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This bulletin summarizes policy and procedural issues important to the operation of the Medicaid for the Employed Disabled Coverage Group.  The information also appears in various messages on the Employed Disabled Conference on EMS.  The bulletin uses a question and answer format and is divided as follows:

Section 1  -  Household Composition

Questions about who is included in an S05 AU and how those members affect eligibility and premiums. 

Section 2 -  EMS Considerations

An explanation of the various screens and codes used in EMS to authorize eligibility and check premium status.

Section 3 -  Disability and Employment

Answers to questions about disability, work effort, employment, and temporary job loss.

Section 4 -  IRWE

The impact of Impairment Related Work Expenses on eligibility and premiums

Section 5 – Premiums 

Issues regarding the computation and collection of client premiums

Section 6 -  Other Medical Insurance

The impact of private medical insurance on eligibility and premiums

Section 7 – Income and Assets

Treatment of income and assets that is unique to the coverage group

Section 8 -  Waivers

Special rules regarding home and community based services waivers
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Section 1  -  Household Composition
Q.  My employed disabled client has a spouse in the home.  How is the spouse coded on the EMS STAT screen  for the S05 AU?

A.  The spouse is coded as an AS deemor if aged, blind or disabled and an NA deemor if not aged, blind or disabled.

Q.  I have a couple where both spouses are disabled and working.  EMS wants to charge both clients the same premium.  Is that correct?

A.  Yes, when both spouses in a couple are found eligible for S05, a premium calculation is done for each individual.  Each individual would then be charged the full premium amount shown for their computation (either Connecticut or Federal). The amount each spouse would pay should be the same.  

Q.  My client has two minor children.  I was told that they should be added to the AU.  I thought S-track Medicaid was just for adults?

A.   If an S05 applicant/recipient has minor children living in the home it is important that those children be added to the S05 AU as OC deemors.  This is because the children are included in the household size when computing net family income and premium amount.  Most S-track AUs are set up with just the applicant/recipient and spouse. These AUs may trickle to S05 if the client's wages exceed the MNIL.  If the children are not included in the S05 AU, the client will likely be charged an S05 premium which is either too high or totally inappropriate.  Many S05 clients with children are assigned to family units in the larger offices because the children in question are eligible for Husky or other FMA coverage groups.  It is therefore important that Family Division workers who are likely to encounter an S05 AU in their caseload become familiar with this scenario.

Q.  How does EMS treat the children when they are added?

A.  When you code a child as an OC deemor on an S05 AU, the system does the following:

1. It counts the children as AU members when determining the appropriate family size and poverty level.

2.  It does not count the child's income since the child's income is not counted in the premium calculation.

Workers should follow existing procedures for verifying that children are in the home  (LL letter, school letter, letter from SSA showing child's SS benefits going to the case address, etc.)  The income can be entered if available but should not be pursued unless the household is also applying for some other benefit for the child (medical, food stamps etc.).

Section 2 -  EMS Considerations

Q.  I have a client who just started a job.  She hasn’t sent me her first wage stub yet so I have entered $.01 in wages in order to make her eligible.  Is that OK?

A.  No, there is no valid reason for these "placeholder" earnings amounts under the S05 eligibility procedures.  If the client has begun new employment, use the client's estimate of wages while awaiting verification.  That figure is more likely to be correct than entry of $.01 or $1.00.

Entry of an artificially low wage amount tells EMS to compute a premium based on the amount entered.  For clients who would owe a premium, entry of minimal wages gives the client S05 coverage with no premium or a greatly reduced premium. That is because EMS only computes premiums during Application Final (AMEN function Q) and Month Begin processing.  For a new job, the worker should list the prospective wages based on the client's verbal statement of earnings.  This will allow EMS to determine eligibility and premium.  The ongoing premium could then be adjusted when the actual wage verification is received.  There is no provision for historically changing a person's premium.

Q.  If a client stops working through no fault of their own, don’t I need to enter $.01 of wages to keep them S05 eligible?

A.  No, a client with a temporary job loss should have an employment end date entered on the ERN2 screen and a job loss date entered on the WORK screen.  EMS will then track the job loss time period and will end S05 eligibility after the one year maximum extension period if a new employment begin date has not been entered.  That tracking will not happen if placeholder wages are entered and the case will not be reported as a temporary job loss AU.   Continuing to list the job on the ERN screens not only is unnecessary for eligibility purposes, but it also lowers the average S05 wages we report to the legislature.

Q.  I have a client who receives income from a boarder.  Even though he is not working, the system wants to trickle to S05.  Is that correct?

A.  No, a review of lower income S05 clients shows that there are several clients who have trickled to the S05 coverage group because of earned income from a roomer or boarder (codes BO, RB, and RO).  Although that income is treated as earned under Medicaid, it does not meet the definition of employment under S05. There is a pending work request to differentiate room and board income from real employment under S05.  In the meantime however, if a client with room and board income is encountered and the client does not have any other type of employment, code the client as “refused health insurance” on the client's WORK screen.  This will cause EMS to by-pass S05 in the trickling process and correctly place the client into spenddown.

Q.  The client’s wage information entered for prior months is incorrect.  I have made a historical income change, but the computed income and premium do not change.  How can I adjust the client’s premium amount due?

A.  EMS does not recompute premiums for the current or historical months.  Many clients report a change which affects the amount due for current and historical periods.  Entry of the income or household composition information will not change the amount of the premium shown on the MAFI screen or the total amount due on the MEDP screen.  The only way to have these figures adjusted is by having EMS Helpdesk or Adult Support Unit staff manually adjust the premium amount for the historical months in question.

Q.  Is CCC using a different criteria for 'disabled' for ALL s-track medical coverage groups or just S05?  (We recently had an S03 denied due to substantial gainful activity - should we resubmit?)

A.   Yes, if the application was denied solely for SGA the client should be S05 eligible.  Colonial Cooperative Care may have processed the medical packet before they were trained on the new  coverage group.  The packet should be resubmitted.

Q.  Clarify the age requirements.   For 18 year olds when would eligibility begin?  Would it be the month in which the client turns 18, or the following month.  Also, for 65 year olds, does eligibility last until the end of their 65th year or the month in which they turn 65?

A.   For 18 year olds, eligibility begins the first day of the month in which the person turns 18.  The end date of eligibility due to age for an employed disabled person is the last day of the month in which the person was age 64 for at least one day in that month.

Q.  If a Fair Hearing is requested within 10 days of closure due to non-payment of S05

premium, should the S05 AU be reinstated the until the Fair Hearing is resolved?

A.  Yes, Medicaid rules allow the client 10 days or until the closure date whichever is later to request a hearing and have benefits continue.  The closure is actually effective at the end of the month after the delinquent month.  That is because the closure notice is actually sent early in the month during month begin processing.  A client who has not paid a January premium will receive a notice on February 1 that the S05 AU will close effective February 28 for non-payment of the January premium.  The client must request a hearing by February 28 to receive continuing benefits.  If they do so, the AU should be reopened (not reinstated) pending the hearing.

Section 3 -  Disability and Employment

Q. How does the definition of disability under S05 differ from the one used in State Supplement and other S-track coverage groups?  How does EMS track the differences?

A.  Unlike other S-track coverage groups, the S05 disability criteria is not tied to receipt of Social Security disability benefits or SSA disability criteria.  It is essential that all workers who deal with S05 applicants or recipients understand this.

A person with a disabling impairment who is determined to be doing substantial gainful activity by the Social Security Administration (earning more than $800.00 per month) will lose their Social Security disability entitlement but would not lose their Medicaid entitlement under the S05 coverage group.

The disability approval source code entered on the DEM2 screen impacts eligibility for the various S-track groups as well as the food stamp shelter hardship cap.  The appropriate use for each code and its eligibility impact is as follows.

SS - SSI Recipients, MR - MRT Approved, RS - SSDI Recipient, HO – Hearing Officer Approved

Use of the above codes means that the individual meets the Social Security Administration definition of disability.  The client could be eligible for any S-track coverage group if receiving SSDI or SSI.  Use the MR code only if Colonial Cooperative Care determines that the client meets the SSDI/SSI level of disability.  Clients found to meet that level by CCC or a hearing officer meet the disability criteria for all S-track groups including S05.  EMS also releases the FS shelter hardship cap for clients with these codes.

SG - Client with Substantial Gainful Activity (SGA), MI Medically Improved

Use of these codes will only qualify the client for Medicaid under the S05 coverage group.  These codes will not release the FS shelter hardship cap. The SG code is used if the client no longer receives SSDI but continues to receive Medicare under Social Security's 84 month Medicare Extension.  (These individuals would be those who do not receive an SSDI check because wages exceed $800.00 but still have Medicare coverage through SSA’s Medicare extension for the working disabled).

The SG code is also used for clients who have a disabling condition but receive neither SSDI nor Medicare but have been found by Colonial Cooperative Care to be working and doing substantial gainful activity despite their impairment.  It is essential that these cases be referred to CCC to make that determination.

The MI code is used when, as part of a regularly scheduled medical review, the S05 client is found by CCC to no longer have an impairment so severe that the person would qualify for SSDI/SSI if he/she were not working.  The impairment however must still exist to a lesser but still substantial extent.  Persons qualifying through the medically improved group must be earning the equivalent of the federal minimum wage times 40hours per month.  A medically improved person who stops working becomes ineligible in the month after employment ends.  Remember however that only Colonial Cooperative Care determines that a person meets the medically improved criteria.

Q.  Why doesn’t the SG disability code allow the client to get an unlimited shelter hardship deduction for food stamps?

A.  The SG disability code does not allow an unlimited hardship because food stamp rules state that a person eligible for a State's disability related Medicaid program is eligible for an unlimited shelter hardship if the Medicaid program uses disability criteria no less restrictive than Title XVI of the Social Security Act (SSI).  Since the SSI program uses Substantial Gainful Activity to determine disability and the MED program does not, persons who do not receive SSDI or SSI and are working and performing SGA are not eligible for the unlimited food stamp shelter hardship.

Q.  Does Medicare coverage establish disability for the S05 coverage group?

A.  Yes, we have confirmed that language in Section 226(b) of the Social Security Act requires the Social Security Administration to grant extended Medicare benefits to persons who have lost Title II (SSDI) benefits due to performance of Substantial Gainful Activity but still retain the disabling condition.  Since this criteria is the same as that applied to Medicaid clients under the TWWIIA Basic Insurance Group, Social Security's decision to extend Medicare coverage to a former SSDI recipient is valid for a determination of disability under TWWIIA (S05) and therefore no separate disability determination packet is needed.

Q.  I have a couple of clients who were denied S05 and put in spenddowns because they are working but not paying into FICA or have withholding taxes taken out of their paycheck.  In one situation it is a work study program, in the other the client is in a DMR sheltered workshop.  Are these individuals considered to be employed?

A.  The client has to be employed and receiving income that is considered earnings under the IRS and State Department of Revenue Services rules.  If a client is in a work study program that gives a stipend and/or reduces a person’s college tuition, he would only be considered employed if he would receive a W-2 at the end of the tax year that lists the income as earnings.  If the money received is not taxable because it is a grant or stipend, then it is not employment for S05 purposes.

The appropriate policy reference would be UPM 2540.85 B.1.a.  The rationale is if the entity issuing the pay stub is paying employer taxes and the individual receiving the pay stub is paying appropriate earned income taxes (withholding, FICA, and Medicare) then the activity is employment under the S05 group's employment criteria.  The question to ask the client and "employer" is "Will payment of this income require you to issue a W-2 to the client?"  If yes, the client is an employee and eligible.  If a client is issued an IRS 1099 form instead of a W-2, he might qualify under the self employed criteria.

With regard to sheltered workshops, in a 1994 ruling the State Comptroller along with the Internal Revenue Service and the Department of Revenue Services determined that sheltered workshop activity did not constitute employment so sheltered workshop providers were not liable for employer taxes.  The ruling also stated that workshop participants were not receiving taxable earnings. 

Q.  Please explain the temporary job loss extension.  Do clients who lose employment through no fault of their own automatically get one additional year of coverage?

A.  No, as outlined in UPM 2585(A)(1)(c), an S05 recipient who suffers a temporary loss of employment may continue as eligible for up to one year if he/she meets one of the criteria listed below.

1.   If the loss of employment is due to a temporary health problem, the client must provide medical documentation regarding the length of the absence from work or provide a letter from the employer stating that the client's job is being held until the health crisis ends.

2. If the loss of employment is due to layoff or the client's inability to do a particular job, the client must demonstrate that they are looking for other suitable work.  This can be demonstrated by receipt of unemployment benefits or a letter from an agency with whom they are working to find new employment such as the Bureau of Rehabilitation Services, a DMHAS affiliated agency, or DMR.

It is important to remember that the client must be an S05 recipient in order to get the extension. Clients who apply after a recent loss of employment can only qualify if Medicaid is granted retroactively to a month when they were actually employed.  Also, keep in mind that although the extension can be for up to one year, it is not an automatic extension.  Clients can only continue their eligibility if they meet one of the temporary unemployment criteria listed above.  Very few clients would actually be on the extension for a full year.  Most would either return to work, stop pursuing a return to work, or qualify for another coverage group within the year.  Clients on the program based on the temporary loss of earnings criteria should have that status reviewed periodically based on the evidence presented at the time of the loss of earnings.

Q.  Can a person collecting Unemployment Compensation benefits qualify as an Employed Disabled Person? 

A.   Yes, an S05 recipient who loses employment and is subsequently found eligible for unemployment compensation benefits by the Labor Department is considered to be meeting the "connection to the labor market" criteria set forth in UPM 2540.85 A.1.c.  The Labor Department's decision to extend UCB benefits is sufficient to establish eligibility under the S05 temporary job loss criteria.

Keep in mind however that this applies only to S-track recipients who lose employment.  A person receiving UCB when applying for Medicaid would not qualify as an Employed Disabled individual.  A working S02, S03, or S95 client on the other hand who loses employment but would go into spenddown based on the UCB income, should be switched to S05 under the temporary job loss criteria.

Q.  Are self employed persons eligible?  If so, what documentation is needed to establish eligibility? 

A.  This clarifies procedures to be used by eligibility staff to verify that a Medicaid for the Employed Disabled (S05) applicant/recipient is meeting the self-employment criteria listed in UPM 2540.85 A.1.b.

The above referenced policy states that a self-employed disabled individual "must have established an account through the Social Security Administration and must make regular payments based on earnings as required by the Federal Insurance Contributions Act".  A self-employed individual meets

this requirement under IRS rules by filing Schedule SE (form 1040) with the IRS.  Schedule SE is required for all individuals who have net earnings (after business expenses) of $400 or more in a calendar year.  Payment of SE taxes includes a contribution to the Social Security system.

Clients who expect to owe at least $1000 in taxes not paid through withholding must also make quarterly estimated tax payments by filing form 1040-ES.   Estimated tax payments are due on or about January 15, April 15, July 15, and October 15.

To verify that a self-employed person meets the S05 definition of employment, the worker should request a copy of the client's latest Schedule SE and if appropriate 1040-ES.  For newly self-employed individuals, the worker can accept other verification of self-employment income and instruct the client to obtain IRS Publication 533 "Self-Employment Tax".   The client should be advised that he/she must comply with the IRS guidelines for self-employment as a condition of continuing S05 eligibility.  Documentation of compliance should be provided by the client at the time of the next review or earlier if appropriate.  Eligibility staff should also obtain a copy of Publication 533 if they are determining eligibility for a self-employed individual.  All IRS forms and publications are available via the Internet at www.irs.gov.

Section 4 – IRWE


Q.  How do Impairment Related Work Expenses impact eligibility and premiums?



A.   Federal and state regulations mandate that these expenses be considered and used to reduce countable earned income in disability related State Supplement and Medicaid eligibility computations.  Public Act 00-213, which created the Medicaid for the Employed Disabled Program in Connecticut, explicitly requires that they be used in S05 computations.

UPM 2540.85 delineates how IRWEs impact eligibility and premiums under S05.  As outlined there, IRWEs are used to determine whether the client meets the S05 net income test (where required) and then are used to reduce countable earned income in the premium computation for eligible clients.

Eligibility Tests

As you may know, the gross income limit under this coverage group is $6,250 per month ($75,000 per year).  A disabled person who meets the program's definition of employed and meets the gross income test is income eligible.

A person who fails the gross income test may still be income eligible if they meet the net income test.  The net income test uses SSI methodology to determine whether net income is below the program net income limit of $3082.50.  To arrive at net income, the gross income is reduced by a $20.00  general disregard, a $65.00 earnings disregard, any approved IRWEs, and 1/2 of the remaining earnings.  Under this formula, a person who fails the gross income test may pass the net income test if significant IRWEs exist.

Persons qualifying under this policy must have the IRWEs re-examined each time the income changes.  A person who qualifies by splitting liability through a PCA waiver plan would need to have the client liability adjusted under the plan each time the income changes.  A person with no IRWEs who fails the gross income test would also fail the net income test. These methodologies are programmed into EMS and the electronic W-1006E.  

Q.  What if the client pays for an IRWE in a lump sum.  For example, he pays $6000 cash for a ramp and door widening.  Do we spread this out over time - 6 months, 12 months?  Do we count the whole thing in the month of redetermination or application?

A.  IRWEs are used to reduce countable income from employment when determining eligibility.  All our income projections including IRWEs are prospective.  The amount of an IRWE can never exceed earnings in a month.  An expense paid from an asset can be prorated as outlined in UPM 5035.10 C.  If the client took out a loan for the expense and is making monthly payments, that would be an ongoing expense paid from income and would be allowed.  If the expense was paid from assets it would only be allowed to the extent it reduced countable earnings

Q.  Can vehicle operating costs be used as an IRWE?

A.  Yes, the operating costs of a modified vehicle are an allowable Impairment Related Work Expense (IRWE) under the S-track coverage groups (S01, S02, S03, S04, S05, S95, S99).  The costs are computed by multiplying the number of miles per month driven to and from work and any other additional miles directly related to work by the allowable mileage rate listed below for the class of vehicle used by the client. The deduction can not exceed earnings.

Vehicle         

Cents per Mile

Full-size car        

37.9

Full-sized van      

44.8

All Other Vehicles    

36.0

The per mile rate includes depreciation; finance charges; gas and oil; maintenance and repairs; tolls and parking; insurance; parts and tires; licenses; title; registration and

inspection fees; and local, state and federal taxes.  No additional IRWE would be allowed for these expenses in addition to the per mile deduction.

For clients with special transportation situations not involving their own vehicle, an individual determination may be made.  Special transportation situations can only be considered for individuals unable to use public transportation.

Q.  How do I determine if a client’s PCA costs can be used as an IRWE?
A.   Out of pocket PCA-related expenses can be used as IRWEs if they meet the conditions listed below.  Associated costs (such as workers compensation premiums or payment for accounting services needed to complete employer tax forms) can also be allowed.

For the PCA services themselves to be allowed, the services provided by the PCAs must be needed to get the client ready for work, transport the client to or from work, help the client at work, or help the client at home immediately after returning home from work.

Section 5 – Premiums
Q.  My client lost the address where her premiums should be sent.  What is it?

A.  The address is:
Accounts Receivable Unit - 7th Floor

State of Connecticut

Department of Social Services

25 Sigourney Street

Hartford, CT 06106-5033

Q.  Please describe the premium billing process.

A.  Take the following action to resolve billing and payment questions.

EMS Screens

EMS displays the premium billing, payment, and account status for all S05 AUs.  The BENR screen (MMEN function H) shows the date and amount of all premium payments made for the AU.  The MEDP screen (SMEN function V) shows month by month billed amounts for the AU.  It also displays the premium due for the client in the current month (or in the last eligible month for a closed AU),

the total of premiums paid for the AU, and the amount of the client's net balance due or overpaid if applicable.  Keep in mind that there can be as much as a week's delay between the mailing date of a payment to central office and the logging of that payment on MMEN.  Inquiries about non-posted payments should be directed to the Accounting Unit at 860 424-5709. Inquiries should come from designated regional staff.  The client should not be calling Central Office (although we realize that many clients call on their own).  The PREM screen (TMEN function 5) also displays the AU's current balance, past due balance, and premium receipt amount.

Billing Errors

There are three common scenarios that lead to billing errors.  Whenever it is determined that an S05 case is to be charged a premium, the following should be checked.

If the client has minor children in the home, they must be added as OC deemors. This will allow EMS to consider the children when determining family size and the proper 200% of FPL exclusion.  The income of the children is not counted.

The medical insurance information for the client and spouse must be entered on the appropriate WORK screens.  This includes employer sponsored and private insurance paid by either spouse.  It also includes Medicare Part B premiums that are not being paid via QMB or SLMB.

Many S05 AUs should be S04 AUs because the clients are 1619a, 1619b, or 1905q eligible.  The erroneous S05s occur because EMS will trickle directly to S05 if wages appear on the case and the client's net income exceeds the MNIL.  When wages are first entered for a disabled individual, S04 eligibility should be considered, particularly if the client would have a premium obligation under S05.  Entry of 1619 or 1905q coding on the UINC screen will allow EMS to stop at S04 in the trickling process.

Historical Income Changes

EMS will not change a past month’s premium computation even if a historical change is made to the case.  The screens must be manually adjusted by Central Office to reflect a new premium computation resulting from the change.  When a case change is made, the worker should use the Electronic Premium Calculator (W-1006E) to determine the correct billing amount for the historical premiums and notify Larry Carlson via Email.  Either Larry or an EMS Helpdesk Consultant will adjust the billed amount and initiate a refund payment to the client if appropriate.

Q.  I am an intake worker.  It took a while for S05 eligibility to be granted and now my client owes $1,100.00  in retroactive premiums.  Does he really owe that much?

A.  It depends on what the client needs.  Central Office has received several complaints from newly granted S05 clients about premium amounts due for the application period and the relatively short time frame some clients are being given to make premium payments.  To understand the client's concerns I will review how EMS processes premiums for the S05 application period.

When an S05 AU is granted, EMS computes a premium for all months in the application period and bills the client overnight through the current month.  Depending on the size of the individual monthly premiums and the number of months covered in the application period, the amount of the bill could be substantial.  In addition, if the case is granted toward the end of the month, the client notice states that the premium should be paid through the current month to insure continued eligibility. Sometimes the client is given less than a week to make the payment.

When it is determined that an S05 client will owe a premium for months in the application period the intake worker should take the following steps before granting the S05 AU.

1.  Determine what premium amounts the client will owe for the application months and inform the client what the retroactive amount due will be.  Clients may opt to be ineligible for some months if the medical need for those months is less than the premium due for that month.

2.  If a client will be owing a substantial premium for application months, avoid granting those cases in the last week of the month.  A grant made at the end of month will give the client only a few days to pay the entire retroactive amount due.

3.  Keep in mind that even though the client is billed through the end of the current month through EMS Notice #95, they need only pay premiums through the month prior to the current month to avoid discontinuance at that month end.  Payment of the initial amount and an additional catch-up payment might be the best course of action for a client who needs retroactive coverage but can't immediately come up with the entire amount due.

4.  If a case is granted in error for a client who did not need/want coverage back to the application date, premiums can be deleted by Larry Carlson or User Support Group staff if the client agrees not to use the medical card for those historical months.  This should only be  done when the case is granted for the historical period, contrary to the client's wishes.  Once a case is granted in EMS, there is no way to remove that eligibility from the EDS eligibility file.  The request for a historical change to a premium amount should be routed through the regional office contact person to Larry Carlson or to the EMS Help Desk.

5.  Sample copies of EMS notices and the mailing address for premium payments can be found in the Medicaid for the Employed Disabled Desk Guide (page 24-26).

6.  Do not have clients call Larry Carlson or members of the Accounts Receivable unit about their premiums.  (We realize that most clients who call C.O. about the premium billing are doing so on their own).

7.  If a client overpays a premium and wants a refund, send an EMAIL to Larry Carlson in Central Office stating the AU number, client name, and the amount of refund. 

Q. My client’s case was closed due to non-payment of premiums.  She says she has now paid the past due amount.  How can I verify that and get her back on the program?

A.  As you know, an S05 AU is closed by EMS with Reason Code 112 (Failure to Pay Premium) when premium payments become more than one month in arrears.  For example,  a client who owes any amount for April will be closed effective 5/31/03 if the April amount is not paid by May month end.  Once an AU is closed , it can not be reopened until the delinquent amount is paid.  A client in this situation would receive a notice on May 1 stating that the case will be closed effective May 31 if the delinquent amount is not paid.  If the payment is not logged into EMS by May month end, the case closes and a closure notice is sent.

Many clients delay payment of the premium until late in the month on the assumption that paying by May 31 will protect continuing eligibility.  Unfortunately, month end is usually the 28th or 29th of the month.  Because of that, delays caused by mailing time, and the volume of payments received at

the end of each month,  many cases close because the client’s payment is not logged in by month end.

Each month, a number of clients call or appear at Central Office stating that they have made the required payment and were told by the regional office that only Central Office could reopen the case.  A check of EMS MMEN function H usually indicates that the payment has indeed been made and MMEN function V shows that the AU is no longer delinquent.

When this scenario occurs, there is no need to refer the client to Central Office.  The AU can be reopened via AMEN function J.  EMS always sends alert #340 "Delinquent Premium on Closed AU has Been Paid.  Reopen if Appropriate", whenever a payment is received which pays the delinquent amount on a closed S05 AU.  When this alert is received the AU should be reopened, even if the

client has not yet questioned the discontinuance.  Remember that Andrew Davis and the Accounts Receivable staff have no AMEN update capability or knowledge of Medicaid eligibility rules.  If a client has questions about their S05 eligibility or premiums, the best course of action is to have your supervisor contact Larry Carlson.  That way you will be able to explain the policy or computation to the client and be able to make any needed corrections in EMS.  If corrections to historical premium charges are needed,  supervisors should call Larry at (860) 424-5375 or the EMS Help Desk at (860) 424-4949 option 4.

Q.  My client received a notice that she overpaid her premium.  She wants the overpayment refunded.  How do I do that?

A.  Due to changes in income or premium computation, S05 clients occasionally overpay premiums and have a credit balance on their account.  At month begin, EMS compares the amount billed for each S05 AU to the amount of client payments.  If a client has overpaid and has a credit balance, the client is given the option of having the credit balance applied to the current future premium amount due or requesting a refund.  EMS generates a notice to the client instructing him/her to contact the eligibility worker to request the refund.  If a client calls to request a refund, the worker should send an email to Larry Carlson in the Adult Support Unit.  The amount of the client's premium overpayment (refund) is viewable on Notice History.  The notice number is 0095.  Please include the client name, S05 AU number, and refund amount in the EMAIL message.  The Accounting Unit will then issue the refund check directly to the client at the client's EMS mailing address.  Do not instruct the client to call the Adult Support Unit or Accounting Unit directly to request a refund.

Section 6 - Other Medical Insurance

Q.  How do medical insurance premiums paid by the client affect the S05 premium?  When would Medicaid pay for the client’s insurance?

A.   A client's premium obligation under this coverage group is reduced by the amount of any medical insurance premiums paid from income by the client or spouse.  This includes any Medicare B premiums deducted from a client's Social Security check by the Social Security Administration.

Keep in mind that DSS is required to pay any cost-effective medical insurance premiums under the S05 coverage group as outlined in UPM 9040.  Please refer health insurance plans held by the client, which require premiums, to the Third Party Liability (TPL) Unit in Central office for a cost-effectiveness determination. The exception to this would be those situations in which the client's out of pocket insurance expense is less than the client's S05 premium liability.  In that situation, deducting the client's out of pocket cost from the premium would be sufficient.

Q.  How is the private medical insurance reimbursement amount computed?

A.   As you know, all out of pocket premium payments reduce the client's S05 premium obligation, but a client can only receive reimbursement for payments made to an employer sponsored cost effective health insurance plan.

A client who has an S05 obligation of $104.00 who pays a $58.70 Part B premium and $90.00 to an employer for health insurance would receive a reimbursement check of $44.70 ($148.70 - $104.00).  A client who has a $30.00 S05 obligation who pays $58.70 Part B and $90.00 to an employer would receive $90.00 (the total amount paid to the employer).

Q.  My client’s private medical insurance payments exceed his S05 premium obligation.  How do I get him a refund of the excess?

A.  If an S05 client is making premium payments for cost effective health insurance coverage, either through payroll deduction or direct payment (including Part B premiums), and those payments exceed their S05 premium obligation under the program, the client would be eligible for reimbursement of those excess out of pocket health insurance premiums as outlined in UPM 9040.05 F.

When an S05 AU qualifies for this reimbursement, submit a completed W-1006 E Electronic Premium Calculation Sheet to the TPL Unit along with the W-1685A so that TPL can authorize the correct reimbursement to the client.  The amount payable will appear in Premium Refund Due Client field on the spreadsheet.

Policy is written under the assumption that the recipient is subject to the Connecticut premium calculation.  However, this will not always be the case.  If the recipient is subject to the federal premium amount, we compare the amount of the recipient's liability under the federal calculation to the amount of his or her monthly costs for medical insurance.  If the monthly costs for medical insurance exceed the monthly Medicaid premium he or she would otherwise owe to the Department, DSS will pay the difference between these two figures.  The Electronic Premium Calculator (W-1006E) is programmed to calculate both refunds.

Q.  My client doesn’t want to enroll in her company’s health plan.  Is enrollment required?

A.  Remember that a Medicaid applicant/recipient's enrollment in a cost-effective group health insurance plan for which they are eligible (usually through an employer) is a condition of eligibility listed in UPM 3545.05.  MAABD clients who do not enroll when eligible are ineligible for Medicaid.  This policy applies to all adult coverage groups including Medicaid for the Employed Disabled (S05).  If the client is charged a premium for this coverage, the amount is deducted from his premium obligation under S05.  If the client is charged a group health insurance premium that exceeds his S05 premium obligation, the excess premium is paid as a special benefit as outlined in UPM 9040.  Procedures for the cost-effectiveness determination can be found in UPM P-9040.05.

Q.  My client has no S05 premium obligation.  Do I still need to enter health insurance on the WORK screen?

A.  As you know, health insurance information for the client and spouse must be recorded on the individual's WORK screen since premium amounts paid out of pocket will reduce the client's premium obligation under the S05 AU.  Both employer-sponsored and other health insurance coverage (including Medicare B premiums) must be entered on the WORK screen in order for EMS to correctly compute the client's obligation.

Since we must track and report on all health insurance obtained by the client through employment, it is also important that health insurance coverage be entered on WORK even if the client is not charged a premium by the employer.  The proper code in that situation would be code F (Insurance offered and accepted, cost effective - no cost).

Section 7 – Income and Assets

Q.  How is a lump sum treated in the coverage group?

A.  Since S05 is a categorically needy Medicaid coverage group, the lump sum policy at UPM 5050.65 D.3 must be used to determine eligibility.  This means that a lump sum is income in the month received and an asset to the extent retained in future months.  It also means that lump sum (code LS) income entered for prior periods when the client was eligible under a medically needy (S99) coverage group should not be considered when determining income or premiums under S05, even though that income is within the six month period established under the Medically Needy methodology found at UPM 5050.65 D.4.  The LS income should be deleted or coded as "other non-countable income" for all S05 months.  

Q.  Do we investigate transfer of assets for these cases?

A.  Since the coverage group is community Medicaid, there would be no transfer of asset investigation for regular Medicaid coverage in this group.  Keep in mind however that persons meeting the income and asset eligibility criteria of this program also meet the income and asset eligibility criteria for the PCA waiver.  Transfers made for less than fair value within 36 months of the waiver application date will make the person ineligible for waiver services even though they may qualify for community Medicaid under the Employed Disabled coverage group.  Therefore, a transfer of assets investigation would be needed for any PCA waiver eligibility request associated with the coverage group.

Q.  The policy excludes Medical Savings Accounts.  What are they?

A medical savings account is a trust account set up with a bank, insurance company, or other entity approved by the IRS.  The accounts must comply with various guidelines established by the IRS.  Only persons enrolled in "high deductible health care plans" (between $1500 and $3000) can establish these accounts.  An account holder may not contribute to a medical savings account while covered by other health care plans or Medicare.  Allowable distributions from accounts are tax exempt if used for medical expenses.  If an applicant or spouse has money in an approved medical savings account, it would be clearly marked as such and show the name of the trustee of the account.  Based on these criteria it is unlikely that many of these accounts will be encountered.  If an applicant for Medicaid claims that an account is a "medical savings account", please contact Adult Support @ 860 424-5250 so that the account can be reviewed.

Q.  It appears that the excluded assets (IRA's, medical savings accounts, etc.) are also excluded for the client's spouse.  If so, are they also forever excluded for any coverage group for the spouse?  If an S05 client dies, and the spouse ends up needing L01 care, would we still exclude the spouse's IRA that was excluded when the client received S05?

A   As the enabling legislation (PA 00-213) was written, excluded assets for the client and spouse are excluded for life.  The legislature's intent was to allow an S05 client to return to work after an absence without having to liquidate the accumulated retirement assets of the individual or spouse. 

Current state law states that once an asset is excluded, it is excluded permanently under all Medicaid coverage groups.  Retirement assets are excluded for life.  Accounts subject to the approval of the commissioner are excluded until the Commissioner determines they no longer meet the exclusion

conditions. 

Q.  Under excluded assets, clients are able to have "money in accounts designated by the person or spouse for purpose of purchasing goods/services to increase employability."  I know this was intentionally made vague.  Can a client or spouse save up for a car?  What if they prefer a $40,000 car as opposed to a $10,000 car.  Is there a cutoff point?

A.  No, any accounts to be set up under this policy must be submitted to the Commissioner (c/o the Adult Support Unit) for approval.  The client would have to show that the item for which they are saving will provide a benefit which ultimately will improve employability in order for a request to be approved.

Q.  Also, regarding these excluded assets . . . do we follow up on or track how the funds are used?

A. When an account is approved, specific guidelines and limits will be set up for the account.  The worker would track that the client is meeting the guidelines like they would any eligibility factor.  If the client does not follow the guidelines then the asset becomes countable.

Q.  Please define the process for referral to CO.  Who should the referrals go to?  What should be included?  How long will the determinations take?  What are the determinations based on?

A.  The determination request should be sent to Adult Services, c/o the Central Office Adult Support Unit.  The request should include the type of and amount of asset to be excluded, the item(s) for which the client is saving, and a statement from the client as to why this item is medically necessary or how it will increase the client's independence or employability.  Only requests to exclude assets above the program limits should be submitted. Determinations should be made within a week.

Section 8 -  Waivers

Q.  My client was a W01 PCA waiver case whose waiver eligibility will continue under S05?  Are there problems that I have to look out for when I switch the coverage group?

A.  A problem has been identified with the way EDS is handling the payment of claims for PCA services on behalf of some PCA waiver clients who are active in the S05 coverage group.  The problem occurs if the S05 PCA waiver client was previously active through the W01 coverage group and had an applied income liability under W01.  EDS continues to deduct the W01 applied income amount from claims submitted by the waiver provider,  Allied Community Resources, even though the client is currently active via S05.  Under the rules of the S05 coverage group, there would be no applied income obligation.  (A similar phenomenon occurs when a client, previously active via L01, has a short term nursing home stay payable through another coverage group.)

When a client goes from W01 to S05, the applied income on the W01 AU must be reduced to zero before it is closed.  This should be done for any and all months for which S05 will be granted.  The AI can be reduced by entering an uncovered medical expense amount on the client's INST screen in an

amount sufficient to reduce AI to zero.

Keep in mind that this message refers to applied income previously computed under a W01 AU.  Do not confuse W01 applied income with the monthly premium the client may be charged under S05.  S05 premiums are paid directly to DSS by the client.  W01 applied income is contributed to the cost of care by the client who pays the AI to his/her medical provider.  There is never applied income with an S05 AU and there is never a premium for a W01 AU. 

Q. Are S05 clients financially eligible for the ABI and DMR waivers?

A.  Remember that clients found eligible for the S05 coverage group are considered to have met the financial eligibility criteria only for the PCA waiver.  They are not automatically financially eligible for the ABI or DMR waivers.  (Future legislation could possibly change this.)

Working disabled individuals who have been certified eligible by the Adult Services Unit or DMR must have their Medicaid financial eligibility evaluated using the criteria of the W01 coverage group.  Recipients of State Supplement must obviously remain in that coverage group to allow cash assistance to continue but all other ABI and adult DMR waiver clients should be granted in the W01 coverage group.  This is necessary for the following reasons.

1.  Clients in the S-track will trickle to S05 if net income exceeds the MNIL.    It is possible that gross income for these individuals could exceed 300% of the base SSI rate making the client ineligible for the ABI and DMR waivers.  EDS would honor waiver claims for those individuals however if there is an open waiver segment and active Medicaid (S05) status.

2.  Clients with income above 200% of the FPL must apply all excess income toward the cost of their waiver services.  That AI computation will only occur for clients in the W01 coverage group.

Only if a working disabled DMR or ABI waiver client's income is found to exceed the categorical waiver limit should the client's coverage group be switched to S05.  The eligibility worker must also terminate the waiver segment on the HCMS and INST screens at that point to prevent ongoing payment of waiver services for the ineligible client and inform the DMR case manager or Adult Services social worker of the client's financial ineligibility for the respective waivers.  This notification is especially critical for the ABI waiver so that the waiver's fiscal intermediary, Allied Community Resources can be informed of the ineligibility by the social worker so that they do not continue to provide ABI services for which they will not be reimbursed.

Q.  My client’s PCA waiver plan was just approved and I’m ready to grant S05.  Is there anything unusual I have to look out for?

A.  There have been several instances recently where working disabled individuals who have applied for Medicaid for the Employed Disabled specifically in order to gain eligibility for the amended Personal Care Assistance (PCA) waiver have been charged S05 premiums for months of eligibility that they did not need or want.

The problem occurs because PCA waiver eligibility cannot begin until the waiver care plan is approved and PCAs are in the client's home and providing service.  In some instances the regular Medicaid eligibility determination is completed and the S05 case is granted while the PCA waiver plan is still in process.  This becomes a problem for those cases where the client is computed to have a premium obligation and eligibility is granted for months prior to the month that the waiver begins.  This is especially problematic if the client has other medical insurance coverage and wants Medicaid primarily to cover PCA costs.

To avoid this problem, the worker should check with the client and the social worker to see if Medicaid coverage is needed/wanted for months prior to the PCA waiver begin date.  Clients should also be told what their potential premium obligation is for the months in question.  If assistance is not wanted for prior months in the application period, those months should be withdrawn by the client and S05 should be granted effective the month the PCA waiver plan begins.

Q.   If an S05 client is receiving PCA services and the income exceeds 200% of the FPL, would he be expected to pay an applied income. towards his cost of care, as many W01 clients are required to do?  If so, could the AI. be considered a medical insurance payment used towards his deductible? 

A.  This is actually a program of choice question.  If a client meets the PCA care plan guidelines and also meets the financial requirements for both W01 and S05, the worker is supposed to select the best coverage group for the client.  A client with combined income of $1598.70 who pays $58.70 for Medicare B would have an applied income of $42.00 under W01 ($1598.70 - $1498.00 - $58.70 = $42.00).  The same person would pay no premium under S05 ($1598.70 - $1498 = $100.50 x 10% = $10.05 -$58.70 = $00).  In this case, S05 would be the program of choice and there would be no premium due.  Since clients can access the PCA waiver through either coverage group, the rules of the selected coverage group determine applied income and premium.

Please contact Larry Carlson in the Central Office Adult Support Unit at (860) 424-5375 if you have any questions about the content of this transmittal or the Medicaid for the Employed Disabled program.
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