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THURBERT E. BAKER 40 CAPITOL SOUARE 5w

ATTORMNEY GENERAL

ATLAMNTS GA 30334 1300

CERTIFICATION

The Attorney General hereby certifies that the agency,
Georgia Department of Community Health, has been established as
the single State agency with authority to administer the State
of Georgia Plan for Medical Assistance under Title XIX of the
Social Security Act. It is further certified that the Georgia
Department of Community Health administers the Plan on a
statewide basis and has authority to make rules and regqulations
governing the administration of the Plan. The légal gscurce of
this authority to administer the Plan and to make such rules and
regulations is Act 268 of the General Assembly of Georgia known
as the Department of Community Health, Board of Cpmmunity
Health, and Commissioner of Community Health, approved on Jﬁly
1, 1999 (Ga. Laws 1999 Vol. 1 Pgs. 296-317). The Georgia
Department of Community Health succeeds the Georgia Department
of Medical Assistance as the single State agency authorized to

administer the Plén. -

M X EDake

THURBERT E. BAKER DATE
Attorney General
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM

State/Territory: GEORGIA =
Citation As a condition for receipt of Federal funds under

title XIX of the Social Security Act, the
42 CFR
430.10 GEORGIA COMMUNITY HEALTH

{S5ingle State Agency)

submits the following State plan for the medical

assistance program, and hereby agrees to administer

the program in accordance with the provisions of this

State plan, the requirements of titles XI and XIX of

the Act, and all applicable Federal regulations and

other official issuances c¢f the Department.
TN No. _9g.01% " nn - -
Supersgsedes Approval Date A [&;rﬁ&ﬁ Effective Date JUL 91: F???
™ No. 91:31 -

HCFA ID: 7982E
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State Geergla

SECTICON 1 STNGLE STATE AEENCY ORGANIZATICN

Citation 1.1 Designaticn and Authority
42 CFR 431.10
AT-79-29 {a) =

GEORGIA COMMUNITY HEALTH

15 the single State agengy designated
to administer or supetrvise the
administration of the Medicaid )
program under title XIX of the Social
Security Act, (All references in
this plan to "the Medicaid agency"
mean the agency named in this :
paragraph,)

ATTACHMENT 1.1-A is a certification
. signed by the State Attorney General
ST identifying the single State agercy
and citing the legal authority under
which it administers aor supervises
administration of the program,

- ™ # _99-017 GV o )9 ?be?”’!qqq?
Super sedes Approval Date . Effective Date o

™ §__ 78-5



Revision:

Citation

HCFA-AT-80-38 (BPP)
May 22, 1980

State

Georgia

Sec, 1902 (a)

1,1(b) The State agency that administered or
supervised the administration of the

of the Act plan approved under title X of the

Act as of January 1, 1965, has bean

separately designated o administer

or supervise the administration of
that part of this plan which relates
to blind individuals.

// Yes. The State agency so

' designated is
This agency has a separate plan
covering that portion of the
State plan under title XIX for
which it is respensible.

/¥ Yot applicable. The entire plan
under title XIX is administered
or swoervised by the State
agency neamed in paragraph l.1(a).

™ g;?g—d; _ .
Supersedes Aroroval Datej_’/élg 75 Effective Date 7;_{/7?

™ #
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May 22, 1980

State Georgia '
Citation .. 1,1{c) Waivers of the single State agency
Intergovernmental requirement which are currently
Ccoporation Act coperative have been granted under
of 1968 authority of the Intergoverrmental

Cooperation Act of 1968.

// Yes. ATTACHMENT 1.1-B describes
these waivers and the approved
alternative organizational
arrangements.

o // Wot applicable. Waivers are no
oo longer in effect.

/X/ ot applitable. No waivers have
ever been granted,

Ty o2 23—5

T ‘?Nuggersedes ‘Approval Date 3/ A€ /75  Effectlve pate 7/ /77
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State  Georgia

Citation
42 CFR 431.10 1.1(8) // The agency named in paragraph
AT-79~29 1.1(a) has respensibility for
- all determipations of
ellgibility for Medicaid urder
this plan.

/X/ Determinations of ellgibility
for Medicaid under this plan are
made by the agency{ies)

. specified in ATTRCEMENT 2.2-A,

: There is a written agreement
between the agency named in
paragraph..1.1{a} and other
agency {1es) making such
determinations for specific
groups coverad undzr this plan,
The agreement defines the
relationships and respective
responsibilities of the agéncies.

™ g 75

Supersedss Approval Date €/A8/ 7% ERffective pate 7// /9‘?
™ £ g '
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May 22, 1980
State Georgia
Citation 1l.1{e) Al other provisions of this plan are
42 CFR 431.10 administered by the Medicaid agency
AT-79-29 except for those functions for which
final authority has been granted to a
Professional Standards Review
Organizaticn under title XI of the Act.
{£} ANl other requirements of 42 CFR 431.10
are met,
™ 3 78-5 _
Superseces Appreval Date & aiS’ﬂ Effective Date 7/ { 77
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May 22, 1980
State Georgia
Citatien 1.2 Organization for Administration
42 CFR 431.11 o ]
AT-79-29 (a) ATTACHMENT l.2-A contains a description

of the organization and functions of the
Medicaid agency and an organization
chart of the agency.

(b) Within the State agency, the _Georgia

- Department of Medical Assistance
has been designated as the medical
assistance unit. ATTACHMENT 1.2-B
contains a description of the
arganization and functions of the
medical assistance unit and an
organization chart of the unit.

(c} ATTACHMENT 1,2-C contains a description
of the kimds and numbers of professicnal
medical personnel and supporting staff
used in the administraticn of the plan
and their responsibilities.

{(d) Rligibility determinations are made by
State or local staff of an agency other
than the agency named in paragraph
l.1{a). ATTACHMENT l.2-D contains a
description of the staff designated to
make such determinations and the
functions they will perform.

// Mot applicable. Only staff of the
agency named in paragraph. l,l(a}
make such determinations, .’

™ § -

Supersedes Approval Date 7-2{-&7  Effective Date 7-[-R
™ 78-S ]



Revision: BCFA-AT-80-38 (EPP)

State Georgia

Citation 1.3 Statewide Operation

42 CFR .

431,50 (b) The plan is in operation on a Statewide

AT-73-29 basis in accordance with all requirements
of 42 CFR 431.50.
/¥X/ The plan is State administered.
/7 The plan is administered by the

pelitical sutdivisicns of the State
- and is mandatory on them,
™ $78 -5

™ ¥

o Suparsedes A;xgroval Date §/AS8 /75 Effective _Date ‘7/‘/ {’77
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May 22, 1980
State Georgia

Citation 1.4 State Medical Care Advisory Committea

42 CFR .

431.12(b) There is an advisory comittee to the Medicaid

AT-78-90 agency director an health and medical care
services established in accordance with and
meeting all the requirements of 42 CFR 431.12,

™ 2 775-

?Nupfcsedes 2oproval Date /-9-}3‘3 /‘,15 Effective Date . =

b f e
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State/Territory: _Gegrgia

Citation

1.5 Pediatric iImmunization Program

1928 of the Act 1. The State has implemented a program for the distribution of pediatric
vaccines to programrregistered providers for the immunization of
federally vaccine-eligible children in accordance with section 1928 as

indicated below.

The State will provide each vaccine-eligiblee child with medically
appropriate vaccines according to the schedule developed by the
Advisory Committee on Immunization Practices and without
charge for the vaccines.

The State will outreach and encourage a variety of providers to
participate in the program and to administer vaccines in multiple
settings, e.g., private health care providers, providers that
teceive funds under Title V of the Indian Heaith Care

" Improvement Act, health programs or facilities operated by

Indian tribes, and maintain a fist of program-registered
providars,

With respect to any population of vaccine-gligible children

a substantial portion of whose parents have limited ability to
speak the English language, the State will identify program-
registered providers who are able to communicate with this
vaccine-eligible population in the language and culturai context
which is most appropriats.

The State will instruct program-registered providers to
determine eligibility in accordance with section 1928(b) and (h}
of the Social Security Act.

. Tha State will assure that no program-registared provider will

charge more for the administration of the vaccine than the
regional maximum established by the Secretary. The State will
inform program-registered providers of the maximum fee for the
administration of vaccines.

The State will assure that no vaccine-eligible child is
denied vaccines$ because of an inability to pay an
adminisTation fee.

TN No. 94-039%

Supersedes Appravai Date _2/21/95 Effective Date __ 10/1/94

TN No. _New
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APRIL 1224
State/Territory: _Georgig

Citation

1928 of the Act 2. The State has not madified or repealed any Immunization
Law in effect as of May 1, 19923 to reduce the amount of
heaith insurance coverage of pediatric vaccinas.

3. The State Medicaid Agency has coordinated withthe State
Public Health Agency in the completion of this praprint
page.

4, The State agency with overall responsibility for the
implementation and enforcement of the provisions of
section 1928 is:

State Medicaid Agency
X__ State Public Health Agency
TN No. 24-038
Supersedes s Approval Date 2/21/95 Effective Date 10/1/34

TN No. _New
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State: GEORGIA

Citation

1.6 State Option for Managed Care
1932 of the Act
(BBA 1997)

Georgia Betler Health Care (GBHC) is lhe Primary Care Case Management (PCCM) program for the State
of Georgia. This program matches Medicaid recipients to a primary care provider (PCP) who, through an
on-going provider/patient relationship, will provide and coordinate all health care services, including
referrals for necessary specialty services, and maintain 24-hour availability to members, Enrellment with a
PCP in GBHC is mandatory for afl Medicaid recipients with the exception ofthose recipients listed in LB.
below. The objectives of this program are to improve access to medical care - particularly primary care
services, enhance continuity of care through creation of a “medical home”, and decrease cost through
reduction of unnecessary medical services. Georgia Betler Health Care operates as a statewide program.
This proposed SPA will replace the current 1915(b) waiver program.

I Assurances

A. The State of Georgia assures that all requirements under 1932 and 1905(1), and 42 CFR
part 438, as applicable, will be met for the Primary Care Case Management (PCCM)
program, Georgia Betrer Health Care (GBHC).

B. The State assures that the following populations will be exempt from enrollment in
Georgia Better Health Care:

(1) Individuals who meet the eligibility requirements for receipt of both
Medicare and Medicaid (“dual eligibles™)
(2) American Indians who are members of a Federally-recognized tribe, and

(3) Children under 19 vears of age who:

(a) are eligible for 881 under Title XVI

{b) are described in section 1902(eX(3) of Title XX of the Socia)
Security Act;

(c) are in foster care or other out-of-home placement;

(d) are receiving foster care or adoption assistance under part E of
Title [V; or

(e) have, or are at increased risk for, 2 chronic physical,

developmental, behavioral, or emotional condition and who also
require health and related services of a type or amount beyond
that generally required by children

(N are receiving services through a family-centered, community-
based, coordinated care system receiving grant funds under
section 501(a)( 1)} D) of Title ¥ (Children’s Medical Services).

Children’s Medicai Services, administered by the Georgia
Division of Public Health, provides comprehensive, coordinated,
Community-based, Title V services for children birth to 21 with
chronic medical conditions. Medical eligibility includes, but is
not limited to:

- bums - spina bilida

- cardiac conditions - cercbral palsy

- cystic Nbrosis - diabetes mellitus

- hearing disorders - vision disorders
TN No, 02-006 Approval Date: 2/11/03  Effective Date: 12/1/02
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- craniofacial anomalies (including cleft lip/palate)

- gastrointestinal disorders

- newrological and neurosurgical conditions including
epilepsy and hydrocephalus

- orthopedic and/or neuromuscular disorders
(scoliosis}

- congenital or traumatic amputations of limbs

Identification for purposes of exemption will be accomplished by encounter and pharmacy claims analysis
(high cost, high utilization, chronic disease diagnosis), recipient self-referral to Member Services or via
referral by any provider or state agency on behalf of the recipient, new recipient questionnaire, and
eligibility category. Upon confirmation of the child’s exemption status, exclusion will be noted so the child
witl not be enrolled in Georgia Better Health Care. Upon notification that a GBHC enrolled child is in one
of the excluded groups outlined above, that child will be disenrolled from GBHC with the appropriate
exclusion code. Services for these children will not require prior authorization and emergency
authorizations (EAs) will be provided for services rendered prior to the disenrollment date.

(4} In addition to those listed in B. (1), (2), (3) above, the State of Georgia
will exempt the tollowing populations from enrollment in GBHC
(a) Residents of nursing homes, personal care homes or menta!
health hospitals or other domiciliary facilities;
{h) Right from the Start Medicaid mothers;
() Other recipients with short-term Medicaid enrollment; or
(<) Recipients who have other Third Party Liability {TPL) coverage
C. Enrollment in Georgia Better Bealth Care is mandatory for the following Medicaid
recipients:
(1) Low incoime Medicaid adults
(2) Low income Medicaid-related adults
(3) SOBRA children
(4) SS1 recipients age ninetecn (19) and above

D. Georgia Better Health Care is operational statewide. Individuals in every county have a
choice of two (2) Georgia Better Health Care providers offering primary care casc
management services within their county ofresidence or adjacent countjes. Potential
enrclices and memnbers will be required to sclect a PCP from a list of providers meeting
this criterion. In rural areas, it only one PCCM group exjsts within the member service
area, members will be given a choice between two providers within the PCCM group. If 2
selection is not made by the 15" of the month, the member will be assigned a primary
care provider using the process outlined in section G below,

E. Georgia Bettcr Health Care imembers are permitted to disenroll with a PCP at any time
with cause. {Cause may be, but is not limited to: incmbers who need covered Medicaid
services that are not provided by the PCP on moral or religious grounds, poor quality
care, lack of access to covered services, lack of access to experienced providers, the
enrollee moves out of the PCPs scrvice area) Members will be allowed to request a
change in PCP during the first 90 days of enrollment and at lcast every 12 months
thercafier without cause.

F. Any GBHC member who is discnrolled from a PCP for any reason other than ineligibility
for Medicaid will bc immediately assigned to a different PCP using the process outlincd
in G below,

TN No. 02-006 Approval Date:  2/11/03 Effcctive Date:_ 12/1/02
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Georgia Better Health Care uses a default enrollment in the event the member does not
choose a provider. The State assures that default enrollment will be based on maintaining
existing as wel! as historical provider/member relationships to the extent possible.
Members are given the opportunity to choose a primary care provider. 1f a selection is
not made, a provider is auto-assigned to the member using an algorithm that ensures
historical usage, famiiy history, sex, age and geographic proximity. Historical usage is
defined as one paid claim within the tast |8 months from a provider. 1f the claims history
shows the member has prior history with a PCP, the member is assigned to that provider.
If no history with a PCP exists, a search is done for a family member’s history with a
PCP for assignment. Lacking any historical or famiy history, members are assigned to
PCPs using an algorithm based on age, sex, geographic proximity, and in a manner that
equitably distributes members among qualified PCCMs available. Members are notified
of the auto-assignment and provided with a list of providers within the member’s service
area. If unhappy with an auto-assigned provider, a member may contact Member
Services within the first 90-day period to request a change.

Potential enrollees and members are provided information for their service area, in an
easily understood, comparative, chart-like format, that explains eligibility requirements
and exclusions, provider and member rights and responsibilities, grievance, fair hearing
and appeal procedures and timeframes, covered items and services and benefits that are
not covered by Georgia Better Health Care, Primary Care Case Managers available,
benefits, cost sharing {if applicable), non-English languages of service area providers,
how to obtain services not provided by the PCP (including referrals to specialists} and, to
the extent available, quality and performance indicators and member satisfaction
information. This infortnation will be available on enrollment, annually and on request.
Member written matetials will be available in English and Spanish and other prevalent
languages identified within a service area. Primary language will be asked of meimbers at
the time of enrollment. Primary language and other languages spoken will be requested
at the time of provider enrollment. Oral interpretive services for information in all
languages ¢an be obtained by calling the Customer Interaction Center. Providers will
likewise be required to make written information available in the prevalent non-English
language in its service area. Notification of how to access this information (regardless of
format} will be available at enrollment locations, PCP offices, the State web site and
other contacts as they are identified,

Access to medically necessary emergency services shall not be restricted. Emergency
care means covered inpatient and outpatient services furmnished by a qualified provider
that are necessary to evaluate or stabilize an emergency medical condition that is found to
exist using the prudent layperson standard. Treatment in emergency situations does not
require prior authorization from the PCP or Georgia Better Health Care.

Georgia Better Health Care began on a limited basis in 1993. Prior to expansion to a
statewide program in 1998, and through subsequent changes, public comment, from both
providers and recipients, has been considered in the program design and implementation.
Because this SPA will not constitute a change in the program, public notice to members
did not occur. This conversion to Managed Care under the Georgia State Plan will be
searrless to our members. Comments and feedback were solicited from the GBHC
Advisory Committee members whose representation includes practicing providers from
throughout the state. We also on an ongoing basis collect member feedback from the
GBHC member services unit. Public notice of fee changes are done pursuant to policy as
mandated by O.C.G.A. 350-2-.08. In the future, GBHC will continue to utilize providers
from the various physician advisory committees, recipients currently involved in NET
advisory committees, staff liaisons to advocacy groups that include both providers and

recipients, and member satisfaction surveys in the ongoing development of the GBHC
program.

TN No. 02-006
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il. Methodojogy and Process

Georgia Better Health Care operates a statewide network of providers with sufficient capacity
available to ensure convenient geographic access, cheice, and minimum travel times. Once
eligibility is determined, beneficiaries are mailed informational materials regarding Geargia
Better Health Care. Included is a tist of 2 or more primary care providers located
geographically convenient to the recipient. Recipients have until the 15" of 2 month to make a
PCP selection. If no choice is made by the 15th, PCP assignment is completed through the
auto-assignment process described in .G, above. Members have the opportunity to change
their PCP within the first 90 days of enrollment or reenrollment and at least annually
thereafier, Members may change PCP at any time with cause. Members have access to a toll-
free number for Member Services to assist with PCP selection, PCP changes and access issues
i that may occur. Periodic surveys are done to assess member satisfaction including travel time
to the primary care provider office and wait times for scheduled appointments.

s

I1l. Congracts With Primary Care Providers

The State assures that contracts with Primary Care Providers are in compliance with the terms
required under section 1905(t1¥3) and 42 CFR part 438. These are non-risk contracts.
Georgia Better Health Care PCCM providers are reimbursed on a fee-for-service basis,
according to the regular Medicaid fee schedule when they render care to a member. In
addition, they are paid a monthly case management fee for each assigned Georgia Better
Health Care member for the purposes of coordinating members’ health care services.

A. The following provider types may contract with the Georgia Better Health Care PCCM
Program:

e 1. Physicians (doctors of medicine or osteopathy) practicing the following specialties:
: Family Practice, General Practice, Pediatrics, Internal Medicine and Gynecology

i 2. Licensed and Cerlified Advance Nurse Practitioners { ARNPs) specializing in Family

: Practice, Pediatrics or Gynecelogy. Nurse Practitioners in independent practice must also
have a current collaborative agreement with a licensed physician who has hospital
admitting privileges. '

L

Other entities including Rural Health Centers, Community Health Centers, Primary Care
Public Health Department Clinics and Primary Care Hospital Qutpatient Clinics.

4. Physician specialists, public health departments, clinies and hospital outpasient clinics
may enrol! if they apree to meet the obligations of the PCP role, including the following
conditions:

1. Practice must routinely provide primary care services to a majority of its
patients. Any exceptions to this requirement will be considered on a case-by-
case basis for business need

2. Any referrals for specialty care to other members of the same practice may be

reviewed for appropriateness

It is preferable that any specialist provider acting in a PCP capacity is willing to

accept a minimum of fifty members to case inanage.

L]

In addition to the standard Medicaid provider agreement, all participating PCPs are required
to complete an Application, Statement of Participation and an After-Hours Telephone
Coverage & Provider Accessibility Agreement and successfully complete an on-site visit.

TN No. 02-006 Approval Date: . 02/11/03 .. Effective Date:___12/01/02
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B. By contractual agreement the PCP agrees to the following PCCM Scope of Services:

1.

The PCP is ultimately responsible for managing the total care provided to
GBHC members, serving as the linkage between members and the various
services along the health care continuum,

The PCP must provide or arrange PCP coverage for services — including
treatment for emergency medical conditions, consultation or approval of
referrals 24 hours a day, 7 days a week through access by telephone to a live
voice.

The PCP must be available in the office to provide primary care services a
minimum number of hours each week as specified in the current Part 11, Policies
and Procedures for Georgia Beder Health Care Services.

The PCP may not refuse an assignment of disenroll a member or otherwise
discriminate against a member on the basis of age, sex, race, color, national
origin or an adverse change in the enroliee’s health status or due to an enrollees
utilization of medical services, diminished mental capacity, or uncooperative or
disruptive behavior resulting from his or her special needs except when his or
her continued enrollment seriously impairs the PCPs ability to furnish services
to either that enrollee or other enrollees or when that illness or condition can be
better treated by another provider type. The PCP may not use any policy or
practice that has the effect of discriminating on the basis of age, sex, race, color,
national origin or an adverse change in the cnrollee’s health status or dug to an
enroflees utilization of medical services, diminished mental capacity, or
uncooperative or disruptive behavior resulting from his or her special nceds
cxcept when his or her continued enrollment seriously impairs the PCPs ability
to furnish services to either that cnrollee or other enrollees or when that illncss
or condition can be better treated by another provider type.

The PCP must be ablc to manage elective hospitalizations for members in a
manner that combines acecss to care with continuity. Therefore, a PCP must
have hospital admitting privileges, or must have a formal arrangement with a
physician who does have hospital admitting privileges and who agrees to abide
by the established Georgia Better Health Care hospital authorization
requirements.

Each PCP is required to specify the number of recipients the provider is will to
serve as primary care provider. Unless circumstances exist that require
authorization of a greater number to ensure adequate coverage in an underserved
area, the upper limit for a physician, NP or PA, will be as designated in Part |
Policies and Progedures for Georgia Better Health Care Services. There is no
minimum requitement except as listed in 111.4.4.3. above.

PCPs must restrict enrollment to recipients who reside sufficiently ncar one of
the PCPs delivery site to reach that site within a reasonable time using availabiz
and affordable modes of transportation.

The PCP must provide for arangements with, or referrals to, sufficient numbers
of physicians and other practitioners to ensure that services under the contract
can be furnished to members promptly and without compromise to quality of
care.

TN No. 02-006
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Revision: HCFA-PM-91- 4 (BPD) ' OMB No.: 0938-
AUGUST 1991 .

State:

GEORGIA .

SECTION 2 - COVERAGE AND ELIGIBILITY

Citation 2.1 Application, Determination of Eligibility and

42 CFR —  Furnishing Medicaid
435.10 and
Subpart J {a) The Medicaid agency meets all requirements of

42 CFR Part 435, Subpart J for processing
applications, determining eligibility, and furnishing

Medicald.
Z§505§0 Before a child loses eligibility as a pewborn,
190é( Y 4) an ex parte determination is made to determine
e continued eligibility under another Medicaid
coverage. A new application is not required. \
TN No. -3
Supersedes Approval Date 12-18-93 Effective Date 10-1-91

™ No. 89-43
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Revision: HCFA-PM-93-2
MRRCH, 1993

Citation
42 CFR 435.914

1902(a}) (34)
of the Act

1902{e)} (8) and
1905{a) of the Act

- 1902(a}(47) and
1920 of the Act

42 CFR 434.20

11

State: __GEORGIA _

(MB)

2.1(b} (1)
(2}

X (3)

i

Except as provided in items 2.1l(b}

(2} and {3} below, individuals are
entitled to Medicaid services under the
plan during the three months preceding the
month of application, if they were, or on
application would have been, eligible.

The effective date of prospective and
retroactive eligibility is specified

in ATTACHMENT 2.6-3A.

For individuales who are eligible for
Medicare cost-sharing expenses

as qualified Medicare beneficiaries under
Section 1902(a){a)(E) (i) of the Act,
coverage is available for services
furnished after the end of the month in
which the individual is first determined to
be a qualified Medicare beneficiary.
ATTACHMENT 2.6-3 specifies the requirements
for determination of eligibility for this
group.

Pregnant women are entitled to

ambulatory prenatal care under the plan
during a presumptive eligibility period in
accordance with Section 1920 of the Act.
ATTACHMENT 2.6-A specifies the requirements
for determination of eligihility for this
group.

{c) The Medicaid agency elects to enter into a
risk contract with an HMO that is --

X

Qualified under Title XI1I of the
Public Health Service Act or is
provisionally gqualified as an HMO
pursuant to Section 19C3({m)(3) of
the Social Security Act.

Not Federally gqualified, but meets
the requirements of 42 CFR 434.20(c)
and is defined in ATTACHMENT 2.1-A.

Not applicable.

TN No. §4.¢27 Approval pate _8-24-94 Effective Date _ 7-(]1-84
Supersgedes
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Revision: HCFA-PM-91- 6 (MB) OMB Nq.
e, ' September 1991 .
State/Territory: GEORGIA
Citation il
1902(a) (55) 2.1(d) The Medicaid agency has procedures to take
of the Act applications, assist applicants, and perform

initial processing of applications from those low
income pregnant women, infants, and children under
age 19, described in §1902(a)(10)(A)(i){IV),

(@) (10) (R) (1) (VI), (a){10)(A)(i)(VII), and

(a) (10)(A) (ii)(IX) at locations other than those
used by the title IV-A program including FQHCs and
disproportionate share hospitals. Such
application forms do not include the ADFC form
except as permitted by HCFA instructions.

Georgia has implemented Section 1902(a)(55) of the Act by outstationing
workers or developing procedures to assure that applications are taken and

clients assisted in completion of same at sites other than the county
locations:

o In low usage areas, hospital staff have been trained to take
applications and assist clients in completion of same. Addi-
tionally, posters nave been placed in prominent places in these
facilities and pamphlets have been placed in waiting areas.
Local county eligibility workers are available on request by

L . the facility; ’

o For areas in which health centers or hospitals and county welfare
departments are located in adjacent buildings (or other close
proximity), eligibility workers are on call on a daily basis.
Additionally, facility staff have been trained in applicatien
procedures and will assist clients in the application process
when county staff are not available (at night or weekends);

o Facility and local county department, by joint agreement, have
scheduled county staff on-site at facility according to facility's
identification of need and allocation of space.

éz; No. _9i-39 .bCT221992 " JuL1l 1853

Supersedes Approval Date Effective Date
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Revision: HCFA-PM-91- 4 (BPD) - OMB No.: 0938~
AUGUST 1991
State: Georgia

Citation 2.2 Coverage and Conditions of Eligibility

42 CFR

435.10 Medicaid is available to the groups specified in

ATTACHMENT 2.2-A.

/_/ Mandatory categorically needy and other required
special groups only.

L./ Mandatory categorically needy, other required special
groups, and the medically needy, but no other
optional groups.

7 Mandatory categorically needy, other required special
groups, and specified optlconal groups.

X/ Mandatory categorically needy, other required special
groups, speclfied optional groups, and the medically
needy.

The conditions of eligibility that must be met are
specified in ATTACHMENT 2.6-A.

* All applicable requirements of 42 CFR Part 435
and sections 1302(a)(10)(A){1)(IV), (V). and (VI},
1902{a)(1l0) (A} (il)(XI), 1902(a){10)(E), 1902(1) and (m),
1905({p), (g) and (s), 1920, and 1925 of the Act are met.

* Cite should include 1902{a){(10)(AY(i)(VIT).

Georgia does not cover individuals described at 1902(a)(10)(A)(ii)(XI)
and 1902(m).

TN No. 93-0%42 MDD -
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Revision: HCFA-PHM-87-4 {BRRC) g OMB Bo.: 0938-0193
HARCH 1987 '
State: Georgia

Citation . 2.3 Resldence

435.10 and '

435,403, and Medicald is furnished teo eliglible individuals who =

1902(b) of the ere residents of the Stete under 42 CFR 435.403,

Act, P.L. 99-~272 regardless of whether or not the indlviduals

{Section 9529) maintain the residence permanently or maintain it

and P.L. 99-509 at a fixed address.

{Section 9405}

TH No. §7-L '
SuPerﬂegZB Approval Date AUG 0 6 1387 .Effactive Date _APR | 1987
TN No. 4] B
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Revision: HCPA-PH-87-4 (BERC) - OMB Ho,.: 0938-0163
MARCH 1987
State: Georgia

Citation - 2.4 Blindness

42 CFR 435.530(h)

42 CFR 435.511 All of the requirements of A2 CFR 435.530 end

AT-78-90 A2 CFR 415,531 are met. The more restrictive

AT-79-29 . deflnition of blindnese in terms of ophthalmie

measurement used in this plan ls specified in
ATTACHMENT 2.2-A.

~ TN Wo, 7L ' ' ﬁ )
' Supersedes Approval Date AUG O B 1887 Rffective Date _AFR 1 1387
™ Ho. 75°8
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JReviegion: HCFA-PM-91-4
August 1991

Citation . 2.5
42 CFR

435,121,

435.540(b}

435,541

15

(BPD) - OMB No. 0938-

State: Georgla

r <

Disability

All of the requirements of 42 CFR 435.540 and 435.541
are met. The State uses the same definition of
disability used under the SSI program unless a more
restrictive definition of disability is specified in
Item A.13.b. of Attachment 2.2-4 of this plan.

The determination of disability completed by the Social
Security Administration for Supplemental Security Income
{SS1) individuals is accepted as establishing disability
for Medicaid purposes for twelve (12) months following
the month of terminmation from the SS5I program when the
termination is for other than disability reascns.

TN No. 92-17

Supersedes Approval Date /> 92 Effective Date 471792
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FEBRUARY 1992
State: Georgia
Citation{s) 2.6 Financial Eligibility
42 CFR (a) The financial eligibility conditions for
435.10 and Medicaid-only eligibility groups and for
Subparts G & H persons deemed to be-cash assistance
1902{a) {10} (AR} (1) recipients are described in ATTACHMENT 2.6-A.

{(II1}, (1Iv), (V).
(VI), and {VII),
1902{a){10) {A) (il)
{IX), 1902(a}(10)
(A){ii)(X), 1902
{a) (10)(c}),
1902(f), 1902(1l)
and {m),

1905{p} and (s},
1902(r)(2),

and 1920

Georgia covers individuals and utilizes financial eligibility criteria

described at 42 CFR 435 Subparts G and I; 1902(a}(10){(E)}; 1924 and
1925. ’ )

TN No. _92-12 4/1/92
Supersedes Rpproval Date 5/20/92 Effective Date )
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Revision: HCFA-PM-86-20 (BERC) OMB-No., 0938-01913
SEPTEMBER 1984

State/Territory: - Georgia
Citation 2.7 Medicaid Furnished Out of State
431.52 and Medicaid is furnished under the conditions
1902(b) of the specified in 42 CFR 431.52 to an eligible
Act, P.L. 99-272 individual who is a resident of the State
{Section 9529) while the individual is in another State, to the

same extent that Medicaid is furnished to residents
in the State.

TH NO. F&-27
Supersedes Approval Date /= -2¥-Fé Effective Date /o0-/-F¢&
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Revision: HCFA-PM-91- 4 (BPD} OMB No.:

AUGUST 1991

State/Territory: GEORGIA

SECTION 3 - SERVICES: GENERAL PROVISIONS )

Citation 3.1  Amount, Duraticn, and Scope of Services
42 CFR (a) Medicaid is provided in accordance with the
Part 440, requirements of 42 CFR Part 440, Subpart B and
Subpart B sections 1902(a), 1902{e), 1905(a), 1905(p). 1915,
1902(¢a), 1902(e), 1820, and 1925 of the Act. )
1805{a), 1905(p},
1915, 1920, and
1825 of the Act (1) Categorically newmdy.

(1)
1802(a) (10) (A} and
1805{a) of the Act
(11
Y

Services for the categorically needy are described
below and in ATTACHMENT 3.1-A. These services
Include:

%

Each ltem or service listed in section
1305{a) (1) through (3) and (21) of the Act,
1s provided as deflned in 42 CFR Part 440,
Subpart A, or, for EPSDT services, section
1505(zr) and 42 CFR Part 441, Subpart B.

) Nurse-midwife services listed in
section 1905(a)(17) of the Act, as
defined in 42 CFR 440.165 are provided
to the extent that nurse-midwives are
authorized to practice under State law
or regulation. Nurse-midwives are
permitied to enter into independent
provider agreements with the Medicaid
agency without regard to whether the
nurse-midwife is under the supervision of, or
associated wlth, a physician or octher health
care provider.

Not applicable. Nurse-midwives are not
authorized to practice in this State.

TN No.
Supersedes
TN No.
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Revision: HCFA-PM~81-4 {BPFD) OMB No.: 0938~
Atcuyst 1991
State/Territory: GEORGIA
. g
Citation . 3.1(a){l) Amount, Duretion, and Scope of Services:

Categorically Heedy {[Continued)

{iii) Pregnancy-related, including famlly

1902 (e} ({5) of planning services, and postpartum

the Act services for a §0-day period
(beginning on the day pregnancy ends)
and any remaining days In the month in
which the §0th day falls are provided to
women who, while pregnant, were eligible
for, applied for, and received medical
assistance on the day the pregnancy ends.

/X7 (iv) Services for medical conditlons that may
complicate the pregnancy (other than
pregnancy-related or postpartum services) are
provided to pregnant women. ;

1902(aj (103}, (v) Services related to pregnancy {including
clause (VII) prenatal, delivery, postpartum, and family
of the matter planning services} and to other conditions
following (jﬁ(F)(zzf\ that may complicate pregnancy are the same
of the Act services provided te poverty level pregnant

women elfgible under the provisien of
sections 1902(2)}(10) (A} {i)(IV) .and
1902 (a) (10} (A)(ii)(IX} of the Act.

TN No. G- 3%
Supersedes Aporoval Date _ /0 .a%-% Effective Date _JO-/ %a
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Revision: HCFA-PM-91- ¢ {BED) OM3 No.: 0938-
AUGUST 1991 e
State/Territory: GZORGIA

Citation "3,1(a)(l) Amount, Duration, and Scope of Serviges:

1903.(a (16 (B of
the Aer

1902(e)(7) of
the Act

Cetegorically Needy {(Continued)

{vi)

{vil)

Home health services are provided to
individuzls entitled to nursing facillty .
services "as Indicated in item 3.1({b) of this

plan. .

Inpatient services that are belng furnished
to infants and children described in

sectieon 1902(1){1)(B) through (D), .or sectiscn
1905(n)(2) of the Act on the date the infant
child attalns the maximum age for coverage
under the approved State plan will continue
unti{l the end of the stay for which the
inpatient services are furnlshed.

ar

1902(e){9) of the [/ /7 {vii{)Resplratory care services are previded

Act

1902(a)(52)
and 1925 of the
Act

(1x)

ATTACHMENT 3.1-2 !dentifies the mecdical end remsdial

to ventllater dependent individuals as
Indicated In item 3.1{h) of this plan.

Services are provided to families
eligible under section 1925 of the 2Act
as indicated in iltem 37 of this plan.

3.5

services provided to the categerically neady, speciiiss
2)]l limitaricns on the amount, dvration and scaore c¢i
those services, and lists the additicnal coverzge (that
is in excess of established service limits) for
pregnancy~related services and services for conditlcns
that may complicate the pregnancy.

TN No. G3-3F

Supersedes Approval Date

TH No. /-3

YIRS Effective Date J/O-/-%

ECFA ID: 7382%
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Revislon: HCFA-PM-%1- 4  (BPD) OMB No.: 0938~
AUGUST 1991
State/Territory: - GEORGIA
Cltation 3.1 Amount, Duration, and Scope of Services {continued)
42 CFR Part 440, (a){z) Medically needy.
Subpart B
AE? This State plan covers the médically needy.
The services described below and in ATTACHMENT
3.1-B are provided.
Services for the medically needy include:
1302(a) (10)(C){iv) (i) If services in an Institution, for mental
of the Act dlseasesj %aaﬁ*1$%3%ﬂgéf§§2'%ﬁre facility for
¥4 CFR, ¥40. dao the mentally retarded (or both) are provided to
any medically needy group, then each medically
--needy group ls provided either the services
listed in section 1905(a)(l) through (5) and
(17) of the Act, or seven of the services
listed in section 1905({a)({l)through (20). The
services are provided as defined in 42 CFR Part
440, Subpart A and Iin sections 1802, 1905, and
1815 of the Act.
[:7 Not applicable with respect to
. i nursermidwife services under sectlon
1902(a)(17). HNurse-midwives are not
authorized to practice in this State.
19Q2(e)(5) of (ii) Prenatal care and delivery services for
the Act pregnant women.
TN No. i - 93 ]
Supersedes Approval Date 2-18-92 Effective Date 1-1-92
TN Ko, . -

HCFA ID: 7982E
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Revision: HCFA-PM-91-4 (BPD) OMB No.: 0333-
apcusy 1991 '
' r~
State/Territory: GEORGIA
Citaticn 3.1(a){2) Amount, Duration, and Scope of Services:

Medically Needv {Continued)

' {ii1} Preqnancy-related, including family
H"*C‘QCNSCC) °-f ) plagningyservices, and postgartum secvices for
the Acr a §0~day perlod {beginning on the day the

pregnancy ends) and any remalning days in the
month in which the 60th day falls are provided
to women whe, while pregnant, were eligible
for, applied for, and recefved medical
assistance on the dav the pregnancy ends.

/(iv) Services for any ather medical condition that
may complicate the pregnancy {octher than
pregnancy-related and postpartum services) ace
provided to pregnant women.

{v) Ambulatory services, as defined in ATTACHMENT
3.1-8, for recipients under age 18 and
reciplents entitled to Instituticnal servicss,
yavs Not applicable with respect teo recipi

entitled to institutional services; tha

plan does not c¢over those services fc
the medically needy.

{vi) Kome health services to recipienis en

nursing facility services as incdlcat
J.1({b) of this plan,

42 CFR 440.140, L27(vii}5ervices in an institution for mental
430.150, M¥0. 1L diseases for individuals gver ages 63..

Subpart B, ’

442,441, fX/(viii)services in an intermediate care

Subpart C facility for the mentally. retardad.

1902(a) (20)

and (21) of the Act D (Ix) EwpatienT psycHiaTaic Ineulcrs for faBivisuALs

LMnel mat &i.

TN No. 2 - 3
Supersedes rooroval Date 0. @993 Effective Date JO .18

TN No. G- 3¢ )
_ ECTA ID; 7382
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Revision: HCFA~PM-91- 4 (BEPD) . OMB No.: 09%38-
avcust 1991
State/Territory: , GEORGIA
Citation

1502(e}(9) of

the Act

J.1{a)(2) Amount, Duraticon, and Scope of Services:

Medically Needy {Continued)

1:7 {ix) Respiratory care services are proylded
to ventllator dependent individuals as
indicated in item 3.1{h) cf this plan.

ATTACHMENT J3.1-B ldentifies the services provided
to each covered group cof the medically needy;
specifies all limitaticons on the amcunt, duration,
and scope of those items; and specifies the
ambulatory services provided under this plan and
any limitations on them. It alsc lists the
additlonal coverage (that 1s in excess of
established service limits) for pregnancy-related
services and services for conditlons that may:
compllicate the pregnancy.

TN No.
Supersedes
TN No.

iesin

)

Approval Date 12-13-91 Effective Date 10-1-91

HCFA ID: 7982E



il b e s mn mr W i el

and elavee (VIII)
of the mattar
following (V).
and 1008(p}){(3)
of tha Act

1902(a}(10)
(B){ii} and
'1908(m) of the
Act

1%02{a)({10)
(E}{4iil) and
190S(p) (2) (M) (41)
of thw Act

1903 (a) (10}

(B} (iv)(1)1905(p) (3)
(R)(ii), and 1822 of

BCTA-P%—47~)

R

(oxm0)

Revieions
Decwaber 1997
‘eatay . Georgila ‘
Glsation 3.3 mm_m_w (oont Lrued)
|  la)3)  osbar Secuired Apacial Growps: Oualif{sd
1902(a) (10) (K} (1) Nedicere cost ABaring for quAlified

NMadioare demaficisriss damcribad in
seotion 1%08(p) of che Aot is peovided
anly as ivdiosted in item 3.2 of this

T

(0)(4) (L) onhax BAERARNd ARSCLEL SCOUBN SULLIANG

Medicare Part A preaiums Tor qualified
disadled and wvorking imdividuals describad
in section 1802({a){10){B) (i) of the Aot
mw&“utnﬁuﬂdhlwliu
this plan. _

(11) osher Required Seacial Growos: . Seecifisd
Lan=Innoes Madicare Sausficiaciss

Nedioasre Purt B prewiune for specified
low—-inoone Wadicare areficisries described -
in section 1902(a}{10)(B)(L1i) of the Act
ara provided as indicated in item 3.2 of
“‘._M. )

uu)m_lw
Individaals = 1 ~ -

. _ -“m Pairt B premioas for -.'u.tylno

tha Aot
individuale demcribed ia 1902 ({a){10)(X) (iv)
{1) and eudjest to 1913 of the Aot ars
provided as indicasad ia fzaa 3.2 of this
’1“- °

I mo. 08-007 . - _ _

supsrseden Approval Date '&J&m— Rffective Data _ Of-01-98



Erclosure i continusd

u_---cont_.inued
' Bmviekuni  ECTA~P-97-3 (80} .
Decander 1997
‘Stats: Georgia
1902(4) (20) ' {iv) Orbar Bequired soecial Grounss Qualifying
ABY{de) (IT), 1908(P)(I) Individaals -2

(AJ{AV)(ZI), 1908(D}(I) . . . o
the Act The poxtion of the sacunt of incvease to the
) Wediosre Part 3 premive attributable to the
2oss Beulth provisions for gualifying
individonls desoribed in 1642 (A) {10) (R} (iv)
{IX) and subject to 131) of the Act are
provided as indicsted in itam 3.2 of this

plan. .

| 1928 of the (a)(3) - ouhar Meguired special Goomas Familiss
Act Reoaiving Sxtanded Sedicatd Benefits
, | ¢ Extended medicaid benefits for fasilies
: denoribad in sectioc 1928 of the Ast are
provided as indicated ina itea 1.8 of this
plan. :

e

™ No. _ 02002

T . Supersedss Agpproval Dace _(al[l.ter/ﬁﬁ__ ni-oun Date -QZ—'QI —;Qe

™ Bo. g7-31

.ot

-
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CMB No.: 0938~

GEORGIA

Ampunt, Duration, and Scope of Services LContiﬁued}

Immigration and
Nationality Act

{1

{A)

(€)

(i1)

Revision: HCFA-PM-91-4 {BPD)
AUCUST 1991
State/Territory:
Cltation 3.1
Sec. 245A[h) {a)(6)
of the

Limited Coverage for Certain Aliens

Aliens granted lawful temporary resident
status under section 245A of the Immigration
and Nationality Act who meet the financial and
categorical eligibility requirements under the
approved State Medicaid plan are provided the
services covered under the plan if they--

Are aged, blind, or disabled individuals as
defined in section 1614{a)(1l} of the Act;
Are children under 18 years of age; or

Are Cuban or Haitian entrants as deffned in

section 501(e}{l} and {2Z)}(&) of P.L. 96-422
in effect on April 1, 19813.

Except for emergency services and
pregnancy-related services, as defined in 42
CFR 447.53(b) aliens granted lawful temporary
resident status under section 245A of the
Immlgration and Nationality Act who are not
identified in items 3:1{a)(6)(i){A) through (C}
above, and who meet the financial and
categorical ellgibility requirements under the

approved State plan are provided services unde:
the plan no earlier than five years from the
date the alien ls granted lawful temporary
resident status.
_ TN No. = 3! 10-1-91
2 Supersedes7 Approval Date _ ]7-18-91 Effective Date
TN No. -

ECFA ID: 7382E
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Revislon: HCFA-PM-91- 4 {BPD) . OMB No.: 09138~
AuGusT 1991 ,
State/Territory: Geomﬁa i
Ciltation 3.1l({a)(6) Amguntl Durat;on, and Scope of Services: Limited
Coverage for Certaln Aljens (continued) .
1902(a) and 1903(v) (1i1) Allens who are not lawfully admitted for
of the Act permanent residence or otherwise permanently

residing in the United States under color of
law who meet the ellgibility conditions under
this plan, except for the requirement for
recelpt of AFDC, SSI, or a State supplementary
payment, are provided Medicald only for care
and services necessary for the treatment of an
emergency medical condition {(including
_emergency labor and delivery) as defined in
section 1903{v){3) of the Act.

1305{a}(9) of {a)(7) Homelesz Individuals.
the Act

Clinic services furnished to eligible

individuals who do not reside in a permanent

dwelling or do not have a fixed home or mailing

address are provided without restrictions

regarding the site at which the services are

furnished.

— Presumptively Eligible Pregnant Women

1902(a}{(47) [ X (a)(8) Ambulatory prenatal care for pregnant

and 1920 of women 1s provided during a presumptive

the Act eligibllity period if the care is furnished by a
- - provider that is eligible for payment under the

State plan.

42 CFR 441.55 {(a)(9) EPSDT Services,.

50 FR 43554

19502 (a)(43), The Medicald agency meets the requirements of
1905(a) (4)(B), sectlons 1902(a)(43), 1905(a){4)(B), and

and 1905{(r) of 1305(r) of the Act with respect to early and

the Act perlodic screening, diagnostic, and treatment

{EPSDT) services,

TN No. _ 03-010

Supersedes 5 Approval Date ME! 7 B3 Effective Date JA‘HI ‘BS3

TN No. 92-0
HCFA 1ID: 7982E
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Revision: HCFA-PM-91- 4 (EPD) OMB No.: (€938~
AUGUST 1991 -
SEQRM S
State/Territory: SECRGLA

Citation 3.1(a)(9) Amount, Duration, and Scope of Services: EPSDT
Services {(continued)

42 CFR 441.60 [:7 The Medicaid agency has in effect agreements with
continulng care providers. Descrlbed below are
the methods employed to assure the providers'
compliance with their agreements.

42 CFR 440.240 {a)({10) Comparability of Services

and 440,250 .

Except for those items or services for which
sectlions 1902(aj, 1%02(a){10), 1903(v), 1915

1902(a) and 1902 and 1925 of the Act, 42 CFR 440.250, and

{a)y{l0), 1902(a){52}, section 245A of the Immigratlon and

1803({v}), 1815(g), and Natlonality Act, permit exceptions:

1925(b)(4) of the Act
' (i} Services made avallable to the
categorically needy are equal in amount,
duration, and scope for each categorically
needy person.

(1i) The amount, duration, and scope of
services made avallable to the
- categorically needy are equal to or greater
than those.made avallable to the medically
needy.

(11i) Services made avallable to the medically needy
are equal in amount, duration, and scope for
each person in a medically needy coverage
group.

;27 (iv} Additicnal coverage for pregnancy-related
services and services for conditions that may
complicate the pregnancy afe equal for
categorically and medically needy.

TN Ne. -3

Supersedes Approval Date J12-18-93 Effective bate 1971791

TN No. 90- 34

HCFA ID: 7982E
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Revision: HCFA-AT-80-138 (BPP) oo
May 22, 1980

State

Georgia

42 CFR.Part
440, Subpart B
42 CFR 441.15
AT-78-90
AT-80-34

3.1{b) Hame health services are provided in
accordance with the requirements of 42 CFR
441,15,

(1) Home health services are provided to
all categorically needy individuals
21 years of age or ower,

(2) Hame health services are provided to
all categorically needy individuals
under 21 years of age,

[ Yes

[/ / Mot applicable. The State plan
does ot provide for skilled
- nursing facility services for
such individuals,

{3) Home health services are provided to
the medically needy:

Yes, to all

Yes, to individuals age 21 or
over; SNF' services are provided

Yes, to individuals under age
2]; SF services are provided

No; SWF services are not provided

GRQ & B

Not applicable; the rﬁedically
needy are rot incloded under
this plan

™W # 85 -0
Supersedes
™Mt 72-13

Appraval Date 3-33-85 Effective Date_ [~] ~8S



Révision: HCFA-Pﬁ-BB-S‘ {BPD) | ‘

December 1933 - :

State/Territory: GEORGIA
Citation 3.1 PRmount, Duration, and Séooe of Services -[continued}
42 CFR 431.83 {c} {1) Assurance of Transvortation

}
Provision is made for assuring necessary transportetion
of recipients to and from providers. Methods used to
assure such transpertation are dascrihed in ATTACEMENT

L 3.1-D.
42 CFR 483.10 {c) {2) Pavment for Nursing Facilitv Services

The State includes in nursing facility services at
least the items and services specified in 42 CFR 483.10

ey (8) (4).

TN No - ‘f =0 o
Sulzaerss'_clesgl AL Approval Date 1-28-94 Effective D 10-1-93
™ No. S~ 034 il e Date




Revision: HCFA-AT-80-38 (BEP)

May 22, 1980 )
State Gebrgia
Citation 3.1(d) Methods and Standards to Assure
42 CTR 440.260 Quality of Services
AT-78-90
The standards established and the
methods used to assure high quality
care are described in ATTACHMINT 3.1-C,
™ § TE—S4 _
Supersedes Aroroval Date G /e {:7_*2 Effective Date //// e
™ 5 _ 7
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Revision: HCFA-AT-80-38 (BPP)

™ ¢

May 22, 1980
State Georgia
Citation 3.1(e) Family Plamning Services
42 CFR 441.20
AT-78-90 The requirements of 42 CFR 441.20 are met
regarding freedaom fram coercion or pressure
of mind and conscience, and freedom of
choice of methad to be used for family
planning.
o N g 7oA ¥ .
L Supersedes Approval Date & /7/¢ /77 Effective Date_¢/// / 76
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Revision: HCFA-PM-B7-5 (BERC) OMB No.: 0938-0193
APRIL 1987
N
T State/Territory: Georgia
Citation 3.1 (f) (1) Optometric Services
42 CFR 441,30
AT-78-90 optometric services (other than those provided

under §§435.531 and 436.531) are not now but
were previously provided under the plan.
Services of the type an optometrist is legally
authorized to perform are specifically included
in the term “"physicians' services™ under this
Plan and are reimbursed whether furnished by a
physician or an optometrist.

4/ Yes,

/ No. The conditions described in the first
sentence apply but the term "physicians'
services" does not specifically include
services of the type an optometrist is
legally authorized to perform.

T

LEE Mot applicable. The conditions in the
first sentence do not apply.

I

\hﬂ’ 1903¢i)(1) (2) Organ Transplant Procedures
. of the Act,
© 7 P.L. 99-272 _ Organ transplant procedures are provided.
{Section 9507) _
/_/ ¥o.
/¥ Yes. Similarly situated individuals are

treated alike and any restriction on the
facilities that may, or practitioners who
may, provide those procedures is consistent
with the accessibility of high quality care
to individuals eligible for the procedures
under this plan. Standards for the
coverage of organ transplant procedures are
described at ATTACHMENT 3.1-E.

N No. 37-L
_a~. Supersedes Approval Date

™ No. -/

o 1.5, GOVERNMENT PRINTING OFFICE: 1987—=1 § 1 = 2 70/ BO1TA

AUG ¢ & 1987 Effective Date APR_ 1 {387

HCFA ID: 100BP/0011P
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_ Revision: HCFA-PN-87-4 (BERC) OMB No.: 0938-0193
S MARCH 1987
State/Territory: Georgia

Citation 3.1 (g) Participation by Indian Health Service Facllities

42 CFR 431.110(b)

AT-78-90 Indian Health Service facilities are accepted as
providers, in accordance with 42 CFR 431.110(b)}), on
the same basis as other qualified providers.

1902(a)(9) of (h) Respiratory Care Services for Ventilator-Dependent

the Act, ' Individuals

P.L. 99-509

- (Section 9408) Respiratory care services, as dafined in
section 1902(e)(9)(C) of the Act, are provided
under the plan to individuals who--
) (1) Are medically dependent on a ventilator for
life support at least six hours per day;
(2) Have been so dependent as inpatients during a
single stay or a continuous stay in one or more N
hogpitais, SNFs or ICFs for the lesser of-- N
1:7 30 consecutive days;
\~" /L7 ___ days (the maximum number of inpatient

|t —

days allowed under the State plan);

(3) Bxcept for home reeplratory care, would require
regpiratory care on an inpatient basis in a
hospital, SHF, or ICF for which Medicaild
payments would be made;

(4) Have adequate social support services to be T
cared for at home; and

(5) Wish to be cared for at home.

1:7 Yes. The requirenents of section 1902(8)(9) of the
Act are met.
zif'uot applicable. These gervices are not included in
the plan.
a_ TH No. ¥7-C - T
' Supersedes Approval pate _AUG § § 1857 Bffective Date APR 1 1087

TH No. Z{'Z

HCFA ID: 1008P/0011P
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Revision: HCFA-PM-93-2 (MB)
e MARCH 1993
State: Georgia
v Citation 3.2. Coordination of Medicaid with Medicare and Other
Insurance

{a) Premiums

{1) Medicare Part B and Part B

1902{a){10)(E){(i) and {i) oQualified Medicare Beneficiary
1905(p}{1) of the Act (QMB}

The Medicaid agency pays Medicare
Part A premiums (if applicakle} and
Part B premiums for individuals in
the OMB group defined in Item A.25 of
ATTACHMENT 2.2-A, by the following
method:

Group premium payment
arrangement for Part R

<

Buy-In agreement for
X Part A X Part B

The Medicaid agency pays
premiums, for which the
beneficiary would be liable, for
enrollment in an HMO

e participating in Medicare.

. TN No. 93-010
* Supersedes Approval Date MAY 7 1'993 Effective Date JAN 1 1993

TN No. 91-31
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' 29a

] .
Revigiony |HCIA-PM-57-3 (CNEO)

December 1997

Ilm;.u" Georgia
1902(a) (10} (B) {14} (51} oSuallifisd Disabled and Working
and 190%(s) of the Act Inaividual (CDWIY

The Madicald agancy pays Medicare
Part A prefiums under a group
premive paysant arrangeasnt, sudbject
to any contributica required as
daporibed in ATTACHMENT 4,18-R, for
individuals in the QPWI group
dafined in itea A.24 of m
A,2=A ©f thiw plan.

1902 (m) (10)(X)(i11) (iL1) W
and 1905(?)(31(8)(11) Rangficiacy (SIMN) '
of the Aot - :
The Nedicalid agenoy pays Medisare
- part B premiums under ths Stete buy-
in provess for individuala in the
SLME group deflned Lo fitam A.27 of
' - ATTACIRBGINT 23.3-A ©f this plan.
1902 (a) (10)(E) (iv)} (I}, (iv) Sualifying Incdividual=l
1908 (p) (3) (M) (L1), end o fe1=A) .

1933 of tha Aot ' o
T™he Nadicaid sgency paya Medicare
Part P premiumy under tbhe Btate duy-
tn process fox lndividuals dssoribed

:.sn:(-}uo)(nuv}(:) ang lubjeot
to 1933 of the Act

1902(a} (10)4B) (iv) (II}, - (v) Ouslifyide _Sndividual-2
1905(p) (3) (M) {1i}, and 10121 '

2933 of the Act - _ ,
_ The Madiocaid mgency pays the portion
of ¢he amcunt of lnarcade o the
Madicare Part B prasmius attrxibutable
to the Noae Esalth Provision to the -
‘ individuale dascyibed in 1902(a}(10)
{R){Llv) (11} and subjesect to 1933 of thae

T e S0 . Y — ' _
 Superasdes . Apgroval Date . (g ti‘ﬂ{qﬁ) ~ Rffective n_até gl=01-98

T No. 9_"{-4)10



LT : 29b

: ‘ﬂtltl: Georgia

1843(¢b) ané 1903¢a) (vi) Othar Melicaid Regimnlsnte

of the Aot .;..nd - . -

42 CFR 431.%3% . The Madicald agancy PaYys Sedicare
Part B pramiums to sake Medicare

Part B coversge available to the
following individosls»

LT

i All individunle who axre: (am)
repaiving bengfits onder titles
I, IV=A, X, XIV, or XVI (AARD
oF 881}y D) receliving atate
supplasents unsdar titls VI or
Q) withing a group listed at 42
CFR 431.625(Aa)(2).

X Indiwidunle vecsiving titie IT
ar Rallroad nstirasent
banefits. .

— ¥MBdically needy indiviausle
(FFP ia not available for tnia
"B“P)I .

1962(a){30) and 2y otbar Baalth XInmurancs

1908{a) o2 the Aot - : ,

. The digdicaid agency PAYS LSUBUrance
premluns for medlcal o' Any othac typw. of
rensdial care tc saintain & thira party.
rasourca for lMadicalid covezrsd eervioces
provided to oligible individoala (excepr
individuala &5 years of sge or older and
disabled individunln, erhirled to Madicara
Far: A but not enrclled in Medicare Part

»). - . :

e

-'\\_‘ -

T™ No. _93-002

Buperseaces . Dppreval Date (ﬁl !ﬁ!% defective Date _ol-0p~98
™ Wo. _93-0l0 i _
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Revigion: HCFA-PM-93-2 (MB)
MARCH 1993
State: Georgia
Citation

(b} Déductibles/Coinsurance

(1)

1902(a) (30), 1902{n),
1905(a),and 1916 of the Act

Secticons 1902
{a) {10)(E)} (i) and
1905(p){3) of the Act

1902(a) {106), 1902(a)(30),
and 1905{a) of the Act

42 CFR 431.625

19C02(a) (10}, 1902(a) (30),
1905(a), and 130%(p)
of the Act

Medicare Part A and B

Supplement 1 to ATTACHMENT 4.15-B

describes the methods and standards for
establishing payment rates for services
covered under Medicare, and/or the
methodology for payment of Medicare
deductible and coinsurance amounts, to the
extent available for each of the following
groups.

(1)

(1ii)

Qualified Medicare Beneficiaries

{QMBS)

The Medicaid agency pays Medicare
Part A and Part B deductible and
coinsurance amounts for QMBs
(subject to any neminal Medicaid
copayment) for all services
available under Medicare.

Other Medicaid Recipients

The Medicaid agency pays for
Medicaid gservices also covered under
Medicare and furnished to recipients
entitled to Medicare (subject to any
nominal Medicaid copayment). For
gervices furnished to individuals
who are described in sectieon
3.2(aY{1)y({iv), payment is made as
followsa: -

For the entire range of
services available under
Medicare Part B.

X oOnly for the amount, duration,
and scope of services otherwise
available under this plan.

Dual Eligible--QMB plus

The Medicaid agency pays Medicare
Part A and Part B deductible and
coinsurance amounts for all services
available under Medicare and pays
for all Medicaid services furnished
to individuals eligible both as QMBs
and categorically or medically needy
{subject to any neominal Medicaid
copayment) .

TN No. Y5=U1T

Supersedes

TN No. 82-34 Approval Date

2

MAY 7 ma Effective Date dﬁ?\! 3 W
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Revision: HCFA-PM-91-8 (MB) OMB No.:
Octcocber 1991
--State/Territory: GEORGIA
Citation Condition or Requirement
1906 of the {c) Premiums, Deductibles, Coinsurance
Act and Other Cost Sharing Obligations

The Medicaid agency pays all premiums, deductibles,
coinsurance and cother cost sharing obligations for
items and services covered under the State plan
{subject to any nominal Medicaid copayment) for
eligible individuals in employer-based cost-effective
group health plans.

When coverage for eligible family members is not
possible unless ineligible family members enroll, the
Medicaid agency pays premiums for enrollment of other
family members when cost-effective. In addition, the
eligible individual is entitled to services covered
by the State plan which are not included in the group
health plan. Guidelines for determining cost
effectiveness are described in section 4.22(h).

1902 {a) (10} (F} {d) The Medicaid agency pays premiums of the Actfor
individuals described in item 1% of Attachment
2.2-A.

™ No. _24-03Y

Bupersed Approval Date _10/6/94 Effective Date _ /-1794
TN No. ew
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Revision: HCFA~AT-B0-38 (BPP)
. May 22, 1980

State Georgia

Citation 3.3 Medicaid for Individuals Age 65 or Over in

42 CFR 441,101, Institutions for Mental Diseases

42 CFR 431.620(c)

and (d) Medicaid is provided for individuals 65 years
AT-79-29 of age or older who are patients in .

institutions for mental diseases.

/77 Yes. The requirements of 42 CFR Part 441,
- Sutpart C, ard 42 CFR 431.620{c) and (d)
S - - are met,

X/ Mot applicable. Medicaid is not provided
to aged individuals in such institutions
under this plan,

™3 B8 -2

%@:r&‘.eées Approval Date §- 2n-85 Effective Date §-({.- 85

B S
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Revision: HBCFA-AT-80-38 (BFP}

May 22, 1980
State Georgia
Citation 3.4 Special Requirements Apolicable to
42 CFR 441.252 Sterilizaticn Procedures
AT-78-99

All requirements of 42 CFR Part 441, Subpart F
are met,

™w3i 79~
Supersedes

rpocoval Date 5 /7 /7§ mffective Date 3 /% /79



Revision: HCFA-PM-91- 4
AUGUST 1991

3la
{BPD) CMB No.: 0938-

+ GEORGIA

State:
Citation
1902{a){52) 3.5
and 1925 of
the Act {a)
(b)

Families Receiving Extended Medicaid Benefits

Services provided to families during the first
6-month period of extended Medicaid benefits under
Section 1925 of the Act are equal in amount,
duration, and scope to services provided to
categorically needy AFDC recipients as described in
ATTACHMENT 3.1-A (or may be greater 1f provided
through a caretaker relative employer's health
insurance planj}. - .

Services provided to families during the second
6~month period of extended Medicaid benefits under
section 1925 of the Act are-- .
42? Equal in amount, duration, and scope to
- sarvices provided to categorically needy AFDC
reclpients as described I{n ATTACHMENT 3.1-A (or
may be greater if provided through a caretaker
relative empleyer's health insurance plan).

L/ Equal In amount, duration, and scope to
services provided to categorically needy AFDC
recipients, (or may be greater if provided
through a caretaker relative employer’'s health
insurance plan) minus any one cor more of the
following acute services:

/ Nursing facility services {(cother than
services in an institution for mental
diseases) for individuals 21 years of age or
older.

s

L./ Medical or remedial care provided by .
licensed practiticners.

L7 Home health services.

TN No. - 31

Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN No. 20-30

HCFA ID: 7982E
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Revision: HCFA-PM-91- 4  (BPD) . OMB No.: 0938-
AyGusT 1391
" '‘GEORGIA
State: .
Citation 3.5 Families Receiving Extended Medicaid Benefits
' (Continued) .

/_/ Private duty nursing services.

[:7 Physical therapy and related servicesg

[:7 Other diagnestic, sdreening, preventive, and
rehabilltation services.

[:7 Inpatient hospltal services and nursing
facility services for individuals &85 years
of age or over in an institution for mental
diseases. *

/_/ Intermediate care facility services for the
mentally retarded.

7 Inpatient psychiatric services for
individuals under age 21.
/_/ Hospice services.
- [:7 Respirateory care services.
1:7 Any other medical care and any other type of
' remedial care recognized under State law and
specified by the Secretary.
TN No. gi- 31 .
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN No. B7-&
- HCFA ID: 7982E
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Revislon: HCFA-PM-91- 4 (BPD) OMB No.: (0%38-
AuGust 1991
ctate: GECRGIA
Citation 3.5 Families Recelving Extended Medicaid Beneflts

(Continued)

(cy/ / The agency pays the famlly's premiums, enrcollment .
fees, deductibles, coinsurance, and similar ccsts
foer health plans offered by the caretaker's
employer as payments for medical assistance--

1:7 lst & months 1:7 2nd 6 months

L/ The agency requlres caretakers to enroll in
employers' health . plans as a condition of
eligibility.

1:7 lst & mos. 1:7 2nd 6 mos.

{d)}/ / (1) The Medlicaid agency provides assistance to
famllies during the second &-month periocd of
extended Medicaid benefits through the
follewing alternative methods:

/_/ ~Enrollment in the family option of an
employer's health plan.

27 Enrollment In the family option of a State
employee health plan.

L/ Enrollment in the State health plan for the
uninsured. - -

L/ Enrollment In an eligible health malntenance
organization {HMO) with a prepald enrcllment
of less than 50 percent Medicald recipients
(except reciplients of extended Medicaid).

TN No. 9l- 3]
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN No. 90-15

HCFA ID: 759BZE

'
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Revision: HCFA-PM-91-4 ({BPD] OME No.: 093B-
AUGUST 1991
ctate: GEORGIA
Citation 3.5 Familjes Receiving Extended Medicaid Benefits

{Continued)

Supplement 2 to ATTACHMENT 3.1-A specifies and
describes the alternative health care plan{s)
offered, Including requirements for assuring that
recipients have access to services of adequate

quality.

{2) The agency-- .

{i} Pays all premiums and enrollment fees imposed
on the family for such plan(s}.

1:7 {ii) Pays all deductibles and coinsurance imposed on
the family for such plan{s). .

TN No. - 3]
Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN No. 90:15
HCFA ID: 798zE
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Revision: HCPA-PH-87-4 (BERC) OMB Bo.: 0938-0193
MARCH 1987

State/Territory: Georgia

- 8ECTIOE 4 - GENERAL PROGRAN ADMINISTRATION

Citation 4.1 Methoda of Administration
42 CFR 431.15
AT-79-29 : The Medicaid agency employs methods of adminlstratlon

found by the Secretary of Health and Human Services to
be necessary for the proper and efficlent cperaticn of

the plan.
TH No. X7-{ ~ . ‘
Supersedes Approval Date _ ~Y3C 6 13T grrective Date _APR 1 1381
™ ¥o. 75~/

HCPA ID: 1010P/0012P
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Revision: HBCFA-AT-80-38 (BFP)
May 22, 1980 '

State Gedrgia

Citaticn 4.2 Hearings for Apolicants and Recipients

42 CFR 431.202

AT-76-29 The Madicaid agency has a system of hearings
AT-80-34 that meets all the requirements of 42 CFR Part

431, Subpart E,

™48 75-7

Supersedes Asproval Date /:/2-239 /75 Effective Date [/ 7‘/
™ £

[}
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Revision: HCPA-AT-87-9  (BERC) OMB No.: 0938-0193

AUGUST 1987 S
State/Territory: Georgia -

Citation ‘4.3 Safepuaprding Informatlon on Applicants and Recipients

42 CFR 431.301 ' : .

AT~-79-29 Under State statute which lmposes legal sanctione,
safeguards are provided that restrict the use or
disclosure of information concerning applicants and
recipients to purposes directly connected with the
administration of the plan.

52 FR 5947 All other requlrements of 42 CFR Part 431, Subpart F

are met.

N No. X7-/F
Supersedes Approval Data ’r/ ‘?{gz Effective Date /94/-"2 gZ

TN Ho. Z_?_JZ '
‘ ' HCFA ID: 1010P/0012P
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~~  Revision: HCFA-PM-§7-4 {BERC) OMB No.: 0938-0193

MARCH 1987
State/Territory: Georgia

Citation 4.4 Medicaid Quality Controi

42 CFR 431.800(¢c)

50 FR 21839 (a) A system of quality control is implemented in

1903{u){1){D) of accordance with 42 CFR Part 431, Subpart P.

the Act, '

P.L. 99-50% {b) The State operates a claims processing assessment

{Section 3407) system thst meets the requirements of 431,800(e},

(g} (M), (3), and (k).

Q{? Yes.

. _ -:fi:F Not epplicable. The Stete has an approved
e _Hgdicald Management Information System (MHIS).

TN Wo. 723 i i‘
Supersedgs Approval pate ///4/8§ Effective Date _//.30/85
™ No. 87-C

HCFA ID: 1010P/0Q012P
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" Revision: HCFA-PM-88-10 (BERC) , OMD No.: 0938-0193
SEPTEHBER 1983
State/Territory: Georgla
Citation 4.5 Medicald Agency Praud Detectlon and Investigation
42 CFR a55.12 Program
AT-78-90 :
48 FR 1742 The Medicaid agency has estsblished and will maintain
52 FR 48817 methods, criteria, and procedures that meet all ,
rtequirements of 42 CFR 455.13 through 455.21 and 455.23
for prevention and control of program fraud and abuse.
TH No. BE-J20 .
Supersedes " Approval Date J- /- 88 Effective Date s6-/-88
TN ¥o. B&-{ - —_—

HCFA ID: 1010P2/0012P
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. 36a

New: HCFA-PM-99.3 (CMSO}

JUNE 1599
A
State (7)4 .
Citation 3 5a

Section 1902(a)64) of
the Social Security Act

Medicaid Agency Fraud Detection and Investigation
Program

PL 10533 The Medicaid agency has established a mechanism to recerve
reports from beneficiaries and others and compile data
concerning alleged instances of waste, fraud, and abuse relating

10 the operation of this title.
q
TN No. _89-016 RRE gLt
Su ersedes Approval Date _n______ EffectiveDate __—__ Jii

No.
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Revision: HCFA-AT-80-38 (EPP)

May 22, 1980 .
State Georgia

Citatiom 4.6 Reports

42 TR 431.16 '

AT-79-29 The Medicaid zgency will submit all
reports in the form and with the content
required by the Secretary, and will comply
with any provisions that the Secretary
firmds necessary to verify and assure the
correctness of the reports, All
requirements of 42 (GR 431.16 are met.

N g - _ - '
Supersedas = te /23 /7 Effective Da o/ /i
,INUPE Approval Date A3 78  Effective D 'te / 77
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Revision: BCFA-AT-80-38 (BPP}

May 22, 1980

State Georgia

Citatien . 4.7
42 CFR 431.17 :
AT-79-29

Maintenancse of Records

The Medicaid agency maintains or supervises
the maintenance of records necessary for the
proper and efficient operation of the plan,
including records regarding apelications,
determination of eligibility, the provision of
medical assistance, and aCministrative costs,
and statistical, fiscal and other records
necessary far reporting and accountability,
and-retains these records in accordance with
Federal requirements, All requirements of 42
CFR 431.17 are met,

™ § 727 -/1

Supersedes Aroroval Date 2 /23 /78 <Tffective Date / e/ f"{"f 7
™ £
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i

Revisicn: HCFA-AT-80-38 (BPP) . | .
}iaqr 2;!; 1980

State Gecorgia

Citation 4.8 Awvailability of Agency Prcgram Manuals
42 CFR 431,18 (b) :
AT-79-29 Program manuals and other policy issuances that

affect the public, including the Medicaid -
agency's rules and regulations governing

eligibility, need ard amount of assistance, -
recipient rights and responsibilities, and

services offered by the agency are maintained

in the State office and in each local and

district office for examination, upon request,

by individuals for review, study, or

reproduction. All requirements of 42 CFR

431.18 »re met. _

e

e Supersedes Approval Date /4/3¢ /7?5 pffective Date /Z jL_/7%
™ £ _ ? 7

m
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Revision: HCFA-AT-80-38 (BEP)
May 22, 1980 | ‘

State Georgia

Citation 4.9 Reporting Provider Payments to Intermal
42 CFR 433.37 Revenue Service
AT-78-90

There are procedures implemented in
accordance with 42 CFR 433,37 for
identification of providers of services by
social security number or by enployer
identificaticn number and for reporting
the informatim required by the Internal
Revenue Ccde (26 U.S.C. 6041) with respect
. 'to payment for services under the plan.

™z 75-7

Supersedes Aroroval Dateé p‘f-—"""f 5 Effective Date fﬁ‘f{7§[
: N # 7 '
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Revision. HCFA-PM-99-3  (CMSO)

JUNE 1999
State” __ s ) ot
3
Ciutation - 4 10 Free Choice of Providers
42 CFR431 51
AT-78-90 {a) Except as provided in paragraph (b), the Medicaid agency assures
46 FR 48524 that an individual éligible under the plan may obtain Med:caid
48 FR23212 services from any institution, agency, pharmacy, person, or -
1602 (a) (23} organization that is qualified to perform the services. including
of the Act an c_:r%);mzarion that provides these services or arranges for their
P L. 100-93 availability on a prepayment basis.
{section 8(f))
P L. 100-203 {b) Paragraph (a) does not apply to services furrushed to an
{Section 4113} individual--
(1) Under an exception allowed under 42 CFR 431 54, subject
to the limitations in paragraph {(c), or
{2) Under a waiver approved under 42 CFR 431 .55,
subject to the limitations in paragraph {c), or
(3) By an individual or entity excluded from
participation in accordance with section
1902(p) of the Act, or
Section 1502(a)(23) {(4) By individuals or entities who have been convicted
of the Social Security Act of a felony under Federal or State law and for which
P.L. 105-33 the State determines that the offense is inconsistent

with the best interests of the individual eligible to
obtain Medicaid services.

(c) Enroliment of an individual eligible for medical assistance
in a primary care case management system described in
section 1915(b)X1), a health maintenance orgamzation, or a
similar entity shall not restrict the choice of the qualified
person from whom the individual may receive emergency
services or services under section 1905(a)4)c).

Noo 1T 1549
TN No. _99-016 NOY e s )
Supersedes Approval Date Effective Date %:,gﬁr ﬁt .i, / fffﬂ]
No. _¢2-09 '



Revision: BCFA-AT-80-38 (BPP)

42

May 22, 1980 ‘
State Georgia
Citation 4.11 Relations with Standard-SeEting and Survey
42 CFR 431.61Q0 Acencies
AT-78-30 ‘
AT-B80-34 {a) The State agency utilized by the

Secretary to determine qualifications of
institutions and suroliers of services to
participate in Medicare is respcnsible
for establishirng and maintainimg health
standards for private or public

_institutions (exclusive of Christian
* Scienca sanatoria) that provide services

"7 to Medicaid recipients. This agency

(B}

(<)

is Georeia Denzrtment of

Human Resources

The State authority{iss) responsible for
establishing and meintaining standards,
other than those relating to health, for
pablic or private institutions that
provide services to Medicaid recioients
is {(are): (Georgila Department of

" 'Human Resources

ATTACIVENT 4.11-Rh Gescribes the standards
specified in paraegraphs {a) and (b}
above, that are kept on file and made
available to the Hsalth Care Financing
Administration cn request,

™ § 75-7
Supersedes
™ §

rpproval Date f2/de /75  =ffective pate_ /// /T4



Revision: HCFA-AT-80-3
May 22, 1980

State ..

43

8(BpP)

Georgia

Citation 4.11(d)

42 CFR 431.610
AT~78-90
AT-89-34

TH 383
des TR Z5=T

S ot 3t

The Standards and Licensure Unit
Qffice of Regulatory Services
Division of Administrative Services
Georgia Department of Human Resources{agency)
which is the State agency respounsible for licensing
health institutions, determines if imstitutiomns
and agencies meet the requirements for participation
in the Medicaid program. The requirements in
42 CFR 431.610{(e), (£) and (g) are met.

%‘ TRANSMITTAL 88-3

APPROVED 3.+13 - 88
EFFECTVE 5. 7. 88
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Revision: HCFA-AT-80~38 (BEP)
May 22, 1980

State Georgia

Citation ' 4,12 Consultation to Medical Facilities
42 CER 431.105 (b
AT-78~90 {a) Consultative services are provided

by health and other appropriate
State agencies to hospitals, nursing
facilities; hawe health agencles,
clinics and laboratories in
accordance with 42 CFR 431.105¢{b).

{b) Similar services are provided to
. other types of facilities providing
. medical care to individuals
receiving services undsr the
programs specified in 42 CFR
431,105 (b).

[/ Yes, as listed below:

/¥ Not applicable. Similar

. e services are mot provided to
other types of medical
facilities, '

™z 75~

5. Supersedes Approval Date /;"530/’7-5' Effective Date /,_’ ’2 74
Cemen L F

T
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Revision: HCFA-PM-91- 4 (BPD} OMB No.: 0938-
ADGUST 1991
State/Territory: GEORGIA
Citation ' 4.13 Required Provider Agreement

With respect to agreements between the Medicaid agency
and each provider furnishing services under the plan:

42 CFR 431.107 {a) For all providers, the requirements of 42 CFR
431.107 and 42 CFR Part 442, Subparts A and B (1f
applicabkle) are met.

42 CFR Part 483 {b) For providers of NF services, the regquirements

1319 of the of 42 CFR Part 483, Subpart B, and section

Act 1919 of . the Act are also met.

42 CFR Part 483, {c) For providers of ICF/MR services, the

Subpart D requirements of participation in 42 CFR Part 483,
Subpart D are also met. \

1920 of the Act {d} For each provider that is eligible under

the plan to furnish ambulatory prenatal
care to pregnant women during a presumptive
eligibility period, all the requirements of
section 1920(b)(2) and {c) are met.

ZZ? Not applicable, Ambulatory prenatal care is
not provided to pregnant women during a
presumptive eligibility period.

TN No. T

l-"—- -
Supeérsedes Approval Date 12-18-51

Effective Date 10-1-91

TN No. 87-43

HCFA ID: 7982E




45(a)

Revision: HCFA-PM~91-9 (MB) . OMB No.:
October 1991

state/Territory: GEQRGIA

‘Citation
1902(aj)({58) _
1902 (w) 4.13 (e) For each provider receiving funds under

the plan, all the requirements for
advance directives of section 1902(w) are
met: T

(1) Hospitals, nursing facilities,
providers of home health care or
personal care services, hospice
programs, health maintenance
organizations and health insuring
organizations are reguired to do the
following:

{a)Maintain written policles and
procedures with respect to all
adult individuals receiving
medical care by or through the
provider or organization about
their rights under State law to
make decisions concerning medical
care, including the right to
accept or refuse medical or
surgical treatment and the right
to formulate advance directives.

(b)Provide written information to all
adult individuals on. their
policies concerning implementation
of such rights;

{c)Document in the iIndividual's
medical records whether or not the
Individual has executed an advance
directive;

(d)Not conditlon the provision of
care or otherwise discriminate
against an individual based on
whether or not the individual has
executed an advance directive;

{e)Ensure compliance with
regquirements of State Law {(whether

TN NO- q]‘ ‘3? wr
Supersedes Approval Date 1272791 prrective pate 12-1-91
TN No. (mew) R—

HCFA ID: 79B2E

N



45(b)

Revision: HCFA-PM-91-¢ {MB) OMB No.:
October 1991 co

State/Territory: GEORGIA

statutory or recognhlzed by the
courts) concerning advance
directives; and

(f)Provide (individually or with
others) for educaticn for staff
and the community on issues
concerning advance dlrectlves.

- {2) Providers will furnish the written
Information described in paragraph
(l)(a) to all adult individuals at
the time specified below:

(a)Hospitals at the time an
individual is admitted as an
inpatient,

(b)Nursing facilities when the
individual is admitted as a
resident. :

{c)Providers of home health care or
personal care services before the
individual comes under the care of
the provider;

(d)Hospice program at the time of
initial receipt of hospice care by
the individual from the program;
and

(e)Health maintenance organizations
at the time of enrollment of the
individual with the organizatlon.

(3) Attachment 4.34A describes law of the
State (whether statutory or as
recognized by the courts of the
State) concerning advance directives.

Not applicable. No State law
or court decision exist
regarding advance directives.

TR No. _9i-3¥

Supersedes Approval Date 12-4-31 Effective Date 12-1-91
TN No. NEL -

HCFA ID: 7882E
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Revision: HCFA-PM- 91-10 (MB)
DECEMBER 1991

46

— ¥
State/Territory: GEORGIA
Citation 4.14 Utilization/Quality Control
42 CFR 431.60
42 CFR 456.2 {a) A Statewide program of surveillance and
50 FR 15312 utilization control has been implemented that

1902(aj)(30)(C) and
1902 (d) of the
Act, P.L. 99-509
{Section 9431)

1902(a) (30) {C)

and 1902(d) of the
Act, P.L. 99-5Q%
(secticn 9431)

safeguards against unnecessary or inappropriate
uge of Medicaid services available under this
plan and against excesa payments, and that
agseesee the quality of services. The
requirements of 42 CFR Part 456 are met:

¥ Directly

_X By undertaking medical and utilization
review requirements through a contract with
a Utilization and Quality Control Peer
Review Organization (PRO) designated under
42 CFR Part 462. The contract with the
PRO=~~

{1) Meets the requirements of §434.6(a);

(2) Includes a moniteoring and evaluation
plan to ensure satisfactory
performance;

{3} 1Identifies the services and providers
subject to PRO review;

(4) Ensures that PRQ review activities
are not inconsistent with the PRQ
review of Medicare services; and

{5) Includes a description of the extent
to which PRO determinations are
conaidered conclusive for payment
purpases.

Quality review requirements described in
section 1902(a)(30)(Cc) of the Act relating
to services furnished by HMOs under contract
are undertaken through contract with the
PRO designed under 42 CFR Part 462.

By undertaking quality review of services
furnished under each contract with an HMO
through a private accreditation body.

TN No, -0

Supersedes Approval Date 4—7-92 Effective Date 1-1-92

TN Ho. B8-3b



Revision: HCFA-PM-85-3 (BERC)
MAY 1985
State: _Georgia

47

OMB KO. 0938-0193

Citation 4.14 (b) The Medicsaid agency meets the requirements

42 CFR 456.2 of 42 CFR Part 456, Subpart C, for

50 FR 15312 control of the utilizetion of inpstient
hospital services.

. 1:7 Utilization and medicsl review are

I

performed by 8 Utilization and Quality
Control Peer Review Organization designated
under 42 CFR Part 462 that has & contract
with the agency to perform those reviews.

Utilizetion review Is performed in
accordance with 42 CFR Part 456, Subpart H,
that specifies the conditions of a waiver
of the requirements of Subpart C for:

1:7 All hospitals (other than mental
hospitals).

/7 Those specified in the waiver.

No waivers have been granted.

TN No. 85-20

Supersedes Approval Date _X'-/S -85  Effective Date -1-¥5

TN No. Z5-7

HCFA 1ID: 0048p/0002P



48
Revislon: HCFA-PN-85-7 (BERC) | OMB NO,: 0938-0193
JULY 1985 .
State/Territory: Georgia
4,14 {c) The Medicaid agency meets the requirements
42 CFR 456.2 of 42 CPR Part 456, Subpart D, for control
50 FR 15312 _ of utllization of inpatient services in mental
hosgpitals.
1:7 Utilization and medical review aEe
performed by a Utilization and Quality
Control Peer Review Organization designated
under 42 CFR Part. 462 that has a contract
with the agency to perform those reviews,
£:7 Utilization review is performed in
accordance with 42 CFR Fart 456, Subpart H,
that specifies the conditions of s walver
of the requirements of Subpart D for:
1:; All mental hospitals.
T £:7 Those specified In the waiver.
1:7 Bo waivers have been granted.
L:7 Not applicable. Inpatient services in mental
hospitals are not provided under thig plan.
| —— n Ho' ml . \‘..:: - —
’ Buparsaden Approvel Date 4-20- RS Effective Date §-20L- RS
I¥N No. B5-2D

HCFA ID: 004BP/0002P
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Revision: HCPA-PM-85-3 (BERC)

MAY 1985
State: Georgia
OMB NO. 0938-0193
Citation 4,14 {(d) The Medicaid agency meets the requiremehté of
42 CFR 456.2 42 CFR Part 456, Subpart E, for the control of
50 FR 15312 utilization of skllled nursing facility
services,
5:7 Utilization and medical review are
performed by a Utilization and Quality
Control Peer Review Organization designated
under 42 CFR Part 462 that has a contract
with the agency to perform those reviews.
1:7 Utilization review is performed in
accordance with 42 CFR Part 456, Subpart H,
that specifies the conditions of a waiver
of the requirements of Subpart E for:
437 All skilled nursing facilities.
1:7 Those specified in the waiver.
1:7 No waivers have heen granted.
TH HO. g 5- 20
Supersedes Approval Date ¥ -is5- 25 Rffective Date 7 -1- 2.5
TN Ho. 15—7

HCFA ID: 00ABP/0002P
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Revision: HCFA-PM-B85-3 (BERC)
MAY 1985
State: _Georgia

OMB NO. 0938-0193

Citation 4,14 / /(e) The Medicaid agency meets the requirements

42 CFR 456.2 of 42 CFR Part 456, Subpart F, for control

50 FR 15312 of the utilization of intermedlate care
facility services. Utilization review in
facilities is provided through:

/_/ Facility-based review.

N

Direct review by personnel of the medical
assistance unit of the State agency.

/_7 Personnel under contract to the medical
asslstance unit of the State agency.

/ 7 Utilization and Quality Control Peer Review
Organizations.

/ Another method as described in ATTACHMENT
4.14-A. .

/ / Two or more of the above methods.
ATTACHMENT 4.14-B describes the
circumstances under which each method is
used.

1:7 ¥ot applicable. Intermediate care facility
services are not provided under this plan.

.

TR No. £S5-20
Supersedes Approval Date K-J5-8< Effective Date 77-) - ¥ 5

T No. 75-7 )
e HCFA ID: QUOABP/000Z.



Revision: HCFA-PM- 31-10 {MB)

DECEMBER 1991

50a

State/Territory: GEORG!A
Citation 4.14 uUtilizatieon/Quality Contrel {Continued)
1902 {a) (30} {f} The Medicaid agency meets the requirements of
and 1902(d) of gection 1902(a)(30) of section 1902(a)(3C) of
the Act, the Act for control of the assurance of quality
P.L. 99-509 furnished by each health maintenance
{Section 9431) organization under contract with the Medicaid
P.L. 99-203 agency. Independent, external quality reviews
(Bection 4113} are performed annually by:
A Utilization and Quality Control Peer
Review Organization designated under 42
CFR Part 462 that has a contract with the
agency to perform those reviews.
A private accreditation body.
An entity that meets the requirements of
the Act, as determwmined by the Secretary.
The Medicaid agency certifies that the entity
in the preceding subcategory under 4.14(f) ig
not an agency of the State.
TN No. -0
Supersedes Approval Date 4-7-92 Effective Date 1-1-92

TN No. 87-b
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"Revigion: HCFA~PM-92-12 {H5QB}
MARCH 1992

State/Territory: Georgia

Citation

42 CFR Part
456 Subpart
I, and

1902(a) {31}
and 1903(qg)}
of the Act

42 CFR Part
456 Subpart
A and
1902{a) (30}
of the Act

4.15

' i

Inspection of Care in Intermediate Care Facilities for the
Mentally Retarded, Facilities Providing Inpatient
Peychiatric Services for Individuals Under 21, and Mental

Hospitals

X The State hasg contracted with a Peer
Review Organization {PRO} to perform
inspection of care for:

X ICFa/MR;

Inpatient psychiatric facilities for
recipients under age 21; and

Mental Hospitals.

X All applicable requirements of 42 CFR Part
w36, Subpart I, are met with respect to
periodic inapectionsa of care and services.

Not applicable with respect te intermediate care
facilities for the mentally retarded services; such
services are not provided under this plan.

X Not applicable with respect to services for
individuals age 65 or over in institutions feor mental
disease; such services are not provided under this
plan.

X Not applicable with respect to inpatient psychiatric
gervices for individuals under age 21; such services
are not provided under this plan.

TN No. 92-14

Supersedes

TN No. 87-12

Approval Date _jiigjffi_ . Effective Date 4/1/92

HCFA ID:
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Revision: HCFA-AT-80-38 (3F?)
May 22, 1580
State Georgia
Citatiem 4.16

42 CFR 431.615(c)
AT-78-50

Relations with State Heslth
Rehahilitztion kceng:

Grantees
The Madicaid agency has cooperative
arrangsments with State hsalth and
vocational rehzbilitztion ecencies and
with title V grantees, thzt mest the
requirements of 42 TR 431,615,
ATTACRMENT 4.16-A S2scribes the

© cooperative arrangements with the heald!
and vocational rehzbilitetion agencies,

™E 7%6-7
Sup=rsedes

&

Exroval Date /'//'-//7(3

Effective Date 7/ 7/ 76



Revision: HCFA-PM-93-3

Citation

May 1995

42 CFR 433.36{c)
1902 (a) (18) and
1917 (a) and (b) of

the Act

(MB)

53

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

4.17 Liens and Adjusiments or Recoveries

The State imposes liens against an individual’s real property
on account of medical assistance paid or to be paid.

The State complies with the requirements of section 1917(a)
of the Act and regulations at 42 CFR 433.36{c)}-(g) with
respect to any lien imposed against the property of any
individual prior to his or her death on account of medical
assistance paid or to be paid on his or her behalf.

‘The State imposes liens on real property on account of
benefils incorrectly paid.

The State imposes TEFRA liens 1917a)(1XB) on real
property of an individual who is an inpatient of a nursing
facility, 1CF/MR, or other medical institution, where the
individua! is required to conrribute toward the cost of
institutional care all but a minimal amount of income required
for personal needs.

The procedures by the State for determining that an
institutionalized individual cannot reasonably be expected to
be discharged are specified in Attachment 4.17-A. (Note: If
the State indicates in its State plan that it is imposing TEFRA
liens, then the State is required to determine whether an
institutionalized individua! is permanently institutionalized
and afford these individuals notice, hearing procedure, and
due process requirements.)

The State imposes liens on both real and persenal property of
an individual afier the individual’s death.

TN No.: 06-012
Supersedes
TN No.: 04-012

Approval Date: 11/08/06 Effective Date: 07/01/06
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Revision: HICFA-PM-93-3 (MB)

May 1995

53a

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

(b)

State/ Territory: GEQRGIA

Adjustments or Recoveries

The State complies with the requirements of section 1917(b) of the Act
and regulations at 42CFR 433.36(h)-(i).

Adjustments or recoverics for Mcdicaid claims correctly paid arc as

follows:

(1)

)

For permanently institutionalized individuals, adjustments or
recoveries are made from the individual’s estate or upon sale
of the property subject to a lien imposed because of medical
assistance paid on bchalf of the individual for scrvices
provided in a nursing facility, ICI'MR, or other medical
institution.

X Adjustments or recoveries are made for all
other medical assistance paid on behalf of
the individual.

X The State determines “permancnt
institutional status” of individuals under the
age of 55 other than those with respect to
whom it imposes liens on real property
under §1917(2)(1)B) {even if it deces not
impose those liens).

For any individual who received medical assistance at age 55
or older, adjustments or recoveries of payments are made from
the individual’s estate for nursing facility services, home and
community-based services, and vrelated hospital and
prescription drug services.

X In addition to adjustment or recovery of
payments for services listed above,
payments are adjusted or recovered for other
services under the State plan as listed below;

TN No.: 06-012
Supersedes
TN No.: 04-012

Approval Date; 11/08/06 Effective Date: 07/01/06
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Georgia

1917(b}1(C) {4) X  Ifanindividual covered under a long-term care
insurance policy received benefits for which assets
or resources were disregarded as provided for in
Supplement 8c Attachment 2.6-A, (State Long-
Term Care Insurance Partnership), the State does
not seek adjustment or recovery from the
individual’s estate for the amount of assets or
resources disregarded.

TN No. 06-014
Supersedes Approval Date: 01/18/07
TN Ne. 06-012 Effective Date: 01/01/07
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Revision; HCFA-PM-95-3 (MB)
May 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Termitory: GEORGIA

{c) Adiustments or Recoveries: Limitations

The State complies with the requirements or section 1917(b)2} of the
Act and regulations at 42 CEFR §433.36¢h)-(i).

{1 Adjustment or recovery of medical assistance correctly paid
will be made only after the death of the individual’s surviving
spouse, and only when the individual has no surviving child
whe is either under age 21, blind or disabled.

{2) With respect to liens on the home of any individual who the
State determines is permanently institutionalized and who
must as a cendition of receiving services in the institution
apply their inceme to the cost of care, the State will not seek
adjustment or recovery of medical assistance correctly paid on
behalf of the individual until such time as none of the
following individuals are residing in the individual’s home:

{a} a sibling of the individual (who was residing in the
individual’s home for at least one year immediately
before the date that the individual was
institutionalized}, or

(b} a child of the individual {(who was residing in the
individual’s home for at least two years
immediately before the date that the individual was
institutionalized) who established to the
satisfaction of the State that the care the child
provided permitted the individual to reside at home
rather than become institutionalized,

(3} No money payments under another program are reduced as a
means of adjusting or recovering Medicaid claims incorrectly
paid,

TN No.(04-012
Supersedes Approval Date: 07/07/05 Effective Date: 10/Q1/04

TN No. New
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Revision: HCFA-PM-95-3 (MB)
May 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

(d) Attachment 4.17-A

(1)  Specifies the procedures for determining that an institutionalized
individual cannot reasonably be expected to be discharged from
the medical institution and return home. The description of the
procedure weets the requirements of 42 CFR 433.36(d).

(2)  Specifies the criteria by which a son or daughter can establish
that he or she has been providing care, as specified under 42
CFR 433 .36(1).

(3)  Defines the following terms:

=  Estate (at a minimuin, estate as defined under State
probate law). Except for the grandfathered States
listed in section 4.17(b)(3), if the State provides a
disregard for assets or resources for any individual
who received or is entitled to receive benefits under a
long term care insurance policy, the definition of
estate must include all real, personal property and
assets of an individual (including any property or
assets in which the individual had any legal title or
nuterest at the time of death to the extent of the
interest and also including the assets conveyed
through devices such as joint tenancy, life estate,
living trust, or other arrangement),

Individual’s home,

Equity interest in the home,

Residing in the home for at Ieast 1 or 2 years,

On a continuous basis,

Discharge from the medical institution and return
home, and

«  Lawfully residing.

TN No. 04-012

Supersedes Approval Date: 07/07/05 Effective Date: 10/01/04
TN No. New
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Revision: HCFA-PM-95-3 {MB)
May 1995
STATE PLAN UNDER TITLE X{X OF THE SOCIAL SECURITY ACT

State/Territory: GEORGIA

{4) Describes the standards and procedures for waiving estate
recovery when it would cause undue hardship.

{5) Defines when adjustment or recovery is not cost-effective.
Defines cost-effective and included methodology or thresholds
used to determine cost-effectiveness.

(6) Describes collection procedures. Includes advance notice
requirements, specifies the method for applying for a wavier,
hearing and appeals procedure, and the time frames involved.

TN No.04-G12

Supersedes Approval Date: 07/07/03 Effective Date: 10/01/04
TN No. New
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Revision: HCFA-PM-91-4 {BPD) OMB No.: 083B-
* AUGUST 1551 : ’

State/Territory: GEORGIA

Citaticn
4.18 Recipient Cost Sharing and Similar Charges
42 CFR 447.51 f

through 447.58 {a) Unless a waiver under 42 CFR 431.55(g)

applies, deductibles, ccinsurance rates, and
copayments do not exceed the maximum allowable
charges under 42 CFR 447.54.

1516 (a} and (b} (b} Except as specifisd in items 4.18(b) {4}, (5},

of the Act and (6) below, with respect to individuals
covered as categorically needy or as qualified
Medicare beneficiaries (as defined in section
1505 (p} (1} of the Act) under the plan:

(1} ¥No enrcllment fee, premium, or similar
charge is imposed under the plan.

Jx/ (2) "No deductible, coinsurance, copayment, or
- similar charge is imposed under the plan
for the following:

(1) Services to individuals under age
18, or under--

— Phge 19
— hge 20
_X_ Age 21

Reasonable categories of
individuals who are age 18 or
older, but under age 21, to whom
charges apply are listed below, if
applicable.

(ii) Services to pregmant women related
to the pregnancy or any other
medical condition that may
complicate the pregnancy,

; 3-10-94 . 7-1-93
Supersedes Approval Dat
TN No. 91-31 PP ate Effective Date




*Revision:

HCFA-PM-31-4

AUGUST 1991

. State/Territory:

Citation

42 CFR 447.51

through
447.58

1916 of the Act,

P.L. §9-272

{Section 9505}

(BPFD}

5o

GEORGIA

OMB NO.: UZ3s-

4.18(b) (2)

{Continued)

{iii)

'

(1]

—

{iv)

(v)

[vi)

{vii)

{viii)

A1l services furnished to
pregnant women.

Not applicable. Charges apply
for services to pregnant women
unrelated to the pregnancy.

Services furmished to any
individual who is an inpatient in
a hospital, long-term care
facility, or other medical
inestitution, if the ipdividual is
required, as a conditicn of
receiving services in the
institution, to spend for medical
care costs all but a minimal
amount of his or her income
required for perscnal needs.

Emergency services if the
services meet the requirements in
42 CFR 447.53(b) (4).

Family planning services and
supplies furnished to individuals
of childbearing age.

Services furnished by a health
maintenance organization in which
the individual is enrolled.

Services furnished to an P.L. 99-
individual receiving hospice
care, as defined in section

1905 (o} of the Act.

TN No.

93-29

Supersedes

TN No.

91-31

Approval Date

3-10-94

Effective Date 7-1-93
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Revlsion: HCFA-PM-91-4 {BPD] OMB No.: 093B-
. AUGUST 1951

State/Territory: GEORGTA
Citation
4.18(b) {Continued)
42 CFR 447.51 (3) Unless a waiver under 42 CFR 431.55(g)
through applies, nominal deductible, coinsurance,
447.48

copayment, or similar charges are impesed
for services that are not excluded from
such charges under item {b) {2) above.

[_] ©Not applicable. NXNo such charges
are imposed. :

(i} For any service, no more than cone
type of charge is imposed.

{ii)  Charges apply to services furnished
to the following age groups: '

18 or older

0D

15 or older .

Py
—

20 or older

H |

21 or older

[__] charges apply to services furnished
to the following reasonable
categories of individuals listed
below who are 18 years of age or
older but under age 21.

gﬁpggQEd:S-zg Approval Date 3-10-534 Effective Date 7-1-93
TN No. 91-31
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Revision: HCFA-PM-91-4 (BPD) 51{9
- AUGUST 1991

State/Territory: GEORGIA

OMB No.: 0938~

Citation
4.18 (k) {(3) (Continued)

42 CFR 447.51 {iii) * For the categorically needy and
through 447.58 qualified Medicare heneficiaries,
ATTACHMENT 4.18-A specifies the:

(A)

- (B)

(9]

(D)

(E)

(F)

- (@)

Service{s) for which a
charge(s) is applied;

Nature of the charge imposed
on each service;

Amount{s} of and basis for
determining the charge(s};

Method vsed to collect the
charge(s) ;

Basis for determining whether
an individual is unable to
pay the charge and the means
by which such an individual
is identified to providers;

Procedures for implementing
and enforcing the exclusions
from cost sharing contained
in 42 CFR 447.53(b); and

Cumulative maximum that
applies to all deductible,
coinsurance cr copayment
charges imposed on a
specified time period.

[X]) Wot applicable. ‘There
is no maximum.

TN No. __93-79

Supersedes Approval Date
TN No. 81-31

3-10-94

Effective Date

7-1-93
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OMB No.: 0938-

GEORGTIA

A monthly premium is imposed on pregnant
women and infants who are covered under
section 15902(a) (10} {A} {ii) (IX) of the Act’
and whose income equals or exceeds 150
percent of the Federal poverty level
applicable to a family of the size
involved. The requirements of section
1916 {c} of the Act are met. ATTACHMENT
4.18-D specifies the method the State
uses for determining the premium and the
criteria for determining what constitutes
undue hardship for waiving payment of
premiums by recipients.

For families receiving extended benefits
during a second é-month pericd under
section 1925 of the Act, a monthly
premium is imposed in accordance with
sections 1925(b) {4} and (5) of the Act.

A monthly premium, set on a sliding
scale, imposed on gqualified disabled and
working individuals who are covered
under section 1902 (a} {10} (E) (ii)} of the
Act and whose income exceeds 150 percent
(but does not exceed 200 percent} of the
Federal poverty level applicable to a
family of the size involved. The
requirements of section 1916(d) of the
Act are met. ATTACHMENT 4.18-E specifies
the method and standards the State uses
for determining the premium.

'Revi;ion: HCFA-PM-91-4 {BPD)
 AUGUST 1991
State/Territory:

Citation

1916(c) of s.18(0) (4) [}
the Act

1902 (a) (52} 4.18(0) (5) [}
and 1525 (b)

of the Act

1916 (d) of s.18(b) (6) |1
the Act
TN No. 93-29 3-
Supersedes Approval Date

10- i
0-94 Effective Date 7-1-33

TN No. _ 91-31




. Revision:

HCFA-PM-91-4
“AUGOST 1551
T State/Territory:
Citation

42 CFR 447.51
through 447.58

{BPD)

14

GEORGIA

OMB No.: 0538-

4.18(c}|i_l Individuals are covered as medically needy
under the plan.

(1) [ X]  An enrollmest fee, premium or similar
charge is imposed. ATTACHMENT 4.1B-B
specifies the amount of and liability
pericd for such charges subject to
the maximum allowable charges in 42
CFR 447.52({b) and defines the State’'s
pelicy regarding the effect on
recipients of non-payment of the
enrollment fee, premium, or similar
charge. ' '

447.51 through (2} No deductible, coinsurance,

447.58 copayment, or similar charge is
imposed under the plan for the
following:

{i} Services teo individuals under
age 18, or under--
(] Age 1%
L ] age 20
[X_I Age 21
Reasonable categories of
individuals who are age 18, but
under age 21, to whom charges
apply are listed below, if
applicable:
TN No. _93-26 -10-9. -1
Supersedes 3-10-94 7-1-93

TN No. 91-31

Approval Date

Effective Date




' Revision: HCFA-PM-91-4 {BPD) 5b4d OMB No.: 033~
AUGUST 21991
State/Territory: GEORGIA
Citation
4.18(c) {2} (Continued)
42 CFR 447.51 {ii) Services to pregnant women related to

through
447.58

1926 of the Act,
P.L. 99-272
{section 5505}

447.51 through
447.58

{(iii)

{iv)

{viii)

the pregnancy or any other medical
condition that may complicate the

pregnancy.

All services furnished to pregmant
womel.

]—-l Not applicable. Charges apply
for services to pregnant women
unrelated to the pregnancy.

Services furnished to any indiwidual
who is an inpatient in a hospital,
long-term care facility, or other
medical institution, if the individual
is reguired, as a condition of
receiving services in the institution,
to spend for medical care costs all
but a minimal ampunt of his income
required for personal needs.

Emergency services if the services
meet the requirements in 42 CFR
447.53(b) {4} .

Family planning services and supplies

‘“furnished to individuals of

childbearing age.

Services furnished tc an individual
receiving hospice care, as defined in
section 1905 (o) of the AcCt.

Services provided by a health
maintenance organization (HMO) to
enrolled indivicduals,

{X ] Not applicable. No such charges
are imposec.

TN No. 93-29

Supersedes

Approval Date

TN Nc. _ 91-31

3-10-94 7-1-93

Effective Date
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‘ Revision: BCFA-DPM-9%1-4 (BPD} OMB No.: 0938-
: ' AUGUST 1951 _
State/Territory: GEORGIA
Citation

4.18(c) (3} Unless a waiver under 42 CFR 431.55(g)
applies, pominal deductible, coinsurance,
copayment, or similar charges are imposed on
services that are not excluded from such
charges under item (b} (2) above.

[E1 Mot applicable. ¥o such charges are
imposed.

{i) For any service, no more than one type
of charge is imposed.

(ii} Charges apply to services furnished to
the following age group:

18 or older

i

19 or older

5

—

20 or older

]

[_1 21 or older

Reasonable categories of individuals
who are 18 years of age, but under 21,
to whom charges apply are listed below,
if applicable:

TN No. G3-20

Supersedes Approval pate _>-10-94 Effective Date 7-1-33
TN No. 91-31
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Revision: HCFA-PM-51i-4 (BPD) - OMB No.: 0938-.
: AUGUST 1331 '
— State/Territory: GEORGIA
Citation
4.18{(c) {3) ({(Continued}
447.51 through {iii} For the medically needy, and other
447.58 optional groups, ATTACHMENT 4.1i8-C

specifies the:

{a) Service(s) for which charge(s) is
applied; '

: . (B) Nature of the charge imposed on
: . each service;

{C}) Amount(s) of and basis for
determining the charge(s);

{D) Method used to collect the
charge(s) ;

{BE) Basis for determining whether an
individual is unable to pay the
charge{s} and the means by which
such an individual is identified
to providers;

{(F} Procedures for implementing and
enforcing the exclusions from
cost sharing contained in 42 CFR
447.53(b); and

{G) Cumulative maximum that applies
to all deductible, coinsurance,
or copayment charges imposed on a
family during a specified time
pericd.

[x ] Not applicable. There is no
maximum.

TN No. 93-29

§§P§§?Ede31-31 Approval Date 3-10-94 Effective Date __ /1793
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Revision: HCFA-PM-91- 4 {BPD) OMB No.: 0538-
AUGUST 1991

State/Territory: GEORGIA

Citation 4.19 Pavment for Services

42 CFR 447.252 {(a) The Medicaid agency meets the reguirements of
1902(a) (13} 42 CFR Part 447, Subpart C, and sectlons

and 1923 of 1902(a)({13) and 1923 of the Act with respect to
the Act payment for inpatient hospital services.

ATTACHMENT 4,19-A describes the methods and
standards used to determine rates for payment for
inpatient hosplital services.

) Inappropriate level of care days are covered and
aré paid under the State plan at lower rates than
other inpatient hospital services, reflecting the
level of care actually received, In a manner .
conslistent with section 1861{v){1)(G) of the Act.

43? Inappropriate level of care days are not covered.

TN No. qi- 3!

Supersedes Approval Date 12-18-91 Effective Date 10-1-91
TN No. 87-¢

HCFA ID: 7982E
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Revision: HCFA-PM-91-4 {BPD) OMB No.: (938-
August 1991 '
State/Territory: GEQRGIA
Citation 4.19(b) - In addition to the services specified in paragraphs
42 CFR 447,201 - 4.19 (2), (d), (k), (1), and (m), the Medicaid agency
42 CFR 447 .302 meets the following requirements:
52 FR 285648
1902¢a)(13)(E) (1) Section 1902(a)(13)(E) of the Act regarding payment
1903(a)(1) and for services furnished by Federally qualified health
(n), 1920, and centers (FQHCs) under section 1905 (a)(2)(C) of the
1926 of the Act Act. The agency meets the requirements of section

6303 of the State Medicaid Manual {(HCFA~Pub. 45-6)
regarding payment for FQHC services. ATTACHMENT 4.19-B
describes the method of payment and how the agency
determines the reasonable costs of the services (for
example, cost-reports, cost or budget reviews, or
sample surveys).

(2)  sections 1902(a){13){E) and 1926 of the Act, and 42
CFR Part 447, Subpart D, with respect to payment for
all other types of ambulatory services provided by
rural health clinics under the plan.

ATTACHMENT 4.19-B describes the methods and standards used

for the payment of each of these services except for impatient
hospital, nursing facility services and services in intermediate
care facilities for the mentally retarded that are described

in other attachments.

TN No. 92-02

Supersedes Approval Date 2-18-92 Effective Date
TN No. 91-31

1-1-92

HCFA ID: 7982E



Revision:

39

HCFA-AT-80-38 (BFP)
May 22, 1980

State Georgia

Citation 4.19{c) Payment is made to reserve a bed during
42 CFR 447.40 a recipient's terporary absence from an
AT-78-90 inpatient facility. '

/X/ Yes. The State's policy is
described in ATTACEMENT 4.19-C.

/7 Mo.

™ #

™ =

EZ_FB ) i T
Supersedes Arproval Date 3/A5/78  Effective pate 7//6/77



HCFA-PM-BT7-2 {BERC)

MARCH, 1993

Revision:

State:

60"

OMB No.: 093§-0193

GEORGIA .

! '

Citation 4.19(4d)
CFR 447.252
FR 47964
48 FR 56046
42 CFR 447.280
47 FR 31518
' 52 FR 28141

42 (1)

47

(2)

(3)

(4}

S

The Medicaid agency meets the requirements
of 42 CFR Part 447, Subpart ¢, with )
respect to payments for skilled nursing
and intermediate care facility services.

ATTACHMENT 4.19-D describes the methods
and standards used tc determine rates for

payment for skilled nursing and
intermediate care facility services.

The Medicaid agency provides payment for
routine skilled nursing facility services
furnished by a swing-bed hospital.

At the average rate per patient day
paid to SNFs for routine services
furnished during the previous
calendar year.

X At a rate established by the State,
which meets the requirements of 42
CFR Part 447, Subpart C, as
applicable.

Not applicable. The agency does not
provide payment for SNF services to
a swing-bed hospital.

The Medicaid agency provides payment for
routine intermediate care faczllty
services furnished by a swing-bed
hogpital.

At the average rate per patient day
paid to ICFs, other than ICFs for
the mentally retarded, for routine
setvices furnished during the
previous calendar year. .

X At a rate establisbed by the state,
.which meets the requirements of 42
CFR Part 447, Subpart C, as
‘applicable. - .

Not applicable. The agency does not
provide payment for ICP gervices to
a swing-bed hospital.

Section 4.19(d) (1) of this plan is not
applicable with respect to intermediate
care facility services; such services are
not provided under this State Plan.

TN Z4$~0/%

Supersedes

approval nave J/-75

Effecti_ve na.t;e #‘/" ?5‘



Revision: HBCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

Citation 4.,19(e} The Medicaid agency meets all recuirements
42 CFR 447.45(¢c) of 42 CFR 447.45 for timely payment of

AT-79-~50 claims,

ATTACEMENT 4.19-FE specifies, for each
type of service, the éafinition of a
claim for purposes of meeting these
requiremants,

Suparseqes Approv are 7 ‘é,’&-— e faer o o .
’mhg P al Daf '__fi’ f“? Effactive Date 9 /30‘{7?
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Ravision: HCFA-PM-87-4 (BERC) OMA No.: -0938-0193
MARCH 1987
State/Territory: Georgia

Cltation * 4,19 (f) The Medicald agency limits participatlion to

42 CFR 447.15 _ providers who meet the requirements of

AT-78-90 42 CFR 447.15.

AT-80-34 _

48 FR 5730 - Ho provider partielpating under this plan may deny

services to any individual eligible under the plan
on account of the individual*s inabllity to pay a
cost sharing amount imposed by the plen in
accordance with 42 CFR 431.55(g) end 447,53, Thia

- service guarentee does not apply to an individual
who is able to pay, nor does an individual's
inability to pasy eliminate his or her liablility for
the cost sharing change.

S —_ TN No. S7-1

Supersedas

3, Approval Date AUG 0 6 1987 Effective Date APR 1 1897
N No. ' -

HCFA ID: 10Q10P/0012P
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Revision: BCFA-AT-80-38 (BPP)
May 22, _1980

State Georgia

Citatiem 4.19(g) The Medicaid agency assures appropriate
42 CER 447.201 audit of records when payment is based on
42 CFR 447.202 costs of services or on a fee plus
AP-78-90 cost of materials,

-

™ £ ) .
Sup:rsad-es Emproval Date :;//:7/7 77  Effective Date &/ 4’{‘7}7
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~ Revision: HCFA-AT-80-60 .(BPP)
August 12, 1989

State Georgia

Citation 4.19(h) The Medicaid agency meets the requirements
42 CFR 447.201
42 CFR 447.203

of 42 CFR 447.203 for documentation and
- availability of payment rates,
AT-78-90 :

AT T——

ELE P ter]

™ s 794
Supersedas Aroroval Bate 7//?/‘7?
- ™ £ ’ :

Effective Date ¥/ 6 {;2 g
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Revision: HCFA~-AT-80-38 (BPP)

May 22, 1980 _
State Georgia
Citation 4.18(i) The Medicaid agency's payments are
42 CFR 447.201 sufficient to enlist encugh providers so
42 CFR 447.204 that services under the plan are
AT-78-90 available to recipients at least to the

extent that those services are avalla.ble to
the general population.

Suparsades Aroroval Date Z/ 7/79  Effective Date £/&779
™ & — — '
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Revision: HCFA-PM-91- 4 (BPD) . OMB No.: 0938-

aucyst 1991
State: - © ' GEORGIA
Citation
42 CFR 4.19(j) The Medicaid agency meets the requirements
447.201 of 42 CFR 447.205 for public notice of any changes in
and 447.205 Statewide method or standards for setting payment
rates.
1903{v) of the (k) The Medicaid agency meets the requirements -
Act of section 1903(v) of the Act with respect to payment

for medical assistance furnished tco an alien who is
not lawfully admitted for permanent residence or
otherwise permanently residing in the United States
under color of law. Payment is made only for care
and services that are necessary for the treatment of
an emergency medical condition, as defined in section

) 1903{v] of the Act. _ '
,i%st.

TN No. - 3!

Supersedes Approval Date 12-18-91 Effective Date 10-1-91

TN No. 89-5%
HCFA ID: 7982E




Revision: HCFA-FM-94-8

66(b)

{MB)

OCTOBER 1994

State/Territory:

Citation

Georgia

4,19 [m} Medicaid Reimbursement for Administration of Vaceines under the
Pediatric Immunization Program

1928{c}{2] (i)
[CHid} of
the Act

(i)

1926 of the (i
Act

A provider may impose a charge for the administration of a qualified
pediatric vaccine as stated in 1928(c}{2)}{C){ii} of the Act. Within
this overall pravision, Medicaid reimbursement to providers will be
administeraed as follows: .

The State:

sets 2 payment rate at the level of the regional maximum
estabiished by the DHHS Secretary.

is @ Universal Purchase State and sets a payment rate at the
tevel of the regional maximum established in accordance with

State law.

sets a payment rate below the level of the regional maximum
established by the DHHS Secretary.

b is a Universai Purchase State and sets a payment rate bejow
the level of tha regional maximum established by the
Universal Purchase State.

The State pays the following rate for the administration of a
vaccine: $10 muit-antigen and $8 for single antigen
vaccines with a cap of $24 per visit,

Medicaid beneficiary access to immunizations is assured through the
following methodology:

Eqro}ling alt Health Departments, Rural and Community Health
Centers.

Regquiring providers enrolled in the HEALTH CHECK (EPSDT)
program to enroff in the Vaccines for Children {VFC) program and
provide immunizations to Medicaid recipients.

Providing a reasonablfe administration fee to all providers who provide
immunizations to Medicaid recipients.

TN No. _94-03%

Supersedes Approval Date Effective Date

TN No. _New

2/21/95 16/71/54
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Revision: HCFA-AT-30-35 (BPP)
May 22, 1980

State Georgia

Citation 4.20 Direct Payments to Certain Recioients for
42 CFR 447.25 (b) " Physicians' of Dentists' Services
AT-78-90 : '

Direct payments are made to certain recipients
as specified by, and in accordance with, the
requirements of 42 CFR 447.25.

[/ Yes, for // physicians' services
[/ dentists' services
ATTACIDENT 4.20-A specifies the

“conditions under which such payments ar
made. , :

X/ Wot applicable, No direct payments are
made to recipients,

?NLPEESEdES Approval Date :?@?fyjf Effective Date g/_’ L1677




68

Revision: HCFA-AT-81-34 (BPP) . 10-81
S State Georgia
Citation 4.21 Prohibition Against Reassignment of

Provider Claims

42 CFR 447.10(c)

AT-78-90
46 FR 42699 Payment for Medicaid services
. furnished by any provider under this
plan is made only in accordance with
the requirements of 42 CFR 447.10.
™ $ ¥/-/58 -
- Supersedes Approval Date j2-0}- 92 Effective Date -7-)-9i
™ 3 78-9 L0l LN




69

Revision: HCFA-PM-94-1 {MB}
FEBRUARY 1994
State/Territory: _Georgia _
Citation
4.22 Third Party Liabili
42 CFR 433.137 {a} The Medicaid agency meets all requirements of: -' .

{1} 42 CFR 433.138 and 433.139. .
{2} 42 CFR 433.145 through 433.148,
{3} 42 CFR 433.151 through 433.154.

1902{a}{258){H} and (I} {4) Sections 1902{a}{25}{H) and | of the Act.

af the Act

42 CFR 433.138(f) {b} ATTACHMENT 4.22-A--

{1} Specifies the frequency with which the data exchariges
required in §433.138(d}{1), {d}{3} and {d}{4} and the
diagnosis and trauma code edits required in §433.138{e} are

conducted;
42 CFR 433.138{g)}{1}{i}) {2} Describes the methods the agency uses for meeting the
and {2}{ii) follow-up requirements contained in §433.138{g}{1}{i} and
() (2Hi);
42 CFR 433.138(g}{3}{i} {3} Describes the methods the agency uses far follawing up an
and {ii} information abtained through the State motor vehicle

accident report file data exchange required under
§433.138(d}{4}ii) and specifies the time frames for
incarparation into the eligibility case file and into its third
party data base and third party recavery unit of all
information obtained through the followup that identifies
iegally liable third party resources; and

42 CFR 433.138{g){4aHi} {4} Describes the methods the agency uses for following up on

thraugh {iii} paid claims ifentified under §433.138{e} {methads include a
procedure far periodically identifying thase trauma codes that
vield the“highest third party collectians and giving priority to
following up on those codes} and specifies the time frames
for incorporation into the eligibility case file and into its third
party data base and third party recavery unit of all
information obtained thraugh the followup that identifies
legally liable third party resources.

TN No. _94-37

Supersedes Approval Date

TN No. _80-24

3/9/95 10/1/94

Effective Date




B9a

Revision: HCFA-PM-94-1 (MB)
FEBRUARY 1994
State/Territory: Georgia
Citation

42 CFR 433.1339(b) {e} Providers are required to bill liable third parties when -

(IMiiY{A) services covered under the plan are furnished to an
individual on whose behalf child support enforcement
is being carried out by the State IV-D agency.

{d} ATTACHMENT 4,22-B specifies the following:

42 CFR 433.139(b}{3](ii}{C) {1 The method used in determining a provider's
compliance with the third party billing
requirements at §433.139(b}3}Hii}(C).

42 CFR 433.139{){2) {2) The threshold amount or other guideline used
in determining whether to seek recovery of
reimbursement from a liable third party, or the
process by which the agency determines that
seeking recovery of reimbursement would not
be cost effective.

42 CFR 433.139(f1{3) {3 The dollar amount or time period the State
uses to accumulate billings from a particutar
liable third party in making the decision 1o
seek recovery of reimbursement.

42 CFR 447.20 [e) The Medicaid agency ensures that the provider
: furnishing a service for which a third party is liable
follows the restrictions specified in 42 CFR 447.20,

TN No. 94-037
Supersedes Approval Date 3/9/35 Effective Date 10/1/94

TN No. 90-24



| . Revision: HCFA-PM-94-1 (MB)
- FEBRUARY 1994
e StatefTerritory;
Citation

4,22 {continued)

42 CFR 433.151(a} O

1802(2)(60) of the Act {g}

1906 of the Act {h}

70

The Medicaid agency has written cooperative
agreements for the enforcement of rights to and
collection of third party benefits assigned to the State
as a condition of eligibility for medical assistance with
the following: (Check as appropriate.}

X State title IV-D agencf. The requirements of
42 CFR 433.152{b) are met.

QOther appropriate State agency({agencies)--

COther appropriate agency {agencies) of
another State—

Courts and law enforcement officials.

The Medicaid agency assures that the State has in
gffect the laws relating to medical child support
under section 1908 of the Act.

The Medicaid agency specifies the guidelines used in
determining the cost effectiveness of an employer-
based group heakh plan by selecting one of the
following:

The Secretary’s method as provided in the
¢+ State Medicaid Manual, Section 3910.

X The State provides methods for determining

cost effectiveness on Attachment 4.22-C.

TN No. _84-037

Supersedes Approval Date

3/8/95

10/1/94
Effective Date

TN No. 86-6%~
94 -00g
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71
Revision: HCFA-AT-84-2 (BERC) '
01-84
State Georgia
Citation 4.23 Use of Contracts
42 CFR Part 434.4
48 FR 54013 The Medicaid agency has aontracts of the
type(s) listed in 42 CFR Part 434. All
contracts meet the requirements of 42 CFR Part
434.
/7 . Not applicable. The State has mo such
"~ contracts.
7/1/84 Fiscal Agent,
™ # -
Supersedes : Approval Date H-h-gfé - Effective Date "]- |- gﬂ-
™# 78~11

@ U.5, COVERNMENT PRINTING OFFICE:

1984~ 42 1=8587 1049
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Revision: HCFA-PM-94-2 {BFD}

APRIL 1994

State/Territory: GEORGIA
Citation 4.24 Standards for Payments for Nursing Facility
42 CFR 442.10 and Intermediate Care Facility for the HMentally
and 442.1Q00 Retarded Services
AT-78-90
AT-79-18 With respect to nursing facilities and
AT-80-25 intermediate care facilities for the mentally
AT—~-BD-34 retarded, all applicable requirements of
52 FR 32544 42 CFR Part 442, Subparts B and C aré met.
P.L 100-203
{Sec. 4211} Not applicable to intermediate care
54 FR 5318 T facilities for the mentally retarded;
56 FR 488256 guch services are not pravided under this

plan.

TN No. 94-014
Supersedes . Approval pate o0/27/94 Effective Date 4/1/94

TR Ho. _§7-Q23
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Revision: HCFA-AT-80-38 (BPP) -
May 22, 1980 .
State Georgia
Citation ' 4.25 Program for Licensing Administrators of Wursing
42 CFR 431.702 Hemes :
AT-78-90

The State has a program that, except with -
respect to Christian Science sanatoria, meets
the requirements of 42 CFR Part 431, Subpart
N, for the licensing of mursing hame
administrators.

™ g 75~
Supersedes
™ £



e

Revision: HCFA-PM-

State/Territory:

citatcion

1927(qg}
42 CFR 456.700

1927 (g1 {1) (A)

1927(g){l}{a)

" 42 CFR 456.705(b) and

456.709 (b)

1927 (g (1) (®)
42 CFR 458.703
{d)and(f)

4.26

{MB)

74

GEDRGIA

¢ ¥

Drug Utilization Review Program

A.

1.

The Medicaid agency meets the requirements of
Section 1927{g} of the Act for a drug use

review {DUR) program for cutpatient drug
claimsa. '

The DUR program assures that prescriptions
for outpatient drugs are:

-Appropriate
-Medically necessary

-Are not likely to result in adverse medical
regults

The DUR program is designed to educate
physicians and pharmacists to identify and
reduce the frequency of patterns of fraud,
apuse, groea overuge, or inappropriate or
medically unnecessary care among physicians,
pharmacists, and patients or associated with
apecific drugs as well as:

-Potential and actual adverse drug
reactions

-Therapeutic appropriateness
-Overutilization and underutilization
-Appropriate use of generic producta
-Therapeutic duplication

-Drug disease contraindications
-Drug—drug interactions

-Incorrect drug dosage or duration of drug
treatment

-Drug~allergy interactions

-Clinical abuse/misuse

The DUR program shall assegs data use against
predetermined standards whoge scurce
materials for their development are
consistent with peer-reviewed medical
literature which has been critically reviewed
by unbiased independent experts and the
following compendia:

-American Hospital Formulary Service Drug
Information

-United States Pharmacopeia-Drug
Information

—American Medical Association Drug
Evaluations

TN No. -078

TN No. 93-002

Supersedes Approval Date AUG 2 1393 Bffective Date JUL 1 1393
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Revision: HCFA-PM- {MR) i
State/Territory: GECRGTIA

Citation

1927(gy (1) (D) .o

42 CFR 456.703(b) D. DUR is not required for drugs dispensed to

residents of nursing facilities that are in
compliance with drugq regimen review
procedures set forth in 42 CFR 483.60. The
State has never-the-less chosen to include
nursing home drugs in:

___ Prospective DUR
X Retrospective DUR.

1927(g){2) (A}

42 CFR 456.705(b) E.1. The DUR program includes prospective review
of drug therapy at the point of sale or point
of distribution before each prescription is

- filled or delivered to the Medicaid
recipient.

1927 (g} (2) (A) (1)

42 CFR 456.705(b), 2. Prospective DUR includes screening each

(Ly-i70) prescription filled or delivered to an
individual receiving benefitgs for potential
drug therapy problems due to:

~Therapeutic duplication

-Drug-disease contraindications

-Drug-drug interactions

~Drug-interactions with non-prescription or
over-the-counter drugs

-Incorrect drug dosage or duration of drug
treatment

~Drug allergy interactions

-Clinical abuse/misuse

1927 (g)(2) (A} (ii)
42 CFR 456.705 (c) 3.

Prospective DUR includes counseling for
and (d)

Medicaid recipients based on standards
established by State law and maintenance of
patient profiles.

1927{g) (2)(B)
42 CFR 456.709(a)

"y
-
.

The DUR program includes retrospective DUR

through its mechanized drug claims processing
and information retrieval system or otherwise
which undertakes ongoing periodic examination
of claims data and other records to identify:

-Patterns of fraud and abuse

-Gross overusea

-Inappropriate or medicallv unnecessary care
among physicians, pharmacists, Medicaid
recipients, or associated with specific
drugs or groups of drugs.

TN No. __93-028

Supersedes Approval Date AUG 2 M Effective Data JUL l 1993

TN No. _93-002

2
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GEORGIA

Revision: HRCFA-PH- {MB)
State/Territory:

Citation

927(g){2)(C)

42 CFR 456.709(b) . F.2.

1927(g){2)(D)

42 CFR 456.711 3.

1927(g){(3)(A)
42 CFR 456.716(a) G.1.

1827(g)(3)(8)
42 CFR 456.716 2.
(A} AND (B)

927(g}(3)(C)
42 CFR 456.715() 3.

The DUR program assesses data on drug use
against explicit predetermined standardg
including but not limited to monitoring for:

-Therapeutic appropriateness

~Overutilization and underutilization

—Appropriate use of generic products
-Therapeutic duplication

-Drug-disease contraindications

~-Drug-drug interactions

-Incorrect drug dosage/duration of drug
treatment

-Clinical abuse/misuse

The DUR program through ita State DUR Board,
using data provided by the Board, provides
for active and ongoing educational outreach
programa to educate practitioners on common
drug therapy problems to improve prescribing
and dispensing practices.

The DUR program has established a State DUR
HBoard either:

x Directly, or
Under contract with a private
organization

The DUR Beoard membership includes health
professionals (one-third licensed actively
practicing pharmaciste and one-third but neo
more than 51 percent licenged and actively
practicing physicians) with knowledge and
experience in one or more of the following:
=~ Clinically appropriate prescribing of
covered outpatient drugs.
= Clinically appropriate dispeneging and
monitoring of covered ocutpatient drdgs.
- Drug uge review, evaluation and
intervention.
- Medical gquality assurance.

The activities of the DUR Board include:

- Retrogpective DUR,

- Application of Standards as defined in
section 1927(g){2)(C)}, and

- Ongoing interventions for physicians and
pharmacists targeted toward therapy
problems or individuals identified in the
course of retroepective DUR.

TH Ro. ZJi-U.lo

supersedés Approval Date AUG 2 1993 Effective Date UL 1 1883
93-002_ |

TN No, -




Revision: HCFA-PM-

T4c

{MB) OMB No.
State/Territory: GEQORGIA
Citation
1927(g} (3} (C})
42 CFR 456.711 G.4 The interventions include in appropriate
{ay—(d) inatances:
- Information dissemination
- Written, oral, and electronic reminders
— Face—to-Face discuagsions
— Intensified monitoring/review of
prescribera/dispensers
1927 (g} (3) (D)
42 CFR 456.712 H. The State assures that it will prépare and
{a&) and (B) gubmlit an annual report to the Secretary, .
which incorporates a report from the State
DUR Board, and that the State will adhere to
the plans, steps, procedures aa described in
the report.
1927(h}{1)
42 CFR 456.722 I.1. The State establishes, as its principal means

1927(g) (2){n) {1}
42 CFR 456.705(b)

1927(3)(2)
42 CFR 456.703(c)

of processing claims for covered outpatient
druge under this title, a peint-of-sale
electronic claims management system to
perform on—line:

- real time eligibility verification

- claims data capture

— adjudication of claima

-~ agaigtamce to pharmacists, etc. applying
for and receiving payment.

Progpective DUR is performed using an
electronic peint of sale drug claims
processing system.

Heospitals which dispense covered outpatient
drugs are exempted from the drug utilization
review requirements of this section when
facilities use drug formulary eyatems .and
bill the Medicaid program nc more than the
hoepital'a purchasing cost for such covered
cutpatient drugs.

* U.S. G.P.0.:1993-342-7239:80047

TN No. 33—025
Supersedes Approval Date AUG 2 ﬂEB

TN No. New

JULT 1953

Effective Date
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Revision: HCFA-AT-80-38 (BPP)
May 22, 1980

State Georgia

P

Citatien 4.27 Disclosure of Survey Information and Providar
42 CTR 431.115(c) or. Contractor Evaluation

AT-78-90 .

AT-79-74 The Medicaid agency has established procedures

for disclesing pertinent findimgs cbtzined
from surveys and provider and contractor
evaluations that meet all tha requirastents in
42 IR 431,115, - '

Suparsedes Approval Date 3/27 /8% ffective Date /¢ /75 /7%
™ ¢ L= ——L4




Revision:s HCFA-§M-93-]

75

{BPD)

January 1993

State/Territory: GEQRGIA

Citatien 4.28 Appeals Process
42 CFR 431.1%2; {a) The Medicaid agency has
AT-79~-18 established appeals procedures
22 FR 22444; for N¥s as specified in 42 CFR
acs.

1902 (a3 {2983 {0Y(i)

and 1919{(a}{?) of

the Act; P.L.

100-203 (Sec. 42ll{ec)).

{b}

431.153 and 431.154.

The State provides an appeals systsam
that meets the requiremants of 42 CER
431 Subpart E, 42 CFR 483.11, and

42 CFR 483 Subpart E for rasidents who '
wish to appeal a notice of intent to
transfer or discharge from a NF and for
individuals adversely affected by the
preadmission and annual resident raview
requiraments of 42 CFR 483 Subpart C.

]

TH No. 55-=ClF
Supersedes Approval Date
TH No. 88-26

P

//-f('?é Effective Date 7"/"?4
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Revision, HCFA-PM-99-3 (CMSO)
JUNE 1999 ’

State:

Citation

1902(a)}(4)}(C) of the 4.29 Conflict of Interest Provisions

Social Secunty Act

P.L. 105-33 The Medicaid agency meets the requirements of section
1902(a)(4)(C) of the Act concerning the prohibition against
acts, with respect to any activity under the plan, that is
prohibited by section 207 or 208 of title 18, United States

Code,
1902(a)(4)(D) of the The Medicaid agency meets the requirements of section
Social Security Act 1902(a)(4)(D) of the Act concerning the safeguards against
PL. 105-33 conflicts of interest that are at least as stringent as the

safeguards that apply under section 27 of the Office of
Federal Procurement Policy Act (41 U.S.C. 423).

12449 Tuly f, 1499
TN No. - .’{?l'.?.'i. ‘e s
s hv ‘Effective Date ____ o

&
Su es Approval Daie
No.  87-013
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Revision: KCFA-PM-87-14 (BERC) ’ QHMB Ho.: 0938-0193
QCTOBRER 1987
State/Territory: Georgia

Citation 4,30 Exclusion of Providers and Suspension cf

42 CFR 1002.203 Practiticners and QOther Individuals

AT-79-54

4B FR 1742 '_(a) All requirements of 42 CFR Part 1002, Subpart B are

51 FR 34772 mek;

£:7 The agency, under the authority of State law,
imposes broader sanctlions.

TH No. &7/=23 i i
Supersedes Approval Date -‘Z /9',{ iy - Effective Date 7/ -3¢ 24
TH No. gt

gg__;"-, HCFA ID: 1010P/GO12P
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Revision: HCFA-AT-87-14 {BERC) ’7 A OMB No.: 0938-01931
OCTOBER 1987 4.30 contlinued

State/Territory: Georgia

Citation
(b} The Medicaid agency meets the requirements of--

1902(p} of the Act {1} Section 1902(p) of the Act by excluding from

P.L. 100-93 - participation--

{(secs. 7}

{A) AL the State's discretion, any individual

or entity For any reasen for which the
Secretary could exclude the individual or
entity from participation in a program
under title XVIII in accordance with
sections 1128, 1128A, or 1866(b}{(2).

(B) Any HMO (as defined in section 1903{(m) of
the Act) or an entity furnishing services

.~ under a waiver approved under section

-~ 1915(b)}{1) of the Act, that--

{1} Could be excluded under section
1128(b){(8) relating to owners and
managing employees who have been
convicted of certain crimes or received
other sanctions, or

) (ii) Has, directly or indirectly, a

i _ substantial contractual relationship
(as defined by the Secretary) with an
individual or entity that is described
in section 1128(b)(B)(B} of the Act.

TN No. S/ #43
~ Supersedes Approval Date ///Z/ ie] Effective Date /
™ No. A/é— _ :

e HCFA ID: 1010P/0012P
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Revision: MHCFA-AT-87-14 {BERC) OMB No.: 0938-0193
OCTCBER 1987 4.30 Continued
State/Tecritory: Georgia

Citatlon - C ,

1902¢a)(39) of the Act = (2) Sectlon 1902(a)(39) of the Act by--

p.L. 100-93

(sec. B(EF)) (A) Excluding an individual or entity €rom

partlcipatlon far the period specifled by
the Secretary, when required by the
Secretary to do so in accordance with
sections 1128 or 1128A of the Ackt; and

(B} Providing that no payment will be made with
respect to any item or service furnished by
an lndividual or entity during thls period.

{c) The Hedicaid agency meets the requirements of--

1802{a) (A1) (1) Section 1902(a}(Al) of the Act with respect to
of the Act ' prompt notification to HCFA whenever a provider
P.L. 96-272, is terminated, suspended, sanctioned, or

(sec. 308(c)) otherwise excluded from partlcipating under

this State plan; and

1902(a)(49) of the Act (2) Section 1902(a)(49) of the Act wlth respect to
P.L. 100-92 providing information and access to lnformation
(sec. 5(a){a)) : regarding sanctions taken sgalnst health care

practitioners and providers by State licensing
authorities in accordance with section 1921 of

the Act.
TN No. &/l .
Supersedes Approval Date /// Effective Date _/ £
TK Wo. j-,é—

HCFA ID: 1010Ps0012P



Revision:

Citation
455,103

44 FR 41644
1902 (a)(18)
of the Act
P.L. 100-9]
{sec. B(F))

79
HCFA-PM-817-14 {BERC) _ OMB No.: 0938-0193
OCTOBER 1987

StatesTerritory: Georgia

4.31 Disclosure of Information by Providers and Fiscal Agents’
The Medicaid agency has established procedures for the
disclosure of information by providers and fiscal
agents as specified in 42 CFR 455.104 through 455.106
and sections 1128(b)(9) and 1902(a)(38) of the Act.

435.940 4.32 Income and Eligibility Verification System

through 435,960 -

52 FR 5967 {a) The Medicaid agency has established a system for
income and eligibility verification in accordance
with the requirements of 42 CFR 415.940 through
435.960.

(b) ATTACHMENT 4.32-A describes, in sccordance with
42 CFR 435.948(a)(6), the information that will be
requested in order to verify eligibility or the
correct payment amount and the agencles and the
State(s) from which that information will be
requested.
l"")
™ No. 57%R3 '
Supersedes Approval Date _/ //2 © Effective Date //3e/&§
i, TN No. g;_"/g L

HCFA ID: 1010P/0012P
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Revision: HCFA-PM-B87-14 {BERC) OMB No.: 0938-019)
QCTOBER 1987
State/Territvey: Georgia

Citation

1902(a) (48) 4,33 Medicaid Eligibility Cards for Homeless Individuals

of the Act,

P.L. 99-570 (a) The Medicald agency has a method for making cards

(Section 11005) evidencing eligibility Ffor medical assistance

P.L 100-93 available to an individual eligible under the

(sec. 5(8)(3)) State's approved plan who does not reside in a

permanent dwellling or does not have a fixed home or .

mailing address.

{b) AITACHMENT 4.33-A specifies the method For issuance
of Medicaid eligibility cards to homeless
individuals.

TN Wo. & /-3 .
Supersedgf Approval Date ///A/8& Effective Date / &
TN No. 2- o

HCFA ID: 1010P/0Q12P

= UG GOVERNMENT PRINTING OFFICE, 1987 — 20 1- 818, 604 3 7
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N Revision: HCFA-PM-88-10 (BERC) OMB No.: 0938-0193
SEPTEMBER 1923 ’
State/Territory: Georgia

Citation 4.34 Systematic Alien VYerification for Entitlements

_ : 1137 of The State Medicald agency has established procedures

£, ‘ the Act for the verlfication of allen status through the

: ' Imnigration & Naturalizatlon Service (INS) deslgnated
P.L. 99-603 system, Systematic Allen Verification for Entitlements
{gec, 121} (SAVE), effective OQclober 1, 1983, :

: /7 The State Medicald agency has elected to

- . partlcipate in the option perled of October 1, 1987
to September 30, 198B to verify alien status
through the INS designated system (SAVE),

/ 7 The State Medicaid apency has received the
following type(s} of waiver from particlpation in
SAVE.

1:7 Total waiver

1:7 Alternative system

e £:7 Partial implementation

TN No. RHR-24

Supersedes Approval Date /2 -1-88 Effective Date /4-7-88
TH No. MNEW -

P HCFA ID: 1010P/0012P
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Revision: HCFA-PM-90- 2 (BPD) OMB No.: 0928-0193
JANUARY 1990

State/Terrcitory:

Citation

1919¢h} (1)

and (2)

of the Act,
P.L. 100-203
(Sec. 4213(a))

1919{h) {23 (B)(il)
of the Act

1919(h){(2) (F)
of the Act

. v

Georgia

4.35 Remedies for Skilled Nursing and Intermediate Care

Facilities that Do Mot Heet Requirements of

Pacticipation

(a)

N

&7 (v)

17 ()

ARG Y

The Medicaid agency meets the requirements of
section 1919(h)(2){A) through (D) of the Act
concerning remedies for skilled nursing and
intermediate care facilities that do not meet one
or more requirements of participation.

ATTACHMENT 4.35-A describes the criteria for
applying the remedies specified in section
1919(h) {23 (AY(1) through (iv) of the Act.

Not applicable to intermediate care facilitles;
these services are not furnished under this plan.

The agency uses the following remedy(ies):
{1) Denial of payment for new admissions.
(2) Civil money penalty.

{3) Appointment ;} temporary management.

(4) In emergency cases, closure of the facility
and/or transfer of residents.

The agency establishes alternative State remedies
to the specified Federal remedies {except for
termination of participation). ATTACHMENT 4.35-B
describes these alternative remedies and specifies
the basis for their use.

The agency uses one of the following incentive
programs to reward skilled nursing or intermediate
care facilities that furnish the highest quality
care to Medicaid residents:

{1) Public¢ recognition.

{2) Incentive payments.

.

TH No. 8941
Supersedes
TN No. _New

—7 T
Approval Date ORI Effective Date 52-1/'51?;

HCFA ID: 1010P/0012P
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(a) NotifiratiIon of Enforcement Remedies

When taking an enforcement actiem agains:t a non-
State operated NF, the State provides
potification in accordance with 42 CTR
488.402(%).

{i} The notice [except for civil money pezaltles
and State monitoring) specilies the:

{1) zature of noocompliance,
{2} which remedy i3 imposed,
(3) eZfective date of the remecy, a=i
{(4) right to appeal the determination
laading to the remedy.
{ii} The notice for civil money penalties is In
’ writing and coataina the informakion
ified in 42 CFR 488.434.

(iii) EZxcept for civil money penalties and

tate mopitozing, motice is given at least 2
calendar days before the effechive date of
the erforcement resedy for immediaze ijeopardy
gituations and at least 15 calendar Zavs
befcze the effective date of the enfzrrenent
senedy when- immediata jeopazdy dses oc:

exlaz,

{17} Botification of te-mination is gives =o zhe
facilicy and to the sublic at least 2
calendas days befzre the zemedy's effaczive
date {f the noncompliance constiutas
imediate jeopardy and at least 13 calenda-
days befora the remedv's effective dats if
the acncampliazce does not constituta
immediate jeopardy. The State zust termizate
the provider agreement of an KP ia accorlans
with procedures in parts 431 and 342,

{2) Tactors = be Conalderad in Selecting Fe=edlias

(L) Iz determining the se-iousness of

§+33.353.404(5)} (1} defigiencies, the Staze conaidess =he Zaczac-s

-

specified in 42 CTR 438.404(5) (1} % {2}.

The State congiders additianal Zacsoos.
Astachment 4.15-) describeg the Szate's
ocher factors.

TN No. Y5-034

Suzersedes
TN Yo. New

Azproval Da:e:d"g' ?é Effaczive Daze: 7“/‘ ‘75
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Revision: HCFA-PM-95-4 {4508}
JUNE 1995
State/Territory: _Oeorgia

cication
Lol

42 CFR
§488.410

42 CFR
§4A8.417(b)
§19i%(h)(2){C)
af the Act.

42 CFR
§488.414
£1%19¢(h) (2) (D)
of the Act.

42 crr
$488.408
1§15 (R} (2) (A}

£ the Act.

42 CFR
§+38.412(a)

42 CFR
§438.405(b)
§Ial(R)(2)(A)
I the Act.

1t

.

c) Avplication of Remedies .

{i}) If there ia immediata jeopardy to residenc
health or safety, the State terminates the
NF's provider agreement within 23 calendar
days from the date of the last survey or
impediately imposes temporary management td
remcove the threat within 23 days.

i) The State impogea the denial of payment
(or its approved alternative) with faspectT
to any individual admitted to an NF :that
has not come into substantial ccmpliapce
withiz 3 months after the last day of the
susvey.

(iii) The State impogsea the denial of paymen: Zor
naw admissions remedy as specified io
§488.417 (or i{ts aporoved alteraative} and
a State monitor as specified at §488.422,
when a facility has been found to have
provided substandard quallty of care on the
last three consecutive standard su-veys. :

(iv) The State follows the criteria specified az
"42 CFR §4BB.403(c)(2), §488.408{a}(2), and
§488.408(e){2), when it imposes remedies in
place of or in addition to terminacizn.

{7} When immediate jeopa-dy dees not exisst, tlhe
tate terminates an Ni'as provider agreemens
no later than 5 montis from the fiadizg cof
poncompliance, Lf the conditiong of 42 CFR
188.412{a) are not mec.

(d) Available Remedlies

{1} The State has established the —emedies
defined in 42 CFR 488.406(b).

X (1)
=@
* (3
X (4)
X s
R O

 Terminaticn

Temporasy Maragement

Yenial of Paywent Zor New Admissions
Civil Money Penalties

Trangfer ol Residents; Transier of
Aesidents with Closuza of Facilisy
Tate Monitaring

ttachments 4.35-3 through 4.35-G desczibe the crizaria
for applying the above remedies.

TN No. 85-034

Supersedes
TN No. New

Approval Date: 3‘&" ?

Zffective Date: 7-/-95



19¢.3

Revision: RCFA-PM-95-4 (HSQB)

JUNE 1995-

State/Territory: 05eorgia

citation
42 CFR (ii) ___ The State uses alternative remedies.
§488,406(b}) The State has established alternative
§1919(R) {2} (B)(ii) remediea that the State will impose in
of the Act. place of a remedy apecified in 42 CTR

488.406(b).

{1} Temporary Management

{2) Denial of Payment for New hdmiszsicna

(3) cClvil Money Penaltiea

(4) Tranafer of Resaidents; Transfer of
Rogidents with Closure of Facilisy

(53} State Monitaoring.

1T

Attachments 4.35-B through 4.15-G describe the
alternative remedies and the criteria for applying them.

42 CFR (e} ___ State Iacentive Programg

§488.303(b})

191G(h} (2} (F) —_ {1} rublic Recognition

of the Act. - __. {2} Igocentive Payments
TN No. 95-034& -
Superagdes Approval Date: 3“8‘9}5 Effective Date: 7-/-75

TN No. New
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Revision: HCFA-PM-91- 4 (BPD)

e AUGUST 1991 :

R RGA

s State/Territory: GEORGIA

_, Citation 4.—35 Reguired Coordination Between the Medicaid and WIC
L _ Programs

l‘ 1902(a){l1){C) The Medicaid agency provides for the coordination
% and 1902(a){53) between the Medicaid program and the Special

,;5 . of the Act Supplemental Food Program for Women, Infants, and
s Children {WIC) and provides timely notice and

s referral to WIC In accordance wilth section 1902{a)(53)
%, of the Act.

i

TN No. _ 9i- 3] 12-18- o1
' Supersedes Approval Date 2-18-31 Effective Date 10-1-91

TN No. MNELY
HCFA ID: 7982%
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Reviasion: HCFA-PM-%1- 10 {BPD)
, DECEMBER 1391
State/Territory: GEORGIA
Citatlion

32 CFR 483.75; 42
CFR 483 Subpart D;
Secs, 1902(a)(28),
1919(e) (1) and (2),
and 1919{f}(2),
P.L. 100-203 (Sec.
4211(a){3)); P.L.
101-239 (Secs.
6901(b)(3) and
{4)); P.L. 10l1-508

4.38

Hurge Aide Training and Competenc
Evaluation for Nuraing Faci%xt;es

(a)

The State aasures that the
requirements of 42 CFR
483.150(a), which relate to
individuales deemed to meet the
nurse aide training and
competency evaluation
requirementa, are met.

(Sec. 4801(a)). _ )
(b} The S5tate waivea the competency
evaluation requirements for
individuals who meet the
requirements of 42 CFR
483.150(bj(1).

The State deems individualas who
meet the requirements of 42 CFR
483.150(b)(2) to have met the
nurse aide training and
competency evaluation
requirements.

[c)

(d) The State specifies any nurse
aide training and competency
evaluation programs it approves
as meeting the requirements of
42 CFR 483.152 and competency
evaluation programe it approves
as meeting the requirements of
42 CPR 483.184.

The State offers a nurse aide
training and competency
evaluation program that meets

the requirements cf 42 CFR
483.152.

(e)

(£) The State offere a nurse aide
competency evaluation program
that meets the requirements of

42 CFR 483.,154.

TN No. ﬂ*é’ﬁ

Superpedes
TN No. N

Effective Za-a 10-

10-1-9;

Approval QDate 1-14-92




Reviasion: HCFA-PM-91- 10
DECEMBER 1991
State/Territory:
Citation

42 CFR 483.75; 42
CFR 483 Subpart D;
Secs. 1902(a){(28),
1919(e) (1) and (2),
and 191%(£)(2}.
P.L. 100-203 (Sec.
4211(a)(3))s P.L.
101-239 (Secs.
6901(b}{3) and
{4)); P.L. 101-508
(Sec. 4301l{a)}).

750
{BPD)

" GEORGIA

(g)

{h)

(1)

(3)

(k)

(1)

If the State does not choose to
cffer a nuree aide training and
competency evaluation program or
nurae alde competency evaluation
program, the State reviews all
nuree aide training and
competency evaluation programs
and competency evaluation
programs upon reguest,

The State survey agency
determines, during the course of
all aurveye, whether the

requirements of 483.75{a) are
met.

Before appraving a nurse aide
training and competency
evaluation program, the State
determines whether the
requirements of 42 CFR 483.152
are met.

Before approving a nurse aide
competency evaluation program,
the State determines whether the
requirements of 42 CPR 483.154
are met.

For program reviews other than
the initial review, the State
visite the entity providing the
program.

The State does not approve a
nurge aide training and
competency evaluation program or
competency evaluation pragram
offered by or in certain
facilities as deacribed in 42
CFR 483.151 (b} (2) and (3).

TR No. 93

Supersedes

TH No. _Mey)

Appreval Date

4-14-92

Effective Date

10-1-1}

10
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Revision: HCFA-PM-91-1
DECEMBER 1991

State/Territory:

19p
{BPD}

GEORGIA

A i

Citation {m)
42 CFR 483.75; 42
CFR 483 Subpart D;
Seca. 1902(a)(28),
1919¢{e) (1) and (2},
and 1919({f){2)},
P.L. 100-203 ({Sec.
4211(a)(3));: P.L.
101-239 (Secs.
&95C1{b){3) and
{4)); P.L. 101-508

{(Sec. 4801(a)). {n)

(0)

(p)

tq)

(r)

The State, within 90 days of
recaiving a request for approval
of a nurse aide training and
competency evaluation program or
competency evaluation program,
either advises the requestor -
whether or not the program has
been approved or requests -
additional information from the
requestor.

The State does not grant
approval of a nurse aide
training and competency
evaluation program for a period
longer than 2 years.

The State reviews prcgrams when
notified of substantive changee
{e.g., extensive curriculum
modification).

Tha State withdraws approval
from nurse aide training and
competency evaluation programs
and competency evaluation
programs when the program ia
described in 42 CFR
483.151(b)({2) or (3).

The State withdraws approval of
nurse aide training and
competency evaluation programe
that cease to meet the
requirements of 42 CPR 483,152
and competency evaluation
programs that cease to meet the
requiranents of 42 CFR 483.154.

The State withdraws approval of
nurse aide training and
competency evaluation programs
and competency evaluation
programs that do not permit
unanncunced viasita by the State.

TN No. 4j-2(

Supersedes Approval Date 4-1%-92

TN No. NELD

Effective Date 10-

[0




Revision:

79q
(BPD)

GEORGIA

HCFA-PM-91- 19
DECEMBER © 1991
Stata/Territory:
Citation {=3)

42 CFR 483.75; 42
CFR 483 Subpart D;
Secs., 1502{a}(28),
1919{e} (1) and (2},
and 1919(£)}(2),
P.L. 100-203 (Sac.
4211(a)(3)); P.L.
101-239 (Sacs.
6901(b){3) and (t)
{4)); P.L. 1Ql-508
{Sec. 4801(a)).

(a)

(v)

{w)

{y)

When the State withdrawe
approval from a nursae aide
training and compatancy
evaluation program or competency
evaluation program, the State
notifies the program in writing,
indicating the reasonsa for
withdrawal of approval.

The State parmita students who
have started a training and
compatency evaluation program
from which approval is withdrawn
to finish the program.

The State provides for the
reimbursement of costs incurred
‘in complating a nurse aide
training and compatency
evaluation program or competency
evaluation program for nurse
aides whv become employed by or
who obtain an offer of
employment from a facility
within 12 months of completing
such program.

The State provides advance
notice that a record of
successful completion of
competency evaluation will be
included in the State's nurse
aide registry.

Competency evaluation programs
are admipnistered by the State or
by a State—approved entity which
is neither a skilled nursing
facility participating in
Medicare nor a nureing facility
participating in Medicaid.

The State permits proctoring of
the competency evaluation in
accordance with 42 CFR
483.154(4}.

The State has a atandard for
successful completion of
competency evaluation programs.

TN No. -
Supersedes

TN No. NEWw

Approval Date 4-14-92 Effective Date 10~

J0-1-41




Ravision: HCFA-PH-91- 10
DECEMBER 1991

State/Territory:

Citation -

42 CFR 4B3.75; 42
CFR 483 Subpart D;
Seca. 1902{a)(28),

79r
{BPD)

GEQRGIa

(z)

1919{e) (1} and (2},

and 1919{f){2),
P.L. 100-203 (Sec.
4211{a)(3)); P.L.
101-239 {(Secs.
6901(b}({2) and
{4)); P.L., 101-508
{Sec. 4801{a}).

{aa)

(bb)

{cc)

(dd)

(ee)

{£f)

The sState includes a record of
succassful completion of a
competency evaluation within 30
days of the date an individual
is found competent.

The State imposes a maximum upon
the number cof times an
individual may take a competency
evaluation program (any maximum
imposed ia not less than 3).

The State maintains a nurge aide
registry that meets the
requirements in 42 CFR 483.156.

The State includes home health
aides on the registry.

The State contracta the
operation of the regiatry to a
non State entity.

ATTACHMENT 4.38 contains the
State's description of registry
information to be disclosed in
addition te that required in 42
CFR 483.156(c) (1) (iii) and {iv}.

ATTACHMENT 4.38-A contains the
State's daescription of
information included on the
registry in addition to the
informatlion regquired by 42 CFR
483.156{c).

TN No. gj-3f
Supersedes

TN Ko. NEW

Approval Date

4~14-972 Effective Date

10-/-T

_10-
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Revision: HCFA-PM-93-1 (BPD}
January 1993

State/Territory: . GEORGIA
Citation 4.39 Preadmissicn Screening and Anpual
Secs. Res:dent Review Ln Nursing Facilitlies
1902{a){28)(D) (i}
and 1919({a){7) of (a} The Madicaid agency has in effect a
the Act; written agreement with the State mental
P.L. 100-203 "health and mental retardation authorities
(Sec. 421l(ec)); that meet the requirements of 42 (CFR)
P.L. 101-508 431.621{c). :

(Sec. 4801(Bh})).

{b) The State operates a preadmissmion and
annual resident review program that meets
the requirements of 42 CFR 483.100-138.

{¢) Tha State doesm not claim as "medical
asasisvance under the State Plan" the cost
of mervices to individuals who should
receive preadmission screening or annual
resideant review until auch individuals arae
screened or reviewed.

{(d} With the exception of NF gervicas
furnished to certain NP residencs dafined
in 42 CFR 483.118(c)(1l}, the Stats doas
not claim as "medical assistance under the
State plan" the cost of NF sarvices to

individuals who are found not to redquire
NF services.

X {e) ATTACHMENT 4.39 specifies the State'ws
_ definition of speclalized mervices.

TN No. _Gg-019 - - .
Supersaedaes Approval Date //"%‘96 Effective Date 7‘/'9‘-‘
TN No. New




Revision: HCFA-PM-93-1

January 1993

stste/Tarritoryg

{BPD)

19

GEORGIA

4.39 {ron%tinued)

—

(£}

(g}

Excapt for residents identified in 42 CFR
483.118(c}) ({1}, the State mental health or

- mental rmtardation authority makes
categorical determinationa that
individuals with certain mental conditicns
or levals of severity of mental Lllnesse
would normally require specialized
services of such an intensity that a
spacialized services program could nct be
delivered by the State in most, if not
all, NFs and that a more appropriate
placement should be utilized.

The Statw describes any cataegorical

determinations it applles in ATTACHMENT
4,39-A.

TN No.

TN No.

New

Supersaagégms—hpprov;.‘. Date //' y"fé Effective Datae 7"/'96
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thru (5) of
the hct P.L.
100-203
(Sec.
4212¢a})

1913{g} (1) (b)
(B) of the
Act

1919{g){1) (<)
{C) cf the
Act

1319(g) (1) (d)
{C) of the
Act

1819(g}) (1) (e)
{C) of the :
Act

1919(g) (1) (£)
{€) of the
Act

Revision: HCFA-PM-92-3 (H50B) OMB No.:
APRIL 1992
State/Territory: Georgia
Citation 4.40 Survey & certification Process
Secticns
1919(g) (1) {a) The State assures that the requirements of
thru (2} and - 1919{g){1){A) through (C) and section
1319 (g} (4) 1919(g)(2)(A) through (E){iii) of the Act

which relate to the survey and
certification of non-State owned -
facilities based on the requirements of
section 1919(b), (c) and (d) of the Act;
are met.

The State conducts periodic educatiaon
programs for staff and residents {and
their representatives). Attachment 4.40-A
describes the survey and certification
educational program.

The State provides for a process for the
receipt and timely review and
investigation of allegations of neglect
and abuse and misappropriation of resident
property by a nurse aide of a resident in
a nursing facility or by another
individual used by the facility.
Attachment 4.40-B describes the State’'s
Process.

The State agency responsible faor surveys
and certification of nursing facilities or
an agency delegated by the State survey
agency ccnducts the process for the
receipt and timely review and
investigation of allegations of neglect
and abuse and misappropriation of resident

.property. If not the State survey agency,

what agency?

The State assures that a nurse aide, found
to have neglected or abused a resident or
misappropriated resident property in a
facility, is notified of the finding. The
name and finding is placed ¢n the nurse
aide registry.

The State notifies the appropriate
licensure authority of any licensed
individual found to have neglected or
abused a resident or misappropriated
resident property in a facility.

TN No. 93-001

Supersedes Approval Date -6 -93 ' Effective Date [-1-%23

TN No. New

HCFA ID:



Revision:

HCFA-PM-92-3

APRIL 1992

State/Territory:

1919(g) (2}
(A) (i) of
the Act

1919{g) {2}
{A){il) of
the Act

1919{g}){2)
(A} (iii) (1)
of the Act

1919(g){2)

(A} (iii){IT}

of the Act

1919 {g){2)
{B) of the
Act

1919(g) (2)
{(C) of the
Act

78v

(HSQB) OMB No:

Georgia

(g}

(h}

(3)

(k)

(1)

I '

The State has procedures, as provided for at
section 1919{(g}(2)}(A}{(i), for the scheduling and
conduct of standard surveys to assure that the
State has taken all reasonable steps to avoid
giving notice through the scheduling procedures
and the conduct of the surveys themselves.
Attachment 4.40-C describes the State's
procedures.

The State assures that each facility shall have

a gtandard survey which includes (for a case-mix
‘stratified sample of residents) a survey of the

quality of care furnished, as measured by
indicators of medical, nursing and
rehabilitative care, dietary and nutritional
services, activities and social participation,
and sanitation, infection control, and the
physical environment, written plans of care and
audit of resident's assessments, and a review of
compliance with resident's rights not later than
15 months after the date of the previous
standard survey.

The State assures that the sStatewide averaqge
interval between standard surveys of nursing
facilities does not exceed 12 months.

.The State may conduct a special standard or

special abbreviated standard survey within 2
months of any change of ownership,
administration, management, or director of
nursing of the nursing facility to determine
whether the change has resulted in any decline
in the quality of care furnished in the
facility.

The State conducts extended surveys immediately
or, if not practicable, not later that 2 weeks
following a completed standard survey in a
nursing facility which is found to have provided
substandard care or in any other facility at the
Secretary's or State's discretion.

The State conducts standard and extended surveys
based upon a protecel, i.e., survey forms,
methods, procedures and guidelines developed by
HCFA, usging individuals in the survey team who

meet minimum qualifications established by the
Secretary.

TH No. 73-001

Supersedes
TN Ho. New

Approval

Date Y-6-93 Effective Date [+ }-93

HCFA iD:
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Revision: HCFA~PM-92- 3 {HSQB) OMB No:
APRIL 1992

State/Territory: _ Georgia

T,

’ i

1319(g)(2) {m) The State provides for programs to measure and

{D}) of the reduce inconsistency in the application of

Act survey results among surveyors. Attachment
4.40-D describea the State's programs.

1919(g)(2) (n) The State uses a multidisciplinary team of

(E){i) of professionals including a registered

the Act professional nurse.

1519(g){2) {o) The state assures that members of a survey team

(E)(ii) of do not serve {(or have not served within the

the Act previous two years) as a member of the staff or
“consultant to the nursing facility or has no
personal or familial financial interest in the
facility being surveyed.

1919(g)(2) (p) The State assures that no individual shall serve

(E)(iii) of as a member of any survey team unless the

the Act individual has successfully completed a training
and test program in survey and certification
techniques approved by the Secretary.

1919{g} {4) () The State maintains procedures and adeguate

of the Act staff to investigate complaints of wiolations of
requirements by nursing facilities and onsite
monitoring. Attachment 4.40-B describes the
State's complaint procedures.

19219(g}(5) (r) The State makes available to the public

(R) of the information respecting surveys and certification

Act of nursing facilities including statementa of
deficiencies, plans of correction, copies of
cost reports, statements of ownership and the
information disclosed under section 1126 of the
Act.

1919(g) (S} (3) The State notifies the State long-term care

(B) of the ombudsman of the State's finding of non~

Act compliance with any of the requirements of
subsection (b), (c), and {(d) or of any adverse
actions taken against a nursing facility.

1919(g}) (5} (t) If the State finds substandard quality of care

(C) of the in a facility, the State notifies the attending

AcCt physician of each resident with respect to which
such finding is made and the nursing facility
administrator licensing board.

1819(g)(5) (u) The State provides the State Medicaid fraud and

;DL of the abuse agency access to all information

<

concerning survey and certification actions.

TN No. 93-001

Supersedes
TN No. New

Approval Date #-&- 93

Effective Date J-1-93

HCFA 1D:
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Revision:  HCFA-PM-92- 2 {HSQB)
MARCH 1992
State/Territory: Georgia

Citation /4,41 Resident Assessment for Nursing Facilities

Sections (a) The State specifies the instrument to be used by

1919(b} (3) naursing facilities for conducting a

and 1919 comprehensive, accurate, standardized,

(e} (5) of reproducible assessment of each resident's

the Act functional c¢apacity as required in

§1919{k}{3)(A) of the Act.

1919{e) {5) {b) The State is using:

(A} of the

Act X the resident assessment instrument
designated by the Health Care Financing
Administration (see Transmittal #2411 of
the State Operations Manual)
[§1919(e) (2} (A} ]; or

1919{e) (5) a resident assessment instrument

(B} of the that the Secretary has approved as being

Act consistent with the minimum data set of

core elements, common definitions, and
utilization guidelines as specified by the
Secretary (see Section 4470 of :the State
Medicaid Manual for the Secretary's
approval criteria) {§1919{(e)({5)(3)].

TN No. 92-1%
Supersedes
TN No. New

Approval Date 6/2/92 Effective Date 4/1/92
HCFA ID:



Revision: HCFA-AT-80-38 (BDP)

May 22, 1380

State

Georgiﬁ

80

Citation -

42 CER 432.10(a)
- AT-78-80
AT-79-23
AT-80-34

SECTION 5 PERSAWNEL AMINISTRATION

5.1 Standards of Persomnel Adninistration

(a)

(b)

The Medicaid agency has established and
will maintain methods of personnel
administration in conformity with
standards prescribed by the U.S. Civil
Service Comission in accordance with
Section 208 of the Intergovernmental

- Personnel Act of 1970 and the regulations

on Administration of the Standards for a
Merit System of Personnel Administration,
5 CFR Part 300, Suboart F. All
requirements of 42 CFR 432.10 are met,

// The plan is locally administered and
State-supervised. The requirements
of 42 CFR 432.10 with respect to
local agency acministration are met.

Affirmative Acticon Plen

The Medicaid zgency has in effect an
affirmative action plan for equal
employment opoortunity that includes
specific action steps and timetables and
meets all other requirements of 5 CFR
Part 900, Subgart F, )

™3 TT-F
Supersedes
™ £

Arproval Date 3/ 7/7 & Effective Date /2/ -’{‘7?
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Revision: BCFA-AT-80-38 (EFP)
May 22, 1980
State Georgia
5.2 [Reserved]

™ §

Supersedes Eooroval Date Effaztive Dste
™ $
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Revision: HCFA-AT-80-38 (BPP)

May 22, 1980 ;
State Georria
Citation _ 5.3 Training Programs; Suborofessional ard
42 CTR Part 432, "~ Volunteer Programs
Subpart B
AT-78-90 The M=dicaid agency meets the requirements of
42 CFR Part 432, Subpart B, with respect to a
training program for agency personnel and the
training and use of subprofessiocnal staff ard
volunteers,
™ & 75— .
Supersedes Approval Date #/A7/7& Tffective Date &[27/7§
™ 2 ‘ -
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Revision: BCFA-AT-80-38 (RPP)
May 22, 1980

State Georgia

SECTICN 6  FINANCIAL ADMINISTRATION

Citation 6.1 Fiscal Policies and Acocountability
42 CFR 433.32 :
AT-79-29 The Medicaid agency and, where applicable,

local agencies administering the plan,
maintains an accounting svstem and supporting
fiscal records adequate to assure that claims
for Federal funds are in accord with
applicable Federal requirements. The
requirements of 42 CFR 433.32 are met.

™ & 76~

Supersedes Aroroval Date ¢ //7 /76 Effective Date /70
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s Revision: BCFA-AT-82-10(BPP)

™E 7b-b

RN ' Georgia
. State
Citation 6.2 Cost Allccation
42 CFR 433.34 ) :
47 FR @ _There is an approved cost allocation
Plan on file with the Department in
accordance with the requirements
contained in 45 CFR Part 95, Subpart E.
™MEXRA-)S
Supersedes Aproval Date /-‘7-932  Pffective Date, /[~ [l - £.7
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Revision: EBCFA-AT-80-38 (BEP)

May 22, 1980
State Georgia
Citation 6.3 State Financial Participatiocn
42 CFR 433.33 S
AT-79-29 {2) State funds are used in both assistance-

AT-B0—-34 and administration.

/X7 state funds are used to pay all of
the non—-Federal share of total
expenditures under the plan.

[/ There is local participation. State
: funds are used to pay not less than
) 40 percent of the rnon-Federal share

of the total experditures under the
plan, There is a method of
apportioning Federal and State funds
amng the political subdivisions of
the State cn an egualization or other
basis which assures that lack of
adequate funds fram local sources
will mot result in lowering the
amount, duration, scope or guality of
care and services or level of
administration under the plan in any
part of the State.

(b) State and Federal funds are apportionad
among the political subdivisions of the
State on & basis consistent with equitable
treatment of individuals in similar
ciramstances throughout the State,

Supersedes Aoproval Date ¥//7/76 Effective Dare 7//74

™ 2
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Revision: HCFA~PM-S1- 4 (BPD) '~ GMB No. 0938-
avcust 1991 P

State/Territory: GEORGIA

SECTION 7 - GENERAL PROVISIONS

Cita;lon 7.1 Pian Amendments

42 CFR 430.12(c) The plan will be amended whenever necessary to
reflect new or revised Federal statutes or ’
requlations or material c¢hange in State law,
organization, policy or State agency operation.

TH HNHo. -
Supersedes Approval Date 12-4-91 Effective Date 10-1-91

TN No. _ ‘75-}@
HCTA ID: 7%82%
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Revision: HCFA-PM~-91- ¢4 {BPD) CMB No. 0938-
AUGUST 1991
State/Territory:
Citation 7.2 Nondiscrimination
45 CFR Parts In accordance with title VI of the Civil Rights Act
80 and 84 of 1964 (42 U.S5.C. 2000d et. sea.}, Section 504 of the

Rehabilitation Act of 1973 (29 U.S.C. 70b), and the

" regulations at 45 CFR Parts 80 and 84, the Medicaid
agency assures that no individual shall be subject to
discrimination under this plan on the grounds of race,
color, national origin, or handicap.

The Medicaid agency has methods of administration to
assure that each program or activity for which it
receives Federal financial assistance will be operated
in accordance with title VI regulations. These methods
for title VI are described in ATTACHMENT 7.2-A.

TN No. 9i-35 , :
Supersedes Approval Date _12-4-91 Effective Date 10-1-91

TN No. TI-ek
HECFA ID: 7382%
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Revision: HCFA~-PM-91~4 {BPD) © OMB Bo. 093B-
AUGUST 1991
State/Territory: GEQRGIA
Citation 7;4 State Governor's Review
42 CFR 430.12(Db) The Medicaid agency will provide cpportunity for the

Office of the Governor tec review State plan amendments,
long-range program planning projections, and cother
periodic reports thereon, excludlng periodic
statistical, budget and fiscal reports. Any comments
made will be transmitted to the Health Care Flnancing
Administratlen with such documents.

L:7 Not applicable. The Governor—--

/_/ Does not wish to review any plan material.

L:? Wishes to review only the plan materials
specifled in the enclosed document.

I hereby certify that I am authorlzed to submit this plan on behalf of

Department of Medical Assistance .
(Designated Single State Agency)

Date:_ October 1, 1991

(Signatire)
i./.;,.
- Commissiconer
(Title)
TN No. CIEEY
Supersedes Approval Date 12-4-91 Effective Date 10-1-91

TN No. NEuw)
'HCFA ID: 7982E





