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PROCEDURAL BACKGROUND

On I 2025, Community Health Network of Connecticut (“CHNCT”), the Department of
Social Services’ medical review contractor, issued |l (the “Appellant”) a Notice of
Action denying prior authorization of |l (the “tattoo technician” or “technician”) of

I B (the “business”) in Massachusetts to complete a nipple-areola

complex re-pigmentation and scar restoration (the “procedure”) as the final phase of breast
reconstruction.

On I 2025, the Office of Legal Counsel, Regulations, and Administrative Hearings
(“OLCRARHR?”) received the Appellant’s hearing request.

On I 2025, the OLCRAH scheduled the hearing for | 2025.

On I 2025, in accordance with sections 17b-60, 17-61 and 4-176e to 4-189, inclusive,
of the Connecticut General Statutes, the OLCRAH held an administrative hearing. The following
individuals participated:

I /ppellant
Robin Goss, RN, CHNCT Representative

Christina O’Connor, RN, CHNCT Observer
I terpreter, E—

Eva Tar, Hearing Officer

On I 2025, the hearing record closed.



STATEMENT OF ISSUE

The issue is whether CHNCT’s denial of the technician’s request for prior authorization to
complete the procedure at his place of business in Massachusetts is supported by State statutes
and regulations.

10.

11.

12.

13.

FINDINGS OF FACT

The Appellant is Jjjjj years old and lives in |l Connecticut. (Appellant Testimony)

The Appellant has medical coverage through the HUSKY Health program, the Connecticut
Medical Assistance Program (CMAP), also known as Medicaid. (CHNCT Exhibit 4)

CMAP is Connecticut’s State Plan.

CHNCT is the Department of Social Services’ contractor for reviewing prior authorization
requests for medical services. (CHNCT Representative Testimony)

In I 2022, the Appellant was diagnosed with invasive left breast carcinoma. (CHNCT
Exhibit 1)

In I 2022, the Appellant underwent a left mastectomy with reconstruction. (CHNCT
Exhibit 1)

In I 2022, the Appellant received placement of a permanent breast implant. (CHNCT
Exhibit 1)

In I 2025, the Appellant underwent a revision with contralateral mastopexy,
restoring the nipple-areolar complex. (CHNCT Exhibits 1 & 8)

Medical micropigmentation is tattooing, a non-surgical procedure that inserts pigments under
the skin into the dermis. (Hearing record)

On I 2025, CHNCT received a prior authorization request from | (the
“technician”) of I (he “business”) of

Massachusetts, for a nipple-areolar complex re-pigmentation and scar restoration through
medical micropigmentation (the “procedure”). Included with the request was an

2025 recommendation by | APRN, and I 2025 office visit notes.
(CHNCT Exhibit 1)

Medical micropigmentation is a standard procedure and lacks significant unique complications
associated with it; it is relatively straightforward. (CHNCT Exhibit 10)

The I 2025 recommendation asserted that the technician would be clinically
overseen by | BHE RN. BSN, a nurse licensed in both Connecticut and
Massachusetts. (CHNCT Exhibit 1)

The technician and | 2rc co-owners of the business. (CHNCT Exhibit 1)
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The business is not a medical clinic or hospital. (CHNCT Exhibit 1) (Appellant Testimony)
The business has a National Provider Identifier (NPI)'. (CHNCT Exhibit 1)

The technician is not enrolled in CMAP as a medical provider. (CHNCT Representative
Testimony) (CHNCT Exhibit 1)

On I 2025, CHNCT approved the procedure itself as medically necessary in its Part
| review. (CHNCT Exhibit 2)

On I 2025, CHNCT denied prior authorization for the non-CMAP-enrolled
technician to perform the procedure at a non-CMAP-enrolled facility, reasoning in its Part Il
internal review that the procedure could be performed by in-network, CMAP-enrolled
providers in Connecticut. (CHNCT Exhibit 3)

On I 2025, CHNCT issued a Notice of Action to the Appellant asserting medical
micropigmentation is medically necessary, but the technician and the business were ineligible
for Medicaid payment to perform the procedure as they were not enrolled in CMAP as
provider(s). (CHNCT Exhibit 4)

In the | 2025 Notice of Action, CHNCT advised the Appellant that the procedure
could be completed by CMAP-enrolled providers and provided names for two in-network
providers: a physician associated with a plastic surgery center in il Connecticut and

a physician’s assistant at il I " B Connecticut. (CHNCT Exhibit 4)

On I 2025, CHNCT issued a Notice of Action denying prior authorization for the
out-of-network procedure, citing that the technician was not a CMAP-enrolled provider.
(CHNCT Exhibit 4)

On I 2025, CHNCT received | 2025 correspondence from the
Appellant reporting that she was comfortable with the technician, the employees of the
business communicated with her in Spanish, and CHNCT’s in-network providers were located
at an inconvenient distance from her home as a non-driver. (CHNCT Exhibit 5)

On I 2025, CHNCT received I 2025 correspondence jointly authored
by I RN, BSN, and the Appellant asserting without proof the |l in-network
CMAP-enrollee had a six-month wait for new patient evaluations, and the | in-
network CMAP-enrollee had less than five years of experience performing the procedure.
(CHNCT Exhibit 5)

' The Health Insurance Portability and Accountability Act (HIPAA) of 1996 mandated the adoption of a
standard unique identifier for health care providers; the National Provider Identifier (NPI) is that unique
identifier. Having an NPI does not ensure a provider is licensed or credentialed; guarantee payment by a
health plan; or enroll a provider in a health plan. <www.cms.gov>

2

” may be a misnomer: I s 2 hospital located in N

 ——————
Connecticut; the hospital is affiliated with the | B 2'sC i -

Connecticut is a private liberal arts university.
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On M B 2025 CHNCT received correspondence from the Appellant’s
reconstructive surgeon, . VD, of I
Connecticut opining that the technician would with oversight by an RN complete the
procedure in compliance with OSHA, CDC, and state health standards. (CHNCT Exhibit 8)

On I 2025, a Board-Certified plastic surgeon employed by MCMC, CHNCT’s
external medical review contractor, reviewed the request for prior authorization and
supplemental documents submitted by the Appellant and her medical providers and
recommended that the standard procedure be completed in-network by a competent board-
certified plastic surgeon and treatment providers capable of providing equivocal service.
(CHNCT Exhibit 10)

On I 2025, CHNCT notified the Appellant that it had again denied authorization
for the procedure to be performed out of network as there were CMAP-enrolled providers who
could evaluate and treat the Appellant, and the technician was a non-CMAP-enrolled provider
at a non-CMAP-enrolled facility. (CHNCT Exhibit 12)

Connecticut General Statutes § 17b-61 (a) provides: “The Commissioner of Social Services
or the commissioner's designated hearing officer shall ordinarily render a final decision not
later than ninety days after the date the commissioner receives a request for a fair hearing
pursuant to section 17b-60....” | 2025, the OLCRAH received the Appellant’s
hearing request. This hearing decision would have become due no later than | N
2026. This final decision is timely.

CONCLUSIONS OF LAW

Section 17b-2 of the Connecticut General Statutes in part designates the Department as the
state agency to administer the Medicaid program pursuant to Title XIX of the Social Security
Act.

“The Commissioner of Social Services is authorized to take advantage of the medical
assistance programs provided in Title XIX, entitled “Grants to States for Medical Assistance
Programs,” contained in the Social Security Amendments of 1965 and may administer the
same in accordance with the requirements provided therein....” Conn. Gen. Stat. § 17b-260.

“The Commissioner of Social Services may make such regulations as are necessary to
administer the medical assistance program....” Conn. Gen. Stat. § 17b-262.

The Department of Social Services has the authority to administer the HUSKY Health
IMedicaid program, or CMAP.

The Department of Social Services has the authority to make such regulations as
necessary to administer CMAP.



2. Section 713 (a) of Public Law 105-277, the Women’s Health and Cancer Rights Act of 1998
(WHCRA)?, establishes that a group health plan and a health insurance issuer providing health
insurance coverage in connection with a group health plan that provides medical and surgical
benefits with respect to a mastectomy shall provide, in a case of a participant or beneficiary
who is receiving benefits in connection with a mastectomy and who elects breast
reconstruction in connection with such mastectomy, “coverage for (1) all stages of
reconstruction of the breast on which the mastectomy has been performed; (2) surgery and
reconstruction of the other breast to produce a symmetrical appearance; and (3) prostheses
and physical complications of mastectomy, including lymphedemas; in a manner determined
in consultation with the attending physician and the patient.”

“The Commissioner of Social Services shall provide coverage under the Medicaid program in
accordance with Public Law 106-354 to women diagnosed with breast or cervical cancer. The
commissioner shall seek any federal waivers or amend the state Medicaid plan as necessary
in order to secure federal reimbursement for the costs of providing coverage under the
Medicaid program to such women....” Conn. Gen. Stat. § 17b-278b (a).

“(d) PAYMENT.—Notwithstanding any other provision of this title, medical assistance that—
“(1) is furnished to an individual described in subsection (a)— “(A) during a presumptive
eligibility period; “(B) by an entity that is eligible for payments under the State plan; and “(2)
is included in the care and services covered by the State plan, shall be treated as medical
assistance provided by such plan for purposes of clause (4) of the first sentence of section
1905(b).”.” Breast and Cervical Cancer Prevention and Treatment Act of 2000 (BCCPTA),
Pub. L. No. 106-354, 114 Stat. 564 (2000). (emphasis added)

The Breast and Cervical Cancer Prevention and Treatment Act of 2000 (BCCPTA), Pub.
L. No. 106-354, 114 Stat. 564 (2000) prohibits payments to providers who are ineligible
for payments under the State plan.

3. “Sections 17b-262-522 through 17b-262-532, inclusive, of the Regulations of Connecticut
State Agencies set forth the Department of Social Services general requirements to which
providers of Medical Assistance Program goods and services shall adhere in order to
participate in, and receive payment from, the Connecticut Medical Assistance Program
pursuant to section 17b-262 of the Connecticut General Statutes.” Conn. Agencies Regs. §
17b-262-522.

Section 17b-262-523 of the Regulations of Connecticut State Agencies in part provides the

following definitions:
“Medical Assistance Program” means the medical assistance provided pursuant to
Chapter 319v of the Connecticut General Statutes and authorized by Title XIX of the
Social Security Act. The program is also referred to as Medicaid.
“Prior authorization” means approval for the provision of a service or the delivery of
goods from the department before the provider actually provides the service or
delivers the goods.

Conn. Agencies Regs. § 17b-262-523.

3 Women's Health and Cancer Rights Act of 1998 (WHCRA), Pub. L. No. 105-277, § 713, 112 Stat. 2681,
2681-434 (1998)



“Prior authorization, to determine medical appropriateness and medical necessity, shall be
required as a condition of payment for certain Medical Assistance Program goods or services
as set forth in the regulations of the department governing specific provider types and
specialties. The department shall not make payment for such goods and services when such
authorization is not obtained by the provider of the goods or services.” Conn. Agencies Regs.
§17b-262-528 (a).

“In order to receive payment from the department a provider shall comply with all prior
authorization requirements. The department in its sole discretion determines what information
is necessary in order to approve a prior authorization request. Prior authorization does not,
however, guarantee payment unless all other requirements for payment are met.” Conn.
Agencies Regs. §17b-262-528 (d). (emphasis added)

CHNCT acted within its responsibilities as the Department of Social Services’ medical
review contractor when it reviewed the technician’s | Bl 2025 prior
authorization request to determine whether the technician met the provider criteria for
CMAP payment.

Section 17b-259b (a) of the Connecticut General Statutes provides the definition of “medical

necessity” and “medically necessary”:
For purposes of the administration of the medical assistance programs by the
Department of Social Services, “medically necessary” and “medical necessity” mean
those health services required to prevent, identify, diagnose, treat, rehabilitate or
ameliorate an individual's medical condition, including mental iliness, or its effects, in
order to attain or maintain the individual's achievable health and independent
functioning provided such services are: (1) Consistent with generally-accepted
standards of medical practice that are defined as standards that are based on (A)
credible scientific evidence published in peer-reviewed medical literature that is
generally recognized by the relevant medical community, (B) recommendations of a
physician-specialty society, (C) the views of physicians practicing in relevant clinical
areas, and (D) any other relevant factors; (2) clinically appropriate in terms of type,
frequency, timing, site, extent and duration and considered effective for the individual's
illness, injury or disease; (3) not primarily for the convenience of the individual, the
individual's health care provider or other health care providers; (4) not more costly
than an alternative service or sequence of services at least as likely to produce
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of the
individual's illness, injury or disease; and (5) based on an assessment of the individual
and his or her medical condition.

Conn. Gen. Stat. § 17b-259b (a).

CHNCT correctly determined that the procedure itself is medically necessary as the
term “medically necessary” is defined at Conn. Gen. Stat. § 17b-259b (a).

CHNCT’s I 2025 finding that the procedure itself is medically necessary does
not supersede, void, or waive concurrent statutes and regulations associated with the
administration of CMAP.




5.

“Out-of-state independent laboratories, border hospitals, and physician groups having
admitting privileges in a border hospital shall be exempt from the out-of-state criteria
delineated in subsection (a) of section 17b-262-532 of the Regulations of Connecticut State
Agencies. All other border providers shall be considered for enrollment in the Medical
Assistance Program on a case-by-case basis.” Conn. Agencies Regs. § 17b-262-532 (i).

The business is not exempt from the out-of-state criteria delineated at Conn. Agencies
Regs. § 17b-262-532 (a), as the business is not an independent laboratory, border
hospital, or physician group having admitting privileges in a border hospital.

Section 17b-262-524 of the Regulations of Connecticut State Agencies addresses provider
participation in CMAP. Subsection (a) provides:

To enroll in the Medical Assistance Program and receive payment from the department

for the provision of goods or services to Medical Assistance Program clients, providers

shall:

(1) Meet and maintain all applicable licensing, accreditation and certification
requirements;

(2) meet and maintain all departmental enroliment requirements including the timely
submission of a completed provider enroliment or reenrollment form and
submission of all enrollment information and such affidavits as the department may
require; and

(3) have a valid provider agreement on file which is signed by the provider and the
department. This agreement, which shall be periodically updated, shall continue to
be in effect for the duration specified in the agreement. The provider agreement
specifies conditions and terms that govern the program and to which the provider
is mandated to adhere in order to participate in the program.

Conn. Agencies Regs. § 17b-262-524 (a).

Section 17b-262-524 (b) of the Regulations of Connecticut State Agencies provides:
Additionally, the department shall at its discretion: (1) Require documentation or other
information necessary to ensure that requirements for enroliment in a type of service
and specialty have been met pursuant to all applicable statutes and regulations; (2)
require that an out-of-state or border provider submit such supplemental
documentation as it requires in the event their licenses, certificates, permits or other
credentials do not disclose the required information, or if the criteria for attainment of
such credentials is different from similarly situated in-state providers; (3) ...; (4) ...; (5)
...; (6) ...; and (7) enroll out-of-state providers if they provide services to clients who
are out-of-state in accordance with section 17b-262-532 of the Regulations of
Connecticut State Agencies.

Conn. Agencies Regs. § 17b-262-524 (b).

Section 20-2660 of the Connecticut General Statutes provides addresses the licensing of
tattoo professionals in Connecticut, and subsection (a) provides: “On and after July 1, 2014,
no person shall engage in the practice of tattooing unless the person is eighteen years of age
or older and has obtained a license or temporary permit from the Department of Public Health
pursuant to this section.”



Section 20-2660 (d) of the Connecticut General Statutes provides: “The provisions of this
section shall not apply to a physician, an advanced practice registered nurse rendering service
in collaboration with a physician, a registered nurse executing the medical regimen under the
direction of a licensed physician, dentist or advanced practice registered nurse, or a physician
assistant rendering service under the supervision, control and responsibility of a physician.”

Section 20-2660 (d) of the Connecticut General Statutes permits CHNCT’s identified
medical providers to perform the procedure in Connecticut.

The procedure is readily available in Connecticut to be performed by in-network
providers.

Section 17b-262-532 of the Regulations of Connecticut State Agencies addresses the
required criteria to be met for payment for out-of-state goods or services:

Pursuant to 42 CFR 431.52, payment for Medical Assistance Program goods or

services furnished to clients while they are out-of-state shall be made by the

department to the same extent as payment is made to in-state providers, unless
otherwise specified in state statutes or regulations which govern the provider's
assigned type and specialty, only when any of the following conditions is met:

(1) Medical Assistance Program goods or services are needed by a client because a
medical emergency occurred while the client was outside of the state;

(2) Medical Assistance Program goods or services are needed because a client's
health would be endangered if required to travel to Connecticut;

(3) the department determines that the Medical Assistance Program goods or services
are more readily available only in another state and prior authorization was granted
to the provider; or

(4) it is general practice for clients in a particular locality of Connecticut to use the
medical resources in a bordering state. The department shall allow providers, who
are designated by the department to be border providers, to be treated in the same
manner as in-state providers.

Conn. Agencies Regs. § 17b-262-532 (a).

The Appellant’s circumstances do not meet the criteria set at Conn. Gen. Agencies Regs.
§ 17b-262-532 (a) for treatment of medical services furnished to CMAP recipients while
those recipients are in another State.

“In order to be paid for goods or services, out-of-state providers shall enroll in the
Connecticut Medical Assistance Program.” Conn. Agencies Regs. § 17b-262-532 (c).
(emphasis added)

The language of Conn. Agencies Regs. § 17b-262-532 (c) is mandatory and not discretionary,
as the plain language uses the phrase “shall enroll” rather than the phrases “may enroll” or
“are not required to enroll.”

As the technician has not enrolled in CMAP, he is not eligible to receive CMAP payment
to perform the procedure in Massachusetts.




CHNCT’s denial of the technician’s request for prior authorization to complete the
procedure at his place of business in Massachusetts is supported by State statutes and
regulations.

DISCUSSION

CHNCT determined that the Appellant’s proposed nipple-areola complex re-pigmentation and
scar restoration (the “procedure”) is medically necessary.

However, CHNCT denied prior authorization for the Appellant’s preferred tattoo technician as: 1.
the technician is not enrolled in the Connecticut Medical Assistance Program (CMAP); and 2. the
business where the technician would complete the procedure is not in Connecticut.

Under State regulations, enroliment is a mandatory requirement for in-state and out-of-state
medical services providers to receive payment for Medicaid-covered services. The hearing
record does not reveal why the technician has not enrolled in CMAP as a medical services
provider.

The Appellant appears to argue that to preserve personal agency over her own body, CHNCT
must grant prior authorization to her specified technician to perform the procedure and must
ensure CMAP payment upon completion, regardless of the technician’s enrollment status in
CMAP. The Appellant’s argument is unpersuasive.

The Appellant’s assertion that CHNCT’s denial substantially and irrevocably impairs her bodily
autonomy is misplaced. Like all insured patients—whether covered by private insurance or
through public assistance—the Appellant retains full autonomy over her healthcare decisions. She
may choose providers authorized under her insurance plan to have the insurance plan pay for
approved, covered services, or she may select non-authorized providers and assume
responsibility for payment out-of-pocket.

The Appellant’s preference for the services of an out-of-network technician is insufficient to void
Conn. Agencies Regs. § 17b-262-532 (c) that requires CMAP enrollment by out-of-state providers
as a condition of Medicaid payment for covered services.

DECISION

The Appellant’s appeal is DENIED.

Eva Tar
Hearing Officer

cc: appeals@chnct.org
Heather Shea, CHNCT
Michelle Rusgrove, CHNCT
Fatmata Williams, DSS-Central Office
Jody L. Terranova, DSS-Central Office
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RIGHT TO REQUEST RECONSIDERATION

The appellant has the right to file a written reconsideration request within 15 days of the
mailing date of the decision on the grounds there was an error of fact or law, new evidence
has been discovered, or other good cause. If the request for reconsideration is granted, the
appellant will be notified within 25 days of the request date. No response within 25 days
means that the request for reconsideration has been denied. The right to request
reconsideration is based on § 4-181a (a) of the Connecticut General Statutes.

Reconsideration requests should include specific grounds for the request: for example,
indicate what error of fact or law, what new evidence, or what other good cause exists.

Reconsideration requests should be sent to: Department of Social Services, Director, Office
of Administrative Hearings and Appeals, 55 Farmington Avenue Hartford, CT 06105.

RIGHT TO APPEAL

The appellant has the right to appeal this decision to Superior Court within 45 days of the
mailing of this decision, or 45 days after the agency denies a petition for reconsideration
of this decision, provided that the petition for reconsideration was filed timely with the
Department. The right to appeal is based on § 4-183 of the Connecticut General
Statutes. To appeal, a petition must be filed at Superior Court. A copy of the petition must
be served upon the Office of the Attorney General, 165 Capitol Avenue, Hartford, CT 06106
or the Commissioner of the Department of Social Services, 55 Farmington Avenue Hartford,
CT 06105. A copy of the petition must also be served to all parties to the hearing.

The 45-day appeal period may be extended in certain instances if there is good cause. The
extension request must be filed with the Commissioner of the Department of Social Services
in writing no later than 90 days after the mailing of the decision. Good cause circumstances
are evaluated by the Commissioner or the Commissioner’s designee in accordance with §
17b-61 of the Connecticut General Statutes. The Agency's decision to grant an extension
is final and is not subject to review or appeal.

The appeal should be filed with the clerk of the Superior Court in the Judicial District of New
Britain or the Judicial District in which the appellant resides.






