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R414.  Health, Health Care Financing, Coverage and Reimbursement Policy. 
R414-60.  Medicaid Policy for Pharmacy Program. 
R414-60-1.  Introduction. 
 The Medicaid Pharmacy program reimburses for covered outpatient drugs dispensed to eligible Medicaid 
clients by a pharmacy enrolled with Utah Medicaid pursuant to a prescription from an enrolled prescriber operating 
within the scope of the prescriber's license. 
 
R414-60-2.  Definitions. 



 (1)  "Covered outpatient drug" means a drug that meets the Centers for Medicare and Medicaid Services 
(CMS) covered outpatient drug definition as outlined in 42 CFR 447.502.  The following provisions also apply: 
 (a)  requires a prescription for dispensing; 
 (b)  has a national drug code number; 
 (c)  is eligible for federal medical assistance percentages funds; 
 (d)  has been approved by the Food and Drug Administration; and 
 (e)  is listed in the nationally recognized drug pricing index under contract with the Department. 
 (2)  "Full-benefit dual eligible beneficiary" means an individual who has Medicare and Medicaid benefits. 
 (3)  "Rural pharmacy" means a pharmacy located in the state of Utah and is not located in Weber County, 
Davis County, Utah County, or Salt Lake County. 
 (4)  "Urban pharmacy" means a pharmacy located in Weber County, Davis County, Utah County, Salt Lake 
County, or in another state. 
 (5)  "Usual and customary charge" means the lowest amount a pharmacy charges the general public for a 
covered outpatient drug, which reflects advertised savings, discounts, special promotions, or any other program 
available to the general public. 
 (6)  "Wholesale acquisition cost" means the list price paid by the wholesaler, distributor, and other direct 
accounts for drugs purchased from the wholesaler's supply. 
 (7)  "Medically accepted indication" in accordance with 42 U.S.C. 1396r-8 (k)(6), is any use approved 
by the Food and Drug Administration (FDA) and Cosmetic Act, or a use supported on one of the following 
compendia: 
 (a)  American Hospital Formulary Service Drug Information; 
 (b)  United State Pharmacopeia-Drug Information; or 
 (c)  the DRUGDEX Information System. 
 
R414-60-3.  Member Eligibility Requirements. 
 (1)  Medicaid covers prescription drugs for individuals who are categorically and medically needy under the 
Medicaid program. 
 (2)  Outpatient drugs included in the Medicare Prescription Drug Benefit-Part D for full-benefit dual 
eligible beneficiaries will not be covered under Medicaid in accordance with Subsection 1935(a) of the Social 
Security Act.  Certain limited drugs provided in accordance with Subsection 1927(d)(2) of the Social Security Act 
to Medicaid members, but not included in the Medicare Prescription Drug Benefit-Part D, are payable by Medicaid. 
 (3)  Outpatient drugs included in contracts with the Accountable Care Organization (ACO) must be 
obtained through the ACO for members enrolled in an ACO. 
 (4)  Classes of medications and individual drugs carved out from the ACO must be obtained through the 
Fee for Service (FFS) benefit. 
 
R414-60-4.  Program Coverage. 
 (1)  Covered outpatient drugs eligible for Federal Medical Assistance Percentages funds are included in the 
pharmacy benefit; however, covered outpatient drugs may be subject to limitations and restrictions. 
 (2)  In accordance with Subsection 58-17b-606(4), when a multi-source A-rated legend drug is available in 
the generic form, Medicaid will only reimburse for the generic form of the drug unless: 
 (a)  reimbursing for the non-generic brand-name legend drug will result in a financial benefit to the state; 
 (b)  the treating physician demonstrates a medical necessity for dispensing the non-generic, brand-name 
legend drug; or 
 (c)  the generic form of the drug is unavailable in the marketplace as defined in the Utah Medicaid 
Pharmacy Services Provider Manual. 
 (3)  42 U.S.C 1396b(i)(23) requires Medicaid prescriptions not executed electronically to be written on 
tamper-resistant prescription forms as follows: 
 (a)  tamper-resistant prescription forms must include each of the following: 
 (i)  one or more industry-recognized features designed to prevent unauthorized copying of a completed or 
blank prescription form; 
 (ii)  one or more industry-recognized features designed to prevent the erasure or modification of 



information written on the prescription by the prescriber; and 
 (iii)  one or more industry-recognized features designed to prevent the use of counterfeit prescription forms. 
 (b)  Documentation by the pharmacy of verbal confirmation of a prescription not written on a tamper 
resistant prescription form by the prescriber or the prescriber's agent satisfies the tamper-resistant requirement.  
Documentation of the verbal confirmation must include the date, time, and name of the individual who verified the 
validity of the prescription. 
 (c)  A pharmacy must maintain documentation that a Medicaid member or authorized representative has 
received a prescription for a covered outpatient drug.  The documentation must clearly identify the covered 
outpatient drug and the date it was received. 
 (i)  The Division of Medicaid and Health Financing (DMHF) shall waive the proof of delivery 
requirement for Non-Controlled Schedule 2 (Non-CII) prescriptions. 
 (ii)  In accordance with Subsection R414-60-4(3)(c), the proof of delivery requirement remains for 
Controlled Schedule 2 (CII) medications that includes a signature or other documentation.  The pharmacy shall 
document member receipt as stated in Subsection R414-60-4(3)(c). 
 (d)  Claims for covered outpatient drugs not dispensed to a Medicaid member or the member's authorized 
representative within 14 days must be reversed and any payment from Medicaid must be returned. 
 
R414-60-5.  Limitations. 
 (1)  Medicaid may place limitations on drugs in accordance with 42 U.S.C. 1396r-8 or in consultation with 
the Drug Utilization Review (DUR) Board.  Medicaid includes these limitations in the Pharmacy Services Provider 
Manual and its attachments.  These limitations are incorporated by reference in Section R414-1-5 and may include 
the following: 
 (a)  quantity limits or cumulative limits for a drug or drug class for a specified period of time; 
 (b)  therapeutic duplication limits may be placed on drugs within the same or similar therapeutic categories; 
 (c)  step therapy, including documentation of therapeutic failure with one drug before another drug may be 
used; or 
 (d)  prior authorization. 
 (2)  A pharmacy may dispense a covered outpatient drug that requires prior authorization for up to a 72-
hour supply without obtaining prior authorization during a medical emergency. 
 (3)  Drugs listed as non-preferred on the Preferred Drug List (PDL) may require prior authorization as 
authorized by Section 26-18-2.4. 
 (4)  Drugs may be restricted and are reimbursable only when dispensed by an individual pharmacy or 
pharmacies. 
 (5)  Medicaid does not cover drugs not eligible for Federal Medical Assistance Percentages funds. 
 (6)  Medicaid does not cover outpatient drugs included in the Medicare Prescription Drug Benefit-Part D 
for full-benefit dual eligible beneficiaries. 
 (7)  Medicaid does not cover drugs provided to a member during an inpatient hospital stay, neither as an 
outpatient pharmacy benefit nor separately payable from the Medicaid payment for the inpatient hospital services. 
 (8)  Medicaid covers prescription cough and cold preparations meeting the definition of a covered 
outpatient drug. 
 (9)  Medicaid will pay for no more than a one-month supply of a covered outpatient drug per dispensing, 
except for the following: 
 (a)  Medicaid may cover medications on the Utah Medicaid Three-Month Supply Medication List, 
attachment to the Pharmacy Services Provider Manual, for up to a three-month supply per dispensing; 
 (b)  Medicaid may cover prenatal vitamins for a pregnant woman, multiple vitamins with or without 
fluoride for a child who is zero through five years of age, and fluoride supplements for up to a three-month supply 
per dispensing; 
 (c)  Medicaid may cover contraceptives for up to a three-month supply per dispensing; and 
 (d)  Medicaid may cover long-acting injectable antipsychotic drugs in accordance with Section R414-60-12 
for up to a three-month supply per dispensing. 
 (10)  Medicaid will pay for a prescription refill only when 80% of the previous prescription has been 
exhausted, with the exception of controlled substances.  Medicaid will pay for a prescription refill for controlled 



substances after 85% of the previous prescription has been exhausted. 
 (11)  Medicaid does not cover the following drugs: 
 (a)  drugs for weight loss; 
 (b)  drugs to promote fertility; 
 (c)  drugs for the treatment of sexual dysfunction; 
 (d)  drugs for cosmetic purposes; 
 (e)  vitamins; except for prenatal vitamins for a pregnant woman, vitamin drops for a child who is zero 
through five years of age, and fluoride supplements; 
 (f)  over-the-counter drugs (OTC) not included on the Utah Medicaid PDL and Resources attachment to the 
Pharmacy Services Provider Manual; 
 (g)  drugs for which the manufacturer requires, as a condition of sale, that associated tests and monitoring 
services are purchased exclusively from the manufacturer or its designee; 
 (h)  drugs given by a hospital to a patient at discharge; 
 (i)  breast milk, breast milk substitutes, baby food, or medical foods.  Prescription metabolic products for 
congenital errors of metabolism are covered through the Durable Medical Equipment benefit; and 
 (j)  drugs available only through single-source distribution programs, unless the distributor is enrolled with 
Medicaid as a pharmacy provider. 
 (12)  Claims for opioids used for the treatment of non-cancer pain are subject to the following limitations 
or restrictions set forth by the Division of Medicaid and Health Financing (DMHF): 
 (a)  initial fill limits; 
 (b)  monthly limits; 
 (c)  quantity limits; 
 (d)  additional limits for a child or pregnant woman; 
 (e)  morphine milligram equivalents (MME) and cumulative morphine equivalents daily (MED) limits; 
 (f)  concurrent use of opioids with high-risk drugs as defined by DMHF; or 
 (g)  concurrent use of opioid medications in members who also receive medication-assisted treatment 
(MAT) for opioid use disorder. 
 (13)  Antipsychotic medications prescribed to a Medicaid member who is 19 years of age or younger are 
limited as follows: 
 (a)  no use of multiple antipsychotic drugs; 
 (b)  no off-label use; 
 (c)  no use outside established age guidelines; and 
 (d)  no doses higher than FDA recommendations. 
 (14)  Exceptions may be granted as appropriate through the prior authorization process. 
 (15)  Attention-deficit/hyperactivity disorder (ADHD) stimulant medications are subject to the following 
limitations or restrictions set forth by DMHF for Medicaid members: 
 (a)  age limits; 
 (b)  monthly limits; 
 (c)  quantity limits; 
 (d)  cross-class limitations for concurrent use of an amphetamine class with methylphenidate class in 
children less than 18 years of age; or 
 (e)  the use of no more than two ADHD stimulants by a member of any age. 
 (16)  Medicaid evaluates exceptions to ADHD stimulant policy for medical necessity on a case-by-case 
basis. 
 
R414-60-6.  Copayment Policy. 
 (1)  Medicaid members are to pay any applicable copayment amount that complies with the requirements of 
42 CFR 447.56, the Utah Medicaid State Plan, and Rule R414-1. 
 (2)  A Medicaid provider may not refuse services to a Medicaid member based on a member's inability 
to pay a cost-sharing amount in accordance with 42 CFR 447.52. 
 
R414-60-7.  Reimbursement. 



 (1)  A pharmacy may not submit a charge to Medicaid that exceeds the pharmacy's usual and customary 
charge. 
 (2)  Covered-outpatient drugs are reimbursed as outlined in Attachment 4.19-B of the Utah Medicaid State 
Plan. 
 (3)  A pharmacy that participates in the 340B program and uses medications obtained through the 340B 
program to bill Medicaid, must submit the actual acquisition cost of the medication on the claim. 
 (4)  A pharmacy that participates in the federal supply schedule and uses medications obtained through the 
schedule to bill Medicaid, must submit the actual acquisition cost of the medication on the claim unless the claim is 
reimbursed as a bundled charge or all inclusive rate. 
 (5)  A pharmacy that obtains and uses medications at a nominal price must submit the actual acquisition 
cost of the medication on the claim. 
 (6)  Dispensing fees are outlined in Attachment 4.19-B of the Utah Medicaid State Plan.  Medicaid will pay 
the lesser of the assigned dispensing fee or the submitted dispensing fee. 
 (7)  Medicaid pays only one dispensing fee every 24 days for each covered outpatient drug per pharmacy. 
 (8)  A provider that immunizes a Medicaid member who is 19 years of age or older, will be paid for the cost 
of the immunization plus a dispensing fee.  Medicaid pays the lesser of the allowed or submitted charges. 
 (9)  A provider that immunizes a Medicaid member who is 18 years old or younger, will only be eligible for 
a dispensing fee with no reimbursement for the immunization.  Immunizations for Medicaid members who are 18 
years old or younger must be obtained through the Vaccines for Children program. 
 (10)  Diabetic supplies listed on the Utah Medicaid PDL are reimbursed at the lesser of the wholesale 
acquisition cost with no dispensing fee or the billed charges. 
 (11)  Pursuant to Section 58-17b-805, a dispensing medical practitioner may prescribe and dispense 
medication directly to a patient when providing outpatient cancer therapy.  Details of reimbursement are found 
on the Medicaid website at http://health.utah.gov/medicaid/stplan/lookup/CoverageLookup.php. 
 
R414-60-8.  Mandatory Patient Counseling. 
 (1)  Medicaid members, or their representatives, must receive counseling that fulfills the requirements of 42 
U.S.C. 1396r-8 each time a covered outpatient medication is dispensed. 
 (2)  Section R156-17b-610 does not require counseling if a Medicaid member or their representative refuses 
the offer of counseling. 
 (a)  Only a pharmacist, pharmacy intern, or designated medical practitioner may provide oral counseling 
to a member or member's representative and answer questions concerning prescription drugs. 
 (3)  The offer of counseling must be documented and producible upon request. 
 (4)  Written information on a prescription order delivered to a member shall be in the form of patient 
information leaflets. 
 
R414-60-9.  New Drug Products. 
 A new drug product, including a new size or strength of an existing approved product, may be reviewed by 
the DUR Board to determine whether the drug should be subject to restrictions or limitations.  New drugs may be 
withheld from coverage for no more than twelve weeks while restrictions or limitations are being evaluated. 
 
R414-60-10.  Over-the-Counter Drugs. 
 (1)  Medicaid covers OTC drugs when the drug is listed on the Utah Medicaid PDL and Resources 
attachment to the Pharmacy Services Provider Manual, incorporated by reference in Section R414-1-5. 
 (2)  For a Medicaid member who resides in a nursing home, OTC drugs on the approved list are not a 
benefit through the outpatient pharmacy program.  The nursing-home rate of reimbursement includes payment 
for OTC drugs. 
 
R414-60-11.  Compounds. 
 (1)  A compounded drug consists of two or more ingredients.  Medicaid may only reimburse pharmacies 
for the ingredient that meets the definition of a covered outpatient drug, except for those listed as non-covered 
drugs in Section R414-60-5. 



 (2)  Compounded non-sterile prescriptions must be prepared by personnel and in settings as defined in 
the United States Pharmacopeia and National Formulary Chapter <795>. 
 (3)  Compounded sterile prescriptions must be prepared by personnel and in settings that have certified they 
adhere to the United States Pharmacopeia/National Formulary chapter <797> standard, and test the final product 
for sterility, potency, and purity. 
 (4)  Medicaid does not cover bulk powders for compounded prescriptions. 
 
R414-60-12.  Provider-Administered Long-Acting Injectable Antipsychotic Drugs and Drugs for the 
Treatment of Opioid Use Disorders. 
 (1)  A provider-administered drug is an outpatient drug, other than a vaccine, that is administered by a 
health care provider in a physician's office or other outpatient clinical setting. 
 (2)  Medicaid may only reimburse for a provider-administered drug if the drug qualifies as a covered 
outpatient drug in accordance with 42 U.S.C 1396r-8. 
 (3)  Selected provider-administered or provider-observed drugs must be dispensed directly to the 
provider or provider's staff.  These include the following: 
 (a)  long-acting injectable antipsychotics; and 
 (b)  long-acting injectable drugs for the treatment of opioid use disorders. 
 
KEY:  Medicaid 
Date of Enactment or Last Substantive Amendment:  May 12, 2021 
Notice of Continuation:  April 28, 2017 
Authorizing, and Implemented or Interpreted Law:  26-18-3; 26-1-5 
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R414.  Health, Health Care Financing, Coverage and Reimbursement Policy. 
R414-310.  Medicaid Primary Care Network Demonstration Waiver. 
R414-310-1.  Authority and Purpose. 
 (1)  This rule is authorized by Sections 26-1-5 and 26-18-3.  The Primary Care Network Demonstration is 
authorized by a waiver of federal Medicaid requirements approved by the Centers for Medicare and Medicaid 
Services and allowed under Section 1115(a) of the Social Security Act. 



 (2)  The purpose of this rule is to establish eligibility requirements for enrollment under the Medicaid Primary 
Care Network Demonstration Waiver. 
 
R414-310-2.  Definitions. 
 The definitions in Rules R414-1 and R414-301 apply to this rule.  In addition, the following definitions apply 
throughout this rule: 
 (1)  "Avenue H" means Utah's Health Insurance Marketplace for Utah employers and their employees where 
the employees can find information about available employer-sponsored health insurance plans, select a plan and 
enroll online. 
 (2)  "Best estimate" means the eligibility agency's determination of a household's income for the upcoming 
certification period based on past and current circumstances and anticipated future changes. 
 (3)  "Children's Health Insurance Program" or (CHIP) means the program for medical benefits under Title 
26, Chapter 40, Utah Children's Health Insurance Act. 
 (4)  "Copayment and coinsurance" means a portion of the cost for a medical service for which the enrollee is 
responsible to pay for services received under the Primary Care Network. 
 (5)  "Creditable Health Coverage" means any health insurance coverage as defined in 45 CFR 146.113. 
 (6)  "Employer-sponsored health plan" means a health insurance plan offered by an employer either directly 
or through Avenue H. 
 (7)  "Enrollee" means an individual who has applied for and has been found eligible for the Primary Care 
Network program. 
 (8)  "Open enrollment" means a period during which the eligibility agency accepts applications for the 
Primary Care Network program. 
 (9)  "Primary Care Network" or (PCN) means the program for benefits under the Medicaid Primary Care 
Network Demonstration Waiver. 
 (10)  "Review month" means the last month of the review period for an enrollee during which the eligibility 
agency shall redetermine eligibility for a new review period if the enrollee completes the review process timely. 
 (11)  "Student health insurance plan" means a health insurance plan that is offered to students directly through 
a university or other educational facility. 
 (12)  "Utah's Premium Partnership for Health Insurance" or (UPP) means the program described in Rule 
R414-320. 
 
R414-310-3.  Applicant and Enrollee Rights and Responsibilities. 
 (1)  The provisions of Section R414-301-4 apply to applicants and enrollees of the PCN program except that 
reportable changes for PCN applicants and enrollees are defined in Subsection R414-310-3(2). 
 (2)  An applicant or enrollee must report certain changes to the eligibility agency within ten calendar days of 
the day the change becomes known.  The eligibility agency shall notify the applicant at the time of application of the 
changes that the enrollee must report.  Reportable changes include: 
 (a)  An enrollee in PCN begins to receive coverage or to have access to coverage under a group health plan 
or other health insurance coverage; 
 (b)  An enrollee in PCN begins to receive coverage under, or begins to have access to student health insurance, 
Medicare, or the Veteran's Administration Health Care System; 
 (c)  Changes in household income; 
 (d)  Changes in household composition; 
 (e)  Changes in tax filing status; 
 (f)  Changes in the number of dependents claimed as tax dependents; 
 (g)  An enrollee or the household moves out of state; 
 (h)  Change of address of an enrollee or the household; or 
 (i)  An enrollee enters a public institution or an institution for mental diseases. 
 (3)  An applicant or enrollee has a right to request an agency conference or a fair hearing as described in 
Sections R414-301-6 and R414-301-7. 
 (4)  An enrollee in PCN is responsible for paying any required copayments or coinsurance amounts to 
providers for medical services that the enrollee receives that are covered under PCN. 



 
R414-310-4.  General Eligibility Requirements. 
 (1)  The provisions of Sections R414-302-3, R414-302-4, R414-302-7, and R414-302-8 concerning United 
States (U.S.) citizenship, alien status, state residency, use of social security numbers, and applying for other benefits, 
apply to applicants and enrollees of PCN. 
 (2)  An individual who is not a U.S. citizen or national, or who does not meet the alien status requirements of 
Section R414-302-3 is not eligible for any services or benefits under PCN. 
 (3)  An individual must be at least 19 and not yet 65 years of age to enroll in PCN. 
 (a)  The month in which an individual turns 19 years of age is the first month that the person may enroll in 
PCN. 
 (b)  An individual must apply for the PCN program before he turns 65 years of age. 
 (c)  Enrollment shall end effective the end of the month in which an individual turns 65 years of age. 
 (4)  The eligibility agency only accepts applications during open enrollment periods.  The eligibility agency 
limits the number it enrolls according to the funds available for the program and may stop enrollment at any time. 
 (a)  The open enrollment period may be limited to: 
 (i)  individuals with children under the age of 19 in the home; 
 (ii)  individuals without children under the age of 19 in the home. 
 (b)  The eligibility agency may not accept applications or maintain waiting lists during a period that 
enrollment of new individuals is stopped. 
 (5)  The provisions of Subsection R414-302-6(1) and (4) apply to applicants and enrollees of PCN who are 
residents of institutions. 
 (6)  An applicant or enrollee is not required to provide Duty of Support information to enroll in PCN.  An 
adult whose eligibility for Medicaid has been denied or terminated for failure to cooperate with Duty of Support 
requirements may not enroll in the PCN program. 
 
R414-310-5.  Verification and Information Exchange. 
 (1)  The provisions of Section R414-308-4 regarding verification of eligibility factors apply to applicants and 
enrollees of PCN. 
 (2)  The Department shall safeguard information about applicants and enrollees to comply with the provisions 
of Section R414-301-5. 
 (3)  The Department shall enter into agreements with other government agencies as outlined in Section R414-
301-3. 
 
R414-310-6.  Creditable Health Coverage. 
 (1)  The Department adopts and incorporates by reference 42 CFR 433.138(b) and 435.610, October 1, 2015 
ed., and Section 1915(b) of the Compilation of the Social Security Laws, in effect January 1, 2016. 
 (2)  An applicant who is covered under a group health plan or other creditable health insurance coverage as 
defined in 29 CFR 2590.701-4, July 1, 2013 ed., is not eligible for enrollment in PCN.  This includes coverage under 
student health insurance and the Veteran's Administration Health Care System. 
 (a)  An individual who is enrolled in the Utah Health Insurance Pool or who can receive health coverage 
through Indian Health Services may enroll in PCN. 
 (b)  An individual who could enroll in Medicare is not eligible for enrollment in PCN, even if the individual 
must wait for a Medicare open enrollment period to apply. 
 (c)  An individual who is eligible to enroll in the VA Health Care System, but who has not yet enrolled, may 
be eligible for PCN as long as the individual applies for and takes all necessary steps to enroll.  Eligibility for PCN 
ends once the individual's coverage in the VA Health Care System begins. 
 (d)  Individuals who are full-time students and who can enroll in student health insurance coverage are not 
eligible to enroll in PCN. 
 (3)  An individual is not eligible for PCN if the individual becomes eligible for Refugee Medical without a 
spenddown as defined in Section R414-303-10.  An individual who is eligible for Refugee Medical with a spenddown 
may choose to enroll in either Refugee Medical or PCN. 
 (4)  An individual who has access to but has not yet enrolled in employer-sponsored health insurance coverage 



through an employer or a spouse's employer is not eligible for PCN if the individual's cost for the least expensive 
health insurance plan offered by the employer directly, or for the employer's default plan offered through Avenue H, 
does not exceed 15% of the countable MAGI-based income for the individual's household. 
 (a)  The cost of coverage includes a deductible if the employer-sponsored plan has a deductible. 
 (b)  The eligibility agency will include in the cost of coverage for the spouse, the cost to enroll the employee, 
if the employee must be enrolled to enroll the spouse. 
 (c)  The eligibility agency considers the individual to have access to coverage if the individual has had at least 
one opportunity to enroll 
 (5)  An individual who voluntarily terminates health insurance coverage is ineligible to enroll in PCN for 180 
days from the date the coverage ended.  The eligibility agency may not apply a 180-day ineligibility period in the 
following situations: 
 (a)  Voluntary termination of COBRA. 
 (b)  Voluntary termination of coverage through the Federally Facilitated Marketplace due to the loss of 
Advanced Premium Tax Credits (APTC). 
 (6)  To be eligible to enroll in PCN, the 180-day ineligibility period must end by the earlier of the following 
dates or the eligibility agency shall deny the application: 
 (a)  the last day of the open enrollment period during which the individual applies for PCN; or 
 (b)  the last day of the month that follows the month in which the individual applies for PCN, if the open 
enrollment period does not expire before that following month ends. 
 (c)  Enrollment in PCN may not begin before the 180-day ineligibility period ends. 
 
R414-310-7.  Household Composition and Income Provisions. 
 (1)  The eligibility agency determines household composition and countable household income according to 
the provisions in R414-304-5. 
 (2)  For an individual to be eligible to enroll in PCN, countable MAGI-based income for the individual must 
be equal to or less than 95% of the federal poverty guideline for the applicable household size. 
 
R414-310-8.  Budgeting. 
 (1)  The Department shall apply the MAGI-based budgeting methodology defined at 42 CFR 435.603(c), (d), 
(e), (g) and (h), October 1, 2013 ed., which it adopts and incorporates by reference. 
 (2)  The eligibility agency determines an individual's eligibility prospectively at application and at each review 
for continuing eligibility. 
 (a)  The eligibility agency determines prospective eligibility by using the best estimate of the household's 
average monthly income that the agency expects the household to receive or to become available to the household 
during the upcoming review period. 
 (b)  The eligibility agency shall include in the best estimate, reasonably predictable income expected to be 
received during the review period, such as seasonal income, contract income, income received at irregular intervals, 
or income received less often than monthly.  The income will be prorated over the review period to determine an 
average monthly income. 
 (3)  Methods of determining the best estimate are income averaging, income anticipating, and income 
annualizing.  The eligibility agency may use a combination of methods to obtain the best estimate.  The best estimate 
may be a monthly amount that the agency expects the household to receive each month of the review period, or an 
annual amount that is prorated over the review period.  The eligibility agency may use different methods for different 
types of income that the same household receives. 
 (4)  The eligibility agency determines farm and self-employment income by using the individual's most recent 
tax return forms or other verification the individual can provide.  If tax returns are not available, or are not reflective 
of the individual's current farm or self-employment income, the eligibility agency may request income information 
from the most recent time period during which the individual had farm or self-employment income.  The eligibility 
agency shall deduct the same expenses from gross income that the Internal Revenue Service allows as self-
employment expenses to determine net self-employment income, if those expenses are expected to occur in the future. 
 (5)  The eligibility agency may request additional information and verification about how a household is 
meeting expenses if the average household income appears to be insufficient to meet the household's living expenses. 



 
R414-310-9.  Assets. 
 An asset test is not required for PCN eligibility. 
 
R414-310-10.  Application and Signature. 
 (1)  The provisions of Section R414-308-3 apply to PCN applicants, except for paragraph (9), (10) and the 
three months of retroactive coverage. 
 (2)  A Medicaid or CHIP recipient may make a request during the open enrollment period for the agency to 
determine the individual's eligibility for PCN without completing a new application. 
 (3)  The eligibility agency shall reinstate a medical case without requiring a new application if the agency 
closes the case in error. 
 (4)  An applicant may withdraw an application for PCN any time before the eligibility agency completes an 
eligibility decision on the application. 
 
R414-310-11.  Eligibility Decisions and Reviews. 
 (1)  The Department adopts and incorporates by reference 42 CFR 435.911 and 435.912, October 1, 2013 
ed., regarding eligibility determinations. 
 (2)  At application and review, the eligibility agency shall determine whether the individual is eligible for 
Medicaid, Refugee Medical or CHIP. 
 (a)  An individual who qualifies for Medicaid or Refugee Medical without paying a spenddown or for 
Medicaid Work Incentive (MWI) without paying an MWI premium may not enroll in PCN. 
 (b)  An applicant who is eligible for Medicaid, Refugee Medical or CHIP during the application month, or a 
Medicaid, Refugee Medical or CHIP recipient who requests PCN enrollment during an open enrollment period, may 
enroll in PCN in accordance with Subsection R414-310-12(1). 
 (3)  An individual open on Medicaid, Refugee Medical or UPP may request to enroll in PCN. 
 (a)  A new application form is not required. 
 (b)  The rules in Section R414-310-12 govern the effective date of enrollment. 
 (c)  If the individual is moving from UPP, the eligibility agency shall waive the open enrollment requirement 
if there is no break in coverage. 
 (d)  If the individual is moving from Medicaid or Refugee Medical, the eligibility agency shall waive the 
open enrollment period if the individual was previously on PCN, became eligible for Medicaid or Refugee Medical, 
and requests to reenroll in PCN without a break in coverage. 
 (e)  If the individual is moving from Medicaid or Refugee Medical and was not previously on PCN, or there 
has been a break in coverage of one or more months, the individual must reapply during an open enrollment period. 
 (f)  All other eligibility requirements must be met. 
 (4)  The eligibility agency shall complete an eligibility determination for each application unless: 
 (a)  the applicant voluntarily withdraws the application and the eligibility agency sends a notice to the 
applicant to confirm the withdrawal; 
 (b)  the applicant dies; 
 (c)  the applicant cannot be located; or 
 (d)  the applicant does not respond to requests for information within the 30-day application period or by the 
verification due date, if the verification date is later. 
 (5)  The eligibility agency shall complete a periodic review of an enrollee's eligibility for medical assistance 
in accordance with the requirements of 42 CFR 435.916. 
 (a)  The agency may request a recipient to contact the agency to complete the eligibility review. 
 (b)  The agency shall provide the recipient a written request for verification needed to complete the review. 
 (c)  The agency shall provide proper notice of an adverse decision. 
 (d)  If the agency cannot provide proper notice of an adverse decision, the agency extends eligibility to the 
following month to allow for proper notice. 
 (6)  If a recipient fails to respond to a request to complete the review or fails to provide all requested 
verification to complete the review, the eligibility agency shall end eligibility effective the end of the month for which 
the agency sends proper notice to the recipient. 



 (a)  If the recipient contacts the agency to complete the review or returns all requested verification within 
three calendar months of the closure date, the eligibility agency shall treat such contact or receipt of verification as a 
new application.  The agency may not require a new application form. 
 (b)  The application processing period applies to this request to reapply. 
 (c)  Eligibility can begin in the month the client contacts the agency to complete the review if all verification 
is received within the application processing period. 
 (d)  If the recipient fails to return the verification timely, but before the end of the three calendar months, 
eligibility becomes effective the first day of the month in which all verification is provided and the individual is found 
eligible. 
 (e)  The eligibility agency may not continue eligibility while it makes a new eligibility determination. 
 (f)  The eligibility agency shall waive the open enrollment requirement during these three calendar months. 
 (g)  If the enrollee does not respond to the request to complete the review for PCN during the three calendar 
months immediately following the review closure date, the enrollee must reapply for PCN and meet all eligibility 
criteria. 
 (7)  If the individual files a new application or makes a request to reenroll within the calendar month that 
follows the effective closure date when the closure is for a reason other than incomplete review, the eligibility agency 
shall waive the open enrollment period and process the request as a new application. 
 (8)  The enrollee must reapply if the case closes for one or more calendar months for any reason other than 
an incomplete review. 
 (9)  The eligibility agency shall comply with the requirements of 42 CFR 435.1200(e), regarding transfer of 
the electronic file for the purpose of determining eligibility for other insurance affordability programs. 
 
R414-310-12.  Effective Date of Enrollment and Enrollment Period. 
 (1)  Subject to the limitations in Sections R414-306-4 and R414-310-6, the effective date of PCN enrollment 
is the first day of the application month with the following exceptions: 
 (a)  An applicant may be eligible for PCN if the applicant applies during an open enrollment period and will 
turn 19 before the end of the month in which open enrollment ends. 
 (i)  Enrollment in PCN may not begin before an individual turns 19 years of age. 
 (ii)  If an applicant qualifies for Medicaid or CHIP in the application month, enrollment in PCN begins the 
month after eligibility for Medicaid or CHIP ends. 
 (b)  If the individual is moving from UPP, the effective date of enrollment is the first day after the health 
insurance coverage ends. 
 (c)  If the individual is moving from Medicaid, or is eligible for Medicaid in the application month or the 
month following the application month, the effective date of enrollment is the first day of the month after Medicaid 
coverage ends.  To enroll in PCN, Medicaid eligibility must end by the end of the month following the application 
month. 
 (2)  The effective date of reenrollment for PCN after the eligibility agency completes the periodic review is 
the first day after either the review month or due process month.  Subsection R414-310-11(5) defines the effective 
date of reenrollment when the enrollee completes the review process in the three calendar months after the case is 
closed for incomplete review. 
 (3)  The eligibility agency shall end eligibility for any of the following reasons: 
 (a)  the individual turns 65 years of age; 
 (b)  the individual enrolls in a health coverage plan as defined in Subsection 414-310-6(2); 
 (c)  the individual gains access to an employer-sponsored health plan that meets the requirements of 
Subsection R414-310-6(2); 
 (d)  a change in income or household composition results in the individual exceeding the income limit; 
 (e)  the individual dies; 
 (f)  the individual moves out of state or cannot be located; or 
 (g)  the individual enters a public institution or an Institution for Mental Disease. 
 (4)  An enrollee who gains access to or enrolls in an employer-sponsored health plan may switch to the UPP 
program if the enrollee meets UPP eligibility requirements. 
 



R414-310-13.  Change Reporting and Benefit Changes. 
 (1)  Unless otherwise stated, the provisions in Section R414-308-7 apply to the PCN program. 
 (2)  Reportable changes are defined in Subsection R414-310-3(2). 
 (3)  For a decrease in income, the following provisions apply: 
 (a)  If a change is already anticipated in a best estimate of income, the eligibility agency may only re-determine 
eligibility if the enrollee requests a redetermination of benefits. 
 (b)  If a change is not anticipated, the agency shall re-determine eligibility. 
 (c)  If a change makes the enrollee eligible for Medicaid, the effective date of the change is the first day of 
the month of report, if the change is verified timely. 
 (d)  If a change is not verified timely, the change is effective on the first day of the month the change is 
verified. 
 (4)  If an enrollee requests enrollment for a spouse, the application date for the spouse is the date of the 
request, and the following provisions apply: 
 (a)  The eligibility agency does not require a new application; 
 (b)  Eligibility is determined in accordance with Section R414-310-11; 
 (c)  The effective date of enrollment is determined in accordance with Section R414-310-12; and 
 (d)  The applicant must meet all other eligibility requirements. 
 
R414-310-14.  Notice and Termination. 
 (1)  The Department adopts and incorporates by reference 42 CFR 431.206, 431.210, 431.211, 431.213, 
431.214, and 435.919, October 1, 2013 ed. 
 (2)  The eligibility agency shall notify an applicant or enrollee in writing of the eligibility decision made on 
the application or the review. 
 (3)  The eligibility agency shall end an individual's enrollment upon enrollee request or upon discovery that 
the individual is no longer eligible. 
 
R414-310-15.  Improper Medical Coverage. 
 (1)  Improper medical coverage occurs when: 
 (a)  an individual receives medical assistance for which the individual is not eligible, including benefits that 
the individual receives pending a fair hearing or during an undue hardship waiver if the enrollee fails to act as required 
by the eligibility agency; 
 (b)  an individual receives a benefit or service that is not part of the benefit package for which the individual 
is eligible; 
 (c)  an individual pays too much or too little for medical assistance benefits; or 
 (d)  the Department pays too much or too little for medical assistance benefits on behalf of an eligible 
individual. 
 (2)  An individual who receives benefits under PCN for which the individual is not eligible must repay the 
Department for the cost of the benefits that the individual receives. 
 (3)  An alien and the alien's sponsor are jointly liable for benefits that an individual receives for which the 
individual is not eligible. 
 (4)  An overpayment of benefits includes all amounts paid by the Department for medical services or other 
benefits on behalf of an enrollee, or for the benefit of the enrollee during a period in which the enrollee is not eligible 
to receive the benefits. 
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2.  Rule or section catchline: 
Application, Eligibility Determinations, Improper Medical Assistance, and Suspension of Benefits  
3.  Purpose of the new rule or reason for the change (Why is the agency submitting this filing?): 
The purpose of this change is to implement electronic signatures into the medical assistance application process in 
accordance with Section 46-4-201, and to clarify how Medicaid calculates payments that exceed the resource limit. 
4.  Summary of the new rule or change (What does this filing do? If this is a repeal and reenact, explain the substantive 
differences between the repealed rule and the reenacted rule): 
This amendment implements retrievable, electronic signatures as a legal means of completing applications for 
medical assistance.  It also clarifies the payment methodology for recipients whose payments exceed the resource 
limit and makes other technical changes. 

 
Fiscal Information 

5.  Provide an estimate and written explanation of the aggregate anticipated cost or savings to: 
A)  State budget: 
There is no impact to the state budget as the Legislature has already appropriated funds to cover eligibility with 
respect to applications for medical assistance and methodologies to handle overpayments. 
B)  Local governments: 

There is no impact on local governments because they neither fund nor determine eligibility under the Medicaid 
program. 
C)  Small businesses ("small business" means a business employing 1-49 persons): 

There is no impact on small businesses as the Legislature has already appropriated funds to cover eligibility with 
respect to applications for medical assistance and methodologies to handle overpayments. 
D)  Non-small businesses ("non-small business" means a business employing 50 or more persons): 

There is no impact on small businesses as the Legislature has already appropriated funds to cover eligibility with 
respect to applications for medical assistance and methodologies to handle overpayments. 



E)  Persons other than small businesses, non-small businesses, state, or local government entities ("person" means 
any individual, partnership, corporation, association, governmental entity, or public or private organization of any character 
other than an agency): 
There is no impact on Medicaid providers and Medicaid members as the Legislature has already appropriated 
funds to cover eligibility with respect to applications for medical assistance and methodologies to handle 
overpayments. 
F)  Compliance costs for affected persons (How much will it cost an impacted entity to adhere to this rule or its changes?): 

There are no compliance costs as the Legislature has already appropriated funds to cover eligibility with respect to 
applications for medical assistance and methodologies to handle overpayments. 
G)  Comments by the department head on the fiscal impact this rule may have on businesses (Include the name and title 
of the department head): 
Businesses will see neither costs nor revenue as funds have already been appropriated to cover eligibility aspects 
of the medical assistance programs (Nate Checketts, Executive Director). 
6.  A)  Regulatory Impact Summary Table (This table only includes fiscal impacts that could be measured.  If there are 
inestimable fiscal impacts, they will not be included in this table. Inestimable impacts will be included in narratives above.) 

Regulatory Impact Table 
Fiscal Cost FY2022 FY2023 FY2024 
State Government $0 $0 $0 
Local Governments $0 $0 $0 
Small Businesses $0 $0 $0 
Non-Small Businesses $0 $0 $0 
Other Persons $0 $0 $0 
Total Fiscal Cost $0 $0 $0 
Fiscal Benefits    
State Government $0 $0 $0 
Local Governments $0 $0 $0 
Small Businesses $0 $0 $0 
Non-Small Businesses $0 $0 $0 
Other Persons $0 $0 $0 
Total Fiscal Benefits $0 $0 $0 
Net Fiscal Benefits $0 $0 $0 
B)  Department head approval of regulatory impact analysis: 
The Executive Director of the Department of Health, Nate Checketts, has reviewed and approved this fiscal 
analysis. 
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R414.  Health, Health Care Financing, Coverage and Reimbursement Policy. 
R414-308.  Application, Eligibility Determinations, Improper Medical Assistance, and Suspension of 
Benefits. 
R414-308-3.  Application and Signature. 
 (1)  The Department shall comply with the requirements in 42 CFR 435.907, concerning the application 
for medical assistance. 
 (a)  The applicant or authorized representative must complete and sign the application under penalty of 
perjury.  If an applicant cannot write, the applicant must [make his]mark on the application form and have at 
least one witness to the signature. 
 (i)  An electronic signature is legal in accordance with Section 46-4-201. 
 (ii)  An electronic signature must be retrievable as evidence of the individual's case record. 
 (b)  A representative may apply on behalf of an individual.  A representative may be a legal guardian, a 
person holding a power of attorney, a representative payee or other responsible person acting on behalf of the 
individual.  In this case, the eligibility agency may send notices, requests and forms to both the individual and 
the individual's representative, or to just the individual's representative.  The eligibility agency may assign 
someone to act as the authorized representative when the individual requires help to apply and cannot appoint a 
representative. 
 (c)  If the Division of Child and Family Services (DCFS) has custody of a child and the child is placed 
in foster care, DCFS must complete[s] the application.  DCFS determines eligibility for the child pursuant to a 
written agreement with the Department.  DCFS also determines eligibility for children placed under a 
subsidized adoption agreement.  The Department does not require an application for Title IV-E eligible 
children. 
 (2)  The application date for medical assistance is the date [that ]the eligibility agency receives the 



application during normal business hours on a week day that does not include Saturday, Sunday, or a state 
holiday except as described [below]in Subsection 2: 
 (a)  When the individual applies through the federally facilitated marketplace (FFM) and the application 
is transferred from the FFM for a Medicaid eligibility determination, the date of application is the date the 
individual applies through the FFM[.]; 
 (b)  If the application is delivered to the eligibility agency after the close of business, the date of 
application is the next business day; 
 (c)  If the applicant delivers the application to an outreach location during normal business hours, the 
date of application is that business day when outreach staff is available to receive the application.  If the 
applicant delivers the application to an outreach location on a non-business day or after normal business hours, 
the date of application is the last business day that a staff person from the eligibility agency [was]is available at 
the outreach location to receive or pick up the application; 
 (d)  When the eligibility agency receives application data transmitted from the Social Security 
Administration (SSA) pursuant to the requirements of 42 U.S.C. Sec. 1320b-14(c), the eligibility agency shall 
use the date that the individual submits the application for the low-income subsidy to the SSA as the application 
date for Medicare cost[ ]-sharing programs.  The application processing period for the transmitted data begins 
on the date [that ]the eligibility agency receives the transmitted data.  The transmitted data meets the signature 
requirements for applications for Medicare cost[ ]-sharing programs; 
 (e)  If an application is filed through the "myCase" system, the date of application is the date the 
application is submitted to the eligibility agency online. 
 (3)  The eligibility agency shall accept a signed application that an applicant sends by facsimile as a 
valid application. 
 (4)  If an applicant submits an unsigned or incomplete application form to the eligibility agency, the 
eligibility agency shall notify the applicant [that he must]to sign and complete the application no later than the 
last day of the application processing period.  The eligibility agency shall send a signature page to the applicant 
and give the applicant at least [ten]10 days to sign and return the signature page.  When the application is 
incomplete, the eligibility agency shall notify the applicant of the need to complete the application and offer 
ways to complete the application. 
 (a)  The date of application for an incomplete or unsigned application form is the date [that ]the 
eligibility agency receives the application if the agency receives a signed signature page and completed 
application within the application processing period. 
 (b)  If the eligibility agency does not receive a signed signature page and completed application form 
within the application processing period, the application is void and the eligibility agency shall send a denial 
notice to the applicant. 
 (c)  If the eligibility agency receives a signed signature page and completed application within 30 
calendar days after the notice of denial date, the date of receipt is the new application date and [the provisions 
of]Subsection [R414-308-3](2) appl[y]ies. 
 (d)  If the eligibility agency receives a signed signature page and completed application more than 30 
calendar days after it sends the denial notice, the applicant must reapply by completing and submitting a new 
application form.  The new application date is determined in accordance with this rule. 
 (5)  The eligibility agency treats the following situations as a new application without requiring a new 
application form.  The application date is the day [that ]the eligibility agency receives the request or verification 
from the recipient.  The effective date of eligibility for these situations depends on the rules for the specific 
program[:]. 
 (a)  A household with an open medical assistance case must ask[s] to add a new household member by 
contacting the eligibility agency[;]. 
 (b)  The eligibility agency shall end[s] medical assistance when the recipient fails to return requested 
verification, and the recipient must provide[s all] requested verification to the eligibility agency before the end 
of the calendar month that follows the closure date.  The eligibility agency waives the requirement for the open 
enrollment period during that calendar month for programs subject to open enrollment[;]. 
 (c)  The eligibility agency shall end [A]a medical assistance program [other than PCN ends ]due to an 
incomplete review, and the recipient must respond[s] to the review request within the three calendar months that 



follow the closure date.[  The provisions of Section R414-310-14 apply to recertification for PCN enrollment;] 
 (d)  Except for [PCN, ]Targeted Adult Medicaid and Utah's Premium Partnership for Health Insurance 
(UPP) that are subject to open enrollment periods, the eligibility agency [denies]shall deny an application when 
the applicant fails to provide [all ]requested verification, but provides [all ]requested verification within 30 
calendar days of the denial notice date.  The new application date is the date [that ]the eligibility agency 
receives [all ]requested verification and the retroactive period is based on that date.  The eligibility agency does 
not act if it receives verification more than 30 calendar days after it denies the application.  The recipient must 
complete a new application to reapply for medical assistance[;]. 
 (e)  For [PCN, ]Targeted Adult Medicaid and UPP applicants, the eligibility agency [denies]shall deny 
an application when the applicant fails to provide [all ]requested verification, but provides [all ]requested 
verification within 30 calendar days of the denial notice date and the eligibility agency has not stopped the open 
enrollment period.  If the eligibility agency has stopped enrollment, the applicant must wait for an open 
enrollment period to reapply. 
 (6)  For an individual who applies for and is found ineligible for Medicaid from October 1, 2013, 
[and]through December 31, 2013, the eligibility agency shall redetermine eligibility under the policies that 
become effective January 1, 2014, using the modified adjusted gross income (MAGI)-based methodology 
without requiring a new application. 
 (a)  Medicaid eligibility may begin no earlier than January 1, 2014, for an individual who becomes 
eligible using the MAGI-based methodology[;]. 
 (b)  For applications received on or after January 1, 2014, the eligibility agency shall apply the MAGI-
based methodology first to determine Medicaid eligibility. 
 (c)  The eligibility agency shall determine eligibility for other Medicaid programs that do not use 
MAGI-based methodology if the individual meets the categorical requirements of these programs, which may 
include a medically needy eligibility group for individuals found ineligible using the MAGI-based 
methodology. 
 (7)  If a medical assistance case closes for one or more calendar months, the recipient must complete a 
new application form to reapply, except as defined in Subsection R414-308-6(7). 
 (8)  An individual determined eligible for a presumptive eligibility period must file an application for 
medical assistance with the eligibility agency in accordance with the requirements of Sections 1920, 1920A, 
and 1920B of the Social Security Act. 
 (9)  The eligibility agency shall process low-income subsidy application data transmitted from SSA in 
accordance with 42 U.S.C. Sec. 1320b-14(c) as an application for Medicare cost[ ]-sharing programs.  The 
eligibility agency shall take appropriate steps to gather the required information and verification from the 
applicant to determine the applicant's eligibility. 
 (a)  Data transmitted from SSA is not an application for Medicaid. 
 (b)  An individual who wants to apply for Medicaid when contacted for information to process the 
application for Medicare cost[ ]-sharing programs must complete and sign a Department-approved application 
form for medical assistance.  The date of application for Medicaid is the date [that ]the eligibility agency 
receives the application for Medicaid. 
 
R414-308-9.  Improper Medical Coverage. 
 (1)  Improper medical coverage occurs when: 
 (a)  an individual receives medical assistance for which the individual is not eligible. This assistance 
includes benefits that an individual receives pending a fair hearing or during an undue hardship waiver when the 
individual fails to take actions required by the eligibility agency; 
 (b)  an individual receives a benefit or service that is not part of the benefit package for which the 
individual is eligible; 
 (c)  an individual pays too much or too little for medical assistance benefits; or 
 (d)  the Department pays in excess or not enough for medical assistance benefits on behalf of an eligible 
individual. 
 (2)  As applied in this section, services and benefits include [all ]amounts [that ]the Department pays on 
behalf of the recipient during the period in question and includes: 



 (a)  premiums [that ]the recipient pays to any Medicaid health plan or managed care plan including any 
payments for administration costs, Medicare, and private insurance plans; 
 (b)  payments for prepaid mental health services; and 
 (c)  payments made directly to service providers or to the recipient. 
 (3)  If the eligibility agency determines [that ]a recipient is ineligible for the services and benefits that 
[he]the recipient receives, the recipient must repay to the Department any costs that result from the services and 
benefits. 
 (4)  The eligibility agency shall reduce the amount [that ]the recipient must repay by the amount [that 
]the recipient pays to the eligibility agency for a Medicaid spenddown, a cost-of-care contribution, or a 
Medicaid Work Incentive (MWI) premium for the month. 
 (5)  If the recipient is eligible, but the overpayment is because the spenddown, the MWI premium, or the 
cost-of-care contribution is incorrect, the recipient must repay the difference between the correct amount [that 
]the recipient should pay and the amount [that ]the recipient has paid. 
 (6)  If the eligibility agency determines [that ]the recipient is ineligible due to having resources that 
exceed the resource limit, the recipient must pay the lesser of the cost of services or benefits that the recipient 
receives, or the difference between the recipient's highest amount of excess countable resources held during the 
overpayment period and the resource limit[ for each month resources exceed the limit]. 
 (7)  A recipient may request a refund from the Department if the recipient believes that: 
 (a)  the monthly spenddown, or cost-of-care contribution [that ]the recipient pays to receive medical 
assistance is less than what the Department pays for medical services and benefits for the recipient; or 
 (b)  the amount [that ]the recipient pays in the form of a spenddown, an MWI premium, or a cost-of-care 
contribution for long-term care services[,] exceeds the payment requirement. 
 (8)  Upon receiving the request, the Department shall determine whether it owes the recipient a refund. 
 (a)  In the case of an incorrect calculation of a spenddown, MWI premium, or cost-of-care contribution, 
the refundable amount is the difference between the incorrect amount [that ]the recipient pays to the Department 
for medical assistance and the correct amount [that ]the recipient should pay, less the amount [that ]the recipient 
owes [to ]the Department for any other past due, unpaid claims. 
 (b)  If the spenddown or a cost-of-care contribution for long-term care exceeds medical expenditures, the 
refundable amount is the difference between the correct spenddown or cost-of-care contribution that the 
recipient pays for medical assistance and the amount [that ]the Department pays on behalf of the recipient for 
services and benefits, less the amount [that ]the recipient owes [to ]the Department for any other past due, 
unpaid claims.  The Department shall issue the refund only after the 12-month time period that medical 
providers have to submit claims for payment. 
 (c)  The Department may not issue a cash refund for any portion of a spenddown or cost-of- care 
contribution that is met with medical bills.  Nevertheless, the Department may pay additional covered medical 
bills used to meet the spenddown or cost-of-care contribution equal to the amount of refund [that ]the 
Department owes the recipient, or apply the bill amount toward a future spenddown or cost-of-care 
contribution. 
 (9)  A recipient who pays a premium for the MWI program may not receive a refund even when the 
Department pays for services that are less than the premium [that ]the recipient pays for MWI. 
 (10)  If the cost-of-care contribution that a recipient pays a medical facility is more than the Medicaid 
daily rate for the number of days [that ]the recipient is in the medical facility, the recipient may request a refund 
from the medical facility.  The Department shall refund the amount [that ]it owes the recipient only when the 
medical facility sends the excess cost-of-care contribution to the Department. 
 (11)  If the sponsor of an alien does not provide correct information, the alien and the alien's sponsor are 
jointly liable for any overpayment of benefits.  The Department shall recover the overpayment from both the 
alien and the sponsor. 
 
KEY:  public assistance programs, applications, eligibility, Medicaid 
Date of Last Change:  September 16, 2020 
Notice of Continuation:  January 8, 2018 
Authorizing, and Implemented or Interpreted Law:  26-18 
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