governing authority shall include, but need
not be limited to overseeing and approving:

(1) establishment of the awardee’s philosophy, goals and objectives which shall
beformulated to demonstrate the awardee’ s awareness of the demographic character-
istics of the population it proposes to serve;

(2) establishment of accounting policies and procedures which fulfill the require-
ments of section 17-226d-4 and include, but are not necessarily limited to:

(A) listing the type of records to be kept;

(B) accounting procedures,

(C) procurement policies;

(D) the method of inventory control;

(E) guidelines for controlling expenditures,

(F) fulfilling Commission accounting reguirements,

(G) a method for preparing financia statements;

(H) responsibility for the budget preparation process; and,

(1) responsibility for the chart of accounts.

(3) management and use of, and accounting for, the awardee’' s assets;

(4) control and approval of the awardee's activities and major financial trans-
actions,

(5) review and approval of the awardee’ s annual budget and any revisions thereof;

(6) review and approval of awardee’'s executive director’s salary increases,

(7) fund-raising efforts;

(8) review and approval of the awardee’'s policies and procedures;

(9) appointment, review and evaluation of the awardees executive directors and
assignment of the executive director’s duties;

(10) designation of two or more personsto act as signatories on checks as required
by section 17-226d-4 (e) (3); and,

(11) yearly planning, review and revision of the awarde€'s goals and objectives.

(c) Organizational chart

Each awardee shall have an organizational chart which shall be reviewed and
updated annually. Such charts shall illustrate the organizational structure, lines of
authority and all staff positions within the awardee’s organization.

(d) Philosophy and policy

(1) Each awardee shall include in its philosophy a statement of the awardee’s
philosophical approach to services which shall include, but need not be limited to:

(A) adescription of the relationship between the needs of the persons served by
the awardee and the awarde€’ s approach to treatment; and,

(B) adescription of the relationship between community needs and the awardee's
approach to treatment.

(2) Each awardee shall have awritten description of itstreatment or service policy
which shall be used in inservice training, staff recruitment and orientation and as
abasis for relationships with the community and shall be reviewed at least annually
and updated when necessary.

(e) Nondiscrimination policy

(1) No awardee shall discriminate or permit discrimination against any person or
group of persons in outreach, admission or treatment activities on the basis of race,
color, religious creed, age, marital status, national origin, sex, sexua preference,
mental retardation or physical disability, including but not limited to blindness.
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(2) Each awardee shall have and utilize a written policy on nondiscriminatory
practices.

(3) A program which has been established to provide services to a specific target
population shall not be deemed to be in violation of subsection (1) of this section
provided such program refers any individual found ineligible for admission to the
program to an appropriate facility.

(4) No person shall be denied admission to a Commission funded program or
service solely or jointly because of:

(A) the inability to pay all or part of the cost of services, directly or through third
party reimbursement.

(B) the number of prior admissions to treatment, except where the programs
admission criteria requires a certain number of prior admissions.

(C) the length of time since last treatment.

(D) the location of last treatment.

(E) arefusal to undergo previous treatment.

(f) Confidentiality

Each awardee shall have and utilize a written policy and procedure for ensuring
the confidentiality and security of service recipient records and identifying informa-
tion which conforms to the requirements of state and federal confidentiality law
and regulations including, Connecticut General Statutes Section 17-155bb and 42
CFR 2. Such policy shall include, but need not be limited to:

(1) a description of the process and requirements for disclosure of confidential
information;

(2) copies of forms for documenting the disclosure of confidential information
and for obtaining the written consent of the service recipient when such consent is
required; and,

(3) staff training in the requirements of state and federal laws related to confidenti-
ality of client records.

(g) Awardee's executive director

Each awardee shall appoint an executive director whose duties and qualifications
shall be established by the awardee' s governing authority and who shall be responsi-
ble for day-to-day operations.

(h) Personnel requirements

(1) Each awardee shall have and follow written personnel policies for all staff
and consultants which shall be included in a Personnel Policies and Procedures
Manual which shall include but need not be limited to:

(A) adescription of the methods and procedures to be used to supervise all per-
sonnel;

(B) A job description for each staff or consulting position which includes at least
a description of:

(i) the credentials required for employment in the position;

(ii) the duties and responsibilities of the position;

(iii) the minimum levels of education and training required for the position;

(iv) related work experience required for the position;

(v) reporting and supervisory responsibilities of the position;

(vi) salary range of position; and,

(C) A description of policies covering at least the following topics:

(i) recruitments, benefits, promotion;

(ii) training and staff development;

(i) employee assistance available to the awardee's staff;
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(iv) disciplinary systems, suspension and termination policies;

(v) performance review;

(vi) rules of conduct;

(vii) wages, hours and salary administration;

(viii) grievance mechanisms; and

(ix) equal employment opportunity and affirmative action policies.

(2) Each person hired or promoted by the awardee shall meet the qualifications
of the position to which that person is appointed, and the various disciplines repre-
sented on the program staff shall meet any state or federal legal requirements for
certification, licensing and/or registration within their respective disciplines.

(3) All counselors providing counseling services to clients in each awardee's
program shall receive direct supervision at least one hour per week from a senior
member of the awardee's clinical staff.

(4) The awardee shall maintain a personnel record for each employee. Such
records shall be kept confidential. Each personnel record shall include, but need
not be limited to:

(A) a copy of the employee's application for employment;

(B) verification of the employee’s credentials or certification;

(C) verification of the employee’s education and training;

(D) the employee’s salary history;

(E) appraisals of the employee’s performance;

(F) arecord of any disciplinary action taken against the employee within the
preceeding two year period and the reasons for such action;

(G) commendations of the employee; and,

(H) incident and accident reports involving the employee and the results of any
investigations taken in response to such reports.

(5) Awardees shall not discriminate against any person or group of persons in
hiring or promotion of employees on the basis of race, color, religious creed, age,
marital status, national origin, sex, sexual preference, menta retardation or physical
disahility, including but not limited to blindness, unlessit is shown by such Awardee
that such disability prevents performance of the work involved in any manner
prohibited by the laws of the United States or of the State of Connecticut, and shall
provide the Commission on Human Rights and Opportunities with such information
regquested by that Commission concerning the employment practices and procedures
of the Awardee as relate to the provisions 