Administrative Procedures 5
Final Proposed Filing - Coversheet FINAL PROPOSED RULE # M\g
Final Proposed Filing - Coversheet

Instructions:

In accordance with Title 3 Chapter 25 of the Vermont Statutes Annotated and the
“Rule on Rulemaking” adopted by the Office of the Secretary of State, this filing will
be considered complete upon filing and acceptance of these forms with the Office of
the Secretary of State, and the Legislative Committee on Administrative Rules.

All forms shall be submitted at the Office of the Secretary of State, no later than 3:30
pm on the last scheduled day of the work week.

The data provided in text areas of these forms will be used to generate a notice of
rulemaking in the portal of “Proposed Rule Postings” online, and the newspapers of
record if the rule is marked for publication. Publication of notices will be charged
back to the promulgating agency.
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PLEASE REMOVE ANY COVERSHEET OR FORM NOT
REQUIRED WITH THE CURRENT FILING BEFORE DELIVERY!
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Certification Statement: As the adopting Authority of this rule (see 3 V.5.A. § 801
(b) (11) for a definition), I approve the contents of this filing entitled:

Health Benefits Eligibility and Enrollment Rule,
Eligibility-and-Enrollment Procedures (Part 7)

/s/ Todd Daloz ,on 10/12/22
(signature) (date)

Printed Name and Title:
Todd Daloz, Deputy Secretary, Agency of Human Services

RECEIVED BY:

Coversheet

Adopting Page

Economic Impact Analysis

Environmental Impact Analysis

Strategy for Maximizing Public Input

Scientific Information Statement (if applicable)
Incorporated by Reference Statement (if applicable)
Clean text of the rule {Amended text without annotation)
Amnotated text (Clearly marking changes from previous rule)
ICAR Minutes

Copy of Comments

Responsiveness Summary

ooooooooooon

Revised November 1, 2021 page 1




Administrative Procedures
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1. TITLE OF RULE FILING:
Health Benefits Eligibility and Enrollment Rule,
Eligibility-and-Enrollment Procedures (Part 7)

2. PROPOSED NUMBER ASSIGNED BY THE SECRETARY OF STATE
22p018

3. ADOPTING AGENCY:
Agency of Human Services (AHS)

4., PRIMARY CONTACT PERSON:
(A PERSON WHO IS ABLE TO ANSWER QUESTIONS ABOUT THE CONTENT OF THE RULE).
Name: Danielle Fuoco
Agency: Agency of Human Services

Mailing Address: 280 State Drive, Center Building,
Waterbury, Vermont 05671-1000

Telephone: (802) 585-4265 Fax: (802)241-0450
E-Mail: danielle.fuoco@vermont.gov

Web URL (WHERE THE RULE WILL BE POSTED):
https://humanservices.vermont.gov/rules—
policies/health-care-rules

5. SECONDARY CONTACT PERSON:
(A SPECIFIC PERSON FROM WHOM COPIES OF FILINGS MAY BE REQUESTED OR WHO MAY
ANSWER QUESTIONS ABOUT FORMS SUBMITTED FOR FILING IF DIFFERENT FROM THE
PRIMARY CONTACT PERSON).

Name: Jessica Ploesser
Agency: Agency of Human Services

Mailing Address: 280 State Drive, NOB 1 South, Waterbury,
VT 05671

Telephone: (802)241-0454 Fax: (802)241-0450
E-Mail: jessica.ploesser@vermont.gov

6. RECORDS EXEMPTION INCLUDED WITHIN RULE:
(DOES THE RULE CONTAIN ANY PROVISION DESIGNATING INFORMATION AS CONFIDENTIAL;
LIMITING ITS PUBLIC RELEASE,; OR OTHERWISE, EXEMPTING IT FROM INSPECTION AND
COPYING?) No

IF YES, CITE THE STATUTORY AUTHORITY FOR THE EXEMPTION:
N/A |

PLEASE SUMMARIZE THE REASON FOR THE EXEMPTION:

N/A |

7. LEGAL AUTHORITY / ENABLING LEGISLATION:
Revised November 1, 2021 , page 2
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(THE SPECIFIC STATUTORY OR LEGAL CITATION FROM SESSION LAW INDICATING WHO THE
ADOPTING ENTITY IS AND THUS WHO THE SIGNATORY SHOULD BE. THIS SHOULD BE A
SPECIFIC CITATION NOT A CHAPTER CITATION,.

3 V.S.A. 801(b)(11); 33 V.S.A. 1901(a) (1) and 1810

8. EXPLANATION OF HOW THE RULE IS WITHIN THE AUTHORITY OF
THE AGENCY:
This rule amends an existing rule on eligibility and
enrollment in the State of Vermont's health benefit
programs. AHS's authority to adopt rules as identified
above includes, by necessity, the authority to amend
the rules to ensure continued alignment with federal
and state guidance and law.

9. THEFILING HAS CHANGED SINCE THE FILING OF THE PROPOSED
RULE.

10. THE AGENCY HAS INCLUDED WITH THIS FILING A LETTER
EXPLAINING IN DETAIL WHAT CHANGES WERE MADE, CITING CHAPTER
AND SECTION WHERE APPLICABLE.

11. SUBSTANTIAL ARGUMENTS AND CONSIDERATIONS WERE  RAISED
FOR OR AGAINST THE ORIGINAL PROPOSAL.

12. THE AGENCY HAS INCLUDED COPIES OF ALL WRITTEN
SUBMISSIONS AND SYNOPSES OF ORAL COMMENTS RECEIVED.

13. THE AGENCY HAS INCLUDED A LETTER EXPLAINING IN DETAIL

THE REASONS FOR THE AGENCY’S DECISION TO REJECT OR ADOPT
THEM.

14. CONCISE SUMMARY (150 WORDS OR LESS):

This proposed rulemaking amends Parts 1, 2, 3, 5, and 7
of the 8-part Health Benefits Eligibility and
Enrollment (HBEE) rule. Substantive revisions include:
codifying the annual open enrollment period for
qualified health plans from November 1 - January 15;
adding a new income-based special enrollment period for
qualified health plans that allows ongoing enrollment
for those at or below 200% of the Federal Poverty Level
(FPL); extending the Medicaild postpartum period for
pregnant women from 60 days to 12 months; adding
Compacts of Free Association (COFA) migrants as
qualified non-citizens eligible for Medicaid and exempt
from the 5-year bar; adding a reference to a
standardized eligibility tool for Katie Beckett
Medicaid; and expanding Medicaid eligibility for former
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15.

16.

17.

18.

foster care children to include children aging out of
foster care in another state. In response to comment,
the rule also addresses the ACA’s “family glitch”
regarding affordability of employer coverage.

EXPLANATION OF WHY THE RULE IS NECESSARY:

The changes align HBEE with federal and state guidance
and law, provide clarification, correct information,
improve clarity, and make technical corrections.
Substantive revisions include those listed in the
concise summary above.

EXPLANATION OF HOW THE RULE IS NOT ARBITRARY:

The rules are required to implement state and federal
health care guidance and laws. Additionally, the rules
are within the authority of the Secretary, are within
the expertise of AHS, and are based on relevant factors
including consideration of how the rules affect the
people and entities listed below.

LIST OF PEOPLE, ENTERPRISES AND GOVERNMENT ENTITIES
AFFECTED BY THIS RULE:

Medicaid applicants/enrollees;

Individuals who wish to purchase health coverage
including those who apply for premium and cost-sharing
assistance;

Health insurance issuers;

Eligibility and enrollment assisters, including agents
and brokers;

Health care providers;

Health law, policy and related advocacy and community-
based organizations and groups including the Office of
the Health Care Advocate;

Agency of Human Services including its departments; and
Department of Financial Regulation.

BRIEF SUMMARY OF ECONOMIC IMPACT (150 wORDS OR LESS):

AHS anticipates that some of the proposed changes to HBEE
will have an economic impact on the State's budget,
beginning in SFY2023. The estimated gross annualized budget
impact of expanding postpartum Medicaid coverage for
pregnant women from 60 days to 12 months is ~$2 million and
accounted for in AHS's FY2023 budget. The estimated gross
annualized budget impact of expanding Medicaid coverage to
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19.
20.

children who age out of foster care in any state is
$52,700. There is no anticipated impact from the addition
of COFA migrants.

Changes related to Qualified Health Plan enrollment are not
expected to have an economic impact except insofar as any
opportunity to encourage enrollment and maintain VT's low
uninsured rate is fiscally positive for VT.

Other changes in Parts 1, 2, 3, 5, & 7 align the rule
with federal and state guidance and law, provide
clarification, correct information, improve clarity,
and make technical corrections. These changes do not
carry a specific economic impact on any person or
entity.

A HEARING WAS HELD.

HEARING INFORMATION
(THE FIRST HEARING SHALL BE NO SOONER THAN 30 DAYS FOLLOWING THE POSTING OF

NOTICES ONLINE).

IF THIS FORM IS INSUFFICIENT TO LIST THE INFORMATION FOR EACH HEARING, PLEASE
ATTACH A SEPARATE SHEET TO COMPLETE THE HEARING INFORMATION.

Date: 8/17/2022
Time: 02:00 PM

Street Address: Cherry A Conference Room
Waterbury State Office Complex, 280 State Drive,

Waterbury, VT

OR Virtual Hearing - Phone or Microsoft Teams

Call in (audio only)
(802) 522-8456; Conference ID: 738063547#

For Teams Link, view Public Notice in Global Commitment
Register on AHS website.

Zip Code: 05671

Date:

Time: AM
Street Address:

Zip Code:

Date:
Time: AM
Street Address:
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Zip Code:

Date:
Time: AM
Street Address:
Zip Code:
21. DEADLINE FOR COMMENT (NO EARLIER THAN 7 DAYS FOLLOWING LAST HEARING):
8/24/2022

KEYWORDS (PLEASE PROVIDE AT LEAST 3 KEYWORDS OR PHRASES TO AID IN THE
SEARCHABILITY OF THE RULE NOTICE ONLINE).

HBEE

Health Benefits Eligibility and Enrollment
Vermont Health Connect

Exchange

Medicaid

QHP

Qualified Health Plan

Health Benefit

Pregnant

Foster Care

Special Enrollment Period

SEP

Annual Open Enrollment Period
AOCEP

Post partum
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OFFICE OF THE SECRETARY
TEL: (802} 241-0440
FAX;: (802} 241-06450

2860 State Drive - Center Building
Waterbury, VT 05671-1000

JENNEY SAMUELSON
SECRETARY

TODD W. DALOZ
DEPUTY SECRETARY

STATE OF VERMONT
AGENCY OF HUMAN SERVICES

MEMORANDUM
TO: Jim Condos, Secretary of State
FROM:  Jenney Samuelson, Secretary, Agency of Human Services

DATE: April 1, 2022

SUBJECT: Signatory Authority for Purposes of Authorizing Administrative Rules

I hereby designate Deputy Secretary of Human Services Todd W. Daloz as signatory
to fulfill the duties of the Secretary of the Agency of Human Services as the
adopting authority for administrative rules as required by Vermont's Administrative
Procedure Act,3 V.S.A. § 801 et seq. )

Cc: Todd W. Daloz




State of Vermont Jenney Samuelson, Secretary
Agency of Human Services fphone] 802-241-0440

280 State Drive [fax] 802-241-0450

Waterbury, VT 05671-1000

www.humanservices. vermont.gov

Date: October 18, 2022

Re: Summary of Changes from proposed to final proposed rule filing for Health Benefits
Eligibility and Enrollment (HBEE) rules (GCR 22-029 through 22-033)

In addition to the changes being made in response to public comments (see responsiveness
summary), additional changes are being made to correct technical and typographical errors.

The following is a list of these additional changes and the reasons for them. All changes being
made in HBEE rule are identified in n the annotated version of the final proposed
rule being filed contemporaneously herewith.

The changes, in order by section number, are as follows:

PART TWO

Section 8.05(k)(6)(iii} — To align more closely with federal law at 42 CFR § 435.225(b), add
“the” before “appropriate” on the first line of text; replace “medical care in the community” with
“institutional level of care outside of a medical institution;” add “and” before “the” on the second
line of text; add “estimated Medicaid” before “cost” on the second line of text; replace “of
which” with “of such care” after “cost” on the second line of text; add “Medicaid” before “cost™
on the third line of text; replace “medical care in an appropriate medical institution” with
“appropriate institutional care.”

PART THREE

Section 17.03(c)(6) - To improve clarity, change “the” to “their” on the first line of text; to align
with revisions being made in Section 3.00 (to definition of “pregnant woman™) and Section
7.03(a)(2), delete “60-day” on the first line of text

Section 18.03(b) — To align with revisions being made in Section 3.00 (to definition of “pregnant
woman™) and Section 7.03(a)(2), change “60-day” to “post partum” on the fourth line of text; to
improve clarity, add “,” after “period” on the fourth line of text; to improve clarity, add «,” after
“delivery” on the fifth line of text




State of Vermont

Agency of Human Services Jenney Samuelson, Secretary
280 State Drive {phone] 802-241-0440
Waterbury, VT 05671-1000 ffax] 8o02-241-0450

www. humanservices.vermont. gov
MEMORANDUM

Te:  Jim Condos, Secretary of State, Vermont Secretary of State Office
Sen. Mark A. MacDonald, Chair, Legislative Committee on Administrative Rules (LCAR)

From: Adaline Strumolo, Deputy Commissioner, Department of Vermont Health Access

Ce: Todd Daloz, Deputy Secretary, Agency of Human Services
Charlene Dindo, Committee Assistant, Legislative Committee on Administrative Rules
L.ouise Corliss, APA Coordinator, Secretary of State's Office

Date: October 18, 2022

Re:  Agency of Human Services Final Proposed Rule Filing

Enclosed are the final proposed rule filings for the following Health Benefits Eligibility and Enrollment
{HBEE) rule parts:

Amended:

s 22P014 HBEE Part One — General Provisions and Definitions
22P015 HBEE Part Two - Eligibility Standards
22P016 HBEE Part Three — Nonfinancial Eligibility Requirements
22P017 HBEE Part Five — Financial Methodologies
22P018 HBEE Part Seven — Eligibility and Enrollment Procedures

Public comments were received on HBEE Part Two and HBEE Part Three during the public comment
period. No comments were received for the other parts. One general comment was received that was out
of the scope of this rulemaking.

HBEE Part Two and HBEE Part Three were amended in response to comments from Vermont Legal Aid,
Inc. (VLA). Please see the State’s Responsiveness Summary and Summary of Technical Changes at the
end of each rule package for the list of changes from the propose rule.

Changes are indicated in red and highlighted in grey in the annotated copy of the final proposed rule for
HBEE Part Two and HBEE Part Three. No changes were made from the proposed rule in HBEE Part
One, Part Five, and Part Seven.

If you have any questions, please contact Dani Fuoco, Policy Analyst, at 802-585-4265.




Administrative Procedures
Adopting Page

Adopting Page

Instructions:

This form must accompany each filing made during the rulemaking process:

Note: To satisfy the requirement for an annotated text, an agency must submit the entire
rule in annotated form with proposed and final proposed filings. Filing an annotated
paragraph or page of a larger rule is not sufficient. Annotation must clearly show the
changes to the rule.

When possible, the agency shall file the annotated text, using the appropriate page or
pages from the Code of Vermont Rules as a basis for the annotated version. New rules
need not be accompanied by an annotated text.
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1. TITLE OF RULE FILING:
Health Benefits Eligibility and Enrollment Rule,
Eligibility-and-Enrollment Procedures (Part 7)

2. ADOPTING AGENCY:
Agency of Human Services (AHS)

3. TYPE OF FILING (PLEASE CHOOSE THE TYPE OF FILING FROM THE DROPDOWN MENU
BASED ON THE DEFINITIONS PROVIDED BELOW):

e AMENDMENT - Any change to an already existing rule,
even if it is a complete rewrite of the rule, it is considered
an amendment if the rule is replaced with other text.

o NEW RULE - A rule that did not previously exist even under
a different name.

¢ REPEAL - The removal of a rule in its entirety, without
replacing it with other text.

This filing is AN AMENDMENT OF AN EXISTING RULE

4. LAST ADOPTED (PLEASE PROVIDE THE SOS LOG#, TITLE AND EFFECTIVE DATE OF
THE LAST ADOPTION FOR THE EXISTING RULE):

Part 1 - General Provisions and Definitions, SOS #
21P005, effective 10/1/2021; Part 2 - Eligibility
Standards, SOS # 18P044, effective 1/15/2019; Part 3 -
Nonfinancial Eligibility Requirements, SOS # 18P045,
effective 1/15/2019; Part 5 - Financial Methodologies,

Revised November 1, 2021 page 1
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SOS # 21P006, effective 10/1/2021; Part 7 - Eligibility
and Enrollment Procedures, S0S # 21P007, effective
10/1/2021.

Revised November 1, 2021 page 2




State of Vermont [phone]l Bo2-828-3322 Kristin L. Clouser, Secretary
Agency of Administration (fax] 802-828-2428

109 State Street

Montpelier, VT 05609-0201

www,.ao0a.vermont,gov

INTERAGENCY COMMITTEE ON ADMINISTRATIVE RULES (ICAR) MINUTES

Meeting Date/Location: June 13, 2022, virtually via Microsoft Teams
Members Present: Chair Douglas Farnham, Brendan AtwoodJared Adler, Jennifer Mojo, Diane

Members Absent: John Kessler and Diane Bothfeld
Minutes By: Melissa Mazza-Paquette

* & & @

Sherman, Mike Obuchowski and Donn. o-Savage

2:01 p.m. meeting called to order, welcome and i
Committee discussion on process improvement
participation from all members.
Review and approval of minutes from the May 9.
No additions/deletionsto agenda. Ag
Note: An emergency rule titled ‘Vita
Services, Department of Health, was
implements a process for 1nd1v1duals to

t meeting to allow for

e’, provided by the Agency of Human
arnham on May 16, 2022. This rulemaking
irth certificate to reflect the individual's
V.. _ erm "non-binary" to describe the
additional gender ident: : _; ertificater2) Creates a process for registrants

5. Health BenefitsiEligibility and Enrollment Rule, Eligibility Standards (Part 2), Agency of Human
Services, page 6 4 .

6. Health Benefits Eligibili
Agency of Human Se

7. Health Benefits Eligibility a.nd Enrollment Rule, Financial Methodologies (Part 5), Agency of Human
Services, page 8

8. Health Benefits Eligibility and Enrollment Rule, Eligibility-and-Enrollment Procedures (Part 7),
Agency of Human Services, page 9

9. Administrative Rules of the Board of Nursing, Secretary of State, Office of Professional Regulation,
page 10

Next scheduled meeting is Monday, July 11, 2022 at 2:00 p.m.

3:25 p.m. meeting was paused for a 15-minute break

Add discussion of strike-all rules for transparency at a future meeting as time allows.

3:50 p.m. meeting adjourned.

06-13-22 ICAR Minutes, Page 1 of 10




Proposed Rule: Health Benefits Eligibility and Enrollment Rule, Eligibility-and-Enroliment Procedures
(Part 7), Agency of Human Services

Presented By: Robin Chapman and Addie Strumolo

Motion made to accept the rule by Donna Russo-Savage, seconded by Jared Adler, and passed unanimously
except for Brendan Atwood who abstained, with the following recommendations:

1. Proposed Filing Coversheet, #12: Spell out acronym ‘QHP’ and include acronym in parenthesis as
it'sthe first time being used in the filing.

2. Public Input Maximization Plan, #4: Specify entities (not individuals)included in the
‘Representatives of Vermont’s Health Insurance Industry’ arid éHealth law, policy and related
advocacy and community-based organizations and grou

% VERMONT

06-13-22 ICAR Minutes, Page 9 of 10
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Economic Impact Analysis

Instructions:

In completing the economic impact analysis, an agency analyzes and evaluates the
anticipated costs and benefits to be expected from adoption of the rule; estimates the
costs and benefits for each category of people enterprises and government entities
affected by the rule; compares alternatives to adopting the rule; and explains their
analysis concluding that rulemaking is the most appropriate method of achieving the
regulatory purpose. If no impacts are anticipated, please specify “No impact
anticipated” in the field.

Rules affecting or regulating schools or school districts must include cost implications
to local school districts and taxpayers in the impact statement, a clear statement of
associated costs, and consideration of alternatives to the rule to reduce or ameliorate

costs to local school districts while still achieving the objectives of the rule (see 3
V.S.A. § 832b for details).

Rules affecting small businesses (excluding impacts incidental to the purchase and
payment of goods and services by the State or an agency thereof), must include ways
that a business can reduce the cost or burden of compliance or an explanation of why
the agency determines that such evaluation isn’t appropriate, and an evaluation of
creative, innovative or flexibie methods of compliance that would not significantly
impair the effectiveness of the rule or increase the risk to the health, safety, or welfare
of the public or those affected by the rule.
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1. TITLE OF RULE FILING:
. .

Health Benefits Eligibility and Enrollment Rule,
Eligibility~and-Enrollment Procedures (Part 7)

2. ADOPTING AGENCY:
Agency of Human Services (AHS)

3. CATEGORY OF AFFECTED PARTIES:
LIST CATEGORIES OF PEOPLE, ENTERPRISES, AND GOVERNMENTAL ENTITIES POTENTIALLY
AFFECTED BY THE ADOPTION OF THIS RULE AND THE ESTIMATED COSTS AND BENEFITS
ANTICIPATED:

Categories of people, enterprises, and governmental
entities that may be affected by these rules:

Medicaid applicants/enrollees;

Revised November I, 2021 page |
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Individuals who wish to purchase health coverage
including those who apply for premium and cost-sharing
assistance;

Health insurance issuers (including standalone dental
issuers);

Eligibility and enrollment assisters, including agents
and brokers;

Health care providers;

Health law, policy and related advocacy and community-
based organizations and groups including the Office of
the Health Care Advocate;

Agency of Human Services including its departments; and
Department of Financial Regulation.

Anticipated costs and benefits of this rule:

The Agency of Human Services anticipates that some of
the proposed changes to HBEE will have an economic
impact on the State's gross annualized budget,
beginning in fiscal year 2023. The estimated gross
annualized budget impact of expanding postpartum
Medicaid coverage for pregnant women from 60 days to 12
months is expected to be approximately $2 million and
is accounted for in AHS's FY2023 budget. The estimated
gross annualized budget impact of expanding Medicaid
coverage to children who age out of foster care in any
state is $52,700. There is no anticipated economic
impact from the addition of Compacts of Free
Association (COFA) migrants at this time, as this
population is not currently present in Vermont
Medicaid.

An extended open enrollment period for qualified health
plans (QHP) could result in increased QHP enrollment
which would have a financial impact on health insurance
issuers. However, this rulemaking codifies current
practice, and AHS does not expect it to result in a
meaningful difference in enrollment,

Allowing for a continuous enrollment opportunity
through the income-based special enrollment period

Revised November 1, 2021 page 2
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could result in increased enrollment as well as upward
rate pressure due to adverse selection (signing up for
health insurance when utilization is expected).
However, AHS consulted with the QHP issuers on this
point and neither indicated a need to increase rates in
anticipation of this enrollment opportunity. Instead,
they strongly suppert this policy change to encourage
continuous coverage.

Households accessing this special enrollment period
will be eligible for federal and state subsidies. The
federal government may pay out more in federal
subsidies because of the special enrollment period.
However, there is unlikely to be a fiscal impact on the
State. AHS expects that most households enrolling
through this special enrollment period will have
previously been covered by Vermont Medicaid. Therefore,
any increase in state subsidy expenditures would be
offset by Medicaid savings.

Addressing the ACA's family glitch could result in more
Vermonters becoming eligible for state and federal
subsidies; however, AHS expects the population to be
small and the subsidy costs to be borne primarily by
the federal government.

Finally, any opportunity to encourage enrollment and
maintain Vermont's low uninsured rate is fiscally
positive for the State. It means less uncompensated
care and a healthier risk pocl to stabilize the
insurance market.

The other changes in Parts 1, 2, 3, 5, and 7 align the
rule with federal and state guidance and law, provide
clarification, correct information, improve clarity,
and make technical corrections. While these changes are
made with a goal of reducing administrative burden on
Vermonters and the State, they do not carry a specific
economic impact on any person or entity.

4. IMPACT ON SCHOOLS:
INDICATE ANY IMPACT THAT THE RULE WILL HAVE ON PUBLIC EDUCATION, PUBLIC
SCHOOLS, LOCAL SCHOOL DISTRICTS AND/OR TAXPAYERS CLEARLY STATING ANY
ASSOCIATED COSTS:

No impact.
Revised November 1, 2021 _ page 3
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5. ALTERNATIVES: CONSIDERATION OF ALTERNATIVES TO THE RULE TO REDUCE OR
AMELIORATE COSTS TO LOCAL SCHOOL DISTRICTS WHILE STILL ACHIEVING THE OBJECTIVE
OF THE RULE.

Not applicable.

6. IMPACT ON SMALL BUSINESSES:
INDICATE ANY IMPACT THAT THE RULE WILL HAVE ON SMALL BUSINESSES (EXCLUDING
IMPACTS INCIDENTAL TO THE PURCHASE AND PAYMENT OF GOODS AND SERVICES BY THE
STATE OR AN AGENCY THEREOF);

No impact.

7. SMALL BUSINESS COMPLIANCE: EXPLAIN WAYS A BUSINESS CAN REDUCE THE
COST/BURDEN OF COMPLIANCE OR AN EXPLANATION OF WHY THE AGENCY DETERMINES
THAT SUCH EVALUATION ISN’T APPROPRIATE.

Not applicable.

8. COMPARISON:
COMPARE THE IMPACT OF THE RULE WITH THE ECONOMIC IMPACT OF OTHER
ALTERNATIVES TO THE RULE, INCLUDING NO RULE ON THE SUBJECT OR A RULE HAVING
SEPARATE REQUIREMENTS FOR SMALL BUSINESS:.
There are no alternatives to the adoption of this rule.
The rule is reguired to implement state and federal
law. '

9. SUFFICIENCY: DESCRIBE HOW THE ANALYSIS WAS CONDUCTED, IDENTIFYING
RELEVANT INTERNAL AND/OR EXTERNAL SOURCES OF INFORMATION USED.
AHS has analyzed and evaluated the anticipated costs
and benefits to be expected from the adoption of these
rules including considering the costs and benefits for
each category of persons and entities described above.
There are no alternatives to the adoption of this rule;
it is necessary to ensure continued alignment with
federal and state guidance and law on eligibility and
enrollment in health benefits programs.

Revised November 1, 2021 page 4
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Environmental Impact Analysis

Instructions:

In completing the environmental impact analysis, an agency analyzes and evaluates
the anticipated environmental impacts (positive or negative) to be expected from
adoption of the rule; compares alternatives to adopting the rule; explains the
sufficiency of the environmental impact analysis. If no impacts are anticipated, please
specify “No impact anticipated” in the field.

Examples of Environmental Impacts include but are not limited to:

Impacts on the emission of greenhouse gases
Impacts on the discharge of pollutants to water
Impacts on the arability of land

Impacts on the climate

Impacts on the flow of water

Impacts on recreation

Or other environmental impacts

® & & o & o @
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1. TITLE OF RULE FILING:

Health Benefits Eligibility and Enrollment Rule,
Eligibility-and-Enrollment Procedures (Part 7)

2. ADOPTING AGENCY:

Agency of Human Services (AHS)

3. GREENHOUSE GAS: EXPILAIN HOW THE RULE IMPACTS THE EMISSION OF
GREENHOUSE GASES (E.G. TRANSPORTATION OF PEOPLE OR GOODS; BUILDING

INFRASTRUCTURE,; LAND USE AND DEVELOPMENT, WASTE GENERATION, ETC.):
No impact.

4, WATER: EXPLAIN HOW THE RULE IMPACTS WATER (E.G. DISCHARGE / ELIMINATION OF
POLLUTION INTO VERMONT WATERS, THE FLOW OF WATER IN THE STATE, WATER QUALITY
ETC.):

No impact.

5. LAND: EXPLAIN HOW THE RULE IMPACTS LAND (E.G. IMPACTS ON FORESTRY,
AGRICULTURE ETC.):
No impact.

Revised November 1, 2021 page 1
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6. RECREATION: EXPLAIN HOW THE RULE IMPACT RECREATION IN THE STATE.
No impact.

7. CLIMATE: EXPLAIN HOW THE RULE IMPACTS THE CLIMATE IN THE STATE:
No impact.

8. OTHER: EXPLAIN HOW THE RULE IMPACT OTHER ASPECTS OF VERMONT’S
ENVIRONMENT:
No impact.

9. SUFFICIENCY : DESCRIBE HOW THE ANALYSIS WAS CONDUCTED, IDENTIFYING

RELEVANT INTERNAL AND/OR EXTERNAL SOURCES OF INFORMATION USED.
No impact.

Revised November 1, 2021 page 2
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Public Input Maximization Plan

Instructions:
Agencies are encouraged to hold hearings as part of their strategy to maximize the
involvement of the public in the development of rules. Please complete the form

below by describing the agency’s strategy for maximizing public input (what it did do,
or will do to maximize the involvement of the public).

This form must accompany each filing made during the rulemaking process:

R R B S F T A Y Y A o s oS A G L G R e R ST L L L i U S R T L 0 S A S S I R N L I R K R R LA S B A R R K P R A

1. TITLE OF RULE FILING:

Health Benefits Eligibility and Enrollment Rule,
Eligibility-and-Enrollment Procedures (Part 7)

2. ADOPTING AGENCY:
Agency of Human Services (AHS)

3. PLEASE DESCRIBE THE AGENCY’S STRATEGY TO MAXIMIZE PUBLIC
INVOLVEMENT IN THE DEVELOPMENT OF THE PROPOSED RULE,
LISTING THE STEPS THAT HAVE BEEN OR WILL BE TAKEN TO
COMPLY WITH THAT STRATEGY:

AHS consulted with key stakeholders on the development
of policies in this rulemaking. The Medicaid post
partum extension was supported by the General Assembly
and advocacy groups including the Office of the Health
Care Advocate. AHS worked with the Department of
Financial Regulation on the Qualified Health Plan
changes. The open enrollment period and income-based
special enrollment period are both modeled on changes
made by the federal government. AHS discussed the
proposals with the General Assembly, Office of the
Health Care Advocate/Vermont Legal Aid, Medicaid &
Exchange Advisory Committee, and Qualified Health Plan
issuers, and took their input in rule development. AHS
notified the Medicaid and Exchange Advisory Committee
of this rulemaking ahead of filing, including the
estimated timeframe for filing and the proposed
revisions to the rule.

Revised November 1, 2021 page 1




Public Input

The proposed rule was posted on the AHS website for
public comment, and a public hearing was held on August
17, 2022. No one attended the hearing. When the rule
was filed with the Office of the Secretary of State,
AHS provided notice and access to the rule, through the
Global Commitment Register, to stakeholders and all
persons who subscribe to the Global Commitment
Register.

The public comment period ended August 24, 2022.
Comments were received from Vermont Legal Aid on Part 2
and Part 3 of the HBEE rule. A general comment was also
received on a topic outside the scope of the HBEE rule.
Part 2 and Part 3 have been amended since the proposed
filing. The comments received, responsiveness summary,
and a list of technical changes are included with this
filing. There are no changes to Parts 1, 5, and 7 since
the proposed filing.

The Global Commitment Register is a database that
provides notification of policy changes and
clarifications of existing Medicaid policy, including
rulemaking, under Vermont's 1115 Global Commitment to
Health waiver. Anyone can subscribe to the Global
Commitment Register. Subscribers receive email
notification of the filing including hyperlinks to the
documents posted on the Global Commitment Register and
an explanation of how to be further involved in the
rulemaking.

4. BEYOND GENERAL ADVERTISEMENTS, PLEASE LIST THE PEOPLE AND
ORGANIZATIONS THAT HAVE BEEN OR WILL BE INVOLVED IN THE
DEVELOPMENT OF THE PROPOSED RULE:

Agency of Human Services including its departments;
Agency of Administration;

Department of Financial Regulation;

Medicaid and Exchange Advisory Committee;

Representatives of Vermont's Health Insurance Industry,
including the Qualified Health Plan issuers;

Health law, policy and related advocacy and community-
based organizations and groups, including the Office of
the Health Care Advocate at Vermont Legal Aid.
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Comments on Rule 22P014
1557-Reg-Revision-QA-FINAL-2022 pdf

Hello, please Excuse my last submission as | was attempting to copy and paste this document.

On behalf of stakeholders, my family member included, I'd like the committee to allow a comprehensive
service system that allows contracted supports which are not available at any designated agencies to
follow this law. Currently, ABA providers must operate at a fiscal loss when providing a contracted
service under HCAR rule of $30.11 cap. This is discriminatory in use of federal funding.

¥'d appreciate a chance to discuss this issue further.
Thank you so much,
A parent of adult daughter with hcbs waiver




Submitted Efectronically to:
Medicaid Policy Unit
AHS.MedicaidPolicy @vermont.gov

Inre; GCR 22-029 to 22-033
Health Benefits Eligibility and Enroliment Rules Update

Dear Medicaid Policy Unit,

Thank you for the opportunity to comment on the proposed program changes to the
Health Benefits Eligibility and Enrollment Rules.

The Office of the Health Care Advocate (HCA} and the Disability Law Project (DLP) at
Vermont Legal Aid submit the following comments in response to the proposed HBEE
changes:

Part Two:
Categorical Eligibility for Foster Children

The HCA and the DLP support the proposed changes in Rule 9.03({e} to expand categorical
eligibility for foster children. The proposed rule expands eligibility for former foster
children to include former foster children from other states. Under the current rule, this
category had been limited to former foster children from Vermont. We strongly support
this expansion.

We suggest some clarification to Rule 9.03 (e}(iii} that defines eligible former foster
chitldren. The rule currently reads,

“If the individual attained 18 years of age on or after January 1, 2023, .. "

in approximately half the states in the country, foster care has been extended beyond

age eighteen. (See Extending Foster Care Bevond 18 {ncsl.org)} The proposed rule should

not be read in a limited way that would define this category to include only foster
children who leave foster care at eighteen. It should be interpreted to also include foster
children who leave foster after age eighteen.

Disabled Child Home Care Eligibility

The HCA and the DLP oppose the proposed eligibility changes to 8.05(k)(6) Disabled Child
in Home Care (DCHC, Katie Beckett).




We have two concerns with this proposed rule change:

1.

“Institutional level of care” is an evolving standard. In 1965 when the federal
Medicaid program began, many children with serious medical conditions lived in
institutions. Institutionalized medical services for children continued through 1981,
when the Katie Beckett Medicaid Waiver was passed under President Ronald Reagan.
it was through the advocacy of parents and Qlmstead litigation that our medical
system moved towards providing care so that children with serious medical
conditions could live at home,

The rule references skilled nursing facilities and intermediate care facilities as two of
the three standards. Yet, Vermont does not have these institutions for children.
Children are also explicitly excluded from the Choices for Care program which
provides coverage for nursing facility care. Even when Vermont had an ICF-DD, this
facility, too, had exclusion criteria for admission that made it inaccessibie to children.
it is better for children’s development, and it is fiscally prudent for children to live at
home, when medicaily advised, Vermont has worked hard to increase the amount of
care that children can receive at home.

Requiring eligibility tied to rmodern standards of admissions for institutions that do
not exist in Vermont will make it almost impossible to for children to be found eligible
for Katie Beckett Medicaid. Furthermore, to require proof that “without the receipt of
institutional tevel of care in the home, the individual would be required to continue to
reside in an institution,” as described in {(6}{i}{B)(IN), is another standard that is
impossible to meet.

Parents have shared with us that they would rather lose everything they have, any
savings, their jobs, and their homes, than send their child to an out of state
institution, even if supports are inadequate at home. In other words, it is not without
severe stress and financial burdens that parents can care for their medically needy
children at home. It is financially better for the Vermont Medicaid program to have
children receive medical care at home. To enable this to continue, DVHA needs to use
the institutional standard of 1965.

We urge DVHA to delete 8.05 (6)(1){A and B).

No information exists that supports the proposition that a standardized level of care
tool is necessary or helpful for these eligibility determinations. It is unclear what
problem DVHA is trying to solve by use of a standardized tool. Proposing an as-yet-
unidentified tool without any stakeholder input leads us to conclude that DVHA



helieves too many children are mistakenly found eligible for Katie Beckett Medicaid.

in our experience, children are frequently found ineligible for coverage either on a
first application or at a continuing eligibility review. We have seen no evidence given
the regular stream of children and families with meritorious cases in need of
assistance with denials and terminations that the current process for Katie Beckett
eligibility is erroneously generous.

Furthermore, in representing dozens of children in appeals in Katie Beckett cases, the
medical needs and interventions are extremely individualized. We have not seen a
pattern or “type” of case that would be amenable to fitting into the standards of a
tool. We have not seen a draft of any tool, so it is hard to envision how the diverse
experiences of a

small number of medically needy children can be standardized.

We urge DVHA to not change the rule to require a tool. There has been no community
conversation or consensus on the value of a standardized tool, or the contents of a
standardized tool. It is possible that DVHA may find that no tool is either helpful or
practical. Research and community engagement should precede any potential change
fo this rule.

We urge DVHA to cut sections (A-C}.
Part Three

The HCA suggests that HBEE Rule 23.02 be amended to mirror the proposed federal rules that
address the “family glitch.” The Department of Treasury and the IRS have released proposed
rules on this issue, and the HBEE rules should mirror the proposed federal rules. The
proposed rules will change how affordability is calculated for family members when one
member of the household has an offer of employer insurance.

Under current regulations employer-based health insurance is defined as “affordable” if the
coverage solely for the employee, and not for family members, meets the affordability
requirements. That means that affordability is calculated based on what it would cost for the
employee to purchase a self-only plan. If the cost of the employee only plan meets the
current affordability test, the employee and their family members are not eligible for Advance
Premium Tax Credit {APTC). This is called the “family glitch” because it makes family
members ineligible for APTC, even though the cost of a family plan with the employer is not
“affordable.” The proposed rule change would allow for two separate calculations: one for
the employee and the other for family members. Under the proposed federal rules, if the
cost of covering family members were not affordable, they would be eligible for APTC. This




change addresses a long-standing problem and will allow more Vermonters to enroil in
affordable coverage on Vermont Health Connect.

Thank you for the opportunity to comment. Please feel free to reach out should you have any
guestions.

Sincerely,

/s/ Marjorie Stinchcombe

Marjorie Stinchcombe

Helpline Director

Office of the Health Care Advocate
Vermont Legal Aid

/s/ Rachel Seelig
Rachel Seelig
Director

Disability Law Project
Vermont Legal Aid

/s/ Barb Prine

Barb Prine

Staff Attorney
Disability Law Project
Vermont Legal Aid




State of Vermont

Agency of Human Services Jenney Samuelson, Secretfary
280 State Drive [phone] 802-241-0440
Waterbury, VT 05671-1000 [fax] 802-241-0450

www.humanservices.vermont.goy

Date: October 18, 2022

Re: Response to comments received from the public for the Health Benefits Eligibility & Enrollment
(HBEE) Rule Update (Proposed GCR 22-029 to 22-033)

A summary of the comments received on the proposed HBEE rule and the Agency of Human Services’
responses to those comments is as follows:

General Comment

Comment: On behalf of stakeholders, my family member included, I'd like the committee to allow a
comprehensive service system that allows contracted supports which are not available at any designated
agencies to follow this law. Currently, ABA providers must operate at a fiscal loss when providing a
contracted service under HCAR rule of $30.11 cap. This is discriminatory in use of federal funding. I'd
appreciate a chance to discuss this issue further.

Response: The agency appreciates this comment and the concern raised by the commenter. While the

commenter’s concern speaks to an issue that is outside the scope of this rulemaking effort, the agency
will take the concern into consideration.

Comments by Rule Sections

PART TWO

8.05(k)(6) Disabled child in home care (DCHC, Katie Beckett)

Comment 1 from Vermont Legal Aid:

Vermont Legal Aid (VLA) states, “We urge DVHA to delete 8.05 (6)(1)(A and B).” VLA’s full comments

are part of the final proposed rulemaking filing. VLA opposes proposed 8.05(k)(6)(i)(4)-(B), including
Jor the following reasons:

o “Requiring eligibility tied to modern standards of admissions for institutions that do not exist in
Vermont will make it almost impossible to [sic] for children to be found eligible for Katie Beckett
Medicaid.”




e .. lo require proof that ‘without the receipt of institutional level of care in the home, the
individual would be required to continue to reside in an institution,’ as described in (6)(i))(B)(11),
is another standard that is impossible to meet.”

e “DVHA needs to use the institutional standard of 1965.”

Response:

The proposed amendmenits to the rule at 8.05(k)(6) are not intended to change the current legal standard
for eligibility for the optional Medicaid category, Disabled Child in Home Care (DCHC or the “Katie
Beckett provision™), including the federal requirement that the individual require an institutional leve] of
care.! The intent of the proposed changes is to (1) improve clarity of the institutional level of care
eligibility requirement, (2) indicate that Vermont Medicaid may use a standardized medical assessment
tool to determine level of care in the future, (3) align the rule with current operations and federal law
regarding the frequency of reviews of clinical eligibility, and (4) make technical changes to align the
rule with federal law.

While the agency’s proposed changes were not intended to change the legal standard for meeting
institutional level of care, the agency is revising 8.05(k)(6)(i), including due to the commenter’s
feedback. Specifically, the agency has revised 8.05(k)(6)(i)(A)-(B) in two ways:

« Removed the references to federal regulations at 8.05(k)}(6)(1)(A). This change aligns the rule
more closely with the corresponding federal regulation, 42 CFR 435.225; and
¢ Removed 8.05(k)(6)(1)(B)(II) as recommended by the commenter.

The only remaining changes from those proposed to 8.05(k)(6)(i)(A)-(B) are (1) final proposed
8.05(k)(6)(1)A)XT) newly defines “medical institution” by aligning the definition with federal law, 42
CFR 435.225(b)(1), which states that to qualify for this Medicaid category, a disabled child must require
care in a hospital, SNF [skilled nursing facility], or an ICF [intermediate care facility], and (2) final
proposed 8.05(k)(6)(i)(A)(1I) aligns with 42 CFR 435.225(a) and clarifies that a disabled child must be
living in the home to qualify for DCHC.

! Explanation of why this Medicaid category is referred to as the “Katie Beckett provision:” At five months old Katie Beckett
contracted a devastating brain infection. She suffered paralysis that left her hospitalized on a ventilator for three years.
Katie’s middle-class family had a million dollars of health insurance, but that was soon exhausted. While she was
institutionalized, Medicaid paid for her medical care but when she improved enough to live with her family, her Medicaid
was terminated. Katie required professional nurses to meet her needs at home, but Medicaid would not cover it because
her family’s income was too high. Under the law, Medicald would only pay for Katie’s care if she remained in an
institutional setting. Katie's family faced a dilemma, whether to leave her in the hospital or bring her home where there
was a lack of certainty about the care that would be provided to her.

In 1981, President Ronald Reagan heard about Katie’s dilemma and personally intervened. President Reagan created the
Katie Beckett Waiver. The waiver allowed Katie, and children like her who required an institutional level of care, but could
safely receive this care at home, to receive their care at home while retaining their Medicaid coverage, regardiess of their
parents’ income. Katie grew up to be an accomplished motivational speaker and was a champion for people with disabilities
until her death in her 30s. In 1982, Congress expanded what had been accomplished by the Katie Beckett Waiver by
creating a new state plan option in Medicaid pursuant to Section 134 of the Tax Equity and Fiscal Responsibility Act (TEFRA),
sometimes referred to as “the Katie Beckett provision.”




The commenter’s interpretation that level of care for DCHC should be determined by standards that
existed in 1965 is contrary to federal law. The level of care standard for DCHC Medicaid has never
been tied to the institutional level of care standard of 1965. The Medicaid program was first
implemented in 1965, but it was not until 1981 that President Reagan created the Katie Beckett Waiver,
and it was not until 1982 that Congress made a related state plan option available to states. There is
nothing in federal law or CMS guidance that supports that the Medicaid agency should use the
institutional level of care standard from 1965 in determining eligibility for DCHC. 42 CFR 435.225
states in full:

§ 435.225 Individuals under age 19 who would be eligible for Medicaid if they were in a2 medical
institution.

(a) The agency may provide Medicaid to children 18 years of age or younger who qualify under
section 1614(a) of the Act, who would be eligible for Medicaid if they were in a medical institution,
and who are receiving, while living at home, medical care that would be provided in a medical
institution.

(b) If the agency elects the option provided by paragraph (a) of this section, it must determine, in
each case, that the following conditions are met:

(1) The child requires the level of care provided in a hospital, SNF, or ICF.
(2) It is appropriate to provide that level of care outside such an institution.

(3) The estimated Medicaid cost of care outside an institution is no higher than the estimated
Medicaid cost of appropriate institutional care.

(¢) The agency must specify in its State plan the method by which it determines the cost-
effectiveness of caring for disabled children at home.

(55 Federal Register 48608, 11/21/90)

Finally, the commenter mentions the lack of certain medical institutions within Vermont; however, the
existence of such institutions within Vermont’s borders is not relevant to the legal requirements for
DCHC Medicaid eligibility and is outside the scope of this rulemaking. The level of care analysis in
DCHC is not a placement decision; it is solely to determine eligibility for this Medicaid category.

The agency agrees with the commenter that the DCHC Medicaid category is a critical category for some
Vermont families. It is the only means for some disabled children who require an institutional level of
care, but whose household income is too high to qualify for Dr. Dynasaur, to avoid institutionalization
by the Medicaid agency paying for them to receive that level of care in their home.

Comment 2 from Vermont Legal Aid:




Vermont Legal Aid (VLA) states, “We urge DVHA to cut sections (A- C).” VLA’s full comments are part
of the final proposed rulemaking filing. VLA opposes proposed 8.05(k)(6)(i)(A)-(C), including for the
Jollowing reasons:

s “No information exists that supports the proposition that a standardized level of care tool is
necessary or helpful for these eligibility determinations. It is unclear what problem DVHA is
trying to solve by use of a standardized tool.”

s “We have not seen a pattern or ‘type’ of case that would be amenable to fitting into the
standards of a tool. We have not seen a draft of any tool, so it is hard to envision how the diverse
experiences of a small number of medically needy children can be standardized.”

o “There has been no community conversation or consensus on the value of a standardized tool, or
the contents of a standardized tool. ”

Response:

Vermont Medicaid plans to move to the use of a standardized tool to determine level of care for DCHC
eligibility to ensure objective, accurate, and reliable decision making. Much of the care that Vermont
Medicaid covers program wide is approved using standardized tools. Such tools are designed to be as
objective as possible to achieve the highest “interrater reliability,” i.e., that two screeners would answer
the same way for the same individual. This promotes best practices by ensuring proper and fair
eligibility determinations and will provide greater consistency across Vermont Medicaid.

Presently, Vermont Medicaid is seeking to amend 8.06(k)(6) to indicate that it may designate a
standardized assessment tool to determine whether an individual qualifies for an institutional level of
care for DCHC. The proposed amendment does not require Vermont Medicaid to designate a tool, but
does provide that if the agency designates one, that it must be used in all DCHC level of care decisions.
Vermont Medicaid has not selected a standardized tool for deciding level of care in DCHC. The agency
informed the commenter, prior to its submission of comments, that it would be seeking its and other
stakeholder’s input on the standardized level of care tool prior to one being implemented.

Federal law gives Medicaid agencies flexibility in deciding whether to use a standardized tool and if so,
which tool. As of 2015, standardized assessment tools were used by the District of Columbia and all 50
state Medicaid agencies in their Medicaid long term support and services (LTSS) programs, including to
determine level of care.?

Vermont Medicaid has used standardized tools for many years, to determine service needs and eligibility
for programs, including level of care. Historically, Vermont Medicaid used a “homegrown” tool to
determine if level of care was met in DCHC cases, and, more recently, it has used criteria that functions
as a tool and includes a multipage narrative that explains when level of care is met. The Department of
Disabilities, Aging, and Independent Living (DAIL) uses a standardized tool to determine eligibility,
including level of care, in the Choices for Care program, which allows individuals who require an
institutional level of care to receive care in their home to avoid institutionalization. DAIL also uses
standardized tools to determine eligibility and/or service needs for individuals applying for or enrolled in

2 Medicaid and CHIP Payment and Access Commission {MACPAC) - Functional Assessments for Long-Term Services and
Supports. https://www.macpac.gov/wp-content/uploads/2016/06/Functional-Assessments-for-Long-Term-Services-and-
Supports.pdf. Accessed September 7, 2022.




the Traumatic Brain Injury Program, the Adult High Technology Program, and the Attendant Services
Program.

Additionally, Vermont Medicaid uses a standardized tool to determine eligibility for services for
children who are medically fragile, including those who need medically complex nursing services in the
home. The Department of Vermont Health Access (DVHA) and the Department of Mental Health use
InterQual standardized tools to determine both whether level of care is met in certain settings and
whether a service authorization request for mental health, substance use disorder, behavioral health
services, and medical services should be approved (e.g., inpatient hospitalization, inpatient psychiatric
hospitalization; ecating disorder treatment in inpatient, residential, PHP and 1OP settings; Applied
Behavioral Analysis; and psychiatry, across all ages). InterQual is a nationally recognized evidence-
based platform that is used by health insurers, Medicaid agencies, and facilities nationwide.

In summary, the use of “tools” to make certain eligibility decision, including level of care, and service
authorization decisions is widespread at Vermont Medicaid and at Medicaid agencies across the country.
Such tools promote objective and fair decisions through the use of the proper administration of an
appropriate assessment tool implemented by a trained person.

The agency is not amending proposed 8.05(k)(6)(1)(C) except to remove the proposed name of the
standardized tool from the rule.

9.03(e) Former foster child

Comment: The HCA (Office of the Health Care Advocate at Vermont Legal Aid) and the DLP
(Disability Law Project at Vermont Legal Aid) support the proposed changes in Rule 9.03(e) to expand
categorical eligibility for foster children. The proposed rule expands eligibility for former foster
children to include former foster children from other states. Under the current rule, this category had
been limited to former foster children from Vermont. We strongly support this expansion.

We suggest some clarification to Rule 9.03 (e)(iii) that defines eligible former foster children. The rule
currently reads,

“If the individual attained 18 years of age on or after January I, 2023, ...

Response: The agency appreciates the commenters’ support of this expansion. The agency agrees with
the commenters that clarification defining eligible former foster children would be helpful in light of the
expansion of eligibility to include foster children from other states that have foster care extended beyond
18. The agency is adding text to the rule to make this clarification.

PART THREE

23.02 Affordable coverage for employer-sponsored MEC




Comment: The HCA (Office of the Health Care Advocate at Vermont Legal Aid) suggests that HBEE
Rule 23.02 be amended to mirror the proposed federal rules that address the “family glitch.” The
Department of Treasury and the IRS have released proposed rules on this issue, and the HBEE rules
should mirror the proposed federal rules. The proposed rules will change how affordability is calculated
Jor family members when one member of the household has an offer of employer insurance.

Under current regulations employer-based health insurance is defined as “affordable” if the coverage
solely for the employee, and not for family members, meets the affordability requirements. That means
that affordability is calculated based on what it would cost for the employee to purchase a self-only
plan. If the cost of the employee only plan meets the current affordability test, the employee and their
Jamily members are not eligible for Advance Premium Tax Credit (APTC). This is called the “family
glitch” because it makes family members ineligible for APTC, even though the cost of a family plan with
the employer is not “affordable.” The proposed rule change would allow for two separate calculations:
one for the employee and the other for family members. Under the proposed federal rules, if the cost of
covering family members were not affordable, they would be eligible for APTC. This

change addresses a long-standing problem and will allow more Vermonters to enroll in affordable
coverage on Vermont Health Connect.

Response: The agency agrees with this comment. The agency is adding text to the rule at 23.02 to
address the “family glitch” consistent with the rule proposed by the Internal Revenue Service (IRS) on
April 7, 2022. The IRS has indicated that it will finalize this policy change prior to 2023. In revising
this section of the rule, the agency is also simplifying the rule text by eliminating examples at (d), some
of which are outdated under the family glitch change, and instead referring to the current illustrative
examples provided by the IRS.
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Part Seven
Eligibility-and-Enroliment Procedures

Part Seven sets forth the application processing and enroliment requirements for health benef
verification of eligibility factors, determination of premium assistance amounts, billing and colie
premiums, and periodic renewals of eligibility.

51.00 Automatic entitlement to Medicaid following a determination o] j nder other
programs' (01/15/2017, GCR 16-100)

A separate application for Medicaid is not required from an individual who rece
52.00 Application? (01/01/2018, GCR 17-048)

52.01 In general (01/15/2017, GCR 16-100)

An individual will be afforded the opportunity to apply for health sany time, without delay.®
52.02 Application filing* (01/01/2018, GCR 17-04

(a) The application. A single, streamline ‘ed to determine eligibility and to collect information

necessary for:
(1} Enrollment in a QHP;

(2) APTC;

ined p!ication may be supplemented with a form (or forms) to collect additional information, or
propriate, alternative application may be used.

142 CFR § 435.909.
2 42 CFR § 435.907; 45 CFR §§ 155.310(a) and 155.405.
342 CFR § 435.908; 45 CFR § 155.310(c).

442 CFR § 435.907, 45 CFR § 155.405.
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(b} Eiling the application. AHS will:
(1) Accept the application from an application filer; and
{2) Provide the tools {o file an application:
(i} Via an internet website;
(i) By telephone through a call center;
(i) By mail;
(iv) Through other commonly available electronic means; and

(v) In person,

(c) Assistance.® AHS will provide assistance to any individual
process, in the manner prescribed in § 5.01.

(d)} Application filers. An application will be accepted
(1) The applicant; O

{2) Anaduit who is in the applicanig¥

gh the application or renewal

3
4)

will be no earlier than 15 days after the date the request is sent to the applicant.

rasponse to the request is received on or before the request due date, the eligibility process will be
activated for determining:

(i) Coverage, based on the date the application was originally received; or

542 CFR § 435.908.

6 45 CFR § 155.310(k).
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(i) The need to request any corroborative information necessary to determine eligibility.

(4) Ifresponses to all unanswered questions necessary for determining eligibility are not received by the
response due date, the applicant will be notified that AHS is unabie to determine their eligibility for heaith
benefits. The date that the incomplete application was received wili not be used in subsequent
eligibility determinations.

nake an
programs.

(f) Limits on information.” An applicant will be required to provide only the information nec
eligibility determination or for a purpose directly connected to the administration

(o) Information collection from non-applicants.® Information regarding citizenship,

(h) Signature required. An initial application must be signed under penal
telephonically-recorded, signatures and handwritten signatures fr:
transmission will be accepted.

(i  Accessibility. Any application or supplemental form must
proficient and individuals who have disabilities, cons

53.00 Attestation and verification - in gen

{a) Basis and scope. The income and elig
based on §§ 1137, 1902(a)(4), 19
the Act, and § 1413 of the ACA.

ation as provided in §§ 53.00 through 56.00 before making a
eligibility for heaith benefits. Such information will be used in making the

(b} In.general. AHS will verify or
determination about an indjyi

{c) Attestation.® Exce
informati%), ath
be accepte

information needed to determine the eligibility of an individual for health benefits will
testation by the individual or attestation by an adult who is in the individual’s
ed representative, or, if the individual is under age 18'° or incapacitated, someone

8 45 CFR § 155.310(a)(2).
842 CFR § 435.945(a).

10 |n its response to comments on its proposed rule, CMS indicated that “[s]tate law and regulation establish who may file
an application for an insurance affordability program on behalf of a child under age 21, and nothing in the Affordable Care
Act or these regulations alters State authority or flexibility on this matter.” 77 FR 17,156 (March 23, 2012). In Vermont, the
age of majority is 18. 1 VSA § 173
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{d)

(e)

()

(@)

individual.

Use of federal electronic verification service. ! To the extent that information related to determining eligibility
for health benefits is available through an electronic service established by HHS, AHS will obtain the
information through such service, unless AHS has secured HHS approval of alternativ cedures described
in {e) below.1?

Elexibility in information collection and verification. Subject to approval by HHS, AHS

information from a source or sources alternative to those listed in § 56.01(b), or thyse
than the electronic service described in (d) above, provided that such alternative
reduce the administrative costs and burdens on individuals and the state w
minimizing delay, and meeting applicable requirements relating to confidg
use of information.

nism other
mechanism will
accuracy,

yre, maintenance, or

n for an individual from another
information available to it to verify
oses directly connected to the

Notice of intent to obtain and use informaticn. 1? Before it requests
agency or program, AHS will inform the individual that it will pbiai
income, resources (when applicable}, and eligibility or for of

chénged electronically between AHS and any
e electronic interfaces, as specified in § 4.09. Any
greements with such other agencies or programs,
the use and disclosure of information as required by

such exchange of data will be made
which will provide for appropriate g2

irhot be obtained electronically or the information obtained electronically is not
atible, as that term is defined in § 57.00(a), with information provided by or on behalf of

1142 CFR § 435.949(b).

242 CFR § 435.945(k); 45 CFR § 155.315(h)

13 42 CFR § 435.945(f).

442 CFR § 435.945(j).
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54.00 Attestation and verification of citizenship and immigration status (01/15/2019, GCR
18-064)

54.01 Definitions (01/15/2017, GCR 16-100)

For definitions relevant to citizenship and immigration status, see § 17.00.

54.02 Declaration of citizenship or immigration status (01/15/2017, GCR 16-100)

Except as provided in § 54.06 for certain individuals applying for Medicaid, and except
qualified employer-sponsored plan, an individual seeking health benefits must sign a o

enrolling in a

(a) A citizen or national of the United States (§ 17.01(a) and (c)};

(b} A qualified non-citizen (§ 17.01(d)); or

{c) Lawfully present in the United States (§ 17.01(g)).
For the effect that citizenship and immigration status has ealth benefits, see § 17.00.
64,03 Verification frequency (01/15/2019, GCR,

(a} Citizenship.'s Verification or docum

(b) Immigration status.*® immi

status at the time of rene
determine ongoing eli
verify satisfactory

(b) Verification with the records of DHS. For an individual who has documentation that can be verified through
DHS and who either attests to lawful immigration status or lawful presence, or who attests to citizenship and
for whom AHS cannot substantiate a claim of citizenship through SSA, AHS will transmit information from the

15 42 CFR § 435.956(a){4)(i).
16 CMS SHO Letter No. 10-008 (July 1, 2010), p. 5.

7 42 CFR § 435.956; 45 CFR § 155.315(c).
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individual's documentation and other identifying information to HHS, which will submit necessary information to
DHS for verification.

54.05 Inconsistencies and inability to verify information (01/01/2018, GCR 17-048)

(@) Ingeneral. Except as provided in § 54.06, with respect to citizenship, lawful presence or 5gii éctory
immigration status which cannot be verified through SSA or DHS, AHS wilk:

{1} Follow the procedures specified in § 57.00 (inconsistencies), except that:

(i) The opportunity period described in § 57.00(c)(2)(if) during whi al must submit
documentation or rescive the inconsistency begins with the "described in §
57.00(c)(2)(i) is received by, rather than sent to, the individu both QHP and Medicaid
purposes, extends 90 days from that date. The date ong#hi tice is received is considered
to be five days after the date on the notice, unless the
receive the notice within the five-day period.

{ii) The opportunity period may be extended bey
purposes for individuals declaring {o be |
making a good-faith effort to resolve a
verification process.

s for QHP purposes, and for Medicaid
migration status, if the individual is
s or AHS needs more time to complete the

(2) I the individual does not have :
Security number;1®

number, assist the individual in obtaining a Social

(3) Aftempt to resolve anydnconsiste including typographical or other clerical errors, between
information provided b d data from an electronic data source, and resubmit corrected
information fo the electrc ta source;

(4) formation on how to contact the source of the electronic data so they can

{5) _ ivi b provide other documentation of citizenship or immigration status.

is subsection, AHS will:

elay, deny, reduce, or terminate benefits for an individual who is otherwise efigible for health

18 47 CFR § 435.956; 45 CFR 155.315(c)(3).
1942 CFR § 435.910.
20 42 CFR §§ 435.956(b)(1)(iii), 435.406 and 435.407.

21 42 CFR § 435.956(a)(5); 45 CFR § 155.315(f)(4).
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benefits.

(2) Begin to furnish Medicaid benefits to otherwise eligible individuals effective on the date of the application
containing the declaration of citizenship or immigration status by or on behalf of the individual.

(3) I relevant, proceed with respect to QHP enroliment, APTC, and CSR, as provided § 57.00(c){4).22

{c) Failure to complete verification during opportunity perigd. if, by the end of the oppoﬁun
paragraphs (a){1)(i) and (i) of this subsection, the individual's citizenship or immiggatig
verified in accordance with paragraph (a) of this subsection, AHS will: |

(1)  With regard to the individual's eligibility for Medicaid, take action withi

(2) With regard to the individual's eligibility for enrolimentin a Q
with the provisions of § 57.00(c){4)(ii). ?*

SR, proceed in accordance

{(d} Records of verification. AHS will maintain a record of havin
individual in a case record or electronic database.

nship or immigration status for each

54.06 Individuals not required to document citiz
GCR 17-048) '

ional status for Medicaid® (01/01/2018,

The following individuals are not required citizenship or national status as a condition of receipt of
Medicaid benefits:

(a) An individual receiving SS1 b
{b)} An individual entitled to or

{c) An individual receiving Fit disability insurance benefits under § 223 of the Act or monthily benefits
under § 202 of thediet, bas the individual’s disability {as defined in § 223(d) of the Act),

in foster care and who is assisted under Title V-8B of the Act, and an individual who is a
e maintenance or adoption assistance payments under Title IV-E of the Act; and

22 45 CFR § 155.315(c)(3)
22 42 CFR § 435.956(b)(3).
24 45 CFR § 155.315(f)(5).

25 42 CFR § 435.408(a)(1)(ii).
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(§ 9.03(b)).28

§4.07 Documentary evidence of citizenship and identity (01/01/2018, GCR 17-048)

(a) Definition; available. Document exists and can be obtained within the period of time spegj

(b} Standalone evidence of citizenship.?” The following will be accepted as sufficient docu y. evidence of
citizenship:

{1) A U.S. passport, including a U.S. Passport Card issued by the Departmen 3 \ t regard to any
expiration date as long as such passport or Card was issued without imi j

(2) A Certificate of Naturalization.
(3) A Certificate of U.S. Citizenship.
(4) A valid state-issued driver's license if the state issuin

obtains and verifies a Social Security number from
license.

uires proof of U.S. citizenship, or
t who is a citizen before issuing such

{5} Tribal documents:

rally-recognized Indian tribe, as published in the Federal
ffair&lwithin the U.S. Department of the Interior, and including
as an international border, which:

(i) Documentary evidence
Register by the Burea
fribes located in a State

(A) Identifies the rally-rec
(B) Identifies t

cate of Degree of indian Blood;
A tribal census document;

{vi) Documents on tribal letterhead, issued under the signature of the appropriate tribal official, that
meet the requirements of paragraph {b)(5)i) of this subsection.

26 Gection 1903(x) of the Act.

742 CFR § 435.407(a).
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(6) A data match with the Social Security Administration.

(c}) Other evidence of citizenship.?® If an applicant does not provide documentary evidence from the list in
paragraph (b) of this subsection, the following must be accepted as satisfactory evidence to establish
citizenship if also accompanied by an identity document listed in paragraph (d) of this sig

(1} A U.S. public birth certificate showing birth in one of the 50 States, the District of Cg

Island, or the Commonweatth of the Northern Mariana Islands (CNMI) (if bog
(CNMI local time)). The birth record document may be issued by a State, G

local jurisdiction. If the document shows the individual was born in Pug
applicable date referenced in this paragraph, the individual may be g
following will establish U.S. citizenship for collectively naturalized |

(A) Evidence of birth in the CNMI, TTPI ¢&
Territory or possession on Nove R
that they did not owe allegja

{B)

) wile in the CNMI since before January 1, 1974, and the applicant's
id not owe allegiance to a foreign state on November 4, 1986 (CNMI local

entered the CNMI as a nonimmigrant and lived in the CNMI since

(2) Atstgle match with a state vital statistics agency documenting a record of birth.
(3) Certifi eport of Birth, issued to U.S. citizens who were born outside the U.S.

4) port of Birth Abroad of a U.S. Citizen.

(5) A Cefiffication of birth in the United States.

(8) A U.S. Citizen 1.D. card.
(7} A Northem Marianas Identification Card, issued by DHS (or predecessor agency).

(8) A final adoption decree showing the child's name and U.S. place of birth, or if an adoption is not final, a

2 42 CFR § 435.407(b).
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statement from a state-approved adoption agency that shows the child's name and U.S. place of birth.
{9) Evidence of U.S. Civil Service employment before June 1, 1976.

(10) U.S. Military Record showing a U.S. place of birth.

(11) A data match with the Systematic Alien Verification for Entitlements (SAVE) Progre ny other
process established by DHS 1o verify that an individual is a citizen. {

(12) Documentation that a child meets the requirements of § 101 of the Child C
1431).

(13) Medical records, including, but not limited to, hospital, clinic, or doc
nursing facility, skilled care facility, or other institution that indiggit®

or admission papers from a
gce of birth.

{14) Life, health, or other insurance record that indicates a U
{15) Official religious record recorded in the U.S. showing irth occurred in the U.S.

(16) School records, including pre-school, Head S
of birth.

showing the child's name and U.S. place

(17) Federal or State census recordgl itizenship or a U.S. place of birth.

{18) If the individual does not have
subsection, they may submit an afl
reasonably attest to th ividual's
place of U.S, birth. T

e documents listed in paragraphs (b) or (c)(1) through (17) of this
t signed by another individual under penalty of perjury who can
iZenship, and that contains the individual's name, date of birth, and
it does not have to be notarized.

(d) Evidence of identity®®

(1} The ted as proof of identity, provided such document has a photograph or other

sufficient to establish identity, including, but not limited to, name, age, sex, race,
sve color, or address:

ldentity documents listed at 8 CFR § 274a.2(b){(1)(v)(B)(1), except a driver's license issued by a
Canadian government authority.

(ii Driver's license issued by a State or Territory.
(i} School identification card.

(iv) U.S. military card or draft record.

2 42 CFR § 435.407(c).
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{v) Identification card issued by the federal, state, or local government.
(vi) Military dependent's identification card.

(vii) U.S. Coast Guard Merchant Mariner card. -

(2) For children under age 19, a clinic, doctor, hospital, or school record, including preg
records.

(3) Two documents containing consistent information that cormoborates
documents include, but are not limited to, employer identification ca
(including high school equivalency diplomas), marriage certificates,
or titles.

(4) AHS will accept as proof of identity:

(i) [Reserved)

(5) I the individual does not havig 4
subsection and identity is not vetigsd under paragraph (d)(4) of this subsection, the individual may submit
Rgarury, by another person who can reasonably attest to the

individual's identity. Suc

establishing identity, gs e in paragraph (d)(1) of this subsection. The affidavit does not have to be

(e) Verification of citigéM8aip BsagEderal agency or another state.*® AHS may rely, without further documentation
of c:tlzen@p Ol

(f)

(@) Documentéiry evidence. 2 A photocopy, facsimile, scanned, or other copy of a document will be accepted to
the same extent as an original document under this subsection, unless information on the submitted document
is inconsistent with other information available to AHS, or AHS otherwise has reason to question the validity of

30 42 CFR § 435.407(d).
31 42 CFR § 435.407(e).

32 42 CFR § 435.407(f).
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the document or the information on the document.

54.08 Documentation of immigration status for qualified non-citizens (01/15/2017, GCR 16-100)

a non-citizen
and Immigration

If verification of immigration status cannot be obtained through the process described in § 54.
individuai seeking health benefits as a qualified non-citizen must provide United States Citize
Services (USCIS) documents to establish immigration status, as specified below:

{a) Lawful Permanent Resident
(1) USCIS Form I-551; or
(2) For recent arrivals, a temporary [-551 stamp on a foreign passport

ented as evidence of status,
orm. Refer the individual to USCIS

(3) Note: Forms I-151, AR-3 and AR-3A have been replaced by iS5
contact USCIS to verify status by filing a G-845 with a co
to apply for a replacement card.

{b) Refugee

(1) The following documents may be used o d

(i} USCIS Form 1-94 endo
United States;

f0 Lawful Permanent Resident status after 12 months in the United States, but
-benefits eligibility are still considered refugees. They are identified by Form 1-
"RE-7, RE-8, or RE-S.

An 1-94 Arrival/departure card with a stamp showing parole into the United States on or after April
+21, 1980. 1-94 may refer to §212(d)(5). 1-94 may refer to humanitarian or public interest parole. 1-94
may he expired.

(i) An -84 Arrival/departure card with a stamp showing parole at any time as a "Cuban/Haitian
Entrant (Status Pending)." 1-94 may refer to §212(d}(5). |-94 may be expired.

(i) CHB adjustment code on the I-551. Even after a Cuban/Haitian Entrant (Status Pending) becomes
a permanent resident, they technically retain the status Cuban/Haitian Entrant (Status Pending). -
551 may be expired.

{iv} A Cuban or Haitian passport with a §212(d)(5) stamp dated after October 10, 1880. Passport may
Part 7 — Page 12 (Sec.54.00, Sub.54.08)
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be expired.
{c) Asylee

(1) USCIS Form 1-94 annotated with stamp showing grant of asylum under § 208 of the INA;

(2) A grant letter from the Asylum Office of the USCIS;
(3) Form 1-688B annotated “274a.12(a)(5)",;
(4) Form |-766 annotated “A5"; or

ed, file a G-845 with the

(5) An order of the Immigration Judge granting asylum. If a court order
i er was not overturned on

local USS district office attaching a copy of the document to v
appeal.

{d) American Indian born outside of the United States
{1) Documentation of LPR status (See i-313.1);
(2) Birth or baptismal certificate issued on ar
(3) Membership card or other triba

{4) Letter from the Canadian Depaty f Indian Affairs;

{5} School records; or

{8) Contact with the tri

94 with stamp showing admission under § 203(a)(7) of the INA, refugee-conditional entry;
Fl-688B8 annotated “274a.12 (a)(3)"; or
(3) Form I-766 annotated "A-3."

(0) Non-citizen who has had deportation withheld under § 243(h) of the INA

(1) Order of an Immigration Judge showing deportation withheld under § 243(h) of the INA and date of the
grant;

(2) USCIS Form |-688B annotated "247a.12(a)(10)"; or
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(3} Form I-766 annotated “A10.”

54.09 Documentation of entry date for determining the Medicaid five-year bar for qualified non-
citizens {01/15/2017, GCR 16-100)

{a) The following are the documents that may be used to determine the Medicaid five-year ¢ qualified non-
citizens (§ 17.03):

{1} Form [-94. The date of admission should be found on the refugee stamp. If contact

USCIS to verify the date of admission by filing a G-845 with a copy of the

(2) If an individual presents Forms 1-688B or 1-766 (Employment Autho
travel document), AHS will ask the individual to present Form 1-84.
USCIS by filing a G-845 with a copy of the document present

ts), and I-57 (refugee
able, AHS will contact

from the date of the letter or court
ng a G-845 with a copy of the

{3) Grant letiers or court orders. AHS will derive the date s
order. if missing, AHS will contact USCIS to verify dale
document.

{b} If an individual presents a receipt indicating that th
one of the documents identified above, AHS T
local USCIS district office with a copy
question the authenticity of a docu
determine whether non-citizen st

Lio USCIS for a replacement document for
to verify status by filing a G-845 with the
ili contact the USCIS any time there is a reason to
" the information on the document is insufficient to

ments are met.

54.10 Ineligible non-citizens igrants {01/15/2017, GCR 16-100)

Some non-citizens may be lawf
immigrants. These non-citize
status, they generally will be
citizens. For example, ail
an ineligible norggitizégr

ed but only for a temporary or specified period of time as legal non-
qualified non-citizens. Because of the temporary nature of their admission
ablish residency and are not eligible for health benefits as qualified non-

For purposes of Wedicaid eligibility, visitors, tourists, and some workers and diplomats are also ineligible non-citizens
and non-immigrants. These non-citizens would have the following types of documentation:

{a) Form -84 Arrival-Departure Record,
{b) Form 1-185 Canadian Border Crossing Card;
{c) Form I-186 Mexican Border Crossing Card;

{d} Form SW-434 Mexican Border Visitor's Permit; or
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(e) Form |-95A Crewman’s Landing Permit.

5500 Attestation and verification of other nonfinancial information®? (01/01/202340/04/2021,
GCR 22-03320-004)

55.01 Attestation only (01/15/2017, GCR 16-100)

Uniess information from an individual is not reasonably compatible with other information pro
available to AHS, as described in § 57.00(b)(3), attestation of information needed to de
requirements will be accepted without requiring further information from the individua

wing eligibility

(a) Residency;

{(b) Age;

{c) Date of birth; and

(d) Pregnancy.
55,02 Verification of attestation (01/01/202

An individual's attestations of information ne e following eligibility requirements will be verified by
AHS:

{a) Sociat Security number34

{1} The Sccial Security nJ i by an individual will be verified with SSA to insure the Social
Security number was |

(2)

“for purposes of QHP eligibility:

,The individual will be provided with a period of 90 days from the date on which the notice
described in § 57.00(c)(2)(i) is received, rather than sent, for the individual to provide satisfactory
documentary evidence or resolve the inconsistency with the SSA.

(i) The date on which the notice is received means five days after the date on the notice, unless the

33 42 CFR § 435.956; 45 CFR §§ 155.315 and 155.320.

34 42 CFR §§ 435.910 and 435.956(d); 45 CFR § 155.315(b).
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individuai demonstrates that they did not receive the notice within the five-day period.
For more information about Social Security numbers and eligibility for health benefits, see § 16.00.

(b) Incarceration status.3% When determining an individual’s eligibility for enrcllment in a QHP, the individual's
attestation regarding incarceration status will be verified by:

(1) Relying on any electronic data sources that are available to AHS; or

{2) If an approved data source is unavailable, accepting the individual's attest provided in (3)
below.

(3) Tothe extent that an individual's attestation is not reasonably comp information from available

idual or in AHS's records,
AHS will follow the procedures specified in § 57.00.

(¢} Eligibility for MEC other than throu
APTC and CSR:

h an eligible emp

{1} AHS will verify whether an individual is eligiblgffOr M# her than through an eligible employer-
sponsored plan or Medicaid, using informaiioige :
by HHS to HHS.

{2) AHS will also verify whether 3§ b alrgiply has been determined eligible for coverage through

(d) Enroliment in an eligible emg
employer-sponsored plan®’

Except as specified in paragraph (d)(2)(ii) of this subsection, an individual's attestation regarding
the verification specified in paragraph (d){(1) of this subsection will be accepted without further

3 45 CFR § 155.315(e).
3 45 CFR § 155.320(b).
37 45 CFR § 155.320(d).

38 45 CFR § 155.320(d)(4iv).
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verification.

(i) AHS maywill select a statistically significant random sample of individuals found eligible for APTC
based on their attestation as described in (d¥(2){i) of this subsection and:

(A} Provide notice to the selected individuals indicating that AHS will be contd
identified on the application for the individual and the members of their hoy
whether the individual is enrolled in an eligible employer-sponsored plan g
qualifying coverage in an eligible employer-sponsored plan for the benefife
coverage is requested;

any employer
d to verify
jible for
which

(B) Proceed with all elements of eligibility determination using the ind al's Bitestation, and
provide eligibility for enroliment in a QHP to the extent that di otherwise gualified;

(C) Ensure that APTC and CSR are provided on behalf of an.i ho is otherwise qualified for

(D) Make reasonable attempts to contact any em d on the application for the individual
and the members of their household, to verif r the individual is enroiled in an eligible
amployer-sponsored plan or is eligib '
plan for the benefit year for which co

(E} If AHS receives any mformatlo
eligible employer—spon ¥or s y for qualifying coverage in an eligible employer-
sponsored plan, AHSE i e individual's eligibility based on such information and in

eligibility determinatio T the individual of such determination;

f 90 days Ym the date on which the notice described in paragraph (d)(2)(ii}(A)
mdlvrdual AHS is unable to oblain the necessary information from an
I's eligibility will be determined based on their attestation regarding

At the process described in this paragraph (d}(2)(ii), AHS will only disclose an
ation to an employer to the extent necessary for the employer to identify the

56.00 Yarification of financial information®® (01/15/2019, GCR 18-064)

56.01 Da 115/2017, GCR 16-100)

 Generally, the ACA’s provisions regarding modernization of Medicaid eligibility procedures (e.g., application, ranewal,
attestation, electronic verification, submission modes, etc.) apply to determination of MAGI- and non-MAGI based
eligibility decisions. See, CMS response to comments on proposed rule, 77 FR 17,143 (March 23, 2012). Accordingly, the
provisions in this section apply in determining MABD income. However, as the concept of “family size” does not apply in
the context of MABD (that program utilizes the concepts of “financial responsibility group” and “Medicaid group” in
determining the countable non-MAG!-based income), provisions in this section that refer to “family size” apply only to
MAGI-related Medicaid eligibility.
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{a) Taxdata*®

(1) For all individuals whose income is counted in making a health-benefits sligibility determination, and for
whom Social Security numbers are available, AHS will request tax retum data regarding income and
family size from the Secretary of the Treasury and data regarding Social Security fits from the
Commissioner of Social Security by transmitting identifying information specified b

(2) I the identifying information for one or more individuals does not match a tax recof
Secretary of the Treasury that may be disclosed, AHS will proceed in accorga
57.00{c)(1).

provisions in §

(b) Non-tax data. For all individuals whose income is counted in making a h
AHS will request non-tax data from other agencies in the state and othe
follows:

igibility determination,
federal programs, as

(1) To the extent that AHS determines such information
individual, the following will be requested:

{i) Information related to wages, net earni ployment, and unearned income and
resourcas from:
(A) The State Wage Informaj k cy (SWICA);

(B) The IRS;
(C) The SSA;

(D) The State of ont’s newNire database;
(E}
(F)

Inf tidn related to eligibility or enroliment from the 3SquaresVt Program, the Reach Up
Program, other health-benefits pregrams, and cther public-assistance programs that are
administered by the State of Vermont; and

(ii)” Any other infermation source bearing upon the individual's financial eligibility.

(2) To the extent that the information identified in this subsection is availabile through the federal electronic
verification service (§ 53.00(d)), the information will be obtained through such service.

(3) The information will be requested by Social Security number, or if a Social Security number is not

40 42 CFR § 435.948; 45 CFR § 155.320(c).
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available, using other personally-identifying information in the individual's account, if possible,

56.02 Verification process for Medicaid (01/01/2018, GCR 17-048)

In determining an individual's eligibility for Medicaid:

(a) Family size.4' For purposes of MAGI-based Medicaid eligibility, attestation of informationg
family size in accordance with the procedure set forth in § 55.01 will be accepted (atte

ded to determine

{b} income?®

{1} Except as stated in paragraph (b)(2) of this subsection, income will
individual's attestations with tax- and non-tax data obtained pursua
reasonably compatible, as that term is defined in § 57.00{a)(
available, AHS will proceed in accordance with the provision

01. If the attestations are not
5 or if such data is not

ation that their income is above the
Leligible will be accepted without further

(2) For purposes of MAGI-based Medicaid eligibility, an i
highest income standard under which they may be

verification.
{c) Resources. For purposes of MABD (non MAGi gibility, resources will be verified by
comparing the individual's attestation \e sources. If the attestations are not compatible with
such sources, or if no suich sources g es exist but are not available, AHS will proceed in

must attest to the persons that comprise a tax filer's family size.

extent that the individual attests that the tax data described in § 56.01(a) represent an accurate
projection of a tax filer's family size for the benefit year for which coverage is requested, the individual's
attestation will be accepted without further verification.

4142 CFR § 435.956(f); 45 CFR § 155.320(c)(2)(i).
42 42 CFR §§ 435.945, 435.948, and 435.952; 45 CFR § 155.320(c)}{(2){ii).

43 45 CFR § 155.320(c)(3)(i).
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{3) Tothe extent that tax data are unavailable, or the individual attests that a change in circumstances has
occurred or is reasonably expected to occur, and so they do not represent an accurate projection of a tax
filer's family size for the benefit year for which coverage is requested, the tax filer's family size will be
verified by accepting the individual's attestation without further verification, except as specified in
paragraph (a){4) of this subsection.

{(4) If the individual's attestation to a tax filer's family size is not reasonably compatibl erm is defined
in § 57.00{(a)(1), with other information provided by the individual or in AHS's rec
through other electronic data sources will be used to verify the attestation. |
unavailable or information in such data sources is not reasonably compatity
attestation, additional documentation will be requested to support the
specified in § 57.00. '

{5) Verification regarding APTC and CSR. AHS will verify that nej
behalf of an individual by using information obtained by trans
HHS to HHS.#

CSR is being provided on
ntifying information specified by

(b} Basic verification process for annual household income*®

(1) The individual must attest to the tax filer's pro, 'Rousehold income.

(2) AHS will compute annual house oh the tax data described in § 56.01(a) (tax-based

(3) Tothe extent that the individual station indicates that the tax-based income calculation under
paragraph {b){(2) of thi i esents an accurate projection of the tax filer's household income

{4) Tothe extent the feScribed in § 56.01(a) are unavailable or the individual attests that a change
red or is reasonably expected to occur, and so they do not represent an
jection®df the tax filer's household income for the benefit year for which coverage is

S will require the individual to attest to the tax filer's projected household income for the

Which coverage is requested.
(c) Veri on process for increases in_househeld income

(1) Except as specified in paragraphs (c)(2) or {3} of this subsection, the individual's attestation for the tax
filer's household will be accepted without further verification if:

(Y The individual attests that the tax filer's annual household income has increased or is reasonably
expected to increase from the tax-based income calculation under paragraph (b}{2} of this

4445 CFR § 165.320.

45 45 CFR § 155.320(c)(3)(ii).
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subsection; and

(i) AHS has not verified the individual’'s income through the process specified in § 56.02(b) to be
within the applicable Medicaid income standard.

projected annual
in accordance

{2) I the non-tax data available to AHS, as described in § 56.01(b), indicate that a tax ¥
income is in excess of their attestation by more than twenty-five percent, AHS will
with § 57.00(c)(1)-(4)(i).

(3) If other information provided by the individual indicates that a tax filer's proje
income is in excess of the individual's attestation by more than twenty-fiv
be used to verify the attestation. If such data are unavailable or info
compatible with the individual's attestation, AHS will proceed in acc

ousehold
non-tax data will

ve not established income through the process specified in §
) that is within the applicable Medicaid income standard; and

()

(d)

filer's applicable family size has changed or is reasonably expected to change for the
benefit year for which the individuals in the tax filer's household are requesting coverage; or

"The members of the tax filer's household have changed or are reasonably expected to change for
the benefit year for which the individuals in their household are requesting coverage;

(3) The individual attests that a change in circumstances has occurred or is reasonably expected to occur,
and so the tax filer's annual household income has decreased or is reasonably expected {o decrease
from the tax data described in § 56.01(a) for the benefit year for which the individuals in the tax filer's

4 45 CFR § 155.320(c)(3)(iv).
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household are requesting coverage;

(4) The individual attests that the tax filer's filing status has changed or is reasonably expected to change for
the benefit year for which the individual(s}) in tax filer's household are requesting coverage; or

(5) Anindividual in the tax filer's household has filed an application for unemployment

56.05 Alternate APTC and CSR verification procedure: small decrease in project
income¥ (01/01/2018, GCR 17-048)

If a tax filer qualifies for an alternate APTC and CSR verification process and the i
filer's projected annual household income is no more than fwenty-five percent
calculation {§ 56.03(b)(2)), the individual's attestation will be accepted without

bstation to the tax
ed income
vetification.

56.06 Alternate APTC and CSR verification procedure: large d

n projected household
income and situations where tax data are unavaila

19, GCR 18-064)

e tax filer's projected annual household
ion and in §§ 56.07 and 56.08 if the tax filer
§ 56.04 and:

{a) Ingeneral. AHS will attempt to verify the individual's attes
income with the process specified in paragraph (b) ofsth
qualifies for an alternate APTC and CSR verificatio]

{1) The individual's attestation fo th

nnual household income is greater than twenty-five
percent below the tax-based

(§ 56.03(b)(2)), or
(b} Applicable process. The alt CSR verification process is as follows:
{1) Dafa. Data fromn sources, as described in § 56.01(b}), will be annualized (non-tax-based

{2) Eﬁgi%ﬁy. f the individual's attestation indicates that the non-tax-based income

3)
Y-five percent below the non-tax-based income calcuiation under paragraph (b){(1) of this
subsection, AHS will request additional documentation using the procedures specified in § 57.00{c}{1)
through (4)(i). If, following the 90-day period described in § 57.00{c)(2)(ii}, the individual has not
responded to the request for documentation or AHS remains unable to verify the individual's attestation,

47 45 CFR § 155.320(c)(3)().

48 45 CFR § 155.320(c)(3)(vi).
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AHS will follow the applicable procedures described in § 56.08,

56.07 Alternate APTC and CSR verification procedure: Increases in household income when tax
data are unavailable*® {01/15/2017, GCR 16-100)

(a) Attestation sufficient. Except as provided in paragraph (b) of this subsection, the individ
tax filer's household will be accepted without further verification if:

ttestation for the

(1) The individual's attestation indicates that a tax filer's annual household inco

oris
reasonably expected to increase from the non-tax-based income caiculati ¥(1)); and
{2) AHS has not verified the individual's income through the process s 56702(b) to be within the

applicable Medicaid income standard.

(b) Additional verification required. Additional documentation will be r
57.00 if AHS finds that an individual's attestation of a tax fil
compatible with other information provided by the individug
56.01(b). '

sing the procedures specified in §
hold income is not reasonably
data available to AHS under §

§6.08 Alternate APTC and CSR verification pr
100)

Ing 90-day period (01/15/2017, GCR 16-

{a) Individual does not resp ate individual's income within Medicaid standard. if, following
the 90-day period described in § {ii) as required by § 56.06(b)(3), an individual has not responded to
a request for additional information ax data or non-tax data indicate that an individual in the tax filer's
household is eligible for Medigaid, the application for a health-benefits program (for example, Medicaid, APTC

or CSR) will he denied.

(b} Aftestation cannot be

ains unable to verify the individual's attestation, AHS will determine the
AHS's tax-based income calculation (§ 56.03(b){(2)), notify the individual of such

(c)
_ :06(b)(3), AHS remains unable to verify the individual's attestation for the tax filer and tax
ssary for a tax-based income calculation (§ 56.03(b)(2)} are unavailable, AHS will determine the tax
le for APTC and CSR, notify the individual of such determination, and discontinue any APTC or
CSR in actordance with the effective dates specified in § 73.06.

56.09 Verification related to eligibility for enroliment in a catastrophic plan®® (01/15/2017, GCR 16-
100)

48 45 CFR § 155.320(c)(3){(vi)(C).

50 45 CFR § 155.315().
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(@) AHS will verify an individual's attestation that they meet the requirements of § 14.00 (eligibility for enroliment in
a catastrophic plan) by:

(1} Verifying the individual's attestation of age as follows:

(iy Except as provided in paragraph (a)(1)(iii) of this subsection, accepting their tation without
further verification; or

(i} Examining electronic data sources that are available and which have be
this purpose, based on evidence showing that such data sources arg
accurate, and minimize administrative costs and burdens.

(iiiy If information regarding age is not reasonably compatible wil
individual or in AMHS’s records, examining information inggia s
have been approved by HHS for this purpose based ¢
are sufficiently current and accurate.

ormation provided by the
gihat are available and which

(b} To the extent that AHS is unable to verify the inforng
catastrophic plan as described in paragraphs (
57.00, except for § 57.00(c){4) (eligibilt

56.10 Education and assistance (0§
Education and assistance will be provided toWg individual regarding the processes specified in this section.

57.00 Inconsistencies (01/01 8, GCR 17-048)

(a) Reasonable compatibili

(1)

ation obtained through electronic data sources, other information provided

(2) urposes of Medicaid, income information obtained through an electronic data match shall be
coffgidered reascnably compatible with income information provided by or on behalf of an individual if
both are either above or at or below the applicable income standard or other relevant income threshald.
For eligibility criteria other than income, an individual's attestation will be considered reasonably
compatible with information obtained through electronic data sources, other information provided by the
individual, or other information in AHS's records if the discrepancy does not affect sligibility for a specific
Medicaid category.

(b} Appiicability of reasonable-compatibility procedures. Except as otherwise specified in this rule, the procedures

5142 CFR § 435.952(c); 45 CFR § 155.300(d).
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outlined in this section will be used when:

(1) Information needed in accordance with §§ 53.00 through 56.00 is not available electronically and
establishing a data match would not be effective, considering such factors as the administrative costs
associated with establishing and using the data match, compared with the adminisigative costs associated
with relying on paper documentation, and the impact on program integrity in terms e potential for
ineligible individuals to be approved as well as for eligible individuals to be denied

(2) AHS cannot verify information required to determine eligibility for heaith bengf hen:

are not included in such data sources; or

(i) Electronic data from IRS, DHS and SSA are required b
sources will be available within one day of the initial
individual’s attestation of residency or, for purpose dligibility for MEC, may be accepted,

would otherwise be required and the electron support the attestation are not reasonably
expecied to be available within one day_ gfith

(3) Attested information that would not otherwig
information that is provided by th i

{c) Procedures for determining
section, AHS will:

(1) Make a reasonable effor
typographicat or other.cl

ofice to the individual regarding the inconsistency; and

Provide the individual with an opportunity period, as described in this paragraph (¢)(2)(ii), from the
% date on which such notice is sent to the individual to either present satisfactory documentary
evidence via the channels available for the submission of an application, (except for by telephone
through a call center), or otherwise resolve the inconsistency. If, because of evidence submitted
by the individual, one or more requests for additional evidence is necessary, such additional
evidence must be submitted by the individual within the same opportunity period that begins with

52 The opportunity period described in this paragraph (c)(2)(ii) does not apply to an inconsistency related to citizenship or
immigration status. For the opportunity period for citizenship and immigration status, see § 54.05(a)(1).
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the first verification request.

{(A) For purposes of QHP, the individual's opportunity period is 90 days.

{B} For purposes of Medicaid, the individual's opportunity period is as follows:

(i}  Ifthe individual is & new Medicaid applicant, the opportunity peri 0 days,
communicated in the form of two separate and sequential notice
individual 10 days within which {o respond. :

(I if the individual is a Medicaid enroilee, the opportunity p

dividual
cumentation during the

(3) Extend the opportunity period described in paragraph (c){2)(ii} of thi
demonstrates that a good-faith effort has been made {o obtain the
period.

{4) In connection with the verification of an attestation for QHP €

(i) During the opportunity period described in pa )(ii) of this section:
(A} Proceed with all other elements of el
provide eligibility for enroliment in
and

tion using the individual's attestation, and
t that an individual is otherwise qualified;

(B} Ensure that APTC, th
behaif of an individ

um Reduction, and federal and state CSR are provided on
perigd who is otherwise qualified for such payments and
ts that they understand that any APTC paid on their behalf is

le to verify the attestation. AHS will notify the individua! of such
notice that AHS is unable to verify the attestation. For an individual

he whether the individual is eligible for APTC, the Vermont Premium Reduction, and
eral and state CSR based on the information available from the data sources specified
above, and notify the individual of such determination, including notice that AHS is unable to
verify the attestation.

If AHS cannot determine, based on available information, that the individual is ineligible for
Medicaid, deny the application for or terminate the individual's APTC, Vermont Premium
Reduction and federal and state CSR on the hasis that there is insufficient information to
determine the individual's eligibility for Medicaid. >

5 |t is a condition of eligibility for APTC and CSR that the individual is not eligible for government-sponsored MEC; 26
CFR § 1.36B-2{a)(2). In this case, the individual's failure to respond to the verification request preciudes the determination
of this condition of eligibility.
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(C) if an individual is determined ineligible for financial assistance, the individual would still be
eligible for enroliment in a QHP without financial assistance.

(5) In connection with the verification of an attestation for Medicaid eligibility, if, after the opportunity period
described in paragraph (c){2)(ii) of this section, the individual has not responded to a request for
additional information or has not provided information sufficient fo resolve the incorisigtency, or AHS
otherwise remains unable to verify the attestation, deny the application or disenroll {h thdividual on the

{d) Exception for special circumstances®

il provide an exception, on
ion which cannot otherwise

(1) Except for an inconsistency related to citizenship or immigrati
a case-by-case basis, to accept an individual's attestation as;
be verified, because such documentation: '

{iy Does not exist; or
(i) Is not reasonably available.

(2) Toreceive such an exception:

(i) The inconsistency mu otherwise resolved, and

adequate explanation of the circumstances as to why they cannot

{iiy The individual must pro
d to resolve the inconsistency.

obtain the docuig ntation n

()

Pursuit of additional informations mpatible with
! of an individual. %% Eligibility will not be denied or terminated nor benefits
hasis of verification information received in accordance with this part Seven

58.01 in géreral®” (01/01/2018, GCR 17-048)

54 42 CFR § 435.952(c)(3); 45 CFR § 155.315(g).
5 42 CFR § 435.952(d).
56 42 CFR § 435.911; 45 CFR § 155.310; 45 CFR § 155.345.

57 42 CFR §§ 435.911(c) and 435.1200(g).
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(@) MAGI screen.® For each individual who has submitted an application for a health- benefits program (i.e.,
health benefits other than enrollment in a QHP without APTC or CSR), or whose eligibility is being renewed,
and who mests the nonfinancial requiraments for eligibility (or for whom AHS is providing an opportunity to
verify citizenship or immigration status), AHS will do the following:

(1) Promptly and without undue delay, consistent with timeliness standards establish
furnish MAGI-based Medicaid to each such individual whose housshold income is
applicable MAGI-based standard.

(2) For each individual described in paragraph (c) of this subsection (individu determination of
Medicaid eligibility on a basis other than the applicable MAGIi-based i d), collect such
additional information as may be needed to determine whether suc i Feligible for Medicaid on

any basis other than the applicable MAGI-based incorme standard, Medicaid on such basis.

G- Iudes sufficient information to
suant to a change in circumstance,

(3) For an individual who submits an application or renewal fonmig
determine Medicaid sligibility, or whose eligibility is beingeeen®ae

(b) MAGI-based income standards for certain individ % In the case of an
individual who has attained at least age 65 angdifth IRliyidu# who has attained at least age 19 and who is
entitled to or enrolled for Medicare b o TN R Ror B or Title XVl of the Act, non-MAGI-based income
standards will be used, except thatg Fe of 2ch an individual:

(1)  Who is also pregnant, the applic@ge MAGi-based standard is the standard established under §
7.03(a)(2); and

{2) Whois also a parenjsig er relative (as defined in § 3.00), the applicable MAGI-based standard is
the standard estaliishgd™

'R is identified, on the basis of information contained in an application or renewal form, or
other information available, as potentially eligible on a basis other than the applicable
I-based standard; and

(2) Anindividual who otherwise requests a determination of eligibility on a basis other than the applicable
MAGI-based standard.

5 42 CFR § 435.911(c).
50 42 CFR § 435.911(b)(2).

80 42 CFR § 435.911(d).
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(d} Individuals requesting additional screening.5* AHS will notify an applicant of the opportunity to request a full
determination of eligibility for Medicaid on a basis other than the applicable MAGI-based income standard, and

will provide such an opportunity. Such notification wili also be made to an enrollee, and such opportunity
provided in any redetermination of eligibility.

{e) Determination of eligibility for Medicaid on a basis other than the applicable MAGI- some standard. 52 If
an individual is identified as potentially eligible for Medicaid on a basis other than the a s

dual who is describad
id based on MAGI-based

income standards will be considered as ineligible for Medicaid for
the individual is determined eligible for Medicaid.

(b) Before APTC on behalf of a tax filer may be Rad, thgiax filer must provide necessary attestations,

(1) They will file an income tax rétyg e beneflt year, in accordance with 26 USC §§ 6011 and 6012, and

implementing regulations;
{2) If married (within the ing of 26 CFR § 1.7703-1), they will file a joint tax return for the benefit year
unless they meet th e criteria defined in § 12.03(b) (victim of domestic abuse or spousal
abandonment); %%
{3) Nootherta il e to claim them as a tax dependent for the benefit year; and
hd
(4) y w& perSonal exemption deduction on their tax return for the individuals identified as

6145 CFR § 156.34
62 42 CFR § 435.911(c); 45 CFR § 155.345(d).
63 45 CFR § 155.345(¢).

54 45 CFR § 155.310(d)(2)(i) and (ii).

85 Federal tax law does not recognize civil unions. Therefore, a Vermont couple in a civil union may not file a joint tax
return; they may qualify for APTC by filing separate returns.
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members of their household, including the tax filer and their spouse, in accordance with § 56.03(a).%

59.00 Special QHP eligibility standards and process for Indians®’ (01/01/2018, GCR 17-048)
59.01 Eligibility for CSR (01/15/2017, GCR 16-100)

(a) An individual who is an Indian, as defined in § 3.00, will be determined eligible for CSR_
(1) Meet the requirements specified in §§ 11.00 and 12.00; and

| determining
nefit year for which

(2) Are expected to have household income, using MAGI methodologies
eligibility for APTC and CSR, that does not exceed 300 percent of
coverage is requested.

{b) CSR may be provided to an individual who is an Indian only if the n a QHP through VHC.

§9.02 Special cost-sharing rule for Indians regardless 1/15/2017, GCR 16-100)

AHS must determine an individual eligible for the special cog
(items or services furnished through Indian health provid
individual to request an eligibility determination for hegit

described in § 1402(d)(2) of the ACA
al is an indian, without requiring the
s in order to qualify for this rule.

59.03 Verification related to Indian
2 an Indian, such attestation will be verified by:
(a) UHtilizing any relevant docu i in accordance with § 53.00;

{b} FLEr es that are available and which have been approved by HHS for this
g that such data sources are sufficiently accurate and offer less
r verification; or

{c) t thahs vz data sources are unavailable, an individual is not represented in available data

th § 57.00 and verifying documentation provided by the individual in accordance with the
able documentation provided in § 54.07(b}{5).

56 45 CFR § 155.320(c)(3X).
57 45 CFR § 155.350.

68 45 CFR § 155.350.
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60.00 Computing the premium-assistance credit amount® (01/01/2018, GCR 17-048)

60.01 In general™ (01/01/2018, GCR 17-048)

This section explains the calculation of the federal and state premiumn assistance of QHPs. A taseisly
premium assistance credit amount for a benefit year is the sum of the premium-assistance ang
under § 60.04 for ail coverage months for individuals in the tax filer's household.

State premium assistance, referred to throughout this rule as Vermont Premium Red
state subsidy paid directly to the QHP issuer to reduce monthly premiums for g
through VHC. Vermont Premium Reduction is caiculated using the same meth
federal premium assistance credit and, as described in § 60.07, resulis i
individual being reduced by 1.5 percent.

advance payment of the
ontribution from an eligible

60.02 Deflnition” (01/16/2017, GCR 16-100)

For purposes of this section:

Coverage family, The term "coverage family” means, i
whom the month is a coverage month.

embers of the tax filer's household for

60.03 Coverage month™ (01/01/20134¢
(a)
(M

a court order, the individual is treated as enrolled as of the first day of that month for purposes of this

& 26 CFR § 1.36B-3.
70 26 CFR § 1.36B-3(a); 33 VSA § 1812(a).
™ 26 CFR § 1.36B-3(b).

72 26 GFR § 1.36B-3(c).
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subsection.

(c) Premiums paid for a tax filer. Premiums another person pays for coverage of the tax filer, tax filer's spouse, or
tax dependent are treated as paid by the tax filer.

(d) Appeals of coverage eligibility. A tax filer who is eligible for APTC pursuant to an eligibility
coverage of a member of the tax filer's coverage family who, based on the appeal decigifft
enrolls in a QHP is considered to have met the requirement in (a)(2) of this subsection ¥§
filer pays the tax filer's share of the premiums for coverage under the plan for th
day following the date of the appeal decision.

opeal decision for

fore the 120th

(e) Examples. The following examples illustrate the provisions of this § 60.0

(1) Example 1: Tax filer M is s with no tax dependents

(2) Example 2: Tax filer N has onetx48pe

(i) Sis eligible for mment-sp8nsored MEC. N is not eligible for MEC other than through VHC. N
enrolls in a Q 14 and AHS approves APTCs. On August 1, 2014, S loses eligibility for

{3) ple 3: O and P are the divorced parents of T

(i) Under the divorce agreement between O and P, T resides with P and P claims T as a tax
dependent. However, O must pay premiums for health insurance for T. P enrolis T in a QHP for
2014, O pays the portion of T's QHP premiums not covered by APTCs.

(il Because P claims T as a tax dependent, P (and not O) may claim a premium fax credit for
coverage for T. See § 1.36B-2(a) of the Code. Under paragraph {c) of this subsection, the
premiums that O pays for coverage for T are treated as paid by P. Thus, the months when T is
covered by a QHP and not eligible for other MEC are coverage months under paragraph (a) of this
subsection in computing P's premium tax credit under § 60.01.
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{4y Example 4: Q, an American Indian, enrolls in a QHP for 2014. Q's tribe pays the portion of Q's QHP
premiums not covered by APTCs. Under paragraph (c) of this subsection, the premiums that Q's tribe
- pays for Q are treated as paid by Q. Thus, the months when Q is covered by a QHP and not eligible for
other MEC are coverage months under paragraph (c) of this subsection in computing Q's premium tax
credit under § 60.01. '

60.04 Federal premium-assistance amount™ (01/01/2018, GCR 17-048)

(a) Premium assistance amount. The premium assistance amount for a coverage mon

(1)  The premiums for the month, reduced by any amounts that were refunde
which a tax filer or a member of the tax filer's household enrolls {(enrgl

(2) The excess of the monthly premium for the applicable bench
(§ 60.08) over 1/12 of the product of a tax filer's household i
benefit year (the tax filer's contribution amount).

(1) Example 1.

S. s in a QHP with a monthly premium of $400. Q's

d his monthly contribution amount is $80. Q's premium
0 (the lesser of $400, Q’s month enroliment premium, and
hly benchmark plan premium and Q's contribution amount).

Taxpayer Q is single and has no
monthly benchmark plan premjgh
assistance amount for a cov
$420, the difference between

(2} Example2.

as no dependents. R enrolls in a QHP with a monthly premium of $450.
R’s benchmark plan premium and contribution amount for the month is
Jassistance amount for a coverage month with a full month of coverage is $420

() Taxfiler Ri

R's coverage.

‘s premium assistance amount for each coverage month from January through August is $420
(the lesser of $450 and $420). Under paragraph (a), R’s premium assistance amount for
September is the lesser of the enrollment premiums for the month, reduced by any amounts that
were refunded ($300 (3450 - $150)) or the difference between the benchmark plan premium and
the contribution amount for the month ($420). R’s premium assistance amount for September is
$300, the lesser of $420 and $300.

7326 CFR § 1.36B-3(d).
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{3) Example 3.

The facts are the same as in Example 2 of this paragraph (b), except that the QHP issuer does not refund
any enroliment premiums for September. Under paragraph (a), R's premium assistance amount for
September is $420, the lesser of $450 and $420. ‘

60.05 Monthly premium for ABP™* (01/15/2017, GCR 16-100)

The monthly pramium for an ABP is the premium an issuer would charge for the ABP to,
filer's coverage family. The monthly premium is determined without regard to any pre
the wellness discount demonstration project under § 2705(d) of the PHS Act (42
include any adjustments for tobacco use. The menthly premium for an ABP for
the first day of the month.

unt or rebate under
{(d)) and may not
h is determined as of

60.06 Applicable benchmark plan (ABP)’® (01/01/2018, GCR 1

(@) Ingeneral The ABP helps determine the total amount of prg
the product of the applicable percentage and household ik
that will be provided on behalf of the qualified individ
ABP for each coverage month is the second-lowes
through VHC for:

Potherwise provided in this subsection, the
offered to the tax filer's coverage family

{1) Self-only coverage for a tax fil

of the Code (unmarriad individuals other than surviving spouses
and heads of hgusehold) altgis not allowed a deduction under § 151 of the Code for a tax
dependent for nefit year

(i) Who purch

ABP for family coverage is the second-lowest-cost silver plan that would cover the
2 filer's coverage family (such as a plan covering two adults if the members of a tax filer's
famlly are two adults).

(c) Silver-level plan not coyeri iatric dental benefits. [Reserved]

{d) Family members residing in different locations. If members of a tax filer's coverage family reside in different
locations, the tax filer's benchmark plan premium is the sum of the premiums for the ABPs for each group of
coverage family members residing in different locations, based on the plans offered to the group through the

7426 CFR § 1.36B-3(s).

75 26 CFR § 1.36B-3(f).
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Exchange where the group resides. If all members of a tax filer's coverage family reside in a single location
that is different from where the tax filer resides, the tax filer's benchmark plan premium is the premium for the
ABP for the coverage family, based on the plans offered through the Exchange to the tax filer's coverage
family for the rating area where the coverage family resides.

(8) Single or multiple policies d to cover the fami

(1)  Policy covering a tax filer's family. If a silver-level plan or a stand-alone dental plarg Bihyerage to all
members of a tax filer's coverage family who reside in the same location unggsasingigaghicy, the
premium (or allocable portion thereof, in the case of a stand-alone dental pig tkgg into account for the
plan for purposes of determining the ABP under paragraphs (a), (b) a Mbsection is the

premium for this single policy.

ental plan would require

ho reside in the same location (for
or allocable portion thereof, in the
or purposes of determining the ABP

f the premiums (or allocable portion
olicies under the plan for each member of

(2) Policy not covering a tax filer's family. If a silver-level QHP or g
muitiple policies to cover all members of a tax filer's coverag
axample, because of the relationships within the family),
case of a stand-alone dental plan) taken into accoun
under paragraphs (a), (b), and (c) of this subsection
thereof, in the case of a stand-alone dental plaghne?
the coverage family who resides in the samg §

stand-alone dental plan that is not open to enrofiment
or family member enrolls in a QHP is disregarded in

{fy Plan not available for enroliment. A sy

.-i':l'

feth The applicable percentage muttiplied by a tax filer's household income determines the tax filer's
required sHare of premiums for the ABP. This required share is subtracted from the monthly premium for the
ABP when computing the premium-assistance amount. The applicable percentage is computed by first
determining the percentage that the tax filer's household income bears to the FPL for the tax filer's family size.
The resulting FPL percentage is then compared to the income categories described in the table in paragraph
(b) of this subsection (or successor tables). An applicable percentage within an income category increases on

ntage” (01/01/2018, GCR 17-048)

78 Examples to illustrate the rules of this subsection can be found at 26 CFR § 1.36B-3(f)(9).

7726 CER § 1.36B-3(g).
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(b)

a sliding scale in a linear manner and is rounded to the nearest one-hundredth of one percent. For taxable
years beginning after December 31, 2014, the applicable percentages in the table will be adjusted by the ratio
of premium growth to growth in income for the praceding calendar year and may be further adjusted to reflect
changes to the data used to compute the ratio of premium growth to income growth for the 2014 calendar year
or the data sources used to compute the ratio of premium growth to income growth. Preggium growth and
income growth will be determined in accordance with IRS-published guidance. In addition applicable
percentages in the table may be adjusted to taxable years beginning after December 3 o reflect rates
of premium growth relative to growth in the consumer price index.

licable percentage tabl

Household income percentage of | 2014 initial |
FPL percentage

L.ess than 133% 2.0

At least 133% but less than 150%

At least 150% but less than 200% 6.3

At least 200% but | 8.05
9.5
At least 30 ) 3.5

400%

the Vermont Premium Reduction.” The State reduces the APTC’s applicable
‘ individual expected to have household income, as defined in § 28.05(c), that does
fgent of the FPL for the benefit year for which coverage is requested.

ousehold income percentage of | 2014 initial | 2014 final
FPL percentage | percentage

8 For taxable years after 2014, the applicable percentages in the table will be updated in accordance with IRS-published
guidance, available at: www.irs.qgov. For example, the applicable percentage table for 2015 is located at:
hitp:/iwww.irs.gov/pub/irs-drop/rp-14-37_pdf.

78 For updated applicable percentage tables with the Vermont Premium Reduction for taxable years after 2014, go to:
hitp./finfo.healthconnect. vermont.gov/Thresholds.
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Less than 133% 0.5 los
At least 133% but less than 150% 15 2.5
At least 150% but less than 200% 2.5 4.8
At least 200% but less than 250% 4.8 6.55
At teast 250% but not more than 16.55 8.0
300%

More than 300% but not more than |85

400%

(d) Examples. The following examples illustrate the rules of t
percentage for federal premium assistance:

(1

ion with respect to the applicable

centage for a tax filer with household income of 250
ercentage is 8.0. A's FPL percentage of 275 percent is
Thus, rounded to the nearest one-hundredth of cne

the final percentage ¢

(2) Example?

Deterpine the excess of B's FPL percentage (210) over the initial household income percentage in
B's rage (200), which is 10. Determine the difference between the initial household income
percentage in the tax filer's range (200) and the ending household income percentage in the tax
filer's range (250}, which is 50. Divide the first amount by the second amount:

210-200 =10
250-200 = 50
10/60 = 20.

(i} Compute the difference between the initial premium percentage (4.8) and the second premium
percentage (6.55) in the tax filer's range; 6.55 -4.8 = 1.75.
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(iv) Multiply the amount in the first calculation (.20) by the amount in the second calculation (1 .75) and
add the product (.35) to the initial premium percentage in B's range (4.8), resuiting in B's
applicable percentage of 6.65:

20x1.75=.35

48+ .35=515
60.08 Plan covering more than one household® (01/15/2017, GCR 16-100)

le tax filer covered

s the credit using that
filer under § 60.06. In

e QHP in which the tax filer
premium minus the product
allocated to each tax filer in

(a) Ingeneral If a QHP covers more than one household under a single policy, ea
by the plan may claim a premium tax credit, if otherwise allowable. Each {2
tax filer's applicable percentage, household income, and the ABP that a
determining whether the amount computed under § 60.04(a) (the
envrolls) is less than the amount computed under § 60.04(b) (the b
of household income and the applicable percentage), the premiun
proportion to the premiums for each tax filer's ABP.

(b} Example: Tax filers A and B enroll in a single polic
of this subsection:

(1) Bis A's 25-year old child who is nof 7 lepit” B has no tax dependents. The plan covers A, B,

is $15,000. The premium for
dependents is $12,000 and the'f}
coverage to B is $6,000. Aand B3
credit.

m for the second-lowest-cost silver plan providing self-only
applicable tax filers and otherwise eligibie to claim the premium tax

{2) Under paragraph

(3)
plicabl percentage), the $15,000 premiums paid are allocated to A and B in proportion to the
iums for their ABPs. Thus, the portion of the premium allocated to A is $10,000 ($15,000 x
0/$18,000) and the portion allocated to B is $5,000 ($15,000 x $6,000/$18,000).

60.09 [Reserved] (01/15/2017, GCR 16-100)

60.10 Additional benefits® (01/15/2017, GCR 16-100)

%0 26 CFR § 1.36B-3(h).

81 26 CFR § 1.36B-3(j).
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(a) In_general. if a QHP offers benefits in addition to the essential health benefits a QHP must provide, the portion
of the premium for the plan properly allocable to the additional benefits is excluded from the monthly premiums
under § 60.04(a) or (b). Premiums are allocated to additional benefits before determining the ABP.

(b} Method of allocation. The portion of the premium properly allocable to additional benefitg)
guidance issued by the Secretary of HHS.82

determined under

{¢c) Examples. The following examples illustrate the rules of this subsection:
{1} Example 1

() Tax filer B enrolls in a QHP that provides benefits in addition health benefits the
plan must provide (additional benefits). The monthly premiu plan in which B enrolis are
$370, of which $35 is allocable to additional benefits. fan premium (determined
after allocating premiums to additional benefits for all plans) is $440, of which $40 is
allocable to additional benefits. B's monthly con which is the product of B's
household income and the applicable percenta

(it Under this subsection, B's enroliment
the portion of the premium that is alloc4b

e benchmark plan premium are reduced by
itional benefits provided under that plan.
rediced to $335 ($370 - $35) and B’s

(2) . ame as in Example 1, except that the plan in which B enrolis provides no

Hlan premium {$440) is reduced by the portion of the premium allocable to the
under that plan ($40). B's enrofiment premiums ($370) are not reduced under

(8) In general“For purposes of determining the amount of the monthly premium a tax filer pays for coverage under
§ 60.04(a), if an individual enrolls in both a QHP and a stand-alone dental plan, the portion of the premium for
the stand-alone dental plan that is properly allocable to pediatric dental benefits that are essential benefits
required to be provided by a QHP is treated as a premium payable for the individual's QHP.

82 See § 36B(b)(3)(D) of the Code.

8126 CFR § 1.36B-3(K).
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(b) Method of allocation. The portion of the premium for a stand-alone dental plan properly allocable to pediatric
dental benefits is determined under guidance issued by the Secretary of HHS.

{c) Example. The following example illustrates the rules of this subsection:

C and R ervoil is
s in a stand-

(1) Taxfiler C and C's tax dependent, R, enroll in a QHP. The premium for the plan in wi
$7.200 ($600/month) (Amount 1). The plan does not provide dental coverage. C a

C's ABP over C's contribution amount (the product of C's household incom
percentage) is $7,260 (3605/menth) (Amount 2).

es of computing the
stand-alone dental plan
us, the amount of the premiums
ting the amount of the premium
is $605 (Amount 2), the lesser of
tal benefits) and Amount 2.

{(2) Under this subsection, the amount C pays for premiums {(Amount 1
premium-assistance amount is increased by the portion of theg¥er
allocable to pediatric dental benefits that are essential health]
for the plan in which C enrolls is treated as $620 for pu
tax credit. C's premium-assistance amount for each ¢
Amount 1 (increased by the premiums allocable

60.12 Households that include individuals who _a; v present® (01/15/2017, GCR 16-100)

i5 allowed a deduction under § 151 of the Code are
wiully present), the percentage a tax filer's household
for purposes of determining the applicable percentage

(a) In.general If one or more individuals
income bears to the FPL for the ta
under § 60.07 is determined by excl
determining household incd Alice with paragraph (b) of this subsection.

{b) Revised household inco

(1) Statutory method.

tax fiter's ho {determined without regard to this paragraph (b)) and a fraction:

jerator of which is the FPL for the tax filer's family size determined by excluding individuais
t lawfully present; and

The denominator of which is the FPL for the tax filer's family size determined by including
individuals who are not lawfully present.

{2) Comparable method. The IRS Commissioner may describe a comparable method in additional published
guidance.

8426 CFR § 1.36B-3()).

85 See § 601.601{d)(2) of chapter one of the Code.
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61.00 Timely determination of eligibility®® (01/15/2019, GCR 18-064)
{a) Ingeneral

(1}  AHS strives to complete eligibility determinations for health-benefits programs and QHP enroliment
promptly and without undue delay. The amount of time needed to complete such det
necessarily vary, depending on such factors as:

(i The capabilities and cost of generally-available systems and technol

(i} The general availability of electronic data matching and ease o o electronic sources

of authoritative information to determine and verify eiigibility;
(i} The needs of an individual, including:

{A) Individual preferences for mode of appiication (such
mail, in-person, or other commonly available

h an internet Website, telephone,
}; and

(B) The relative complexity of adjudicating the
or other relevant information.

stermination based on household, income

(2) An eligibility determination is complete on notice of decision to the individual.

(b) Real-time determination of eligibility
and relevant data can be fully ver

idual files a complete, accurate and web-based application
e of available electronic means, an individual can expect

(¢} Normal maximum time for détermini thility. 7 In cases involving such factors as described in paragraph
(a) of this section, eligibili inations may require additional time to complete. In any event, a decision

{1 date, if the application is based on a person’s disability; or
(2) : ication date for any other health-benefits application.

d) E i i stances. A determination may take longer in unusual situations, such as:
(1) dividual deiays providing needed verification or other information;

{2) Anexamining physic'ian delays sending a necessary report; or

(3) An unexpected emergency or administrative problem outside the control of AHS delays action on
applications.

85 42 CFR § 435.912; 45 CFR § 155.310(e).

87 42 CFR § 435.912(c)(3).
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(e) Notice of timeliness standards. Individuals will be informed of the timeliness standards set forth in this section.

62.00 Interviews (01/15/2017, GCR 16-100)

An in-person interview will not be required as part of the application process for a determinatiqq of eligibility using
MAGI-based income. However, an interview may be required for eligibility determinations for MAGI-based
methods do not apply or when an individual is applying for Medicaid coverage of long-term ices and

supports.
63.00 Individual choice (01/15/2017, GCR 16-100)

{a) Choice of Medicaid category.® If an individual would be seligible under m
individual may choose to have sligibility determined for the category of {

icaid category, the
I's choosing.

(b} Choice to determipe eligibility for health-benefits programs.®® An i
determination for enrollment in a QHP without APTC or CSR

eligibility determination for a health-benefits program, the
for less than all of the health-benefits programs. For examg
the cost of QHP coverage, they may not limit their igati
submit to a determination of eligibility for Medicaid

ay request only an eligibility

@ individual is requesting an

ot request an eligibility determination
dividual seeks a subsidy to help pay for
TC or CSR. Rather, they must likewise

64.00 Premiums (10/01/2021, GCR
64.01 In general (10/01/2021, GCR

(a) Scope. Some individuals e i id’s Dr. Dynasaur program are required to pay monthly premiums.
This section contains AHS's Al ion processes for those monthly premiums. Monthly premiums
for individuals enrolled in Q separately managed by QHP issuers and are subject to separate billing

~glafyi by those QHP issuers. Nothing in this rule should be construed as

¥n processes for QHP premiums.

{b) icai i ologies and amounts. The Vermont legislature sets Medicaid premium

ium obligation for Medicaid eligibility; premium recalculation

(2) AHS will recalculate the premium amount for an individual enrolled in Medicaid when:

88 42 CFR § 435.404.

88 45 CFR 155.310(b).
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() AHS is informed of a change in income, family size, or health-insurance status, or
(i} An adjustment is made in premium amounts or calculation methodologies.

{3) An individual enrolled in Medicaid will be notified as provided in § 68.01 any time there is a change in
their Medicaid premium amount following a recalculation.

{4) A change that increases the Medicaid premium amount will appear on the next re
monthly bill, created after the premium amount is recalculated.

{d) Premium calculation for Medicaid

(1}  The premium calculation for an individual on Medicaid will be base -based income of the

individual's Medicaid household following the MAGI methodolog)

er individuals for whom a premium -

obligation is also calculated, only one premium bill ted for those individuals. The bill will be

for the highest premium obligation that is calcul

Example. If A and B live together and are
premium is $60.00 based on A’s Megicaf
on B’s Medicaid household in
generate one premium bill fo
for both A and B.

come and B’s calculated premium is $15.00 based
t generate separate bills for A and B. Rather, AHS will
nd, when paid, the premium payment will cover eligibility

{2} Prior to the start of the &
show that, due to ch

amount billed for.that coverage month will be adjusted.

amium adjustments will be made for the coverage month if the individual has already paid the
premium for the coverage month and the individual notifies AHS after the start of that coverage month
that the individual is eligible for Medicaid without a premium obligation or for a lower premium amount. if
the individual is entitled to a premium change, the change will be applied o the following coverage month.

()

(e) Aggregate limits for Medicaid premiums®

(1) Subject to paragraph (e)(2) of this subsection, any Medicaid premiums and cost sharing incurred by ail

% 42 CFR § 447.56(f).
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individuals in the Medicaid household may not exceed an aggregate limit of five percent of the family’s
income applied on a quarterly basis.

(2) if an individual incurs out-of-pocket expenses in excess of the aggregate limit described in paragraph
(8)(1) of this subsection, AHS will refund that excess amount to the individual.

(3) Anindividual may request a reassessment of their family aggregate limit if they ha
circumstances or if they are being terminated for failure to pay a premium.

() [Reserved]
{g) Medicaid prospactive billing and payment. Medicaid premiums are bille

start of a coverage month. Premium bills will be sent to the person iden

are due, prior to the
e application as the primary
icakl premium {referred to

{h} Conditions of Medicaid eligibility and enroliment. Timely pdfmeigpl Medicaid premium, if owed, is required
as a condition of initial enroliment and ongoing eligibility 2% o

(i) Medicaid premium fequirement for partial coveragge
Medicaid coverage for all or part of a month.

s prior to their application, they may be able to obtain an island of
pany or all of those months {called a "Dr. Dynasaur retroactive island™). If so,

arements for Me@lcald“ (01/16/2017, GCR 16-100)

(2) SchbldE icaid premiums and cost-sharing requirements. A public schedule will be avaitable describing
"pdicaid premiums and cost-sharing requirements containing the following information:

{1) The group or groups of individuals who are subject to premiums and cost-sharing requirements and the
current amounts;

(2) Mechanisms for making payments for required premiums and cost-sharing charges;

®1 42 CFR § 447.57.
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(3) The consequences for an individual who does not pay a premium or cost-sharing charge;

{(4) A list of hospitals charging cost sharing for non-emergency use of the emergency department; and

alth-benefits

(8) Alist of preferred drugs or a mechanism to access such a list, including the state’s
website.

{b) Schedule availability. The public schedule will be available to the following in a manne that

affected individuals and providers are likely to have access to the nofice:

igibility, and, when

(1) Enrollees, at the time of their enroliment and reenroliment after a redete
will be in accordance

premiums, cost-sharing charges or aggregate limits are revised, notjg
with § 5.01(d};

(2) Applicants, at the time of application;
(3) Al participating providers; and
(4) The general public.

{c) [Reserved]

64.03 [Reserved] (01/15/2017, GCR

64.04 Ongoing Medicaid premium bilii d payment (10/01/2021, GCR 20-004)

{(a) After enroliment, ongoing préfpiums are billed and premium payments are due for an individual enrolled in

Medicaid as follows:

ums will be sent by the 5th day of the month or the first non-holiday
imediately preceding the month for which the premium covers. Payment is due
f the month in which the bill is sent.

{1} A monthly bill for
business d
on of, befo

remium bill for coverage in July 2014 will be sent by June 5, 2014. Payment of the
ue on or before June 30, 2014.

premium payment is received by the premium payment due date, coverage will continue without
lize.

(¢} If the premium payment is made by mail, the payment will be considered received as of the date it is
postmarked.

{b) Kfthe
further no

64.05 Partial payments (10/01/2021, GCR 20-004)

() Medicaid-only premium billing and payment. When a premium for Medicaid’s Dr. Dynasaur program is the only
premium biiled, payment of the full amount due is required to maintain coverage and eligibility. A payment of
less than the full amount due will be considered by AHS as nonpayment.
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{b) Allocation of partial payments when muitiole premiums billed

{1) Basicrule

(i} When there is a premium for the VPharm program in addition to Medicaid's Dr. Dynasaur program
oh the same bill, except as provided in paragraph (b}(2) of this subsection, wh&n a payment
covers at least one, but fewer than all, of the premiums due on the bill, the will be applied
as payment of one or more premiums in full rather than as a partial paym
premiums. The payment will be allocated by AHS in the following ord

{A) Dr. Dynasaur.
(B) VPharm,
{C) Dr. Dynasaur retroactive island (see § 64.01(}) for d

(i} Coverage will only continue for those for whom the ' amount due has been received.

ent allecation for the premiums due than
calling AHS at the number listed on the
he payment is applied to a coverage

(2) Exception. An individual who wishes {o specify a diffi
as set forth in paragraph (b)(1) of this subsectio
bill. The individual must make such a request |
month. ;

64.06 Late payment/grace period {1 20-04)

{2) Grace Period

(1)  Anindividual enrolled |

the day after the d
period ends. %2

(2) described in paragraph (1) of this subsection, Medicaid will pay all appropriate

(b}
(1)

Il premium payment is not received by AHS on or before the premium due date, before the fifth

busiess day of the grace period, AHS will send a notice advising that the individual is in a grace period
status. The notice will also advise the individual:

(i)  Of the Dr. Dynasaur disenroliment protection as provided under § 64.07;

52 Because of the length of the grace period for an individual enrolled in Dr. Dynasaur, the individual can be in more than
one Dr. Dynasaur grace period at the same time. For example, if an individual does not pay their Dr. Dynasaur premium 2

months in a row, they will still be in a grace period for the first unpaid month when the grace period for the second unpaid
month starts.
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(i)  Of the consequences of being in a grace status,
(it  The actions the individual must take to resume good standing; and

(iv)  The consequences of exhausting the grace period without paying all outstanding premiums.

(2) Atleast 11 days before the end of the grace period, AHS will send the individual a notice advising

that enrollment will terminate at the end of the grace period.

(3) Subject to the payment allocation described in (4) below, if AHS receives a mium payment
for the grace period on or before the end of the grace period:
(i)  The payment will first be applied to cover the premium due f riod;
(i)  The individual will be reinstated; and
(i)  The individual will be reenrolled for coverage in {] ing the grace period.

more than one unpaid premium when
iue for at least one, but fewer than all, of

(4) Payment allocation. If an individual is in grace perio
AHS receives payment and the payment cove

(5) If AHS receives a full premiumge

under § 64.08(b)(2)()
is eligible for Medicaid

(b)
(©)

premium amounts due will be adjusted. If the individual pays the adjusted premium amount prior
AHS will reinstate and reenroll the individual.

64.08 [Reserved] (01/15/2017, GCR 16-100)
64.09 Medical incapacity for VPharm (01/15/2017, GCR 16-100)

93 42 CFR § 457.570(b) provides CHIP enrollees an opportunity to show that their income has declined before coverage is
terminated for non-payment of premium. Vermont has elected to extend this protection to all of the state’s premium-based
Dr. Dynasaur coverage groups.
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(a) “Medical incapacity” means a serious physical or mental infirmity to the health of an individual enrolled in
VPharm (§ 10.01) that prevented the individual from paying the premium timely, as verified in a physician's
certificate furnished to AHS. Notice by telephone or otherwise by the physician that such certificate will be
forthcoming will have the effect of receipt, provided that the certificate is in fact received within seven days.

(b) If an individual's VPharm coverage is terminated solely because of nonpayment of the pregal

premiums due for the period of non-coverage. The individual is responsible for
pericd of non-coverage until AHS receives the required verification and pr

Medicaid premium payment balances that result from partjgh¥iy
premium payer's account and will be applied to subsequdl

overpayments will be credited to the
ium bills.

ents (01/15/2017, GCR 16-100)

emium will automatically be refunded to the pramium
groverage month associated with the premium payment, no one under
g premium obligation.

et : s or services, or increases the amount of their Medicaid premium, the individual must continue to
Sremium amount in effect prior to the decision that resuited in their appeal in order to have their
id spverage continue pending the outcome of their appeal.

(b) AHS may recover from the individual the difference between the premium level that would have become
effective had the individual not appealed AHS's decision and the premium level actually paid during the fair
hearing period when the individual withdraws the fair hearing request before the decision is made or following
a final disposition 6f the matter in favor of AHS.

65.00 [Reserved] (01/15/2019, GCR 18-064)
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66.00 Presumptive Medicaid eligibility determined by hospitals® (01/01/2018, GCR 17-048)

66.01 Basis (01/15/2017, GCR 16-100)

This section implements § 1902(a)(47)(B) of the Act.

66.02 In general (01/15/2017, GCR 16-100)

(a) Basic rule. Medicaid will be provided during a presumptive eligibility period to an i "determined
by a qualified hospital, on the basis of preliminary information, to be presumptive

the policies and procedures established by AHS consistent with this section.
(b) Quaiified hospital. A quaiified hospitai is a hospital that:

(1) Participates as a Medicaid provider; notifies AHS of its electi
determinations under this section; and agrees to make pres
with state policies and procedures;

sumptive eligibility
ibility determinations consistent

(2) Assists individuals in completing and submitti
documentation requirements; and

application and understanding any

{3} Has not been disqualified by AHS | : withtparagraph (d) of this subsection.

(7} Individuals receiving family planning services under § 9.03(g).
{d) Disqualification of hospitals

(1) AHS may establish standards for qualified hospitals retated to the proportion of individuals determined
presumptively eligible for Medicaid by the hospital who:

# 42 CFR §435.1110.
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{iy Submit a regular application before the end of the presumptive eligibility pericd; or
(i} Are determined eligible for Medicaid based on such application.

(2) AHS will take action, including, but not limited to, disqualification of a hospital as a qualified hospital under
this section, if it determines that the hospital is not:

(i) Making, or is not capable of making, presumptive eligibility determinations |
applicable state policies and procedures; or

(i} Meeting the standard or standards established under paragraph (d
{3) AHS may disqualify a hospital as a qualified hospital under this par

hospital with additional training or taken other reasconable corrective
issue.

er it has provided the
asures to address the

66.03 Procedures (01/15/2017, GCR 16-100)
(a) Ingeneral.®s AHS will provide Medicaid services to an ind

follows a determination by a qualified hospital that,
gross income at or below the Medicaid income

ng the presumptive-eligibility period that
reliminary information, the individual has
for the individual.

{b} AHS's responsibilities.® AHS will:

1)

Provide qualified hospltais wi
individuals in completing and fi

declafation of the presumptive-eligibility criteria.

9542 CFR § 435.1102(a).

% 42 CFR § 435.1102(b).

97 42 CFR § 435.1102(b}(2), as applied to hospital determination of presumptive eligibility by 42 CFR § 435.1110(a).
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(3) If the individual is presumptively eligible, a qualified hospital must:

{i} Approve presumptive coverage for the individuai,

(i) Notify the individual within twenty-four hours of the eligibility determination, ip writing or orally, if
appropriate:

(A} That the individual is eligible for presumptive coverage;
(B) The presumptive eligibility determination date;

(C) That the individual is required to make application for ongoin
day of the following month; and

(D) That failure to cooperate with the standard eligibility de
ongoing Medicaid and termination of presumptive

(i) Notify AHS of the presumptive eligibility determ working days after the date on

which determination is made;
(iv) Provide the individual with a Medicaid

{v) Advise the individual that:

‘behalf of the individual is filed by the last day of the following month,
religibility will end on the day that a decision is made on the Medicaid

{4) indivi umptively eligible, a qualified hospital must notify the individual at the time the

) That their ineligibility for presumptive coverage does not necessarily mean that they are ineligible
5, for other categories of Medicaid; and

(i) That the individual may file an application for Medicaid with AHS, and that, if they do so, that the
individual's eligibility for other categories of Medicaid will be reviewed.

(5) A quafified hospitai may not delegate the authority to determine presumptive eligibility to another entity. %8

98 42 CFR § 435.1102(b), as applied to hospital determination of presumptive eligibility by 42 CFR § 435.1110(a).
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{d) Reguired attestations.® For purposes of making a presumptive eligibility determination under this section, an
individual {or another person having reasonable knowledge of the individual's status) must attest to the
individual being a:

(1) Citizen or national of the United States or in satisfactory immigration status; and

(2) Resident of the state,
{e) Limitation on other conditions®

{1) The conditions specified in this subsection are the only conditions tha ase of a presumptive-
eligibility determination. .
(2) \Verification of the conditions that apply for presumptive eligibili

66.04 Presumptive coverage'” (01/01/2018, GCR 17-048)

(a) Effective dates
(1) Presumptive coverage begins on the date the; rmined o be presumptively eligible.

{2) Presumptive coverage ends with the

{b) No retroactive coverage. .
determination.

{c) Freguency. Ani

e received a presumptive Medicaid eligibility period during the current calendar year.

66.05 fair hearing rules'%2 (01/15/2017, GCR 16-100)

99 42 CFR § 435.1102(d)(1), as applied to hospital determination of presumptive eligibility by 42 CFR § 435.1110(a).
100 42 CFR § 435.1102(d)(2), as applied to hospital determination of presumptive eligibility by 42 CFR § 435.1110(a).
101 42 CFR § 435.1101, as applied o hospital determination of presumptive eligibility by 42 CFR § 435.1110(a).

10242 CFR § 435.1102(e), as applied to hospital determination of presumptive eligibility by 42 CFR § 435.1110(a).
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Notice and fair hearing regulations in Part Eight of this rule do not apply to determinations of presumptive eligibility
under this section.

67.00 General notice standards'% (01/01/202304/01/2018, GCR 22-03317-048)

{a) General requirement. Any notice required to be sent by AHS must be written and include§jgar statements of
the following:

(1) An explanation of the action reflected in the notice, including the effective d
{2) Any relevant factual findings.

{(3) Citations to, or identification of, the relevant regulations.

(4) Contact information for available customer service resource
(5) An explanation of appeal rights, if applicable.

(b} Accessibility and plain language. All applications, for
application and notices of decision, will conform fo
5.01(c).

, including the single, streamlined
y and plain language standards outlined in §

67.01 Use of electronic notices'™ (0417748 , GCR 22-03347-048)

(a) Choice of notice format. An individudg
under these nules in electrogic format o%
electronicalty, AHS will:

e provided with a choice to receive notices and information required
&y regular mail. If the individual elects to receive communications

{1}  Confirm by regular g4

an emall or other electronic communication alerting the individual that a notice has been posted to
r her account. Confidential information will not be included in the email or electronic alert;

(5) Send a notice by regular mail within three business days of the date of a failed electronic communication
if an electronic communication is undeliverable; and

103 45 CFR § 155.230.
104 42 CFR § 435.918; 45 CFR § 155.230. See, also, 45 CFR § 155.230(d)}(3) allowing select required notices to be sent

through standard mail, even if an election has been made to receive such notices electronically, in the avent that an
Exchange is unable to send these notices electronically due to technical limitations.
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{6) At the individual's request, provide through regular mail any notice posted to the individual's electronic
account.

68.00 Notice of decision and appeal rights (10/01/2021, GCR 2

68.01 Notice of declsion concerning eligibility'® (10/01/2021,

{a) Ingeneral. AHS will send timely notice of any decision affecting e
laws. Any notice issued by a QHP issuer is not a notice

In general, a notice of a decision that adversely affe
effective date. A notice of a decision that adversel
termination, reduction, suspension of eligibility
requirements under § 68.02.

eligibility will be sent in advance of its
id enrollee’s eligibility, including a notice of

(b) Content of eligibility notice
{1) In_general. Any notice of decisi ontain clear statements of the following:

{i} AHS's decisi basis;

An explanation of the individual's appeal rights, including the right to request a fair hearing and an
explanation of the circumstances under which the individual has the right to an expedited
administrative appeal pursuant to § 80.07;

(vi}) A description of the methods by which the individual may appeal,

(vii)y The time frame in which AHS must make a final administrative decision in a fair hearing and an
expedited administrative appeal,

10542 CFR § 435.917; 45 CFR §§ 155.310(g) and 155.355.
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(viii) Information on the individual's right to represent themselves at a fair hearing or use legal counsel,
a relative, a friend or other spokesperson,;

(ix) In cases of a decision based on a change in law, an explanation of the circumstances under which
a fair hearing will be granted;

(i) in connection with eligibility for a QHP, an explanation that a fair hes one
household member may result in a change in eligibility for other hou
change may be handled as a redetermination.

(2) Notice of approved eligibility. In addition to the information in p f this subsection, a notice

of approval of eligibility wili contain clear statements of the fo

(i) The basis and effective date of the eligibility,

(i) The circumstances under which the individua
changes that may affect their efigibility :

rt, and the methods for reporting, any

fiiy For an individual approved for Me
services approved, includinggif.ap escription of any premiums and cost-sharing

uest additional detailed information on benefits and financial

(3}
an of eligibility is based on an individual having a household income at or

ased income standard, the eligibility notice will contain clear statements of
the followi

individual to make an informed choice as to whether to request a determination on such other
bases; and

(i) Information on how to request a determination on such other bases.

{c) Timing of notification of appeal rights. '*” AHS will provide notice of appeal rights as described in paragraph
{b)(1) of this subsection:

106 42 CFR § 435.917(c).

107 42 CFR § 431.206(c).
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{1) Atthe time that the individual applies for heaith benefits; and
(2) Atthetime AHS makes a decision affecting the individual's eligibility.

68.02 Advance notice of Medicaid adverse action decision®® (01/01/2018, GCR 17-048)

{a&) Ingeneral. AHS will send a notice of a decision that adversely affects an enrollee’s Med
including a notice of termination, reduction, suspension of eligibility, or increase in liabili
68.01(a), (adverse action) at least 11 days before the date the adverse action is t
action), except as permitted under paragraph (b) of this subsection.

ate of adverse

(b} Exception. 2 A notice may be sent not later than the date of adverse act
(1) There is factual information confirming the death of an enrolle
(2) A clear written statement signed by an enrollee is received

(i} The enrollee no longer wishes eligibility; or

(i) Gives information that requires termin

of eligibility and indicates that the enrollee
understands that this must be the '

acts have been verified, if possible, through secondary sources.

108 42 CFR §431.211.
0942 CFR §431.213.

11042 CFR § 431.214.
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69.00 Medicaid corrective payment®* (10/01/2021, GCR 20-004)

Corrective payments will be promptly made, retroactive to the date an incorrect Medicaid action was taken if:

{a) A fair hearing decision is favorable to an individual, or

{b) An issue is decided in an individual's favor before a fair hearing.
70.00 Medicaid enroliment (01/01/202301/01/2648, GCR 22-03317-048

70.01 Enrollment when no premium obligation (01/01/202304/18/2017, GCH

roved for Medicaid without
n which their application is

(a) Prospective enrollment. Except when a spenddown is necessary, an ind
a premium obligation will be enrolled in Medicaid on the first day o
received by AHS provided they are eligible for that month.

(b) Retroactive eligibility 12

(1) Retroactive eligibility is effective no earlier tha e third month before the month an
individual's application is received by AHS, re ' her the individual is alive when application
is made, if the following conditions are m
(i) Eligibility is determined mputed separately for each of the three months;

ced hvihe receipt of Medicaid services, at any fime during the
ered under the state’'s Medicaid State plan; and

(i) A medical need exists, as
retroactive period. of a ty

(i} Elements of eligi were met at some time during each month.

{2) Anindividual may
even though ineli

oFthe retroactive period (or any single month{s) of the retroactive period)
prospective period.

(3)

(a) Initial billing. An individual who is approved for Medicaid with a premium obligation will be notified of the
premium obligation and premium amount in a bill that will be sent at the time of approval. The individual will not
be enrolled in Medicaid until AHS receives payment of the initial premium. The bill will include payment
instructions. If the premium payment is made by mail, the payment will be considered received as of the date

11142 CFR § 431.246.

112 § 1902(a)(34) of the Act; 42 CFR § 435.915.
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it is postmarked.

(b} Initial premium bill amount

(1) The initial bill will include premium charges for the month in which the individual's ap !lcation was
received (the application month) and the month following the application month if eligibi
the same month as the application month. The premium due date is the last day of
the application month. If the month eligibility is approved is different than the applic
bill will include the application month, the approval month, any month {(or
month and the approval month, and the month following the approval mon
the last day of the month following the approval month.

amium due date is

their initial application, the
See § 70.01(b} for details

(2} [If the individual is eligible for, and requests, retroactive coverag
initial bill will include premium charges for each month of retr
on the requirements that must be met for retroactive eligibility

nths of coverage, and the payment
onths included in the bill, the payment will
st month included in the bill and extending
pplication month, (2) the application

{c) Payment allocation. When a premiurmn payment is made f
covers the premiums due for at least one, but fewer than
be allocated in reverse chronoclogical order, beginni
back as follows: (1) each month between the latest
month, and {3) any retroactive coverage mon

included in the bill for the initi
was issued and to future

d of eligibility with specific beginning and end dates).

ain one or more coverage islands, the individual must pay the full premium amount that was initially
for each of the desired months of coverage.

{3) Payments of coverage islands will be allocated in the order specified in paragraph (c) of this § 70.02.

71.00  Enrollment of qualified individuals in QHPs''3 (01/01/202340/01/2621, GCR 22.03320-
004)

11345 CFR § 155.400.
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