SHD Paraphrased Regulations - Medi-Cal
540 Billing/Out of State Coverage etc.

540-1
Out-of-state medical care is limited to the following:
(a) D) When an emergency arises from accident, injury or illness; or

2) Where the health of the individual would be endangered if care and services are
postponed until it is feasible that he/she return to California; or

3) Where the health of the individual would be endangered if he/she undertook
travel to return to California; or

(4) When it is customary practice in border communities for residents to use medical
resources in adjacent areas outside the State; or

(5) When an out-of-state treatment plan has been proposed by the beneficiary's
attending physician and the proposed plan has been received, reviewed and
authorized by the Department before the services are provided; and the
proposed treatment is not available from resources and facilities within the State.

(6) Prior authorization is required for all out-of-state services, except:
(A) Emergency services as defined in §51056.

(B) Services provided in border areas adjacent to California where it is
customary practice for California residents to avail themselves of such
services.

(b) No services are covered outside the United States, except for emergency services
requiring hospitalization in Canada or Mexico.

(851006)

540-2

Under state law, CDHS may provide, by regulation and consistent with the regulations of the
Federal Social Security Act, for the care and treatment of persons eligible for medical
assistance, by providers in another state in those cases where out-of-state care or treatment is
rendered on an emergency basis or is otherwise in the best interests of the person under the
circumstances. (Welfare and Institutions Code (W&IC) §14022)

541-1 REVISED
10/15
A provider of service under the Medi-Cal program shall not submit claims to or demand or

otherwise collect reimbursement from a Medi-Cal beneficiary, or from other persons on behalf of
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the beneficiary, for any service included in the Medi-Cal program’s scope of benefits in addition
to a claim submitted to the Medi-Cal program for that service, except to:

(1) Collect payments due under a contractual or legal entitlement pursuant to Section
14000(b) of the Welfare and Institutions Code.

(2) Bill a long-term care patient for the amount of his liability.

(3) Collect co-payment pursuant to Welfare and Institutions Code Section 14134.
(851002)(a))

541-1A ADDED 12/08

A provider of services may appeal the decision of a Medi-Cal consultant regarding a TAR, as
follows:

The provider shall submit a written appeal to the Medi-Cal Operations Division
Headquarters in Sacramento within 180 calendar days from the date on the TAR, which
is the date a decision on the TAR is made by the Medi-Cal consultant

(851003.1(a)(1))

541-2

Except for good cause, bills shall be received by the fiscal intermediary or to the group
designated by the Director not later than the sixth month following the month of service. The
Department, upon review of substantiating documentation received to justify late transmittal of
the claim, may receive and process late claims if the reason for the delayed submission is
failure, due to the deliberate concealment, to present identification as a Medi-Cal beneficiary.
Delayed billing should be submitted no later than 60 days after the date certified by the provider
as the date the patient was first identified as a Medi-Cal beneficiary. The date certified by the
provider as the date the patient was first identified shall not be later than one year after the
month in which the service is rendered. Bills may be submitted for processing beyond the time
limits under special circumstances, provided such submittal is within two months after the date
of the resolution of the circumstances causing the billing delay. These circumstances include
court cases and state hearing decisions. (8851008 and 51008.5)

541-3 ADDED 07/15

A Medi-Cal provider or debt collector is in violation of subdivision (a) of Section 1785.25 of the
Civil Code if more than 30 days after receiving proof of Medi-Cal coverage the provider or debt
collector does either of the following:
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¢ Furnishes information regarding the rendering of the Medi-Cal covered services to a
consumer credit reporting agency.

o Fails to provide corrections of, or instructions to delete, as appropriate, information
regarding Medi-Cal covered services previously furnished by that Medi-Cal provider or
debt collector to a consumer reporting agency.

(W&IC §14019.4(f))

541-4 ADDED 7/15

If a patient provides proof of Medi-Cal eligibility to a debt collector, and the debt collector fails to
notify the provider of this proof, the provider shall not be responsible for ensuring that collection
efforts against the patient cease pursuant to subdivision (d) until either the patient or the debt
collector provides the provider with proof of the patient’s Medi-Cal eligibility. (Welfare and
Institutions Code §14019.4, subdivision (e))

541-5 ADDED 7/15

Under W&IC section 14019.3(d), Medi-Cal payment constitutes payment in full for the services
provided. (See also 42 C.F.R. § 447.15)

541-6 ADDED
5/16 The Department's fiscal intermediary shall deny provider claims submitted for beneficiaries

who have other health care coverage unless the claim is accomplished by a notice of denial of
non-coverage of service, termination of coverage, or partial payment which is less than the
Medi-Cal schedule of benefits for the service or benefit provided. A provider of service may
submit a copy of the original notice of denial or explanation of benefits letter from the other
health care coverage. This notice or letter is valid for a period of one year from the date the
service was denied. The notice or letter must be accompanied by a completed Medi-Cal claim
form for the same service provided to the beneficiary as indicated on the notice or letter.

(8 50769(b))

542-1

The provider of services may grieve or complain concerning the payment or nonpayment of
his/her services. This regulatory process is initiated by submitting the grievance to the fiscal
intermediary. (851015)

543-1
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Providers shall inform beneficiaries of their right to a fair hearing related to denial, involuntarily
discharge, or reduction in Drug Medi-Cal substance abuse services as it relates to their eligibility
or benefits, per §50951.

Providers shall advise beneficiaries in writing at least 10 calendar days prior to the effective date
of the intended action to terminate or reduce services. This notice shall state the action the
provider intends to take; the reason for the intended action; a citation of the specific regulations
supporting the intended action; an explanation of the right to request a state hearing, and how to
request that hearing; and an explanation that the provider shall continue treatment services
pending the fair hearing decision only if the beneficiary appeals in writing to the Alcohol and
Drug Program (through the State Hearings Division of the California Department of Social
Services) within 10 calendar days of the mailing or personal delivery of the notice of action.
(851341(p))

543-2

Each narcotic treatment program in California shall be licensed by the Department of Alcohol
and Drug programs (ADP) in accordance with the provisions of Title 9 California Code of
Regulations (CCR) 810000 et seq. (9 CCR §10010)

Each narcotic treatment program shall develop written rules and instructions which shall be
provided to all patients receiving services and to applicants requesting services. (9 CCR
810170(a)) These rules and instructions shall include fair hearing procedures. (9 CCR
810170(b)(5))

The protocol for each program shall contain a detailed description of the pre-termination fair
hearing procedures, and shall state that the patient has a right to a pretermination fair hearing in
all cases of involuntary termination from the program for cause where continued participation in
the program does not create a physically threatening situation for staff or other patients. (9 CCR
810420(a)) These hearings shall be conducted by a panel or a single hearing officer, and shall
be scheduled within seven working days from the time the patient requests a hearing. (9 CCR
8810420(b) and (d)) Appeals from these decisions may be made through a writ of mandate,
pursuant to Code of Civil Procedures §1094.5. (9 CCR §10420(qg))

543-3
Federal regulations provide, in pertinent part, that:
(b) A state plan must—

(2) Specify a single State agency established or designated to administer or
supervise the administration of the plan; and

ParaRegs-Medi-Cal-Out-of-State-Coverage Page: 4 Jul 9, 2016




SHD Paraphrased Regulations - Medi-Cal
540 Billing/Out of State Coverage etc.

(2) Include a certification by the State Attorney General, citing the legal authority for
the single State agency to—

0] Administer or supervise the administration of the plan; and

(i) Make rules and regulations that it follows in administering the plan or that
are binding upon local agencies that administer the plan.

(c) Determination of eligibility.

(2) The plan must specify whether the agency that determines eligibility for families
and for individuals under 21 is—

0] The Medicaid agency; or

(i) The single State agency for the financial assistance program under Title
IV-A (in the 50 States or the District of Columbia).

(2) The plan must specify whether the agency that determines eligibility for the aged,
blind, or disabled is—

(@ The Medicaid agency;

(i) The single State agency for the financial assistance program under Title
IV-A (in the 50 States or the District of Columbia); or

(iii) The Federal agency administering the supplemental security income
program under Title XVI (SSI). In this case, the plan must also specify
whether the Medicaid agency or the Title IV-A agency determines
eligibility for any groups whose eligibility is not determined by the Federal
agency.

(e) Authority of the single State agency. In order for an agency to qualify as the Medicaid
agency—

(2) The agency must not delegate, to other than its own officials, authority to—

0] Exercise administrative discretion in the administration or supervision of
the plan, or
(i) Issue policies, rules, and regulations on program matters.

(2) The authority of the agency must not be impaired if any of its rules, regulations,
or decisions are subject to review, clearance, or similar action by other offices or
agencies of the State.

3) If other State or local agencies or offices perform services for the Medicaid
agency, they must not have the authority to change or disapprove any
administrative decision of that agency, or otherwise substitute their judgment for
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that of the Medicaid agency with respect to the application of policies, rules, and

regulations issued by the Medicaid agency.

(42 Code of Federal Regulations §431.10)
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