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59H-1.001 Title.59H-1.001
Current through September 1, 1998


This Rule Chapter shall be known as the Florida Health Care Indigency Eligibility Certification Standards.

Specific Authority 154.308 FS. Law Implemented 154.308 FS. History--New 12-29-77, Formerly 10C-26.01, 10C-26.001


59H-1.0035 Definitions.  

Current through September 1, 1998

The following words and phrases shall have the following meanings for the purpose of this rule.

(1) Act: The Health Care Responsibility Act (HCRA).

(2) Adequate Third Party Insurance: Coverage of the hospitalization by a third party insurer that would be equal to or greater than either: 80 percent of the amount the hospital would receive if reimbursed at the hospital's Medicaid per diem rate or the reimbursement rate negotiated by the county with the affected hospitals, if that negotiated rate is greater than 80 percent of the Medicaid per diem rate.

(3) Agency:  Agency for Health Care Administration

(4) Applicant: Any person who applies for coverage for hospital services under the Health Care Responsibility Act.

(5) Application: The Health Care Assistance Application, AHCA Form 5220-0001, December 1998, as revised by the agency in consultation with the hospitals and the counties, and incorporated by reference, used to apply for coverage for hospital services under the act.  Interested parties may obtain copies of the application from the Agency for Health Care Administration, Bureau of Managed Health Care, 2727 Mahan Drive, Mail Stop Code 26, Tallahassee, Florida 32308.

(6) Assets: Those items defined as assets in 20 CFR 416 for determining eligibility for Supplemental Security Income (SSI), except as otherwise provided in Rule  59H-1.008, F.A.C., shall be used in determining eligibility under the act.

(7) Asset Limits: The overall amount of countable assets a person may retain and still remain eligible. This amount shall be the same as used in the Medicaid medically needy program as defined in Rule 65A-1.716(3), F.A.C.

 (8) Certified Resident: A United States citizen or lawfully admitted alien who is certified by a county or the agency as being a resident of that county at the time the need for hospital care arose.

(9) Certifying Agency: The county unit or agency unit responsible for determining eligibility and certifying residency under the act.

(10) Charity Care Obligation: The ratio of uncompensated charity care days compared to total acute care inpatient days provided by a given hospital which is equal to or greater than 2 percent, based on the hospital's most recent audited actual experience, as reported to the Agency for Health Care Administration, Division of Managed Care and Health Quality, Bureau of Certificate of Need/Financial Analysis.

(11) Claim: The universal hospital billing form, UB 92/HCFA-1450, incorporated by reference. Interested parties may obtain a copy of the UB 92/HCFA-1450 from the district Medicaid office.

(12) County Fiscal Year: October 1 of a given year through September 30 of the subsequent calendar year.

(13) County of Residence:

(a) A specific county within the State of Florida where an individual establishes or maintains a living arrangement, outside of a medical facility, and which the individual, or someone responsible for the individual, considers to be the individual’s home with the intent to remain a resident of that county. A visit to another county for any purpose does not make a person a resident of that county, nor does a temporary living arrangement prior to admission in a medical facility. The length of time a person physically resides in a county is not a factor in determining residency. If the applicant or a member of the applicant’s family unit maintains a primary residence in another county with the intent to return to that county, then the county of residence is the county in which the primary residence is located.

(b) A student attending school away from home is considered a resident of the county in which the student’s parents reside if the student is claimed as a dependent for Federal Income Tax purposes. In those situations where one parent resides in-state and one parent resides out-of-state, the county where a parent resides in-state is the county of residence, even if the in-state parent is not claiming the student as a dependent for tax purposes.

 (14) Designated Representative: An individual who assumes responsibility for acting on behalf of an applicant or recipient by providing information, verification and documentation required by the certifying agency to determine eligibility.

(15) Eligible Individual: An individual who is a certified resident of the county, who has received hospital services from a participating out-of-county hospital, a regional referral hospital or an in-county eligible hospital and who is either a qualified indigent patient or a spend-down provision eligible patient.  An in-county eligible hospital is a hospital located in a county that has elected to use up to one half of its HCRA designated funds to reimburse its in-county hospitals for in-county indigent care.
(16) Emergency Medical Condition: A medical condition manifesting itself by acute symptoms of sufficient severity, which may include severe pain, or other acute symptoms such that the absence of immediate medical attention could reasonably be expected to result in any of the following:

(a) Serious jeopardy to the health of a patient;

(b) Serious impairment of any bodily functions;

(c) Serious dysfunction of any bodily organ or part.

(d) With respect to a pregnant woman:

1. That there is inadequate time to effect safe transfer to another hospital prior to delivery.

2. That a transfer may pose a threat to the health and safety of the patient or fetus.

3. That there is evidence of the onset and persistence of uterine contractions or rupture of the membranes.

(17) Emergency Services and Care: Medical screening, examination, and evaluation by a physician, or, to the extent permitted by applicable law, by other appropriate personnel under the supervision of a physician, to determine whether an emergency medical condition exists and, if it does, the care, treatment, or surgery by a physician which is necessary to relieve or eliminate the emergency medical condition, within the service capability of the hospital.

(18) Family Unit: One or more persons residing together in the same household whose needs, income and assets are included in the household budget, excluding roomers and boarders.  Members include the applicant, legal spouse, partner, dependent children, stepchildren, adopted children and blood relatives under 21 years of age, unrelated minor children for whom the applicant, the applicant’s spouse, or partner has legal guardianship or custody, legal guardian or parents of minor children, minor siblings, and partner’s children under the age of 21. 
(a) A boarder is a person for whom payment is made for room and meals and who is not the spouse or partner of the landlord.  

(b) A roomer is a person for whom a payment is made for a room and who is not the spouse or partner of the landlord.

(c) An applicant who is a roomer or boarder must verify the applicant’s status as a roomer or boarder by providing a written statement from the landlord stating that the applicant is a roomer or boarder, the amount of the cash payment, that the cash payment is for a room or a room and meals, and that the applicant is not the spouse or partner of the landlord.

(d) An applicant who wishes to exclude a person from the applicant’s family unit based on the fact that the person is a roomer or boarder must verify that person’s status as a roomer or boarder by providing a written statement from the person stating that the person is a roomer or boarder, the amount of the cash payment, that the cash payment is for a room or a room and meals, and that the person is not the spouse or partner of the landlord.

(19) Gross Family Income: The sum of gross income a family unit receives or is entitled to receive at the time of  determination, as defined under s.154.308(4), F.S.  Income shall include the following:

(a) Wages and salary;

(b) Child support;

(c) Alimony;

(d) Unemployment compensation;

(e) Worker's compensation;

(f) Veteran's pension;

(g) Social security;

(h) Pensions or annuities;

(i) Dividends;

(j) Interest on savings or bonds;

(k) Income from estates or trusts;

(l) Net rental income or royalties;

(m) Net income from self-employment; and

(n) Contributions from any source, including any amounts contributed toward the support of any individuals and not otherwise excluded under the HCRA guidelines.

(20) HCRA Handbook:  The Health Care Responsibility Act (HCRA), AHCA Form, 3160-0016, Revised March 17, 1999, created by and revised by the agency in consultation with the hospitals and the counties, and incorporated by reference, for the purpose of providing detailed and uniform policies and procedures to the hospitals, counties and others in complying with the applicable statutes and administrative rules.  Copies of the HCRA Handbook may be obtained from the Agency for Health Care Administration, Bureau of Managed Health Care, 2727 Mahan Drive, Mail Stop Code 26, Tallahassee, Florida 32308.

(21) Homestead: House, trailer, boat or motor vehicle in which the family unit resides and which is owned by the patient or a member of the family unit. Only one homestead shall be excluded as an asset. The composition and value of real property shall be determined by the county property appraiser. If the family unit leaves the homestead and establishes residence elsewhere, the homestead becomes an asset regardless of how it is considered for tax purposes. If a member of the family unit continues to reside in the homestead, it will not be considered an asset. If, in the case of a single person family unit, the individual is absent because of a physical or mental illness, and the individual intends to return, the homestead will not be considered as an asset.

(22) Hospital: An establishment defined in 395.002, F.S., and qualified by the agency as either a participating hospital or a regional referral hospital. Hospitals operated by the State of Florida shall not be considered participating hospitals.

(23) Maximum County Financial Responsibility: That amount obtained by multiplying total county population by $4 per capita using the most recent official state population estimate for the total county population published by the Executive Office of the Governor and the Bureau of Economic and Business Research.

(24) Medicaid Program: The medical assistance program under Title XIX of the Social Security Act and Chapter 409, F.S.

(25) Monthly Caseload and Appeals Report:  The form, Monthly Caseload and Appeals Report, AHCA Form 3160-0017, Revised December 1998, incorporated by reference, used by the counties to document and report caseload activity to the agency on a monthly basis. Copies of the report form may be obtained from the Agency for Health Care Administration, Bureau of Managed Health Care, 2727 Mahan Drive, Mail Stop Code 26, Tallahassee, Florida 32308.
(26) Notification of Eligibility: The form, Notification of Eligibility, AHCA Form 5220-0002, December 1998, as revised by the agency, in consulation with the hospitals and counties, and incorporated by reference, used to notify applicants and hospitals of the disposition of an application. Interested parties may obtain copies of the notification from the Agency for Health Care Administration, Bureau of Managed Health Care, 2727 Mahan Drive, Building 1, Tallahassee, Florida 32308.

(27) Participating Hospital: A hospital that has met its charity care obligation as defined in 59H-1.0035(10) and has either:

(a) A formal signed agreement with a county or counties to treat such county's or counties’ indigent patients; or

(b) Demonstrated to the Bureau of Certificate of Need/Financial Analysis that at least 2.5 percent of its uncompensated charity care, based on the hospital’s most recent audited actual experience as reported to the Bureau of Certificate of Need/Financial Analysis, is generated by out-of-county residents.

(28) Poverty Guidelines: The family poverty income levels published annually by the Federal Office of Management and Budget (OMB) and as posted by the Federal Register. 

(29) Public Institution: Institution over which a governmental unit exercises administrative control, such as a correctional institution or holding facility for individuals who are prisoners, have been arrested or detained pending dispositions of charges, or are held under court order as material witnesses or juveniles. Public institution is further defined under the medical assistance program under Title XIX of the Social Security Act, as amended, in 42 CFR, Chapter IV, Section 435.1009.

(30) Qualified Indigent Patient: An applicant whose gross family unit income, for the 12 months preceding the determination, has been equal to or below 100 percent of federal poverty level; who is not eligible to participate in any other state or federal program which provides hospital care; has assets that do not exceed standards specified in 59H-1.0035(6); who has no private insurance or inadequate private insurance; and who does not reside in a public institution as defined under the medical assistance program under Title XIX of the Social Security Act, as amended.

(31) Quarterly Financial Report:  The form, Quarterly Financial Report, AHCA Form 3160-0018, Revised Dec. 1998, and incorporated by reference, used by the counties to report expenditures and claim activity to the agency on a quarterly basis. Copies of the report form may be obtained from the Agency for Health Care Administration, Bureau of Managed Health Care, 2727 Mahan Drive, Mail Stop Code 26, Tallahassee, Florida 32308.
(32) Regional Referral Hospital: Any hospital which has met its charity care obligation as defined in 59H-1.0035(10), and meets the definition of teaching hospital as defined in  section 408.07(49), F.S.

(33) Share of Cost: The share of cost is the difference between the spend-down provision applicant's monthly gross family income and the amount of income equal to 100 percent of the federal poverty level specified for the size of the applicant's family unit.

(34) Spend-down Provision: The provision through which an applicant who meets the following criteria becomes eligible by meeting a share of cost requirement. Such an applicant must:

(a) Be a resident of a spend-down provision eligible county;

(b) Meet the definition of a qualified indigent patient as defined in 59H-1.0035(30), excluding the income requirement;

(c) Have a gross family unit income, for the 12 months preceding the determination, between 100 percent and 150 percent of the federal poverty level; and


(d) For out-of-county hospital reimbusement: Have incurred out-of-county hospital bills which would have otherwise qualified for payment under this section and which exceed the applicant's share of cost.

(e)  For in-county hospital reimbursement:  Have incurred in-county hospital bills which would have otherwise qualified for payment under this section and which exceed the applicant’s share of cost.

(35) Spend-down Provision Eligible County: A Florida county which is not at its 10 mill cap on ad valorem taxes as of October 1, 1991, as determined by the Florida Department of Revenue.

(36) State Fiscal Year: July 1 of a given year through June 30 of the subsequent year.

(37) Uncompensated Charity Care: Defined in the Florida Hospital Uniform Reporting System (FHURS) as charity/uncompensated care -- other and charity/uncompensated care -- Hill-Burton as reported on worksheet C-3a, of the hospital’s prior year report.

(38) Verification: Confirmation of the accuracy of information through sources other than the self-declaratory statement of the individual originally supplying the information. Verification can be secured by telephone, in written form, or by face-to-face contact. Verification does not require a written document to confirm an applicant's statement. In the event an employer will not verify the wages paid, the self-declaratory statement provided by the applicant must be accepted as accurate, except in those circumstances where there is substantial evidence to indicate that actual wages are in excess of those stated in the application.

Specific Authority 154.3105 FS. Law Implemented 154.304, 154.306, 154.308, 154.309 FS. History--New 3-29-89, Amended 12-24-90, 2-24-92, Formerly 10C-26.0035, Amended 6-7-2000.


59H-1.0045 County Financial Responsibility.
Current through September 1, 1998


(1) A county's financial responsibility for each of its qualified indigent patients or spend-down provision eligible patients who received treatment in a participating hospital or a regional referral hospital shall not exceed 45 days of inpatient services per county fiscal year, per recipient.

(2) Reimbursement for treatment in a hospital emergency room for emergency medical conditions shall be at the Medicaid outpatient per diem rate and shall be limited to the annual Medicaid reimbursement limits as defined in Rule 59G-4.160.

(3) No county shall be required to pay more than the equivalent of $4 per capita as the maximum county financial responsibility in that county's fiscal year. The agency shall calculate and certify to each county and hospital by March 1 of each year the maximum county financial responsibility the county may be required to pay.

(4) For spend-down provision eligible counties, the rate of reimbursement to out-of-county hospitals shall not be less than 100 percent of the per diem reimbursement rate in effect for the out-of-county hospital under the Medicaid program unless the county and the hospital sign a formal agreement to treat such county's indigent patients at a lower or higher negotiated rate. The county shall provide written notification to the agency of the rate negotiated for each hospital and the effective date within 30 days of the date the agreement is signed.

(5) For counties that are not spend-down provision eligible counties, the rate of reimbursement to eligible hospitals shall not be less than 80 percent of the per diem reimbursement rate in effect for the out-of-county hospital under the Medicaid Program unless the county and the hospital sign a formal agreement to treat such county's indigent patients at a lower or higher negotiated rate. The county shall provide written notification to the agency of the rate negotiated for each hospital and the effective date within 30 days of the date the agreement is signed.

(6) The agency will provide semi-annually a list of Medicaid hospital per diem rates which would be effective January 1 and July 1. However, the hospital is responsible for notifying the county of any interim adjustments to its per diem rate. The per diem rate utilized at the time of claim adjudication is considered the final rate for that claim. No retroactive per diem rate adjustment is allowed.

(7) Each county shall certify to the agency, within 60 days of the end of the county's fiscal year, the amount of reimbursement it paid to all out-of-county hospitals. Additionally, should a county reach its maximum county financial responsibility before the end of the fiscal year, the county has 60 days from the date the responsibility has been met to provide the certification to the agency that the responsibility has been met.

(8) Each month, each county must complete a Monthly Caseload and Appeals Report, AHCA Form 3160-0017, Revised December 1998, documenting caseload activity for the month.  Each county must submit this report to the agency by the 15th of the month following the end of the reported month, to the address provided on the form.  If a county has no caseload activity for any month, the county must file the Caseload and Appeals Report indicating no activity.  Timely filing of the report is required.

(9)  At the end of each quarter, each county must submit a Quarterly Financial Report, AHCA Form 3160-0018, Dec. 1998, for expenditures and claim activity to the agency at the address specified on the report form.  Each county must submit this report within 30 days from the end of the quarter being reported.  Quarters are based on the county’s fiscal year.  If a county has no expenditures or activity for any quarter, the county must file the Quarterly Financial Report indicating no activity.  Timely filing is required to insure accurate financial information is available to determine if and when the maximum financial responsibility has been met.

(10) When the maximum county financial responsibility has been met, the county shall notify the agency, those hospitals with which they have agreements and those hospitals which serve county residents that the maximum county financial responsibility has been met.

(11) In order to be reimbursed, a participating hospital or regional referral hospital must provide documentation to the county that it has met its charity care obligation based on the most recent audited actual experience as reported and certified by the Bureau of Certificate of Need/Financial Analysis. The agency will provide to the hospitals and the counties, annually and more frequently when revised, a list of hospitals meeting their charity care obligation.

(12) Expenditures made under the Shared County and State Health Care Program, 59H-2, FAC, shall not be applied to this program in determining the county's maximum financial responsibility.

(13) Payment made to a hospital by the county under this chapter for covered services provided to an eligible individual shall be considered as payment in full, and the eligible individual shall not be billed, except for the applicant's share of cost and the cost of any non-covered services.

Specific Authority 154.3105 FS. Law Implemented 154.304(8), 154.306 FS. History--New 3-29-89, Amended 12-24-90, 2-24-92. Formerly 10C-26.0045, Amended 6-7-2000.   

59H-1.0055 Hospital Participation.
Current through September 1, 1998


(1) The Bureau of Certificate of Need/Financial Analysis shall determine and certify to the agency, by July 1 of each year, those hospitals that meet the charity care obligation as defined in 59H-1.0035(10), based on audited actual experience for the hospital's fiscal year ending within the preceding calendar year. Hospital eligibility is determined annually for the coming county fiscal year.

(2) Those hospitals that meet the charity care obligation shall become participating hospitals as defined in 59H-1.0035(27), if the hospitals:

(a) Have a signed formal agreement with a county or counties to treat indigent patients, or

(b) Have at least 2.5 percent of its uncompensated charity care generated by out-of-county patients, as attested by the hospital. For purposes of this section, out-of-county patients shall include non-Florida residents.

(3) Those hospitals that meet the charity care obligation but are not eligible under 59H-1.0055(2)(a) must provide annually to the Bureau of Certificate of Need/Financial Analysis by May 1 the following information in the format prescribed by the Bureau of Certificate of Need/Financial Analysis in order for the Bureau of Certificate of Need/Financial Analysis to determine the amount of out-of-county uncompensated charity care:

(a) Patients by identification number;

(b) City and county of residence for each patient;

(c) Amount of the bill for each patient;

(d) Amount written off as charity care;

(e) Date written off as charity care; and

(f) Criteria accepted by the hospital for verification of residency as provided by a statement signed by the patient or the patient’s legal guardian or designated representative attesting to the patient's county of residence.

This information shall be for the same period as the period of the hospital's last fiscal year ending within the preceding calendar year. The Bureau of Certificate of Need/Financial Analysis shall certify to the Bureau of Managed Health Care, by July 1 of each year, those hospitals that meet out-of-county requirements as specified in 59H-1.0055(2)(b).

(4) Teaching hospitals that meet the charity care obligation are eligible for participation as regional referral hospitals.

(5) Subsequent to the initial determination of hospital participation, the Bureau of Certificate of Need/Financial Analysis shall determine the hospital's eligibility annually following submission of the hospital's audited actual experience. The Bureau of Managed Health Care shall annually distribute by September 15, update and annotate a list of participating hospitals and regional referral hospitals to all counties. If, after a hospital has been determined eligible pursuant to 59H-1.0055(3), the Bureau of Certificate of Need/Financial Analysis finds that the hospital incorrectly reported information used to verify having met its charity care obligations and that based on accurate data the hospital was not eligible to participate, then the hospital's eligibility shall be rescinded pursuant to the Administrative Procedures Act, Chapter 120, F.S. The hospital shall also repay to the county any amounts paid to the hospital based upon the erroneous certification of eligibility.

(6) The county shall not be liable for payment of treatment of a certified resident who is a qualified indigent patient or spend-down provision eligible patient, until such time as that hospital has documented to the Bureau of Certificate of Need/Financial Analysis and the Bureau of Certificate of Need/Financial Analysis has determined that the hospital has met its charity care obligations.

(7) The county shall notify the agency of any hospital which has met the charity care obligation and with which the county has a formal signed agreement, within 30 days of the effective date of the agreement.

Specific Authority 154.3105 FS. Law Implemented 154.304(4), (8), (10), 154.31 FS. History--New 3-29-89, Amended 12-24-90, 2-24-92. Formerly 10C-26.0055, Amended 6-7-2000.

59H-1.0045 County Financial Responsibility.59H-1.0045 County Financial Responsibility.59H-1.0065 Covered Services.

Current through September 1, 1998


(1) Covered services are limited to hospital services as defined in Rule 59G-4.160, and Rule 59G-4.150, and the Medicaid Provider Handbook -- Hospital Services, Revised January 1997, incorporated by reference, unless otherwise specified in this rule. The handbook is available from the Medicaid fiscal agent.

(2) The county of residence shall be liable for the cost of treatment for emergency medical conditions in a hospital emergency room, as defined in 59G-4.160 and the Medicaid Provider Handbook -- Hospital Services, January 1997,  unless otherwise specified in this rule.

(3) The county of residence may establish a procedure to authorize and approve admissions to an out-of-county hospital for elective and non-emergency services. The procedures shall include a requirement for written authorization and approval for such hospital admission or service.

(4) Elective or non-emergency admissions or services are not covered when a county taxing authority or hospital taxing district provides funding for such services and the services are available at a local hospital within the county or taxing district where the individual resides.

Specific Authority 154.3105 FS. Law Implemented 154.306, 154.31 FS. History--New 3-29-89, Amended 12-24-90. Formerly 10C-26.0065, Amended 6-7-2000.  

59H-1.007 Individual Eligibility Requirements.

 (1) For a hospital to receive reimbursement for hospital services under the act, an individual must meet the following conditions:

(a) Be a certified resident of a county in the state of Florida;

(b) Be a qualified indigent patient or spend-down provision eligible patient; and

(c) Receive treatment for a covered service as defined in 59H-1.0065 at a participating hospital or a regional referral hospital not located in the county of residence, unless the county has established a procedure to reimburse a qualified in-county hospital as allowed in section 154.306(1), F.S.

(2) The county may establish income or asset standards for eligibility, or both, which are less restrictive than those found in 59H-1.0035(30).  A county shall not establish income or asset standards which are more restrictive than those found in 59H-1.0035(30).

(3) The county shall notify the agency of any income or asset standards that are less restrictive than those found in 59H-1.0035(30) within 30 days of adopting such standards and within 30 days of any subsequent changes.

Specific Authority 154.3105 FS. Law Implemented 154.304(9), 154.306 FS. History--New 3-29-89, Amended 12-24-90, 2-24-92. Formerly 10C-26.007, Amended 6-7-2000.   

59H-1.008 Determination of a Qualified Indigent Patient.

Current through September 1, 1998

 (1) The county has the primary responsibility for determining eligibility for individuals applying for coverage, using the eligibility determination procedures described in this section. The agency shall conduct eligibility determinations only when the county demonstrates to the agency that staff are not available. The county shall notify the agency of its intent to determine eligibility.  The participating hospital or regional referral hospital may elect to provide some of the eligibility documentation to the certifying agency.
(2) The governing board of the county shall designate a person or county agency to be responsible for the administration of the act.  The name, title, address, and phone number of the person or county agency, which shall determine eligibility and certify county of residence under the act shall be provided to the agency on an annual basis, and when modified.  The agency shall provide such information to the participating hospitals and regional referral hospitals on an annual and as modified basis.   In the event the county does not so designate, the agency shall determine eligibility and certify residency.

(3) Hospitals shall screen applicants to determine the availability and adequacy of third party insurance and potential eligibility for Medicaid or other State or Federal governmental programs. Participating hospitals and regional referral hospitals are responsible for initiating the eligibility determination procedures. The hospital has 30 days from the date of admission or emergency treatment to notify the certifying agency by certified mail of an individual who may qualify or the hospital forfeits its right to reimbursement.

(4) Notification shall consist of an application, AHCA Form 5220-0001, signed by the applicant or his designated representative.

(5) In those situations where the applicant is comatose or is physically incapacitated to the extent that an application cannot be completed, and there is no designated representative to complete the application, the hospital may serve as designated representative. 

(6) The hospital shall include with the application any documentation available that would assist the certifying agency in determining eligibility or residency, and shall include hospital bills applicable to the applicant's meeting the applicant’s share of cost. Lack of documentation will not preclude submission of the application nor constitute a reason to delay the submission of the application within proscribed time limits.

(7) The certifying agency has 60 days following receipt of an application from the hospital to determine eligibility. If for any reason eligibility cannot be determined within 60 days, the hospital shall be notified, in writing, of the reason for the delay.

(8) The certifying agency shall use gross family income to determine if the family unit's income is less than or equal to 100 percent of the federal poverty level or less than or equal to 150 percent of the federal poverty level for residents of spend-down provision eligible counties. Verification of earnings shall be requested for the 4-week period prior to the date of determination pursuant to s.154.308(4), F.S.  The certifying agency shall require additional income verification for the preceding 12 month period if the income received for the 4 weeks prior to determination is not representative of the family unit's gross income.

(9) If the family unit's monthly gross income is more than 100 percent of the federal poverty level and the applicant is a resident of a spend-down provision eligible county, the certifying agency shall use monthly gross family income to determine if the family unit's income is between 100 percent and 150 percent of the federal poverty level. Verification of earnings shall be for the one month period prior to the applicant's date of determination.  The certifying agency shall require additional income verification for the preceding 12 month period if the income received for the month prior to the date of determination is not representative of the family unit's annual gross income.

(10) Verification of income, except as provided in 59H-1.0035(38), may be a written or oral statement that certifies the applicant's income includes:

(a) A statement from a state or federal agency which attests to the patient's financial status;

(b) A statement from the employer;

(c) Pay stubs for 4 weeks if available or if needed, information for the preceding 12 month period; or

(d) A statement from the source providing unearned income to the applicant or family unit.

(11) The certifying agency shall determine if the applicant's assets exceed the standards specified in 59H-1.0035(7). The certifying agency shall verify assets, but such verification must be completed within 30 days of receipt of the application. If verification is not requested and received within 30 days of receipt of the application, the assets will be accepted as stated in the application unless the certifying agency documents by independent means that assets exceed the limit.

(12) The following shall not be included as assets in the eligibility determination:

(a) One homestead;

(b) Household furnishings;

(c) One automobile in operating condition;

(d) Clothing;

(e) Tools used in employment;

(f) Cemetery plots, crypts, vaults, mausoleums, and urns; 

(g) Produce and animals raised for home consumption;

(h) The income and assets of roomers and boarders.  The applicant must verify the person’s status as a roomer or boarder by providing a written statement from the person stating that the person is a roomer or boarder, the amount of payment and that the payment is for a room or a room and meals and that the person is not the spouse or partner of the landlord.

(13) The certifying agency may determine eligibility based on documentation submitted by the hospital or applicant without a face-to-face interview, if adequate information is provided to verify income, assets and, spend-down provision eligibility.

(14) If the applicant is a resident of a spend-down provision eligible county and the applicant's gross family income is between 100 percent and 150 percent of the federal poverty level, the certifying agency shall determine the applicant's share of cost for the spend-down provision as defined in 59H-1.0035(35). The applicant's share of cost is the difference between the applicant's monthly gross family income and 100 percent of the federal poverty level.

(15) For out-of-county hospital reimbursement, the applicant must have out-of-county hospital bills that exceed the applicant's share of cost, as defined in 59H-1.0035(34), to be eligible. Allowable out-of-county hospital bills are the out-of-county hospital bill for the date(s) of service indicated on the application, AHCA Form 5220-0001, and all other hospital bills for related services, which would have otherwise qualified for payment under this part, that had been provided during the four weeks prior to the date(s) of service indicated on the application. Follow-up care which occurs within 4 weeks from the date of discharge of a related reimbursed incident shall not require an additional share of cost.

(16) For in-county hospital reimbursement, the applicant must live in a county that uses up to ½ of its designated HCRA funds for in-county hospital reimbursement and have in-county hospital bills that exceed the applicant's share of cost, as defined in 59H-1.0035(34), to be eligible. Allowable in-county hospital bills are the in-county hospital bill for the date(s) of service indicated on the application, AHCA Form 5220-0001, and all other hospital bills for related services, which would have otherwise qualified for payment under this part, that had been provided during the four weeks prior to the date(s) of service indicated on the application. Follow-up care which occurs within 4 weeks from the date of discharge of a related reimbursed incident shall not require an additional share of cost.

(17) To determine if the applicant has met the applicant’s share of cost, the certifying agency shall first determine the amount of reimbursement for which the hospital would have been eligible if no share of cost was involved. To determine the amount of reimbursement for inpatient hospital care, the certifying agency shall multiply the number of approved days by 100 percent of the Medicaid per diem rate or other negotiated rate. The certifying agency shall determine the amount of reimbursement for any outpatient services provided, for which the hospital would have been eligible if no share of cost was involved, based on the Medicaid rate, or other negotiated rate, for each covered service. If the applicant's share of cost is less than the determined amount of reimbursement, then the applicant has met the applicant’s share of cost and is eligible for reimbursement through the spend-down provision, within the limitations specified in 59H-1.0045.

(18) The certifying agency shall notify the applicant and the hospital of the disposition of the application using the Notification of Eligibility Form, AHCA Form 5220-0002, Revised Dec. 1998, within 10 days of the disposition. A copy of the notification of eligibility shall be included with the request for payment submitted by the hospital.

(19) Eligibility shall be retroactive to the date of admission or treatment, as indicated on the application, AHCA Form 5220-0001.

(20) The eligibility determination may be done prior to admission for applicants who expect to be hospitalized for non-emergency or elective services.

(21) The certifying agency shall establish a case record for each individual applying for assistance under the act. The case record shall contain the application, any documentation or evidence used in the determination of eligibility and a copy of any notices issued to the applicant or hospital making the referral.

(22) The certifying agency shall retain all case records for a period of 3 years from the date of the last action taken.

Specific Authority 154.3105 FS. Law Implemented 154.306, 154.308, 154.316 FS. History--New 3-29-89, Amended 12-24-90, 2-24-92. Formerly 10C-26.008, Amended 6-7-2000​.  

59H-1.009 Certification of County of Residence.

Current through September 1, 1998


(1) The hospital shall send the application to the certifying agency for the county indicated on the application as the county of residence for the determination of eligibility and certification of the county of residence of the applicant.

(2) The county has 60 days from the date of receipt of the application to determine the applicant's county of residence. This time limit shall run concurrent with the time limit for determining eligibility. If the county fails to make or is unable to make a determination within 60 days, for reasons other than awaiting eligibility for other state or federal hospital reimbursement programs, the hospital shall notify the agency, providing a copy of the application and all supporting documentation. The agency shall determine residency within 45 days of receipt of notification from the hospital that the county was unable to determine residency. The agency shall notify the hospital and the county of the residency determination.

(3) County of Residence Verification: The applicant must provide or make available one of the following as corroborating evidence of current residency within the county:

(a) Current active driver's license or State of Florida Identification Card;

(b) Mortgage, lease or rental receipt or letter from the landlord;

(c) Proof of home ownership;

(d) Water, electric, or other public utility bill in the name of the applicant or family unit member to a residential address within the county;

(e) A state, county or federal document mailed to the applicant to a residential address within the county;

(f) Vehicle registration in the name of the applicant or family unit member to a residential address within the county;

(g) Voter registration;

(h) Proof of children enrolled in public schools within the county;

(i) Recent historical record of residence documented through a county department's case record;

(j) Other documents of equal weight as those above that verify an applicant's residency;

(k) In the absence of any of the above documentation, a declaration of domicile shall be accepted.

(4) The certifying agency may determine eligibility based on documentation submitted by the hospital or applicant without a face-to-face interview, if adequate information and documentation are provided to verify the county of residence.

(5) The agency's determination of county of residence is binding on the county of residence, and that county shall be liable to reimburse the treating hospital for a qualified indigent patient or spend-down provision eligible patient to the extent provided in the rule. The agency must provide the county with the basis for the determination.

(6) If for any reason the county or agency is unable to determine an applicant's county of residence, the county or agency shall notify the hospital in writing of such reason.

(7) The agency’s residency determination shall be based solely on the application and supporting documentation submitted by the hospital and the 

county. The agency shall not verify residency information or seek additional information to establish residency.

Specific Authority 154.3105 FS. Law Implemented 154.309, 154.316 FS. History--New 3-29-89, Amended 12-24-90, 2-24-92.  Formerly 10C-26.009, Amended 6-7-2000.  

59H-1.010 Reimbursement Procedures.

Current through September 1, 1998


(1) The hospital shall use the universal hospital claim form, UB 92/HCFA-1450, to submit claims to the county for eligible individuals who received covered hospital care.

(2) Each county shall designate an office or agency that will pay claims.

(3) The hospital shall submit the completed claim and a copy of the notification of eligibility to the resident county office designated to pay claims within 6 months of the date of the notice of eligibility. Failure to receive a claim within 6 months may result in rejection of the claim at the option of the county.

(4) The county shall reimburse the hospital within 90 days of receipt of a claim, unless the claim is disputed under the provisions of Chapter 120, F.S.  In cases where the patient becomes eligible for third party payment, disability benefits or other state or federal benefits, the hospital shall reimburse the county for any overpayment by the county within 30 days of receipt of such payment from any other source.
(5) In cases where payment is made to a hospital for a spend-down provision eligible applicant and no third party payor or other government program is involved, the total payment to the hospital shall not exceed the Medicaid reimbursement rate, or other negotiated rate, minus the applicant's share of cost.

(6) The county shall provide the agency, if requested, a copy of the claim for which payment is made or denied, indicating disposition and date.

Specific Authority 154.3105 FS. Law Implemented 154.306, 154.314 FS. History--New 3-29-89, Amended 2-24-92.  Formerly 10C-26.010, Amended  6-7-2000.  

59H-1.011 Coordination of Third Party Payments.

Current through September 1, 1998


(1) The hospital shall pursue all third party payors prior to submitting a claim to a county. This requirement shall not preclude submission of the application within time frames established in 59H-1.008. The county, through the HCRA, shall serve as payor of last resort in regard to third party insurance, federally funded and state-funded hospital programs which may be available to the applicant.

(2) If a third party payment is less than 80 percent of the Medicaid per diem rate or less than a negotiated rate, total payment to the hospital by a third party payor, other government program and the county shall not exceed the Medicaid reimbursement rate or the negotiated rate.

(3) In cases where a hospital is reimbursed by a third party payor or other government program, after the county has paid the hospital under this program, the hospital shall reimburse the county up to the amount paid by the county, within 30 days of receipt of such payment.

(4) In cases where a hospital is reimbursed by a third party payor or other government program and a share of cost is involved for a spend-down provision eligible applicant, total payment to the hospital by a third party payor or other government program, combined with the applicant's share of cost, shall not exceed the Medicaid reimbursement rate or other negotiated rate.

(5) In cases where patients are dually eligible for the Shared County and State Health Care Program and the Health Care Responsibility Act, the county may choose from which program to reimburse the hospital. The choice exercised by the county shall not reduce the amount of payment to the hospital. Reimbursement shall not exceed 45 days of service per county fiscal year through the act and the Shared County and State Health Care Program (SCS).

Specific Authority 154.3105 FS. Law Implemented 154.304(9) FS. History--New 3-29-89, Amended 12-24-90, 2-24-92.  Formerly 10C-26.011, Amended 6-7-2000.  

59H-1.012 State Comptroller Responsibilities.

Current through September 1, 1998


(1) If a hospital has not received payment from the responsible county for an eligible individual within 90 days of receipt of a claim, or if the claim is disputed and payment is not received from the county determined to be responsible within 60 days after all legal and administrative remedies under Chapter 120, F.S., have been exhausted, the hospital shall certify to the Comptroller the amount owed by the responsible county. The certification shall include the name of the patient, patient ID number, the amount of the claim and the documented date the claim was received by the county. A copy of the invoice as submitted to the county, a copy of the final order for disputed claims pursuant to Chapter 120, F.S., and such other documentation as the Comptroller might require that would support payment of the claim shall be filed with the certification submitted by the hospital.

(2) Section 154.314, F.S., requires the Comptroller to forward the amount delinquent to the hospital from any funds due the county under any tax-sharing or revenue-sharing fund established by the state, except as otherwise provided by the state constitution, within 45 days of the date of receiving the hospital's certified notice.

(3) Section 154.314, F.S., requires the Comptroller to provide reports quarterly to the Governor, appropriations and finance and tax committees in the House of Representatives and the Senate and to the agency the amount certified by the hospitals as owed by counties and the amounts paid to hospitals out of any revenue or tax sharing funds due to the county.

(4) Hospitals shall be reimbursed not less than 100 percent of the Medicaid per diem rate unless the hospital or county provides the Comptroller:

(a) Evidence that the county is not a spend-down provision eligible county,

(b) Evidence of a different rate negotiated pursuant to 59H-1.0045(4), or

(c) The order of a hearing officer providing for a different rate of reimbursement.

(5) The Comptroller shall reimburse hospitals for counties that are not eligible for the spend-down provision at a rate not less than 80 percent of the Medicaid per diem rate, minus the applicant's share of cost, unless the hospital or county provides the Comptroller:

(a) Evidence of a different rate negotiated pursuant to 59H-1.0045(5), or

(b) The order of a hearing officer providing for a different rate of reimbursement.

Specific Authority 154.3105 FS. Law Implemented 154.314 FS. History--New 3-29-89, Amended 12-24-90, 2-24-92.  Formerly 10C-26.012, Amended  6-7-2000.

59H-1.013 Procedures for Handling Disputes.

Current through September 1, 1998


(1) All disputes among counties, the agency, a participating hospital or a regional referral hospital shall be resolved by order as provided in Chapter 120, F.S.  Hearings shall be conducted as provided in Section 120.57, F.S., except that the hearing officer's order shall be the final agency action.

Specific Authority 154.3105 FS. Law Implemented 154.312 FS. History--New 3-29-89.  Formerly 10C-26.013, Amended 6-7-2000.

59H-1.014 Utilization Review.

Current through September 1, 1998


(1) Hospitals shall follow utilization review procedures established under the approved hospital utilization review plan for Medicaid.

(2) Disputes between counties and hospitals over the appropriateness of an admission, length of stay, and medical necessity of the services provided may be resolved pursuant to Chapter 120, F.S., or in lieu of an appeal under Chapter 120, F.S., appealed to the federally designated Utilization and Quality Control Peer Review Organization (PRO) for resolution. Both parties must agree voluntarily to take an appeal to the PRO; that the decision of the PRO is binding on the county and hospital; and that no appeal shall be taken pursuant to Chapter 120, F.S.

(3) The county and the hospital shall share equally in the costs incurred by the PRO in resolving such disputes.

Specific Authority 154.3105 FS. Law Implemented 154.306 FS. History--New 3-29-89. Formerly 10C-26.014, Amended  6-7-2000.

59H-1.015 Administrative Hearings, Applicant’s Rights and Responsibilities.59H-1.0065 Covered Servi ces.59H-1.0065 Covered Servi ces.
Current through September 1, 1998


(1) An individual, the individual’s designated representative or the hospital may appeal any decision made by the certifying agency concerning the individual’s eligibility under the Act. A fair hearing shall be conducted in accordance with Chapter 120, F.S.

(2) Applicants, recipients and designated representatives are responsible for keeping appointments as required by the certifying agency, assuming the responsibility to assist in the determination of eligibility and providing the certifying agency with sources of information concerning the individual's affairs related to the eligibility determination. Failure to keep appointments without good cause, may result in a rejection of the application.

(3) An applicant or designated representative of the applicant assumes the responsibility for providing accurate information on which to determine eligibility.

(4) The applicant or designated representative is responsible to repay any amount paid on the applicant's behalf if it is later determined that fraud was committed or intentionally incorrect information was provided by the applicant or designated representative that resulted in an inappropriate eligibility determination.

Specific Authority 154.3105 FS. Law Implemented 154.312 FS. History--New 3-29-89.  Formerly 10C-26.015, Amended 6-7-2000.
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