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APPENDIX A

NOTICE OF HOSPITALIZATION




Mc!(ennan Hosprtai 1325 S. Cliff Ave.

&University Health Center | P.O. Box 5045
02/04/14 - Sioux Falls, SD 57117-5045

605-322-8000
NOTICE OF HOSPITALIZATION

AveraMcKennan.org
Pursuant to SDCL 28-13, this notice must be mailed to the County Auditor within

fifteen (15) days in case of an emergency admission or within seven (7) days in

the case of a non-emergency admission. Avera McKennan herewith

provides you notice of hospitalization of the following patient:

Patient Name:

Admission Date: 01/31/14
Date of birth: 12/13/1983
Last known address:;

If the patient is a minor or under guardianship,
Patient’s guardian/address:
Address of patient's guarantor.

Name and address of responsible party, if known Same as guarantor
Attending Physician; Bradley C MD FACS Thaemert

Location of services: Avera McKennan

Nature and degres of sevarity of illness: UNRESPONSIVE, FALL, TRAUMA

Anticipated diagnostic or therapeutic services:
Medical Unit: Laboraioty Tests (blood, Urine, Tissue, etfc.): Radiology (X-Rays, CAT Scans, efc.); Blood and
IV Therapy: Inhalation Therapy {Oxygen); Physical Therapy,; Drug Therapy (pain medication, antibiotics,

etc)
Estimated reimbursement for services: $100,000.00 (ONE HUNDRED Thousand Dollars)

The hospital has asked the patient or the responsible party, if known, whether the patient has
served in any branch of the military, is potentially eligible for Indian Health Services benefits, or is a
member of a Native American tribe and the information received in response fo the inquiry

is as follows: Not eligible for VA or Indian Health benefits or other

Dated at Sioux Falls, SD 57117-5045 this 02 .

Avera McKennan by:

[, EMILY J SHERMAN, of Avera McKennan hereby certify that | mailed the original of this Notice of

Hospstaiizatlon fo the 3
County Auditor's office on 02/04/14 in a sealed envelope

EHAHA )
w%wstl_lciass postage thereon full-prepald, and addre_ssed as follows:

Minnehaha County Human Services, 521 N Main Ave Ste. 201, Sioux Fa,LLs SD 57104-5865

Dated at Sioux Falls, SD 57117- 5045 th:s 104/ M
MKOOC

Lrhd. 8670-68 A (Rev. 2/11)

‘Sponsored by the Benedictine
‘and Presentafion Sisters



APPENDIX B

RELEASE OF MEDICAL INFORMATION




o

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

RE:  Palienl’s Nume

Social Security Number

Birth Date

Addrass

County of Residence

Prate of Admission

1 hereby authorize Hmpnal ta release to my connty of
residence medical information concerning ny care and freatment duri ing this period of hospiialization. I finther authorize the county
to release such medical information to providers or cooperating state or federa! ageneies. :

This authorization is given only in connection with its use by my county of residence in the administration of ifs programs
under the provisions of SDCL chapters 28-13, 28-13A, and 28-14, Twnderstand that this information will be considered confidential
and shared only with individuals, agencies, institutions, or facilities assisting with my {inancial needs,

T enderstand that the recozds concerning this admission may include information regarding drug and/ar alcohal abuse, IH\’
testing, or mental health recozds. I acknowledge that such infornmiion is profected by federal and/or state law and I herehy release the
above-named hospita] from all Tegal responsibility or liability that may arise 15 a result of this achon

A photocapy of this release sball be as valid as the original and shall continue in effect until such time as I notify the county
that it is no lenger valid. .

Dated this day of 7 .

Patient’s Signature

Signature of parent, guardian, spouse, or authorized
representative if patient is cither 8 minor or incapacitated

Relationship to Patient

Revised: 3/98




APPENDIX C

RELEASE OF FINANCIAL INFORMATION




o

RE: Patiem's Name

AUTHORIZATION FOR RELEASE OF FINANCIAL INFORMATION

Sociai Security Number

Birth Dais

Address

-Cmmty of Residence

Drate of Service

1. » hereby anthorize any individual, zgency, institution, or facility to
supply financial information to the county of my residence conccmmg myself aud/or my family and to allow inspection and
reptoduction of financial records in the individual's, ageney’s, institution’s, or facilily’s possession pertaining to myself andfor n1y
fawily, 1 forther autherize e county to release such financial infermmation to providers or cooperating state or federal agencies. .

This enthorization is given only in connection with its use by the connty in the admitistration of its programs under the
provisions of SDCL chapters 28-13, 28-134, and 28-14. | understand that the information will be considered confi dential and shared
only with individuals, agencies, mstmmons, or facilities assisting with my financial needs. o

A pliotocopy of this release shall be as valid as the original and ':hall contiane in effect unti] snch time as I notify the county
that it is no longer valid.

Dated this day of »

Patient’s Signature

Spouse’s Signshme 7

Spouse’s Social Security Nu_mbcr

Sigrature of parent, guardian, spouse, or authorized
representative If patient is either a minor or incapacifated

Relationship to Patient

rarent’s Social Security Number

Revised: 3708



APPENDIX D

COUNTY RELEASE OF INFORMATION FORM




Part 1 AUTHORIZATION FOR Birth Date

RELEASE OF INFORMATION
SS# Number
Street Address or RFD
City, State & Zip Code
1, | ‘ , being an applicant or client for financial assistance from

and in order for them to develop an
edequane record and file pertaining fo my ehglouty ana smiability to gualify for services under
the laws, tules, regulations and procedures of such agency, hereby authorize any individual or
agency of any nature to release and furnish o County

any information they have in their files regarding my physical, menial,
academic, psychological, drug or alcchel abuse, social and economic condition. This
information will be considered confidential mformatmn and shared only with institutions and
agencies assisting wath my financial needs.

This authorization shall be in effect for one year from this date, unless revoked by in writing
any time, except to the extent that action has already been taken to comply with it.

A copy of this release shall be as valid as the original.

Client’s Signature 7 -~ Date
Spouse’s Signature . Date
Caseworker/Witness __Date

PARTIH RIEQUEST FOR INFORMATION PHONE:
FAYX:

Return to



APPENDIX E

HOSPITAL APPLICATION FOR COUNTY ASSISTANCE




5
¥y

McKennan Hospital ' " 1325 S. Ciiff Ave.
& University Health Center - ‘ P.O. Box 5045

Lirhd. B610-66 A (Rev. 2/11)

Sioux Falls, 8D 57117-5045
605-322-8000

06,.0’1 3/1 4 AveraMcKennan.org

APPLICATION FOR POOR RELIEF ASSISTANCE

Pursuant to SDCL 28-13 this application must be submitted to the County
Auditor within one (1) year of the discharge of the indigent patient.
Avera McKennan makes application for poor relief assistance on behalf of

, DOB: 12/13/1983, patient, his/her parents,
guardian or other responsible person(s), and provides the following e
infermation:

1. Notice of Hospitalization (attached)
2. Dates of Hospitalization: 01/31/14 thru 02/04/14

Final diagnosis:

: BRAIN LACER NEC-COMA NOS, ACUTE RESF’IRATORY FAILURE, ALCOHOL .
WITHDRAWAL ALCOHOL ABUSE- UNSPEC FALL ON STAIR/STEP NEC

Cost of Hospital Services: $47641.43 :
Financial information concerning the patient or responSIble party in -
the possession of the hospital, including the availability of insurance
coverage lf known: No insurance per pat[ent/guarantor/famlly

w

Avera McKennan

CERTIFICATE OF SERVICE

I, EMILY J SHERMAN of Avera McKennan, hereby certify that | mailed the original of
this application for poor relief assistance to the

MINNEHAHA County Auditor’s office on this date, 06/13/14

in a sealed envelope with first class postage thereon fully prepaid, and addressed as
follows:

Minnehaha County Human Services, 521 N Main Ave., Ste. 201, SIOUX Falls, SD 57104- 5965

Dated at Sioux Falls, SD 57117-5045 on 3N

MKoor 7‘" AU

Sponsored by the Benedictine
&nd Presentation Sisters



APPENDIX F

ABILITY TO PAY FORM




I PROCESS OF ESTABLISHING INCOME (RESOURCE) GUIDELINE

CALCULATE MONTHLY HOUSING ADJUSTMENT

1. (County Housing Index) X (3306)
DERIVE ANNUALIZED GUIDELINE VIA FORMULA

2, (1.75 X {poverty level} + line 1) X 12

IL. PROCESS OF ESTABLISHING ELIGIBILITY
(Step 1:)

CONSIDERATION OF RESOURCES/ASSETS

3. Equity value of primary residence minus $30,000 (homestead exemption); Plus entire
equity value of other real property

4. Equity value of recreational and leisure equipment

5. Equity value of motor vehicles in excess of $5,000

6. Cash in excess of one-half month’s incoms

7. Personal assets, savings, CDs, stocks, securities, notes due, cash value of life
insurance, judgments receivable, and monetary gifts

8. Equity value of business property, including real estate, equipment, and inventory

5. Household goods and personat property beyond that which can reasonably bc
considered to be essential for everyday living and self support

10. One time capttal gains

11. Total lines 3 through 10 (equals estimate of net assefs/resources)

12. | Subtract $5,000

13. Balance equals adjusted resources/assets

{Step 23)

DERIVE TOTAL MONTHLY INCOME

14, Gross salary, wages, commissions, and bonuses

15, Self-employment incomne

16. Pension, social securify, and VA disability insurance payments

17. Annnities and/or trust income

18. Interest, dividends, rents, royaliies, and investment gains

19, Uﬁemployment compensation and/or strike benefits

20. ‘Workers compensation benefits and/or seftlements V

21. Alimony and child support

22 School grants and stipends (excluding grants for books & tnition)

23. Total lines 14 through 22 (equals unadjusted gross monthly income)

24, Add adjusted resources/assets from line 13 l

25. Compute gross annual income (12 X line 23 <00 +line24 .00 3

(Compare fine 25 to line 2. If line 25 is less, individual is income eligible. Ifline 25 is greater, individual is not incorne eligible. Regardiess of

outcome, continue o next page)




IH. PROCESS OF ESTABLISHING ABILITY TO PAY (CO-PAYMENT)

(Step 1)

CALCULATE DEDUCTIONS FROM MONTHLY INCOME

26. Income faxes and contributions to social security & medicars, etc.
27. Coniributicns to standard retirement programs
28, Total of lines 26 and 27 (equals fotal deductions)
CALCULATE MONTHLY EXPENSES
29, Actual rent paid or scheduled psineiple and interest payments for a personal residence
plus property taxes and homeowners insurance costs
30, All utilities
31. Child care expenses related to work schedules
32, Grocery expenses (maximum allowance under the Thrifty Food Plan plus household supplies
and toiletries)
33. Basic auto expenses, gasoline, and upkeep
34, Employee paid health .00, life .00 ,auloins, L0060
35. Monthly healih or medical installment payments
3s. Customary monthly expenses for medicine and medical care
37. Court-ordered child support and alimeny payments
38. Automobile installment payments pertaining to one vehicle
39. Other expenses (including clothing and installment debt for necessary household
items)
40, Total of lines 29 through 3§ {equals total basic monthly expenses)
CALCULATE MONTHLY DISCRETIONARY INCOME & DEBT LOAD
41. | Line23 - 00 minus line 28 .00 minus line 40
42, Line 41 .00 X 50% (equals énc-half of diserstionary income)
43, Line 42 .00 X 544,96 {equals the amount of debt which can be amortized
over 60 months at 12 % annual interest per dollar of payment)
{Step 2:)
CALCULATE HOUSEHOLIYS ABILITY TO PAY
44, Enter the amount of adjusted assets/resources from line 13
45, Enter the household's debt load from line 43
46, Total of lines 44 and 45 (equals total ability to pay and constitutes the household’s
share of the hospital bill) .
(Step 31)
CALCULATE COUNTY'S SHARE
47. Enter the hospital charges computed according to SDCL 28-13-29
48. Subtract line 46, the household's ability to pay
49, Balance equals the county’s ebligation




APPENDIX G

EMERGENCY MEDICATION ASSISTANCE APPLICATION




APPLICATION
FOR
EMERGENCY MEDICATION ASSISTANCE

NAME OF COUNTY:

NAME OF APPLICANT:

ADDRESS:

SSN: _ : - DOB:

DO YOU HAVESSI/55D PENDING:  YES: NG

CO-APPLICANT:

S5N: DOB:

NAME OF MEDICATION:

STRENGTIL:

DOSAGE:

NUMBER OF DOSES

NUMBER OF REFILLS:

NAME OF PHARMACY:

[ understand that, in accordance with SDCL 28-14-7, a lien will be filed against me and any
personal property or real estate that I now own or have any legzl interest in, or may own in the
future, for any assistance provided on my behalf by the county. I further understand that state
law requires me to repay the county for the assistance provided. Failure to repay the county
may resulf in a collection action against ma. : '

I also understand that, should I not follow through with my application scheduled
at; . on 7' , I am not eligible for any
further assistance until that application has been completed. . ‘

APPLICANT SIGNATURE ' ~ DATE

CASEWORKER SIGNATURE DATE

CCPR-AEMA (2002)
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MEDICAL FINANCIAL FORM




MEDICAL FINANCIAL FORM

NAME: SS #: CASE #:
SPOUSE: L # OF CHILDREN IN THE HOME UNDER 18:

Please provide documents for items listed on this page for verification of assets/ income on
a monthly basis. A check box has been provided te mark ﬁmt you have obtained the
document and a line to write in the dollar amount.

'ASSETS (self and spouse)
Value of: primary residence other property -
Value of: vehicles recreational and|leisure equipment
(for values go to www.nada.com or www .kbb.com )
Cash available (checking/savings statements from the last 90 days)
Personal assets (CD’s, stocks, securities, notes due, cash value of life insurance,
judgments receivable and monetary gifts)
Value of business property, including real estate, equipment and inventory
ESTIMATED VALUE of household goods and personal property not
considered essential for everyday living (TV’s, DVD players, stereo systems
jewelry, guns, etc)
One-time gains (lump sum settlements, inheritances, winnings, etc)

Other

00 Ol ool

I

INCOME, (self and spouse)

__ Pay stubs of %vages, commissions and bonuses for the last 90 days

Pension, social security and VA dmablhty insurance payments

State assistance programs: SNAP Child Care assistance
Unemployment compensation TANF

[l
[ Self employment income (profit and loss statement for the last 90 days)’
[l
[

Annultiefs and/or trust income .
Interest, dividends, rents, royalties and investment gains

Alimony and child support

School grants and stipends (excluding grants for books and tuition)

[

u_

[l _ Workers compensation, settlements or strike benefits

]

U] :

[ Other (OVER)



MEDICAL FINANCIAL FORM

Please provide documents for items listed on ¢his page for verification of taxes/expenses on
a monthly basis in addition to personal information. A check box has been provided to
mark that vou kave obtained the document and a line to write in the dollar amount. *#*Jf
you make a payment to another person rather than paying directly fo a landlord or
business, you will need a written, signed and dated statement from that person verifying
the amount you are making for payments on those bills.

EXPENSES (self and spouse)

U Actual rent paid or scheduled principle and interest payments for a personal
residence, plus property taxes and homeowners/renters insurance
[ Utilities: electric gas “ater
. gatbage _ phone
W Child care cost expenses related to work/school schedules
W ESTIMATED gasoline expenses: . car 1 car 2
[ Health insurance premium
U Life insurance premium
Ll Auto insurance premium: car 1 o car?
[ Health o figdical tnstalliment paymernts
[] Medications and medical care
W Child support and/or alimony payment
L] Automobile installment payments: car 1 car 2
0 Other expenses (student loans, storage, fines, restitution, etc)
PERSONAL

(7 Social Security Card (self and spouse}

(1  Picture ID (self and spouse)

00 Copy of hospital billing statement(s) and bills frora other medical providers during your
hospitalization(s)

O  Income tax return for year of _

SIGNATURE DATE
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Home | NeedyMeds Page 1 of 6

o - HELPLINE (800) 503-6897 {../inclusions/helpline.htm)
T ", CONTACT US {../inciusions/contact_us.htm}

.‘ Te e (../index.htm) EN ESPANOL (http://www.es.needymeds.org/findex_es.hti

Find help with the cost of medicine
Te

ko4

DONATE NOW
(../ENCLUSIONS/DONATE_NEW.HTM)

« Menut

+ Home (/index.htm)
. Advoéétéé

+ Getting Started

« Services

+ About Us

* News

- Blog (http://blog.needymeds.org/} Add Your Voice!

NeedyMeds is proud to support the Access Our Medicine Declaration {http://bit.ly/Thh8ZCx) in -
their quest for 100,000 voices for affordable medicine. Read more k(../inclusions/aom_ihfo.htm)
about NeedyMeds’ partnership with AOM,
Please take a second to add your voice today:

NeedyMeds Supports the
Access Our Medicine Initiative

Fuft Name

|

Your Email Address:
City:

|

/| Yes, I'dlike to receive updates on the Access Our Medicine Initiative

SubmitJ

Over $84,606,490.09 Saved
With NeedyMeds Drug Card

http://www.needymeds.org/index.htm _ 12/16/2014



Home | NeedyMeds Page 2 of 6

IRT

aring medicaticon
, set refill and dose

{http:{ fwww.needymeds.org/gap.htm)

Generic Assistance Program (GAP) (../inciusio

GAP offers nearly 20 generic medications (http://www.needymeds.org/gap.htm)
at no cost to people who meet the program eligibility guidelines.

Be on the

Some web

http: .heed ds. .ht
(http://www.needymeds.org/gap.htm) programs.

assistance
1 2 3 4 5 & 7 .

{http://patientassistancenow.com/)

Partners

Trials.us

{(http:/ fwww ziptrials.us)

1 2 3 4 5

The information on this website is intended for general knowledge and not as a replacement for medical
advice from your physician. We do not prescribe medicine nor make medication suggestions. Links to other
sites do not constitute endorsements of the information on those sites.

Start typing drug name
Drug Search

P W I ——

Find drug prices and pharmacies

(http:/ fwww.drugdiscountcardinfo.com/disclaimer.htm)

http://www.needymeds.org/index.htm . 12/16/2014
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GENERAL APPLICATION FOR COUNTY ASSISTANCE
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APPENDIX K

APPLICATION FOR COUNTY MEDICAL ASSISTANCE




APPLICATION

FOR

MEDICAL ASSISTANCE
County of Residence:
Appli_c:ant's Pull Name;
AKA (Also Known As):
Maiden Name (if applicable):
Address:
Telephone Number:  Fome: . Work:
SSNE: ' DOB:
Are there any other Social Security numbers that you have used in the past: Yes  No __ |
if yes, please st thuse rumbers:
Marital Status (circle one): Married  Separated Divorced  Single  Widowed

If formesly married, Hst name of former spouse(s), date of marriage, divorce, death or
separation:

- PLEASE COMPLETE S5POUSE 1NFORMATION IFNOT LEGALLY DIVORCED

Spouse’s Full Name:

AKA (Also Known As);

Maiden Name (if applicable):

Address:
Telephone Number: Home: ' Work:
SSN: | ﬁOB:
| Are Ehere other Social Security numbers that your spouse has #sed in the pas;c: Yes . No__

If yes, please Hst those numbers:

SIGNIFICANT OTHER TO WHOM NOT LEGALLY MARRIED

Full Name:

AKA {Also Known As):

S5N: " DOB:




PLEASE LIST ALL OTHER HOUSEHOLD MEMBERS FOR WHOM
YOU ARE RESPONSIBLE
Full Name:
S5N: DOB:
! Full Name:
SSN: DOB:
Full Name:
S5N: . POB:
Fuil Name:
S5MN: . DOB:

Does anyone besides yourself claim you as a dependent on their income tax:

HISTORY OF RESIDENCE

How tong have you lived in this county:

Are you a Native American:  Yes No Are you a Veteran:  Yes

Previous address: County:
; Did you /spoise move to this county for purposes of medical care:  Yes No
1€ yes, pleage explain:
MEDICAL INFORMATION
Was this ﬂlness anemergency: Yes__ No___  Date of emergehcy:
If yes, please expiairi:.
If no, please list date of scheduled service:
Has your doctor authorized you to return to work: Yes No
If ne, when is your antici]:;)ated date of return: |
No




If you are a Native American, are you an enrolled tribal member: Yes No

If yes, what tribe:

If you are a Veteran, are you enrolled with the V.A. Hospital: Yes No

Have you tried or have you been making reasonable paymenis to the hospital: Yes___ No___

If yes, what was the amount due on the hospital bill:

What is the amount of your monthly payment:

How much have you paid on this bilk

LEGAL CLATM INFORMATION

Are you or your spouse currently involved in a law suit: Yes Mo

i yes, briefly explairu

Please provide the name, address, and telephone number of the aitorney handling your fawsuit:

Have you or your spouse ever been involved in a law suit: Yes No

If yes, briefly explain:

Pleasge provide the name, address, and telephone number of the attorney handling this lawsuit:

Gettlement date, amount and terms:

Do you have a pending workers' compensation claim: Yes No

If yes, specify who the claim is against and the date of the incident:




Please provide the name, address, and telephone number of the attorney handling this claim:

Have you ever filed a workers’ compensation claim: Yes No

1f yes, specify who the ¢laim was against and the amounts and terms of the settlement:

S

EMPLOYMENT INFORMATION

Applicant's current employer:

Address: Telephone:

Hourly pay rates Hours per week:

Date of employment:

Previous employer:

Address: ] Telephone:

R

Hourly pay rate: Hours per week:

Start and end date:

Is/was health ingurance provided/ offered: © Yes No

Date eligible: . Amount of preminm:

If not employed, other sources of income and amounts:

" BMPLOYMENT INFORMATION FOR SPOUSE/SIGNIFICANT OTHER

Current employer:
Address: Telephone:
Hourly pay rate: . Hours per week:

Date of employment:

Previous employer:




Address: . Telephone:

Hourly pay rate: Hours per week:

Start and end date:

Is/was health insurance provided/offered: Yes ‘No

Date eligible: Amount of premiun:

If not employed, other sources of income and amounts:

FINANCIAL ASSETS AND RESOURCE INFORMATION

Have you or your speuse been the beneficiary of an inkeritance: Yes No

If yes, please specify what was inherited, the value of the inhertance, and the date of the
inheritance:

Do you or yeur speuse anticipate recefving an inheritance: Yes No

If yes, estimated amount:
Do you or your spouse anticipate receiving income from oulstanding loans you have given:

Yes No If yes, please specify to whom the loan was made, the amount of
the loan, the payment amount on the [oan, and the repayment schedule: -

Have you or your spouse received or anticipate receiving an IRS tax refund: = Yes No

If yes, p’lease' specify the amount of the refund and the date received or the anticipated date of
receiph :

Have you applied for Sacial Security Disability benefits: = Yes ' No

If yes, please specify the date of application and the current status of the application, including
pending appeals and hearings: . ’ '

 Have you ever received a lump sum frem Social Security for retroactive pay:  Yes No




N

If ves, please specify how much was received and date recejved:
: i

Are you currentfy receiving any loans, grants, or stipends for living expenses (not tuition or

boaks) while attending a post-secondary school: Yes No

If yes, please specify the amount received and the me frame it covers:

IF YOU OR YOUR SPOUSE HAVE ANY OF THE FOLLOWING ASSETS,
PLEASE LIST INCLUDING THE AMOUNTS AND THE ACCOUNT NUMBERS

U AMPUNT - | | ACCGUNIRAGBER: o

Cne Time Capital Gains:

Mutual Funds:

IRA's:

Retirement Plan:

Annuities:

Investments:

Stocks:

CD's

Money Marlets:

Disability Income:

Savings:

Checking Accounts:

Bonds:

Any Other Investments Or

Money Holding Institutions:

Are you or your spouse Jisted on a joint account with another individual:  Yes No

Are you listed as a dependent an anyone else's Income Tax return: . -Yes No

If yes, please explain:

If yes, please specify the name of the other individual, a descriplion of the account, the holder of
the account, and the account numbes:




INCOME/ASSISTANCE INFORMATION

= TYPE [ APPLIGANT ] % - SPOUSEOTHER(S)}

[ Amount ! Name | Aot

Social Security:

551/55D:

VA Benefits:

Nat'l Guard/Reserve:

BIA/GA Tribal Punds:

Leage Payments:

TANE;

Foster Care:

Salary, Wages, Com-
missions, Bonuses:

Disability Ingurance Payment:

Self-employment:
Unemployment Benefits:
Workers' Comp.:
Vacation/ Sick Leave:
Retirement:

Strike Benefits:

Alimony:

Child Support;

Tnsurance Settlement:

surance Face Value:

Scholarship(s} After
Tuitdon/ Books:

T

Loans, Grants After
Tuition,/Books:

Interest, Dividends, Rents,

Royalties, Inivesboment

Gains:

IRS Refund:

RESOURCES

WIC:

Food Starnps:
LIEAP:
Subsidized Housing:

Child Care Assistance:
Utility Allowance:




MONTHLY EXPENSES

" FYPE

Court-ordered Child
Support:

Rent/Mortgage:

Day Care:

Utilities (Gas/Lights/
Water/ Telephone):

Groceries:

Student Loans:

Basic Auto Expenses, Gas
& Upkeep:

Monthly Health or
Medical Installment
Payments:

Custormnary Monthly
Expenses for Medicine
& Medical Care;

Court-ordered Alimony:

Automobile Instaliment
Payments Pertaining
to One Vehicle:

Other Bxpenses
(Clothing & Install-
ment Debt For
Necessary Household
Itams:

“INSURANCE

Medical/ Dental:

Car:

Life:

House:

Renters:

Lot Rent:

Other (BExplain);




PROPERTY VALUE OF HOME AND OTHER REAL PROPERTY

Current Fair .
Property Market Value Encumb Bquity Value
rances
House/Real Estate: - =
Vehicles: - =
Recreational Vehicles: - =
Other {please list): ‘ - C o=
BUSINESS PROFERTY
Do you or your spouse currently own a business: Yes  Noo

Tf yes, please indicate the name of the business, its location, and the dates of cwnership:

Have you or your spouse owned a business in thepast: Yes No

If yes, please indicate the name of the business, its location and the dates of ownership:

Equity value of equipment, property and inventory:

Are you or your spouse currently a partner /silent paziner in a business:  Yes No

If yes, please indicate the name of the Tusiness and its location:

Have you or your spouse sold ar transferred any property within the last 36 months or in the
46 months prior o the onset of this ilmess: Yes No
If yes, please axplain: :




Are you or your spouse involved in a contract for deed or lease situation either as a seiler or a

buyer:  Yes No If yes, plenase explair:

INSURANCE INFORMATION

Do you have a life insurance policy: - Yes No

If yes, is it whole life or term [ife:

Limits of policy: ' Cash value of policy:

Please specify who the beneficiaries are:

Have you or your spouse applied or been tumed down for health insurance in the past 12

months:  Yes No If yes, why:

Have you or your spouse ever been eligible for health insurance under COBRA provisions:
Yes No If yes, what was the premium amount:

Have you ever refused health insurance coverage available under COBRA provisions:

Yes No If yes, when:

1s health insurance offered through your or your spouse's employer: , Yes " No

If yes, please state monthly premium amount:

Were you a college student during the time of this illness or emergency: - Yes No

If yes, did you purchase the insurance plan offered through the school:  Yes No
CITIZEN INFORMATION
Are you a ¢itizen of the United States: : - ' Yes No

If not, what is your citizen status: -




ACKNOWLEDGEMENT

I, the undersigned applicant or representative, declare and affirm under the penaities of
perjury that this application has heen examined by me and, to the best of my knowledge and
belief, is in all things true and correct. 1 further acknowledge that I may be prosecuted under
the provisions of SDCL 28-13-16.2 if I sign this application knowing the information contained
herein is false in whole or in part.

I understand that, under the provisions of SDCT. 28-14, a lien wilt be filed against me and any
personal property or real estate that Inow own or have a legal interest in or property that I may
own in the future for assistance given me by the county. I further understand that T am
required by law to repay the county for assistance given. Should there be nio action made to
repay this lien, it will be subject to collection.

Applcant: Date:

Spouse: Date:

CCPR-AMA (2002) (APP 1)



APPENDIX I,

REQUEST FOR FINANCIAL INFORMATION




REQUEST FOR FINANCIAL INFORMATION

To Whom It May Concern:

The county is in the process of determining financial eligibility for county assistance for the
below-listed individuals. Please complete the following information if any of the individuals
have accounts, certificates of deposit, or trusts at your financial institution that are owned solely
or jointly by the individual listed.

Individual Social Security Number
Type of Current Interest Beating Percent of How Often
Account Balance (ves/no) Interest Interest Paid

If there have been transactions within the last 36 months that resulted in the redemption or
transfer of a financial resource, please specify what was transferred, the amount tramsferred,
and the date of the transfer.

H An Authorization for the Release of Information is attached. Thank you for your assistance.

CASEWORKER:
COUNTY:
ADDRESS:

Information Provided By; | - | Date:

- CCPR-RFH (2003)



APPENDIX M

NOTIFICATION OF COUNTY ASSISTANCE




NOTIFICATION OF COUNTY AS SISTANCE

CLIENT NAME:

DATE OF ADMISSION:

ACCOUNT NUMBER:

I Total Haspital Charges Carmnputed according to SDCT. 28-13-2% B

Household Share: 7 3

County Share: 5,

COMMENTGS:

CASEWORIKER:

flcoumnry: . - ;

ADDRESS:

FAZX:

CCPR-NOCA (2002)



APPENDIX N

NOTICE OF INELIGIBILITY




NOTICE OF INELIGIBILITY

Client's Name(s):

reason(s):

258-13-34.1
Qther

If you have any

Caseworker:

The above named individual{s) have been found to be ineligible for assistance due to the following

28-13-1.3(1) Third party résources available.
28—13;'1.3{2) Ability to make reasonable payments.
28-13-1.3(3) Veluntarily reduced or eliminated assets.
28;-13-1 3 Indigent by design.

28-13-1.3(5) Eligible for services through Vetarans' Administration or Indian Health

28-13-27(6)a)  Able to work but has chosen not to work.

28-13-27(6)(b)  Student at a post-secondary institution who chose not to take the insurance

28-13-27(6)(c)  Failed to purchase health insuzance througl emplayer. “

28-13-27(6)(d} Failed to purchase health insurance when individual was insmrable and

28-13-27(6)(e)  Transferred resources within the past 3§ months,

28-13-27.1 Services must be medically r;gcessary.
28-13-32.9 Has the ability to pay.
_ 28-13-32.10 Indigent by design and no other criteria may be uss_,:d.
28-13-33 Prior approval required for non-emargency admisé?ions.
28—13-‘33.2 Hospital must exhaust all avenues of payment including accepting reasonable

please bring this to our attention and we will review your case. You have the right to appeal to the
County Commissioners within 10 days if you disagree with the decision of this office.

Services.

offered through the institution.

insurance was affordable.

monfhly payments from the individual.

Natice of emergency hospitalization must be seat to the county within 15 days.

:

Explain:

addiional information or your chrcumstances have changed since your application,

Date of Notice:

COPR-NGE (2607) (APP 1)
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HEALTH INSURANCE CLAIM

FORM

APPAGVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

TTRce PICA [T T ]

1. MEDICARE MEDIGAID TRICARE CHAMPYA OTHER] 12. INSURED'S |.D. NUMBER {For Pragram in ltem 1)
EALTH PLAN — BricLLnG

l:] (Medicare #) D (Medicaid #) D (Sponsars SSN} D (Mermber iD#) \:' (ss.v ar 1) SSN) D )

2. PATIENT'S NAME (Last Name, First Name, Middle tnitial}

3. PATIENT'S BIRTH DATE
MM |

SEX
b 1

] e[ ]

4. INSURED'S NAME {Last Name, First Name, Middie Initial}

5. PATIENT'S ADDRESS {No., Straet)

k
6. PATIENT RELATIONSHIP TO INSURED

SBHD Spousel:l Chilul:‘ OlhBrD

7. INSURED'S ADDRESS {No., Street)

CITY

STATE

8. PATIENT STATUS
COther I:‘

ZIP COBE

()

TELEPHOMNE {Includs Area Code)

ciy STATE

SingIeD Marriedlj
Part-Time
Student D

Employed Student

ZIP GGDE TELEPHONE {Include Area Code)

C )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Inittal}

Full-Time
10. IS PATIENT'S CONDITION RELATED TO:

11, INSURED'S POUCY GROUP OR FECA NUMBER

a. OTHER INSURED'S POLICY CA GROUP NUMBER

a. EMPLOYMENT? (Current or Previous)

[ Jno

YES

b. OTHER INSURED'S DATE OF BIRTH
MM oD Yy

i I
i i
i !

]

SEX

a. INSURELYS DATE OF BIRTH SEX
MM ¥y

| | MD FD

b. AUTG ACCIDENT?

D YES

PLACE (S1ate)

(]

b. EMPLOYER'S NAME OF SCHOOL NAME

<. EMPLOYER'S NAME CR SCHOOL NAME

0 3
¢. OTHER ACCIDENT?

[Jves  [no

G. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OF PROGRAM NAME

10d. RESERYVED FOR LOCAL USE

d. 1S THEAE ANCTHER HEALTH BENEFIT PLANT

DYES DNO

It yes, return to and complste item 9 a-d.

AEAD BACK OF FORAM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize (he release of any medical or olher information necessary
to process Lhis claim. | alse request payment of government benefits either to mysaif or to the party who accepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benetits to the undersigned physician or supplier lor
sarvices described below.

CARRIER —»

>y
]

]
i

.
>

PATIENT AND INSURED INFORMATION

below,
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS {First symptom) OR 16. [F PATIENT HAS HAD SAME GR SIM(LAH ILLNESS, | 16. DATES PATIENT UNABLE 7O WORK IN CURRENT OCCUPATION A
MM, DD Y ‘ INJURY {Accident) OR GIVE FIRST DATE MM Yy MM DD YY MM DD YY
¢ | PREGNANCY(LMP) ! ; FRCM ! ! T0O i i
17. NAME OF REFERRING PROVIDER OR GTHER SCURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
] MM | .Yy MM, DD | YY
17b.{ NPI FROM ! : TO ! !
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES

[(Jves [[Jwo l

21. DIAGNOSIS GR NATURE OF ILLNESS CH INJURY (Relate lterms 1, 2, 3 or 4 to ltem 24E by Line)

‘_‘L

22, MEDICAI> RESUBMISSION .
Cobe ORIGINAL REF. NO,

o 0 B W N

L]

26. PATIENT'S ACCOUNT NO.

of govl. glaims, see backl

YES NC

| O A S T
Z3. FRIOR AUTHORIZATION NUMBER
2, 4, | .
74 A DATE(S) OF SERVICE 8. | C. | b. PACCEDURES, SERVICES, OR SUPPLIES E. F, & LHT L 7.
From To PLACE OF| {Expiain Unusual Circumstances} DIAGNOSIS pAYS EF:i?J D, RENDERING
MM DD YY MM DD YY |SERVICE| EMG | CPT/HCPCS | MODIFEER POINTER $ CHARGES UNTS | Plan | QuAL PROVIDER 0. #
i 3 3 3 I | 1 ] | 1 o 1=~ - o e
I A N O T N IR A L
i 1 ; i 1 | 1 P i i
i
I R S T O R I B N | R
3 1 | | L 3 1 ['. A E
(N T N N S N I E S I W K
' H ! ! P ; PR e
i
S T N N SN N A S S i N N I Y
E i . a : AT RN SR
i E
J T N N N SN T O S | L
ey .1: . . Lo v ; t RIS S SV
A T N SO N N [ S I | - B
25. FEDERAL TAX |.D. NUMBER SENEN 27. (%CCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT FAID 30. BALANCE DUE

‘ $ i s i

L ]

$ |

PHYSICIAN OR SUPPLIER INFORMATION

1, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(i cerily that the statements on the reverse
apply to this bill and are made a part thersol.}

DATE

32. SERVICE FACILITY LOCATICN INFORMATION

I
33. BILLING PROVIDER INFO & PH # (

)

a.

|b. ]

SIGNED
——

NUCC Instruction Manual available at: www.nucc.org

APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)
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APPENDIX Q

COUNTY COST-TO-RATIO FORM




rospital Request for Paymeni County of

This form is recommended by SDHA and SDACC and is not an official form of the Department of Health.
Date: 11/24/2014

Claim of, Avera McKennan Hospital Account : #
Addr~~~ AN F 21% &t Qinnx Falls, 80 57101
Patient Name: Date of Birth:
Address:-
Guarantor:
Address: .
Inpatient:_] fQutpatient:__[X] Final Diagnosis: Contusion Face/Scalp/Neck
Attending Physician: Date admitted:

A AN AN AN AR I A AN AR AN NN AN NI ZONAANARICAAED AN PABAANEmE @)
An itemized bill for services covered by this request for payment is attached. Foillowing is the computation by which
the hospital reimbursement is determined. The ratios i1 column 2 are taken from the “Hospital Statement of Cost”

for the hosptial's most recent fiscal year which has been filed with and is available from the South Dakota Department
of Health. Where the ratic of cost to charge is greater than 1.0, payment is limited to the billed charge. Where the
ratio is less than 1.0 payment is limited to the appropriate percent ratio of the charge.

11X 2 3 | stmt covers total days
simt of Hosp srves. Chgs amount due from county
rendered ratio of cost to charge per SOCL28-13

11/04/2014
ACINPT ROUTINE 7 ) STATUS OF DISCHARGE
SVCCOSTCOTRE 0.7 DiED
CAYS 1. Lj TO OTHER HOSP,
RATE - 2. D EXTEMDED CARE FAC
: 3 D HOME

B. SPECIAL CARE ADDRESSIF1OR 2

INTENSIVE UNIT
CCRCNARY UNIT

DAYS
RATE OTHER COVERAGE: [ 1Y

[N

IFY, NAME OF CO OR AG

C. NURSERY CARE

DAYS
RATE
D. ANCILLARY SVC COST
RATE 5404.56 22.97% 1241.43 COUNTY NOTIFIED
DATE
E. TOTAL: 5404.56 Disc-4163.13 1241.43 BY WHOM
F. LESS PMT/CREDITS
G. BAL DUE FR COUNTY 124143
Patti Smith Verification of Claim
Patti Smit , being first duly sworn on oath, deposes and states that the information in this
Request for Payment has been exarmined and that suc1 information concerning this accgunt is just and true,
That the statement of services rendered accurately refiects thé)servicas re i
As charged, to the best of affiants knowledge ad béjief. % ; j
Subscribed to and sworn to me on this-date, \1 Pl 7l e } ~ / ?
Matary Public, South Dakota SNOAD WML 5 My Commissicn Expires fA A
i T PG N B LT L
b

For county use only: - -
| hereby cartify that the above servicas have been reviewed and approved by me.

s

Cfficial approving sarvicas




APPENDIX R

FORMS FOR MEDICATION ASSISTANCE




INFORMATION NEEDED TC COMPLETE
APPLICATION FOR ASSISTANCE FOR MEDICATIONS

APPOINTMENT FOR:

COUNTY:

In order for the county to be able to process your application as quickly\' as possible, it is
essential for you Lo review this entire packet and ill out the information as complete as possible
for your appointment on: :

DAY: DATE: TIME:

if you have any questions, please <all . It is imporfant that
you keep the above-referenced appointment. If you are unable to keep the appointment, please
call and cancel. When you return for your appointment, you will need to provide the following
documentation, if appHeable to your situation: ‘ ’

1. Letter from your mortgage company siating loan balance and monthly payment, which
payment may include the principal, interest, taxes, and insurance (PITI).
2. Tax assessment of property.

wF R

3. Title/hill of sale and loan payoff on all recreational vehicles, cars, boats, maotorcycles or any
cther motor vehicles and the monthly payment. ‘

4. Cash on hand and in bank accounts, CDs, trufts, annuities, investments, and capitol gains.
5. Bquity value of business real estate, equipmenl; and inventory.

6. A copy of last year's completed tax form.

7. Record of gross income for the past 60 days, inchuding VA pension, child support, socials

security, disability, and warker's compensation. If self-employed, mast recent quarterly tax
form and last year's income tax forms. .

8. Social security cards for all members of the household.
9. Record of income eamed through interest, ciividends, rents, royaltes, and investment gains.
10, Information concerning school grants and stipends (excluding tuition and books).

11. Receipts relating to monthly expenses, including child care, child support, alimony, utilities,
rent or mortgage payments, rent receipts, and/ or lease agreements.

2. Payments relating to health, life, and auto insurance.

(continued)




Information Needed to Complete
Application for Assistance with Medications
Page2

13, Proof of the availability of health insurance from employer(s), if offered, and the amount of
premium that is the household's responsibility :

14, Payments to medical providers

CCPR-AINCAAM (2002) (AFF P)
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APPENDIX 8§

EMPLOYMENT VERIFICATION FORM




FROM: : TO: :
‘ EMPLOYER

éh‘one: .
Fax:

Bookkeeping or Personnel:

To determine eligibility, the following information is requested. Please complete all items below. Ifan item
does not apply, put N/A in the space provided. Your cooperation is appreciated.

EMPLOYEE: : .
5SS # , ; CASE #
Date started employment
Wages per hour

Hours per week

Paid weekly or bi-weekly
Date of next check
Amount of next check

TIME FRAME GROSS WAGES TIPS NET WAGES GARNISHMENTS
Is/Was medical insurance available through employer? YES .__NO
Date after hire medical insurance eligible
Did employee sign up for medical insurance? YES NO

Date medical insurance became effective
Name of medical insurance company

Type of medical insurance: family (group) individual
Cost of medical insurance per month: family individual

Last day of work

Date of last paycheck

Amount of last paycheck

Reason for leaving work
Did he/she voluntarily leave employment? YES NO

PLEASE PRINT

I give my permission to release the above
requested information.

Signature of Employee Bookkeeper/Employer

Date Date

County Case Worker : Phone Number



MEDICAL TNSURANCE STATUS

In order for a person to be considered for possible financial assistance th'rough
Minnehaha County public funding on any mecﬂcal claims, thelr medlca! msurance

status must be verified.

Under State Law SDCL 28-13-27 (6c¢), a person is NOT eligible for public assistance
if “they have failed to purchase health insurance which was made available through

the individual’'s employer”.

CLIENT: EMPLOYER:

SOCIAL SECURITY NUMBER: CASE NO:
xR KKK FKX KK EXXTO BE COMPLETED BY EMPLOYER**************

(Please check appropriate line) M
*****************************************************

Employer does NOT offer a health care plan to employees.
Is NOT eligible for health care coverage.
Pre-existing health condition.
Employee status (non-management).
Insufficient employment period.
Is eligible for health care coverage, but refuéed.

1s covered under employer’s health care plan.

If covered or eligible but refused, PLEASE COMPLETE.,

Name of Insuror:

Policy or group #:

Eligible Date of Coverage:

Employee’s Monthly Premium on Solo Coverage:

Employee’s Monthly Premium on Family Coverage:

Amount of Deductible or Co-Pay:

COBRA Monthly Premium:

Final Date to Enroll in COBRA:



APPENDIX T

VERIFICATION OF MEDICAL NECESSITY




VERIFICATION
OF
MEDICAL NECESSITY

INDIVIDUAL'S NAME:

The couniy has received an application for medical assistance from the above-named
individual. In order for this office to proceed, written documentation must be provided to
substantaie the medical necessity for the needed medical service

This writtent documentation must contain enough infermation to support the need for this
referral. By state statute, medical necessity must meet the following criteria:

(1) Consistent with the person's symptoms, dlagnosis, condition, or HUry;

{2) Recognized ~as the prevailing standard and consistent with. generally accepted
professional medical standards of the provider's peer group;

(3) Provided in response to a threatening condition; to treat pain, injury, iliness, or infection;
to treat a condition which could result in physical or mental disability; or to achieve a
level of physical or mental function consistent wilh prevailing standards for- the
diagnosis or condition;

(4) Not furnished primazily for the convenience of the person or the provider; and

(5) There is no other equally effective course of freatment available or suitable for the
person needing the services which is more conservative or substantially fess costly.

The county shall rely on the physician's determination as to the medical necessity of a
service, unless evidenced exists to the contrary.

Tnder the provision of SDCL 28-13, ncm—emergéncy services must have prior approval from
the county, fit the above criteria, and meet the eligibility standards of the county before

payment of the services can be approved

Thank you for your assistance in this matter.

CASEWORKER:

‘COUNTY:

ADDRESS:

COPR-VIMN (2002)



APPENDIX U

WORK ABILITY FORM




WORK ABHLITY FORM.

TO: Medical Provider: FROM:
_ County Caseworker
RE: DQB: CASE#
Information needed for: Current N Past 6 months _ Past 12 months
1. Date patient first met with Physician completing this form and date of last visit:

7 Namure of illnessfiniwry & date of onsel;

3. Is the patient able to work currently?
Yes (Are there any restrictions?)
No (Why not, and when did this start?)

4. Was the patient able to work prior to onset of illness/injury described above?
Yes (Were there any restrictions?)

~ No (Why not, and when did this start?)

5. Is/was the patient able to attend training programs and/or search for employment for the time period noted
above? Yes _ No '

6. If patient is/was not able to work or attend training programs/seek employment—when would he/she be able
to teturn to work? Are there any restrictions on their ability to work for the future?

Diocior’s Signatire Date Phone Number
Clinic/Facility

Print Name

08/26/13



APPENDIX V

PRE-AUTHORIZATION ESTIMATE OF COST FORM




PREAUTHORIZATION: ESTIMATE OF COST FOR MEDICAL PROCEDURES

NAME OF CLIENT:
CASE NUMBER:
DATE OF BIRTH:

SOCIAL SECURITY #:
CASEWORKER:

For consideration of medical assistance for life threatening procedures, a written estimate of cost from-all medical
providers associated with the procedure in question is required. No final decision for financial-assistance will be
made until all estirates of cost are received. This form is to be given to the medical provider(s) to complete and

return to this office.

Procedure needed to verify what?

PROCEDURE 1:
Natme of medical procedure:

Name of Physician(s) performing procedure:

Name of facility procedure will take place:

ESTIMATE OF COST:
-physician: -labs!
-facility: -X-18Y:
-anesthesiology: -other:
PROCEDURE 2:

Name of medical procedure:
Name of Physician(s) performing procedure:

Name of facility procedure will take place:

ESTIMATE OF COST:
-physician: -labs;
facility: -X-Tay:
-anesthesiology: -other:
Signature of person completing form: Date:
Title: f Phone #: |
This information can be faxed back to this office at or-be .mailed/dropped off to the address listed

above.



APPENDIX W

PHYSICIAN REVIEW FORM




MEDIClAL REFERRAL

DATE: November 21, 2014
NAME: ADDRESS:
Dos: _ HOSPITAL: Sanford
CASE: '
ADMIT: 8/26/2014 DISCHARGE: 82812014

Have Notice of Hospitalization? Y N ACCOUNT #:
Have AFPRA {within 1 yrof admit)? Y N N/A
Available for review are the medical records from: Sanford USD Medical Center
Admission diagnosis:
Discharge diagnosis:
i do: I do not: feel this was a necessary and eme_fgency hospital service.
Comments:

PHYSICIAN

DATE

28-13-27(2) "Emergency hospital services," treatment in the most appropriate hospital available to meet the
emergency need. The physician, physician assistant, or nurse practitioner on duty or on call at the
hospital must determine whether the individualo requires emergency hospital care. The need for
emergency hospital care is established if the absence of emergency care is expected to result in
death, addional serious jeopardy to the individuals health, serious impairment to the individuals
bodily functions, or serious dysfunction of any bodily organ or part. The term does not include care
for which treatment is available and routinely provided in a clinic or physician's office.

28-13-27.1 Medically necessary hospital services. Medically necessary hospital services are services provided
in a hospital which meet the following criteria:
(1) Are consistent with the person’'s symptoms, diagnosis, condition, or injury;
{2)  Are recognized as the prevailing standard and are consistent with generally accepted profess:onai
medical standards of the provider's peer group;
(3)  Are provided in response to a life-threatening condition; to treat pain, injury, iliness, or infection;
to treat a condition which would result in physical or mental function consistent with prevailing standards
for the diagnosis or condition,
(4)  Are not furnished primarily for the convenience of the person or the provider; and
(5)  There is no other equally effective course of treatment available or suitable for the person needing
the services which is more conservative or substantially less costly.
A county shall rely on the attending physician's determination as to medical necessity of hospital services
unless evidence exists o the contrary. .



APPENDIX X

MEDICAL CASEWORKER REFERRAL FORM




MEDICAL REFERRAL

CCOUNTY COUNTY

DATE: CASEWORKER:
CASE #: ADDRESS:
CLIENT:
DOB: ' CITY:
S84 ZIP:

| REASON FOR REQUEST

[} HOSPITAL
HOSPITAL: | ACCOUNT #:
DATE OF ADMIT: DATE OF DISCHARGE:
COMMENTS:

2y PREAUTHORIZATION
SPECIFY REQUEST(S)

3} INSURANCE _ 4) WORK ABILITY 7 5 OTHER

SPECIFY REQUEST(S)

OBTAIN MEDICAL RECORDS FROM: (if other than hospital request)

(Please enclose Notics of Action and copies of appropriate release of information fortms)

COUNTY ACTION ON CASE:  APPROVED: DENIED:
COMMENTS:
HOSPITAL DOCTOR LAB XRAY

o

{ERS

-




APPENDIX'Y

AUTHORIZATIONS FOR PAYMENT




- AUTHORIZATION
FOR PAYMENT OF
MEDICAL EXPENSES

COVERED INDIVIDUAL:

SSN:

NAME OF PROVIDER:

TAXTD NUMBER:

DATES OF COVERAGE:

LIMITS QF COVERAGE:

County payment is limited to the provider's usual and customary charge or the Medicaid rate
of payment, whichever is less. Payment is subject to Medicaic's payment methodology. When
requesting reimbursement from the county, am itemized bill must include the individual's
name, the specific dates of service, the procedure/ service provided, the appropriate cptcode,
and the provider's usual and customary charge for the procedure/service provided. o

Upon accepting this authorization, the medical provider agrees to actively pursue and bill any
third party payer for any retroactive benefits that the client may become eligible for and
reimburse the county for any funds collected. This anthorization gives approval only for the
date and service listed. Any additional service or appointment must have pre-authorization or
the claint will be denied. The county will not be responsible for any co-payments or
deductibles. Acreptance of county payment/ clibnt co-payment constitutes payment in full.
Balanced billing s prohibited. o

AUTHORIZED BY: ' DATE:

COUNTY:

ADDRESS:

| CCPR-AFME (2003) (AFP X.1)



AUTHORIZATION
FOR
PAYMENT OF MEDICATIONS

COVERED INDIVIDUAL:

SSN:

NAME OF PROVIDER:

TAXTID NUMBER:

DATES OF COVERAGE:

LIMITS OF COVERAGE:

EXPIRATION DATE:

This authorization is limited to medication neads for a one-month period only. Any refiils
provided without the county's authorization will be the individual's responsibility. If the
county requires a co-pay, the co-pay must be applied monthly. ‘ e

Payment is Limited to the provider's usaal and customary charge or the Medicaid rate of
payment, whichever is less. When requesting reitnbursement from the county, an itermized bill
must include the individual's name, the drug proyvided, the date of service, and the charge. The
county assists with amounts that exceed the individual's ability to pay, if any.

Upon accepting this authorization, the medical iq_i'ovider agrees to actively pursue and bill any
third party payer for any retroactive Yenefits that the client may become eligible for and
reimburse the county for any funds collected. This authorization gives approval anly for the

the claim will be denied. The county will not be responsible for any co-payments of
deductibles. * Acceptance of county payment/client co-payment constitutes payment in full.
Balanced bifling is prohibited. Co '

date and service listed. Any additional service or appointment st have pre-authorization or/

AUTHORIZED BY: | DATE:

COUNTY;

ADDRESS: -

COPR-AFMEDS (2002) (AFP X.2)



APPENDIX Z

SNAP BENEFIT AMOUNTS (EFFECTIVE 10/1/14)




Dorloy

S8l SOCIAL SECURITY FEDERAL MINIMUM WAGE
(Effective 01/01/14) {Effective 01/01/14} (Effective 07/24/09)
Income Resource COLA 1,5% $7.25 per hour
Single-5721 $2,000 SMI {Medicare Part B) $104.90
Couple -51082 $3,000

SUPPLEMENTAL NUTRITION ASSISTANCE PROGRAM (SNAP}

Effective 10/01/14

This chart is to be used as a reference in delermining a household's Income eligibiiity. Houssholds containing an elderly or
disabled member, as defined in Section 2012, must reet the NET income test {Column 2). Alf other househoids must meal

BOTH the GRQSS and the RET income eligibilily tests (Columns 1 and 2).

member +440
*3ross Income Ig fotal ineome minus verified legally obligated child support payments.

HOQUSEHOLD MAXIMUM
SIZE GROSS INCOME* MAXIMUM NET INCOME THRIFY FOOD PLAN
1 $1,265  $973 $194
2 31,705 51,311 8357
3 $2.444 $1,650 $511
4 52,584 $1,988 $649
) $3,024 $2,326 771
B $3,464 $2,665 $925 S
7 $3,904 $3,003 51,022 =
8 $4,344 3,341 $1,169
g $4,784 $3,680 $1,315
10 $5,224 $4,019 $1,461
11 5,664 . $4,358 $1,807
12 $6,104 $4,697. $1,753
13 $6,6544 . $5,035--'_.} $1,889
14 . $6,984 $5,375 $2,045
15 $7,424 $5,714 $2,191
16 $7,864 $6,053 $2,337
17 $8,304 $6,392 . $2,483
18 $8,744 $6,731 ’ $2,629
12 %$9,184 $7,070 32,775
20 §8,624 $7.409 $2,921
21 %$10,064 $7,748 $3,067
22 : $10,504 $8,057 $3,213
23 $10,944 $8,426 $3,359
. 24 $11,384 $8,765 $3,505
25 $11,824 $9,104 $3,651
26 312,264 $0,443 $3,797
For each additional '
339 +146

RESQOURCELIMIT
Categorically Ellgible: N/A
HH has sligible member
over 60 or disabled:
$3,250

All other HH: $2,250
Vebicles:

1 vehicls excluded: follow
| policy for other
agxclusions

DEDUCTIONS
Child Care:.
Howuseholds are affowed the
gmount of dependent care
casts ey zre bifted for
chifdren under the age of 16,
Medical:

Exponses for eldenydisabled
membars over $35 and under
$201 recelve 3 medical
standard; If above $200,

Vactual expense used.

Standard Deduction:
$155 - 1-3 HH memb
4165 -4 HH memb

#5193 - 5 HH memb

$221 -6 ormore HH
(HH members —do not
include disquaiified,
sanctioned, ineligible or non
household members)

[Effective 10101414

bitility Standards;
BUA - $683
LUA - $185
QUA - § 80
PUA-S 46

Capped Shelter:
$490

KMEDICARE SAVINGS PROGRAM (effective 01/14)

Family Size ‘aMB SLMB Ql-1
100% of FPL 120% of FPL 135% of FPL

1 $973 $1,167 $1,313

2 $1.311 $1,673 $1,770

3 $1,650 $1,979 $2,227

4 51,988 $2,385 $2,684

5 $2,326 $2,791 $3,140

6 $2,655 $3,197 $3,597

7 $3,003 $3,603 $4,054

8 $3,341 $4,008 $4,511

RESOURCE LIMIT
Single - $7,160
Couple - $10,750

a

RESOURCE LIMIT

LONG-TERM CAKRE (effective 01/01/14}
Maximum Monthly Income Limit $2,183
Average Monthly Private Pay Rate $190.42

$2,000

SPOUGAL IMPOVERISHMENT

Befer to Saction 9700 of the LTC procedures manual, Incarme limits depend on gross income minus cartain expenses
Maintenance Needs Standard for ©5: $1891.25 {min) - $2931 {max) (1/1414) Protecled Resvurce: $23448 (min) - §117,240 (max) 171714




APPENDIX AA

NOTICE OF COUNTY/PATIENT SHARE




NOTIFICATION OF COUNTY ASSISTANCE

CLIENT NAME:

DATE OF ADMISSION:

ACCOUNT NUMBER:

Household Share:

County Share:

COMMEINTS:

Total Hospital Charges Computed according to SDCL 28-13-29:

5

$

§

CASEWORKER:

COUNTY:

ADDRESS:

FAX:

COPR-MOCA {2002)



APPENDIX BB

REQUEST FOR FINANCIAL INFORMATION




REQUEST FOR FINANCIAL INFORMATION

To Whom It May Concerry:

The county is in the process of determining financial eligibility for county assistance for the
velow-listed individuals. Please complete the following information if any of the individuals
have accounts, certificates of deposit, or trusts at your financial institution that are owned solely

or jointly by the individual listed.

Individual Social Security Numnber

Type of Curzent Interest Bearing Percent of How Often
Account Balance (yes/no} Interest Interest Paid

If there have been transactions within the last 36 months that resulted in the redemption or
tranisfer of a Anancial resource, please specify what was transferred, the amount kransferred,

and the date of the transfer.

An Authorization for the Release of Information is attached. Thank you for your assistance.

CASEWORKER:

COUNTY:

ADDRESS:

Information Provided By: Date:

CCPR-RFFI (2002)



APPENDIX CC

CHECKLIST FOR RETROACTIVE MEDICAID




CHECKLIST FOR RETROACTIVE MEDICAID

NAME:

SSIN: BIRTEI DATE:

| DATE S5 APPROVELD:

| RETROACTIVE DATE:

MEDICAID NUMBER:

NAME OF INDIVIDUAL CONTACTED AT
MEDICAID FROVIDER UNIT IN FIERRE:

DATE OF CONTACT:

PROVIDER CONTACTS:

NAME

PHONE CONTACT DATE: Letter:  Yes Mo

FOLLOWUP NOTICE DATE:

DATE REIMBURSEMENT CHECK RECEIVED FROM PROVIDER:

NAME:

PHONE CONTACT DATE: Letter: Yes No

FOLLOWUP NOTICE DATE:

"DATE REIMBURSEMENT CHECK RECEIVED FROM PROVIDER:

NAME:

PHONE CONTACT DATE: Letter:  Yes No |

FOLLOWUP NOTICE DATE:

DATE REIMBURSEMENT CHECK RECEIVED FROM PROVIDER:

CCPR-CFRAM (2002) {AFPY)



APPENDIX DD

POTENTIAL RETROACTIVE MEDICAID AGREEMENT TO
REPAY COUNTY




 NOTICE OF POTENTIAL RETROACTIVE
MEDICAID CLAIM AND AGREEMENT
TO REFAY COUNTY

INDIVIDUAL'S NAME:

55N

The above-named individual has an application pending with the Social Security
Administration and/ or the Department of Sodal Services for medical benefits. If you choose to
provide medical services and accept payment for those services from the county pending the
final determination of eligibility, you must sign this document as an acknowledgement that you
agree to the following if the individual is deterrmined to be retro-actively eligible for medical

benefits:

{1} Agree to bill Medicaid for those claims incurred during the time the “individual is
determined to be retro-actively eligible;

(7) Agree to submit the refro-actve claims to Madicaid within six months from the date that

Wedicaid is approved; and

(3) Agree to repay the county for assistance previously paid by the county.

PROVIDER: ' DATE:

Please return this signed form to:

CASEWORKER:

COUNTY:

ADDRESS:

COPR-PRMCA (2013) (AFP U)
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NOTICE
OF
RETROACTIVE MEDICAID ELIGIBILITY

PROVIDER:

*This is to advise yoﬁ that the below-listed individual hay been approved for Medicaid
benefits. Attached is a copy of the letter confirming the eligibility. Please file your medical
clairn with the Department of Social Services, Office of Medical Services, as soon as possibie.

- Remember: Medicaid has specific billing requirements when submitting a claim for

yetroactive benefits, If you have questions concerning the submission of caims, please contact
the Medicaid claims unit at 1-800-452-7691.

INDIVIDUAL'S NAME:

55N

DATE APPROVED FOR METICATD:

PERIOD OF RETROACTIVE COVERAGE:

MEDICAID I NUMBER:

CASEWORKER: DATE:

COUNTY:

ADDRESS:

CCPR-NORME (2002) (APF V)
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Catastrophic County Poor Relief (CCPR)

VOUCHER
VOUCHER NUMBER: INVOICE DATE:
INVOICE NUMBER:
TO: FROM:

Catastrophic County Poor Relief
Aftn: Kris Jacobsen

211 E Prospect Ave

Pierre, SD 57501

DESCRIPTION f JUSTIFICATION:

I declare and affirm under the penalties of perjury that this claim has been examined by me, and to the best of
my knowtedge and belief, is in all things true and correct.

COMMISSION CHAIR DATE AUTHORIZATION DATE

AUTHORIZATION DATE



APPLICATION FOR REIMBURSEMENT
'CATASTROPHIC COUNTY POOR RELIEF

RESERVED FOR SDACC OFFICE USE

County: Date Received:

Patient Name: Notice To Board:

Address: Board Action Date:
Date Paid:

DOB: Check Number:

SSN: Comments:

Diaghosis:

Check One: CEmergency BPre-Approved Emergency

Written summary on Patients Eligibility for CCPR
program:

Provider Actual Bill ‘Amount Paid By County

CCPR Application For Reimburéement . Revised: 01/10
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Gﬁ?ﬁ%?ﬁ@?ﬁif @@UN?‘@’ ?QEQR REL} EF PROGRAM
PROCEDURES EVEANUAL

2010 VERSION

For -furf:;‘ﬁ'g?,Eﬁfﬂrmatiaﬁ_;nﬁwcﬁ

Kristie Jacobsen, Administrator
Catastrophic County Poor Relief Program
222 E Capitol Avenue Suite 1
Pierre, SD 57501
{805) 224-45584
Email: info. sdacc@m:daenemfe}rk com
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CHAPTER |

COUNTY PARTICIPATION AND WITHDRAWAL

s PURPQOSE

The CCPR program .was established under SDCL 28-13A to assist counties with the
payment of catastrophic medical expenses incurred on bhehalf of individuals who are
medically indigent and who have no ability or only limited abiiity to pay the costs of

hospitalization.

«  ADMINISTRATION — HOW 1o C’QNTACT THE BOARD

The CCPR program ls administered jointly by the South Dakota Association of County
Comrnissioners (SDACC) and the Catastrophic County Poor Relief Board (Board). The
Board consists of five county commissioners appointed by the executive board of the South
Dakota Assocciation of County Comnissioniers. Board members seive staggered terms of
four years or until their term as county commissioner has eXpired. lssues ‘cc:nceming the
CCPR program and contacts with and correspondence to the CCPR Board should be
directed to the CCPR Prograniﬁdministrator (Ac'iministrator)-a’t the below address:

Kris Jacébsen Admlmstfat'or

Catastrophic County Poor Relief Program

South Dakota Association of County Commissmﬂers
222 E Capitol Ave Suite 1

Pierre, South Dakota 57501
(605) 224-4554

»  BOARD mgsfwas

Board meetings are subgec"t to call. To request a meet[ng W{’[h the Board, interested

parties should contact the Admini stra’tor fo schedule a meeting. (8§ 22 02 02 O’})

CCEPR Procedures Manual : _
January 2000 _ : : Page I-1



If a claim for reimbursement is submiited by a CCPR Board member's county, that
Board member may pa‘rticipéte int the discussions concerning the claim, but that board
member may not participate in the Board's final vote of approval or disapproval

(§ 22:02:02:02)

s COUNTY ELIGIBILITY IN THE CATASTROFHIC PROGRAM

If a county wishes to begin paricipation in the CCPR program, it must notify the

Administrator, in writing, by July 31. (§ 22:02:01 02}

The Administrator and the Board shall review the counfy’s request io»pa,rﬂcipate and
shall notify the requasting county, in writing, of its approval status by September 1. If the
county’s request to participate is denied, the hotice shall contain the reasons for tf'ua denial
and the county will have until October 1 to correct the deficiencies contained inthe notice of
denial. If approved as a participating county, the county may not begin participation befare

Janﬁary 1 of the following vear. (§§ 22:02:01:02: and 22:&2:01:03)

Orice appmVed as a participating county, the county remains a parﬁioipating county for
successive calendar years untit either the county falis to pay a OCPR assessment of the
county has submitted @ withdrawal request and a new calendar year has begun,

(§ 22:02.01:05)

A request to withdraw from the fund must be in writing and must be submitted to the
Adrministrator by:JuiyVVS’i. A county submitting a withdrawal req,u‘est will be removed from
participation effective January 1 of the following year. A county that has withdrawn from the
CCPR program but wishes to a.g'ain participate must submit to the Administrator a new
request for participation. The request muét 56 in writing and muét be submitied to the
Administrator by July 31. A county raquesﬂﬂg__ to rejoin the CCPR prograrﬁ may not have any

CCFR Proceduses Manual _
January 2610 _ ' Page 12



arrearages due the CCPR fund from previcus years of participation. (88 22:02:01:06 and

22:02:01:07)

s DENIAL OF REQUEST TO PARTICIPATE

A county may be denied participation in the fund (§ 22:02:01:04) for any of the following
reasons:

1. The county has failed fo pay any pottion of a previous CCPR annual
assessment;

2. The county has failed o pay a“ry portion of a piewous CCPR supplemential
assessment;

3. The county has w;’shdxawn from the fund but failed to pay its final assessment

4. The county’s request to participate did not ﬂeet the deadline requirements of
8§ 22:02:01:02; or

5. The county did not correct the deficiencies cited in its notice of denial.

e ADVERSE DECISIONS ~ REVIEW BY BOARD

Decisions under this program which are ad_vefsé té a county may be appealed through
the Bo'arid"s r‘eﬁew process. The A-dministratér will notify a county by ,ce'rtiﬁe;:i mail if a
decision is made which is adverse to the county. - A county wishing to cortest an adverse
decisiont may ret;uast a meeting with lihe Sqard far ;ﬁu_rposeé of réviewing the claim. A
request for reyiew mi.is’; he mads 1o the Administrator Mthih 30 dayjs 'aften; the county feceives
the notice of the adverse decision. On receipt of the request, the Administrator wi'lrl schedule
the review with the Board. At the time of the review, the county must present its arguments in
support of th_a claim. ‘Based on the re_view,l’the Board will enter iis final decisicn. Notice of

the final decision will be sent to the county within 30 days after the review. (§ 22:02:01:08)

CCER Procedures M a*nuai .
January 2010 : : Page [-3



CHAPTER II

DETERMINING MEDICAL INDIGENCE

o DEFINITION OF “MEDICALLY INDIGENT”

Before an individual's claim is eligible for reimbursement from the CCPR fund, the
county must have dstermined that the individual is “medically indigent.” To be considerad
medically indigent, the individual must meet the following oriteria:

1. Requires medically necessary hospital services for which no public or
private third-parly coverage is available to cover the cost of
hospitalization.  Third-party coverage includes coverage such as
insurance, veterans' assistance, Medicaid, or Medicare;

2. Has no ability or only limited ability to pay a debt for hospitalization;

3. Has not volunlarily reduced or eliminated ownership or conirol of an
asset for the purpose of establishing eligibility;

4. Isnot z’ndigent by design; and

Is not a veteran or a mamber of a Native American tribe who is el[gsble
or would have been eligible for services through the Veterans'
Administration  (38CFR17.54) or  the Indian = Health Service
(42GFR136.24) if the services would have been applzed for Wlthm 72
hours of the person s admission. '

ol

If an individual fails to meet any one of these tesfss hefshe is not, conszdered medi cally
indigent and the counfy is not responsible for the payment of the md[wduai s hospital bsH

(SDCL 28-13-1.3; 28-13-32.3)

< ME fo:ﬁ_:‘_lx‘__.‘f’ NECESSARY Hosﬁfmf;_ SERVICES

Services billed to ther‘couhty for an in'dividﬁél who ns medically indigent must be
“medically necessary.” In order to be considere& medically necessary, the services must
‘meet the following criteria: | |

4. The services must be consistent with the person’s symploms, diagnosis,
condition, or injury;

COPR Procedures Manuwal .
January 2010 . Page -1



2. The services must be recognized as the prevailing standard and must be
consistent with generally accepted professional medical standards of the
provider's peer group; R

3. The services must be provided in response to a life-threatening conditior; to
treat pain, injury, illness, or infection; to treat a condition which would result in
physical or mental disabifity; or to achieve a level of physical or menial
funiction consistent with prevailing standards for the diagnosis or condition;

4. The services must not be furnished primarily for the convenience of the
person or the provider; and . '

5. There may be no cther equally effective course of treatment available or
suitable for the person needing the services which is more conservative or
substantially fess costly. : :

This is the same test which hospitals must use when determining medical necessity for

a Medicaid recipient. A'county must rely on ﬂwe attending physician’s determination as to

medical necessity unless evidence exists fo the contrary. (SDCL 28-13-27.1)

o [NDIGENT BY DESIGH

A person may ot be considered medically %ndigeﬂt if the person is “indigent by design.”
A person is indigent by design if the individual meets any one of the following criterié:

1. The Individual is able to work but has chosen not 1o work; [The individual
must be employable and must have CHOSEN not fo work.. This wilf not affect
those individuals who are betwsen jobs through no fault of their own. It will,
however, affect those who have voluntarly {erminated their -employment
before acquiring ancther job. A county needs to be realistic when making this
determination. AR individual who is chronically mentally ill or who has a
history of long-term alcohot or drug abuse may, quite simply, be “unable” to
work.} : : - :

2. The individual is a student at a postsecondary institution and has chosen not
lo purchase health insurance, : - _

3. The individual has failed to purchase health insurance that was made

available through the individual's employer; JA county must be realistic when

- making this determination. It would be normal fo expect that the employee

would participate in the employer's health plan. It may not, however, be

possible for the individual fo purchase the additional family coverage due fo
the cost.jor C

CCPR Procedures Manual '
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4. The individual has transferred resources for the purpose of astablishing
eligibility for medical assistance. When making this determination, the
lookback period includes the 36-month period immediately prior fo the onset
of the individual’s fllness and continues through the period. of time for which
the individual is requesting county assistance.

An individual who is determined to be “indigent by design” is ineligible for medical

assistance and no other criteria may be used to determine eligibility. (SDCL 28-13-27(8),; 28-

13-32.10)

o EMERGENCY vs NON-EMERGENGY

Hospital services are divided into “smergency” 8.3’16 “non-emergency” hs:érv%ces. If the
hospital services are emergency services, the‘ph.ysicfanf physician’s assistant, or nurse
practitioner on duty or on call at the hospital must determine whether the individual requires
emergency hospital care. The need for @mergeﬁcy hoépit-a! care is eétablishecﬁ if the
absence of emergency care is expected to result in clléath. additional serious jeopardy to the
individuat's heétth,' seﬁ'cxus _.impairmeni to the in,di\fiduai’sr. bodily function, or serious
dyéfuncﬁﬁr_‘r of any bedily organ or part. The term dogs not include car_e'for which tregatmént is

available and routinely provided in a clinic or physiciari’s office. (SDCL‘ 28“13-—27(2))

if the hospital_ service is not an emergency and the county is involved as a payer, state

law reqguires that the éﬁected_'ceunty must approve non—eiﬁergency'hospital services pefors

the services are pfovided. (SDCL 28-13-33)

. Regardless of the'type'.éf_' case, a county always has the right to review the case before
accepting responsihility for payment or hefore paying the claim. As part of the review, the
county may request assistance from the Depaﬁmeﬁt of Social Services. Requests for such

as_sistance must be directed to the Department of Social S’é{vicesffwedioai Review. In any

CCER Procedures Manual : : ‘ :
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event, any review conducted must be done under the supervision of a licensed physician.

(SDCL 28-13-37.1)

o VETERANS AND NATIVE AMERICANS

With respect to veterans and Native Americans, there has been a change in the way
counties and hospitals dro business. An individual will not qualify as medically indigent if the
individual is eligible or would have been eligible for VA or IHS assistance if the services had
baen applied for within 72 hours of ihe individuat’s admission, (38CFR17.54 &
(42CFR136.24) Effective July 1, 1997, the hospital must inquire whether the irsdiyidual is a
veteran or a member of a Native American Tribe (SDCL 28-13-34.1(8)). H; t%he response 1o
eiihef of these inquires is “yes,” it is the hospital's responsibifity to pursue e_l?gibiiity through
the VA or 1HS. Counties are encouraged to assist the hospital in working through these
particular cases. Keep in mihd that a ve‘cer:-:_an may not be eiégibiie on the day of admission but
may actually become. eligible during his/her hospital stay due to the cost of care and the
resulting reductioh in net 'wqi‘th. It, therefore, becomes very important"that hospitals and

‘counties work together in monitdring these cases very closely.

A veteran who is eligible for medical care through the Veterans’ Administration (VA) and
enters a fospital, other than an available. VA hospital, for emergency care is ineligible for

county berisfits.

A veteran who enters a hospital, other than a VA hospital, for emergency care who 18
determined to be ineligible for reimburéaxnent while at the hospital but who would be eligible
once stabilized and transferred to a VA facility, may be eligible for county assistance for the

inpatient days during which the veieran Wés ﬁbft stable enough to be transferred, providing

CCPR Procedures Manual .
January 2010 . Page fi-&



the veteran is determinad to be medicaﬂy indigent under the pravisions of 8DCL chapter

28-13.

At the point the veteran can be transferred, the veteran is no longer considered eligible

for county benefits and the county’s obligation ends.

o EXPERIMENTAL PROGEDURES/MODES OF TREATMENT

State law now makes it very clear that no county Is fiable for the payment of any '

experimental procedures or eypenmenta[ modes of freatment. (SDCL 28-13-33.1)

« HOSPITAL TO OBTAIN RELEASE OF INFORMATION FROM PATIENT

When submitting a notice of hospitalization, the hospital rust make every reasonabie
effost to secure from %[je patient and fo include with fﬁe rrafice; a release of medical
information foff*n that has been signed by the patient or the patient's authorized
representative. The form must authorize the release of information c;om‘;eming; th‘e patient or

members of the patiert’s household to the patient's county of residence. (SDCL 28-13-34.2)

The form to be used for this purpose has been developed in cooperation with the South
 Dakata Association of Healthcare Organizations. The form_hés been made available to all

South Dakota hﬁépitafs_for their use in mesting 't'he_ reguirements of SDCL 28-13-34.2.

Copies of both of the form may be found in Appendix B of the Welfare Manual. A
hospital is not required to use the specific forny; however, ény release supplied to the county

must contain the information specified on the form.

If & county needs to oblain either financial or medical information on tﬁe paiient or the
ganents hol_aehoid the counf;y must supply a copy of the appropriate release to the agency,

person or institution and must Specfy i writ] ng what rnformanoﬂ the county is sesking.

CCFR Pro cecfuz'es Manual , :
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Again, the Release of Medical information form and the Release of Financial Information form

can be found in Appendix B and Appendix C of the Welfare Manual.

= HQSPITAL TO EXHAUST OTHER PAYMENT SCURCES

In the end, before a hasg’zi_tai can subrmit a bill to a county, state law requires the hospital
to exhaust other payment sources, including accepting “reasonable” payments from the
patient. While “reasonable” is certainly open to interpretation, the hospital should attempt to
establish a payment plan that is reasonable when considering the household's income and
other debt and the amount of the hospital bill. When submitting a claim to a county, the

hospital must be able fo demonstrate that it has met this criterion. (SbCL 28-1: 13-33‘2)

s ABILITY TO PAY

When determining whether a person is ‘eligi‘bie for medical assistance through the
county, the county must determine what income and resources are available to the
household. The county must calculate the household's monthly expenséa and must then use
the formula established in statute that calculates whethér the individual haé‘any ability to pay
the "hospital bill, These‘c:a{cmaﬁbﬁs must he made accdr‘dingI to SDCL 28-13-32.6 to

28718-«32.9, inciusiva,

The form used to determine whether a person has any ability io pay the hospital bill may
be found at Appendix E in the Welfare Manual. Please refer to the statewide guide‘lines of1

county poor relief for detailed tnfdrmation an how to complets this form.

Once a county determines that an individual has an ability to pay all or par of the cost of
haspitafization, the county must notify the hospital. The notice should include the amount

payable by the patient and the amount payablé by the county, if any.

CCPR Procedures Manual , ,
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CHAPTER If

REMBURSEMENTS

s COUNTY TO PURSUE THIRD-PARTY PAYMENT SOURCES

Because the county is the payor of last resort, a county must pursue the availability of a
third-party payment source before accepting responsibility for a catastrophic claim. A
third-party payment source is the obligation of an entity other than the county for either partial
or full payment of the medical cost of injury, disease, or disability. Third-party payment sources
include coverage such as Medicare, Medicaid, private health insurance, worke‘rs‘

compensation, supp!ementa! security income, dzsabgluy msurance and automobfemsurance

The county must be able {o document pursuit of the availability of a third-parly payment
source, The documeniation must be maintained in the individual's record. When the claim is
subsequently submitted to the CCPR bfogram for payment, evidence of the third-party

payment or rejection must accompany the claim. (§ 22:02:02:10)

«  COUNTY PAYMENT VGGVSRNEDBY COST STATEMENT GF{ MEDICAID RATE
Effective July 1, 1997, the county’s rate of éimbursement to a hospital is the actual cost
of Vhospiialization determined according to the hospital's cost siatefnént or the amount
payable under the S't.a’[e’s Medicaid system, whichever is lowat. (SDCH. 28-13-28) Also
effective July 1, 1997, the responsibility for reviewing, appmvihg. and- maintaining copies of
{he hospfta!s’_ cost statenfrents was transferred té_ the ‘Depaﬁmenf O,f Social Services.
Questions relating to é hospital's .cc_rst statement or requests for copies of cost statements
should be directed ‘to the foitowiné OT’;f'iGEZ- o | | |
Office of Prowder Reimbursement &Audl’cs
Department of Social Services :

700 Governors Drive '
Pierre, Sou.ih Dakota 57501 (B805) 773-3643

COPR Procedures Manuaf
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Hospital claims covering both in-patient and same-day surgery cases must be submitted
on both a UB-04 form and on the billing form which breaks out the hospital’s ratio of costs to
~charges for the courty. To obtain the Medicaid pricing information, both of these forms must
be forwarded to the South Dakota Department of Social Services at the below address:
Soﬁth Dakota Department of Social Services/Medical Services
Premium Assistance
700 Governors Drive
Pierre, South Dakota 57501
Once a claim is priced, the South Dakota Department of Social Services will return the
claim to the County with the Medicaid. pricing information aftached. it is the county’s
responsibility to maintain this pricing information in the individ.'ual's' file. if cc“:t:j‘nty péyment is
based on the Medicaid price, these 'do‘cuménfs cgnstftute the evidence for the Medicaid
pricing. The Department does not mainfain copies of these documents. [f a hospital
questions the priciﬁg, it is the county's respo:nsébilfty fo produce the documentation that

subsiantiates the calculated price an.d to relay the pricing irformation back to the hospital.

« COUN ?'Y o NGTIFY EEF’ARTMEN TOF !MMI%EN?’ Gi.éfﬁ’?

As soon as it appears to a county that the possrbmty of a catastrophic clairm exists, the
. county Is reqmred to notn‘y the Catastrophic Program. No’nf ca’tion may be made either in

writing or via a telephone call to the Admtmstrator. (& 22 02:02: E}S)

CoPg Procedures Manual : '
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« BENEFIT PERICD

Reimbursement from the CCPR fund for medical expenses is fimited to those medical
expenses that an individual has incurred over a T2—nmnt_h period. - This 12-month pericd is
referred to as the individual's “benefit period.” Th‘e 12-month benefit period begins with the
first day an eiig%bié indivfGLraf incurs hospital or other medicét gxpenses, as long as those
expenses are used in establishing or computing & CCPR payment. (§ 22:02.02:04)

EXAMPLE: Joe is medically indigent and incurred miscellaneous medical
expenses beginning July 15, 1887, On August 13, 1997, Joe was involved in
an accident. He was hospitalized and incurred additional, major medical
expenses as a result of the accident. Joe continued to incur medical expenses
throughout the next 14 months. Even though the county began paying Joe's
medical bills in July, the county could chose to limit its request for
reimbursement for those medical claims which began on August 13, rather than
July 15. [f the county chooses August 13 as the starting date, the 12-month
benefit period expires at midnight August 12, 1998, |f the county chooses July
15 as the starting date, the 12-month benefit period expires at midnight July 14.

¢ COUNTY APPLICATION FC}R REIMBURSEMENT

. A county wEshing to request reimbursémeﬁt from the CCPR fund should do so on an

Application for Refmbursement form which is a\'zaila%;'ie,from the SDACC. ‘(Appemﬁx CC)

The county should complete the Application for Reimbursement and return i, together

with the necessary documentation/evidence, to the Administrator. .

‘ The amount of requested reimbursémeﬁt fc:arA each prﬁvider_should show the amoun‘{
billed by the provider, the amount agﬁ;a‘ﬂy paid by the county, the requiréd deductions
{$20,000 + 10% ceuﬁty share), and the balance due from the CCPR fund.- Regardless of the '
amount paid, the rate of reimb‘u.rsement from the fund for a has;ﬁita{ é}q_)ensé incurred after -
June 30, 1997 may ﬁb’[ exceed the hospital's ‘ratio-of cost fo charge or the Medicaid rate of

reimbursement, whichever is lower. (§ 22:02:02:’08)

- EXAMPLE:

COPR Proceduras Manual ‘ _ .
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l N , ~ Actual Bill | Paid by County |
Sioux Valley Hospital 40,000.00 28.000.00
St. Mary's Hospital | 60,000.00 51,000.00
Smith’'s Medical Su 3&5 2,000.00 ¢ 1,700.00
Bill's Pharmacy 700.00 595.00
TOTALS | " 102,700.00 81.295.00
LESS;

County Deductible B B 220,000.00 |
County Share (10% of balance) -G,129.50
Balance io be Paid by CCPR Fund 3 $55,165.50

If the county determined that the individual had an ability to pay part of the hospital bill,
the amount contained in the “Paid by County” column must reflect the county's share after

deducting the client's share.

The countfy must provide evidence that Wzil substantiate the claim, the dates of service,
the individuals and the county's share of the bill, and the amount paid by the county.
Evidence supportzng the individual's and countys share must consist- of a copy of the
courty's ca[cuiatlo_r}s made on tha ‘ability to pay” form. (ﬂppendm E)y K cqunty payment to
a has-p-?*al was based on the Medicaid ré‘te, the osunt-y must i_nclude a copy of the
documentation from Medscald that ca}c:u[ates the Medtcald paymert rate. In order fo
expedite payment the county shouid aiso transmat a vouchet that has been signed in the

lower left-hand corner by either the county boald chair or Vme~chatr (Appendix D)

A county may submit more than one-yoﬁch_er per individual but one voucher may

contain. claims for only one individual. A copy of the voucher wilt be returned te the county.
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i this is the county's first claim on behalf of an eligible individual, the evidence
submitted by the county will need to show that the county has met its $20,000 share of the
expenses for the individual for the 12-month period in which the services were provided.

(§ 22:02:02:05)

i a county carries an individual into a new 12-month benefit petiod, the individual's
medical expenses for the new 12-month period must again exceed $20,000 before his/her

medical expenses would again be eﬁgiblé for reimbursement from the fund. (§ 22:02:02:08)

e CLAIVS INVOLVING CHILDREN BORN AS PART OF A MULTIPLE BIRTH

Children borm as a result of a muliiple birth (twins, friptets, etc.) who incur medical
expenses as a result of that birth are considered to be a single individual when applying the

provisions of SDCL 28-13A-6 and 28-13A-7:

28-134-6. Refmbursement from fund — Eligibility - Anplication. Any
participating county which has incurred hospital and other medical claims in
excess of twenty thousand dollars for any individual eligible for county poor relief
in a twelve-month period may apply to the board for funds from the catastrophic
county poor relief fund. The application shall include such information as the
board of catastrophic county poor relief may prescribe. : < E

28-13A-7,  Amount of reimbursement. The catasirophic. county poor relief
_board shall determine if the application is in order and the claim is justified and
may approve disbursements to the county for ninety percent of any hospital and
other medical claim payments the county has macde for the individual in excess of
twenty thousand dollars in the twelve-month period and may. continue to reimburse
the county for ninety percent of hospital and other madical claim payments for the
individuat for the remainder of that period. '

- If a county has a claim involving a' muitip[e birth, the_children"s axpenses are considered
together and the total bill for both/all the children is subjebt to only one $20,000 deductible.

“In other words, in this parﬂc;_uiaf in_étanc:e only, @ county paying for the birth of twins can
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request reimbursement for both children while only miaking one $20,000 deductible payment.

Two for the price of one!

Additional claims submit{ed for these multipte-birth children for fhe remainder of the 12-
menth benefit period are not subject fo another $20,000 deductible. When the initial 12-
month peried ends, each child is considered as a separate individual and each child's

medical claim is ‘subject to a $20,000 deductible.

WARNING: Since thé state expanded is Medicaid coverage groups, the Catastrophic
Program has seen very few, if any, claims for children. If a county receivas. a notics from a
hospital, and the notice involves a child, the ocounty must be pro—active The
recommendation is tha{ the county immediatefy make sure that the family has applied for
assisiance through the Department of Social Services, In addition, if there is & possibility that
the child will require lén.g-term hosgitaliza’fioh or has a long-term disabling condition, an
application must be n;;acie Efnmadia’tely to‘ the é_o.oiai Security Administ%aﬁoﬁ. if the county
f;ails to Envestigéte these _:other ijayment sources, the claim may be dAenIecE by the CCFPR
Board if a determination s made by the Board fhéf the child would have been eligible for

benefits through another payrﬁent source but the county falled to act, (§ 22:02:02:07)

a ORGAN TRANSPLANTS

When an ofgé;n transplia'nt_is involved, a county must ensure that_the requirements of
SHCL 28-1 3A-13 have béen mef before the county accepts respohsibiliiy for the expenses.
SDCL 28433\—1 3 confginé thé following provisions: |

' 28-13A-13. Conditions for disbursement ?G; organ transplants, The

catastrophic county poor relief board may not approve a disbursement for care

 related to an crgan transplant unless the county making application establishes the
- following: ‘ S . ' ‘
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(1) That the same care is available to nonindigent residents of the county. This
may be established by the receipt of letters from six insurance companies doing
husiness in the state verifying that insurance coverage is available for such care;

{2) That the care will not jeopardize the funding of health care services already
available within the county; - ‘ -

(3) That the care is _reasonabée and necessary;

(4) That the care provider has determined that the individual in need of the
organ fransplant is medically, psychologically and socially qualified ta receive the
transplant according to criteria established by the care provider; and '

(5} That there is & reasonable expectation that there will be a significant
improvement in the individual's duration or quality of life as & result of the
transplant. : :
Evidence of compliance with SDCL 28-13A-13 will be requested at the time

reimbursement is requested through the CCPR fund. (Don’t forget to notify the CCPR

Program whern an organ transplant is imminent.)

It is strongly recommended that the county enier into & written agreement with the
faciiity pen‘ormfng the traaspiant_ so the éx’;ent of the county's responsibility is \fary-cleatﬂ if
the county intends that -’{hlé maximum amount stated includes aff of the expenses relating to
the fransplant (the actual sérgery and hcsPitérfzation; physicia_n fees; housing; fqeroweup, afc.)

the county should specify such in the agreement.

. DOCUMENTS TO BE TRANSMITTED WITH CLAIM

Whén a county submits a claim fdr reimbursement, the fdilowing. documents must be
| squitﬁed with the claim: '

1. A campleted Application for Reimbursement;

2: A copy-of the hospital bill showing the dates of service and the charges;

3. A copy of {he UB-04 pricing sbhémé if the county paid the hdspital bifl based

on the Medicaid raie; . :
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4. The application for county assistance or the completed ability ta pay form that
contains the individual's and the county’s share of the hospital bill;

5 Evidence that the county has paid the bill, together with an indication as fo the
amount paid;

6. If the claim fs for an organ transplant, evidence of compliance with
BDCL 28-13A-13; '

7 Evidence that the county has paid its $20,000 +10 percent share; and
8 A voucher which has been signed by either the county board chair or vice
chair.
ff within the same 12-month period, the county submits subsequent claims on behaif of
tha same individual, the county does not have 1o re-establish the fact that the county has met

its $20,000 share of the expenses.

o NEGOTIATING WITH OTHER MEDICAL PROVIDERS

if a couniy chooses to pay a medical provider other than a hospital, the county is
encouraged {c negotiate the rate of reimbursement with the medical provider. If a county i
successfu! in its aftempts 10 negotiate a claim down, the CCPR fund will rei_mburse 90

percent of the negotiated amount, less the $20,000 share, if applicable. .

Experience to date has shown that other medical providers will, and do, provide a
percentage reduction for county poor bills. Some counties utilize the Medicaid rate of
payrhent while others have a pre-arranged agreetment with the medical provider under which

the provider agrees to accept a 25 — 50 ﬁercent reduction in billed charges if the county

agrees to participate in the payment of the claim.

CCPR Procedures Manual .
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« CLAIM APPROVAL

On receipt of a completed applica.tion and the supporting documehtation. the
Administrator reviews the request and forwards a recommendation as to the approval, denial,
or amendment of the claim to the CCPR Board. If a county’s application for reimbursement
and/or the accompanying documents contain insufficient information or eviderice with which
to make a decision as fo claim efigibility and/or the amount of the CCPR reimbursement, the
Aciministra{or will notify the county and will hold the claim untii the necessary supporting
documentation is submitted.

The following procedures are used when approving, denying, or amending aclaim: A
copy of the ¢laim submitted for reimbursement together with the claim dooumentaﬁbn and the

Admlnlstramrs recommendation is sent to each CCPR board mmmber Each board member
reviews the claim and noﬁﬁesv the Admm;strator in wntmg, of the board members
recommended approval, dpma! or adjustmen‘é of the Cienm Final action on _@he claim is
based on the responses recewed from the hoard, as long as a majonty of the board has
responded. [f there is d1sagreement among the responcimg boa:d me—mbers as to whether a
claim should be approved, denied, or adjusted, a board meeting is held. If unanimous
approval cannot be reachecf at that time, action on the ct’aim will be as §eF majority rule.

Once there is Board apprOVa! relmbursement |s usuatiy made thhlﬁ 90 workmg days.

(§ 22:02:02:08)

« CLAIM DENIAL
Ths.- board may deny a county’s claim for reimbursement for any of the following
reasons:

- 1. The county has not paid its CCPR armuatl assesqment

e

2. The county has not pa id iis suppiememal CCPR ;und assessment,

CCPR Procedures fanual :
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3. The county has not paid the first $20,000 for the individual for the 12-month
benefit period;

4, The county has not provided the evidence required under § 22:02:02:05;
5, The setvice was provided before January 1, 1985; |

6. The service was provided before the date of county parﬂéirﬁa‘ﬁon;

7. The ccun'ty has not been approved as a participating céunty;

8. The request for reimbursement has been delayed and the county failed to
notify the department according to § 22:02:02:03;

9. The claim is for an organ fransplant but the county has failed to meet the
requirements of SDCL 28-13A-13;

10. The county failed to follow its guidelines when determining eligibility;
1. The county failed to pursue other third-party payiment sources,
12. The individual was nct eligible for county poor.refief; or

13. The claim exceeds the payment limits estahlished in § 22:02:02:08.

If the Board denies the claim, the Administrator shall notify the county of the claim
denial. The notice of denial will be in writing, will contain the reasons for the denial, and will

be sent by certified mail. (8§ 22:02:02:06 and 22:02:02:07)

® ﬁSVEE%SE DECESEUE\!S REE{?EW BY BGARE}

De{;:mons under this program that are adverse to a County may be appealed through the
Board's review proc.ess. The Administrator will notify a county by certified mail if a dec_ision is
méde which is adverse fo the county. A county wishing to contest an adverse décision may
reguest a meeting with the Board for purposes of reviewing the claim. A request for review
must he made to the Administrator wﬁhsn 30 days after the county receives the notice of the
ad\mrse decision. On recelpi of the lequest the Administrator will schedule the review with

the board At the time of the review, fhe county must present its arguments in support of the
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claim. Based on the review, the Board will entet its finat decision. Notice of the final decision
will be sent to the county within 30 days after the review. (§ 22:02:01:08)

e LIENS

A county has the ability to pursue reimbursement for relief fumished by filing a lien and

pursuing other third-party payment sources. A reimbursement fo the county as a result of

a fien or other third-garfy collection does not release the county’s obifgation fo repay

the CCPR fund for those medical expenses previously refmbursed from the fund.

When filing a lien, the amount of the lien filed must be for the full amount paid by the county

without regard to ahy reimbursement from the CCPR fund. (SDCL 28-14-5) =

. REIMBURSEMENT TO CCPR FUND WHEN COUNTY GOLLECTS ON COUNTY

POOR RELIEF CLAIVS

If & county had previously received a CCF‘R fund reimbursement for an individual's
medical claims and the county subsequently Coilecfed efther all or part of the claim from the
individuai or a third pa'rfy. the county must reimburse the CCPR fund for its pro rata share.
Once a collection s’svmjade, the county should fAotify. the Administrator of the amounf collected.
The Administrator will then calculate the county/CCPR share and notify the county of the
amount that must bé rei_mb_ulrsad_to the CCPR f‘u-nd'.‘_ When making the calculation, the
percentage of the collection to ﬁe repa‘id must equal the perce_ntage of the claims that the

CCPR reimbursement represents. (§ 22:02:02:09)
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CHAPTER IV

ASSESSMENTS

e ANNUAL ASSESSMENTS
Each January, the Administrator will determine how much money is néecied o replenish
the CCPR fund and will compute the annual asses_sment for each participating county. The
annuzal assessments are subject 1o board approval and once approved, the Administrator will
inform the county auditors of each participating county of the amouﬂtrqf that county’s annual
assessment. The compufaﬁon is based on the following statutory provision:
28-13A-8, Compuistion of countles’ shares, -Each participating county's

share of ihe catastrophic county.poor relief fund shall be computed uiilizing the
following factors: '

(1} The percent of the iotal papulation, minus individuals eligible for medicaid,
- of the participating counties in the state which reside in the county; and

(2) The percent of the taxable value of the participating counties in the state
associated with the county as determined by the department of revenue.

Each participating county's share of the catastrophic county poor reliet
assessment shall be calcutated by multiplying the average of the two factors by
the tatal assessment. S : S ' o
Acbunty miust rem?t its share of the anhua& assessmant to th.e; South Dakota Association

of County Commissioners on or before March 15%.

s ANRUAL ASSESSIMENT — NEW COUNTIES
A county‘ is nat subject to ar anriual .assés'émgnt_gn{il after Its first year of participation.
(§ 22:02:03:02) | |
YAMPLE: On June 15, 1996, County -“A“’ requ'ested permission to join the
"CCPR pool. The Beard approved the requést and Courty “A" became a

participating member of the pool effective January 1, 1997. County "A's” first
‘annual assessment was not levied until January 1998. '
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o SUPPLEMENTAL ASSESSMENTS

if it appears to the Administrator that the CCPR fund is in dangef of being depleted, the
Administrator may recommend to the Board that & supplemental assessment be levied on
each participating county. The amount of the supplemental assessment is to insure the
availahility of funds for peﬁding claims and .does not ﬂecessari,ly' have to bring the fund
balance back to the level established at the beginning of the calendar ysar. Supplemental
assessments are subject to Board approval and once approved, the Administraior sends a
written notice to each participating county informing tham of the amount of the supplemental

assessment dus.

The county must remit its share of the supplemental assessment fo the South Dakota
Association of County Commissioners within. 30 days after the county's next scheduled
commission meeting following receipt of the notice that a supplemental payment is due.

(§ 22:02:03:03)

“ SUF"PLEMEM TAL ASSESSMENTS — NEW COLNTIES
A county that has just begun participating in the CCPR pool and has yet 10 pay an
annual assossment for its first year of par{icipation is_liable for the payment of a

supplemental assessment. (& 22:.02:{)3103)

EXAMPLE: County "A" began participating i the CCPR pool on January 1,
1097. On September 28, 1997, the Board levied a supplemental _assessment.
County “A" jg liaple for the payment of its share of the supplemental assessment

e e et

even though the county has yet to pay an annual assessment.

If a county serves notice an the CCPR Board (by July 31) that it wishes to begin

partioipatioh in the CCPR Program, that county js not liable for the payment of any

COPR Procedures Manual -
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© supplemental assessments until it actually begins participating in the program.

(§ 22:02:03:03)

EXAMPLE: County “A” requested permission to join the CCPR poot on June
15, 1996. The Board levied a supplemental assessment on September 5, 1986,
County "A" I[s not fiabie for the payment of the supplemental assessment
because it will not begin participating in the CCPR Program uniit January 1,
1997.

v SUPPLEMENTAL ASSESSMENTS — WITHDRAWING COUNTY

if a county has served notice (by July 31) of its intention to withdraw from the CCPR

Program, the county remains liable for the payment of any supplemental assessments which

may be levied through the end of the county’s year of participation, (§ 22:02:03:03)

= FINAL ASSESSWIENTS — WITHDRAWING COUNTY .

I a county has served notice (by July 31} of its intention to withdraw from the CCPR
fund, the withdrawing county is subject to a final assessment. This final assessment is levied
at the same fime as the aniual assessment and constitutes - the last, or “final", annual

assessment for the withdrawing county. This final assessment is payable to the South Dakota
- Association of Couhty Commissioners orn or before I\f?amh:‘iﬁ‘“ of the county’s first calendar
year of non-participation.

EXAMPLE; County “C” notified the CGPR Board on July 15, 1997, that it
wished to withdraw from the CCPR program, County “CY became a non-
participating county on January 1, 1968 and was liable for a final assessment.

This final assessment was levied by January 31, 1998 and was payable fo the

South Dakota Association of County Commissioners on or before March 15,
1998. - - : '

e FINAL ASSESSMENTS — DISCONTINUANCE OF FURD
The CCPR fund will be discontinued if, at the end of any calendar year, less than 35
counties elect to remain i the fund. . if it becomes nécessary to discontihue the fund, a final
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assessment will be made against all of the counties that were participating during the final

year of the program. The appropriate statutory provision follows:

§ 28-13A-5. Discontinuance - Disposition of fund. If at the end of any
calendar year less than thirty-five counties elect to remain in the fund, the fund
shalt be discontinued and the reserve shall revert to the counties that were in
participating in the fund before the fund was discontinued. If the fund balance is

 negative when the fund is discontinued, a final assessment shall be made on all
the counties that were participating in the fund before the fund was discontinued
to bring the fund balance to zero. (Pending Legislative approval of statutory
change)

This final assessment will not be levied until the Administrator is reasonably certain that
all claims against the CCPR fund have been submitted and paid. When this final assessment
is made, it wifl be payable to the South Dakota Association of County Commissioners within

one year after the assessment is levied. (§ 22:02:03;04)

EXAMPLE: The Administrator determines an December 31, 2000 that less
than 35 counties will be remaining in the CCPR pool for the next calendar yeat.
As per statutory provisions, the program is automatically discontinued. The
Adrministrator makes the last reimbursements from the fund on May 18, 2001.
On June 1, 2001, the Administrator computes the final assessment and notifies
each of the counties that ware participating on December 31, 2000. This final
sesessment is pavable to the South Dakota Association of County
Commissioners by June 1, 2002, o | < .

a FAILURE TO PAY ASSESSMENT

[f a county fails to pay an assessmenf, the Admini_sfratér will send a writtén natice to the
county auditor. Gopies of the notice will be sent to ééch of the county’s commission mermnbers
as well as each CCFR board member. Excépt in the caéa-af a final assessment due fo
discontinuance of the fund,ihé notice will inform_thé county that failure to pay thé assessment

within the time specifiad in the notice will resultin ineligibility.
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If a county withdraws from the fund and fails to pay its final assessment, the county is not

eligible for readmission to the fund until its arrearages are paid. 1f a participating county fails

to pay an assessment, the county is not eligible to raceive reimbursements from the fund until

the county’s arrearages are paid.
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CHAPTER 22:02:01

COUNTY PARTICIPATION AND WITHDRAWAL

Section :

22:02:01:01 ‘Definitions. -

22:02:01:02 Gounty request to participate -- Beginning date of participation.
22:02:01:03 Notice of approval to pariicipate.

22:02:01:04 Reasons for denial of request fo participate.

22:02:01:05 Automatic renewal of participation.

22:02:01:.06 Request for withdrawal — Effective date of withd rawal,
22:02:01:07 Reapplications. ' '

22:02:01:08 Review procedure.

. 22:02:01:01. Definitions. Tenms used in this article mean:
(1) "CCPR," the catastrophic county poor relief program established by SDCL 28-13A;

(2} "Board," the Board of Catastrophic County Poor Relief; ,

(3) "Association,” the South Dakota Association of County Commissiohers;

(4) "Annual assessment,” the assessment made by the hoard in January of each year
against a participating county; .

(5) “"Supplemental assessment,” an assessment made by the board against each
participating county when it anticipates that the CCPR funds remaining in a given calendar
year. will be insufficient to meet predicted obligations for the remainder of the current calendar
year; and ' . :

(6) "Final assessment,” for a withdrawing county, the assessment made by the board
against the county which is used to reimburse that county's share of the CCPR fund from the
previous calendar year; for a county participating at the time the program ends, the
assessment made by the board against each of the remaining participating counties which
will bring the fund balance back to the $500,000 level. : o

Source: 11 SDR 144, effective May 2; 1985; 25 SDR €9, affective November 12,
1998; fransferred from § 67:19:01:01, 36 SDR 27, effective August 26, 2009,
' General Authority: SDCL 28-13A-4. ' ‘
Law Implemented: SDCL 28-13A-4, 28-13A-5.

Cross-Refereroe: CCPR appropriaﬁon; SL. 1984, ch 204, § 6.

22:02:01:02. County request fo participate -- Beginning date of pariicipation. A county
wishing to participate in the CGPR program must notify the board, in writing, by July 31.Hf
approved as a participating county, the county may not Begin participation before January 1
of the following year. = o ' . :
_ Source: 11 SDR 144, effective May 2, 1985; 13 SDR 134, effective March 30, 1887;
transferred from § 67:19:01:02, 36 SDR 27, effective August 26, 2009. '
General Authority: SDCL 28-13A-4. L '
Law fmplemented: SDCL 28-13A-4. |

'Cross-ﬁe-ference:' Reasons for denial of request to participate, § 22:02:01:04.

COPR Administrative Rules
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29:02:01:03. Notice of approval to participate. The board and association shail review the
requests submitted under § 22:02:01:02 and shall notify the requesting county, in writing, of
its approval status by September 1. :

If the county's request for participation is denied, the notice shall contain the reason for
the deniatl.

Counties which have been denjed participation have until October i to correct the
deficiencies contained in the notice of denial, ' '

Source: 11 SDR 144, effective May 2, 1985; 25 SDR 89, effective November 12,
1098 transferred from § 67:19:01:03, 36 SDR 27, effective August 26, 2009.

General Authority: SDCL 28-13A-4.

Law Implemented: SDCL 28-13A-4.

Cross-Reference: Review procedure, § 22:02:01:08

59.04:01:04. Reasons for denial of reguest to participate. The board may deny a county's
request to participate in the CCPR program for any of the following reasans. '

(1) The county has failed to pay any portion of a previous CCPR annual assessment;

(2) The county has failed to pay any portion of a previous CCPR supplemental
assessment; ,

{3} The county has withdrawn from the program but failed to pay its final assassment;

(4) The county's request to participate did not meet the deadline requirements of
§ 22:02:01:02; or ‘

(5) The county did not correct the deficlencies cited in its notice of denial,
Source: 11 SDR 144, effective May 2, 1985, 13 SDR 134, effective March 30, 1987,
transferred from § 67:19:01:04, 36 SDR 27, effective August 26, 2008.

General Authority: SDCL 28-13A4, .

Law Implemenfed: SDCL 28-13A-4.
- Cross-References: Notice of appraval to participate, § 22:02:01.03; Assessments, ch

22:02:03. S ' o : ' : ‘

92:02:04:05. Aufomiatic renewal of participation. Once approved as a participating
county, the county is a participating county for successive calendar years until the January 1
after the county submits a withdrawal request according to § 22:02:01:06 or until the county
fails to pay a CCPR assessment, - - ' -

Source: 11 SDR 144, ffective May 2, 1985; 19 SDR 76, effective November 23,
1892; transferred from § 87:19:01:05, 36 SDR 27, effective August 26, 2009.

General Authority: SDCL 28-13A-4. _

Law Implemented: SDCL 28-13A-4.

Cross-Refereﬁée: Failure to pay assessm'ent, § 22:02:03:05.

22:02:01:06. Request for withdrawal — Effective date of withdrawal. A participating
county wishing to withdraw from the CCPR prograrm shall submit a withdrawal request to the
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board by July 31. Counties submitting withdrawal requests shall be removed from
participation effective January 1 of the following year.

Source: 11 SDR 144, effective May 2, 1985; 13 SDR 134, effective March 30, 1987,
transferred from § 87:19:01:08, 36 SDR 27, effective August 26, 2608,

General Authority: SDCL 28-13A4., '

Law Imiplemented: SDCL 28-13A4, 28-13A-6, 28-13A-7.

A Cross-Reference: Final 'assessmehts', § 22:02:03:04.

22:02:01.07, Re&ppiicaz&mm. A county which has withdrawn from participation in the CCPR
program and wishes to again participate shall comply with § 22:02:01:02. To receive board
approval, the county may not have any arrearages due the CCPR fund from previous years
of participation,

Source: 11 SDR 144, effective May 2, 1985; 13 SDR 134, effective March 30, 1987,
transferred from & 67:19:01:07, 38 SDR 27, effactive August 26, 2008. :

General Authority: SDCL 28-13A4. ,

Law timplementad: SDCL 28-13A-4.

Cross-Reference: Reasons for denial of requeast to participate, § 22:02:01:04,

22:02:01:08. Review procedure. When the board renders an adverse decision under this
article, it shall notify the county concerned within 10 working days after the decision is
rendered. Notification shall be by certified mail. A county wishing to contest an adverse
decision may request the board to review the decision. A review is lield under the provisions
of 8DCL 1-28. A request for a review must be sent fo the association within 30 days after
receiving the notice of the decision, The association shall schedule the review before the
board and shall notify the county. At the fime of the review, the county shall present is
arguments in support of the claim. Based on the review, the board shall enter its final
decision. The board shall send writfen notice of its ﬂnaf demsu)n to the county within 30 days
after the review. - ‘

Source: 11 SDR 144, effective May 2, 1985; 13 SDR 134, effective March 30, 1987;
22 SDR 2, effective Juiy 17, 1995, transferred from § 87:19:01: 08 36 SDR 27, effectwe
August 25, 2009, ' S .
Genaral Authority: SDCL 28- 13A~4
Law Implemented: SDCL 28-13A-4,
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CHAPTER 22:02:02

REIMBURSEMENTS

Section
22:02:02:01 Board meetings.
22:02:02:02 Roard member conflict of interest.
22:02:02:03 Notice of imminent claim -- Deadline for notifying board of amount of

delayed claim. :
22:02:02:04 Determination of 12-month period.
22:02:02:05 Application for reimbursement - Evidence of payment.
22:02:02:06 Claim approval process. ' :
22:02:02:07 Reascns for claim denial.
22:02:02:08 Payment fimits. 7 ~
22:02:02:08 Repayment to CCPR fund if county collects on claims.
22:02:02:10 County to pursue third-party payment sources.

92:02:02:01, Board meetings. Board meetings are subject to call Interested individuals
must contact the association or a CCPR board member to reguest a meeting with the board.

Source: 11 SDR 144, effective May 2, 1985; 19 SDR 76, effective November 23,
1992; transferred from § 67:18:02:01, 36 SDR 27, effective August 26, 2009,

General Authority: SDCL 28-13A-4, _

Law Implemented: SDCL 28-13A-4.

22:02:02:02. Board member conilict of interest. if a claim for reimbursement is submitted
from a board member's county, that board member may participate in the discussions
concerning the claim but may not participate in the board's final vote of approval of
disgpproval. o S : - . :

Source: 11 SDR 144, effective May 2, 1985 transferred from § 67:19:02:02, 36 SDR
27, effective August 26, 2009. . S ,
General Authorify: SDCL 28-13A-4.
Law Implemsnted: SDCL 28-13A-4,

52:02:02:03. Notice of imminent claim - Deadline for notifying hoard of amount of
delayed claim. A county shall notify the association in writing as soon as possible if a claim
appears to be imminent. if the county's application for CCPR fund reimbursement for the
claim is going to be delayed, the county shall provide written notification ta the association of
the amount of the claim no later than the end of the calendar year following the year the
county is billed for the medical expenses. - B

2ource: 11 SDR 144, effective May 2, 1985; transferred from § 67:19:02:03, 36 SDR
27 effective August 26, 2009. ~ ' o '

General Authority: SDCL 28-13A-4.

Law Implemented: SDCL 28-13A-4.

92:02:02:04. Determination of 12:month period. A 412-month period begins the first day an

eligible individual incurs hospital or other medical expenses used in establishing or computing

CCPR Administrative Rules _
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a CCPR payment. A 12-month period ends at 12:01 a.m. on the anniversary of the first date
the expenses were incurred. '

Scurce: 11 SDR 144, adopted May 2, 1985, effective July 1, 1985; 19 SDR 76,
effective November 23, 1992; transferred from § 67:198:02:04, 36 SDR 27, effective August
26, 2009. ' : o

General Authority: SDCL 28-13A-4.

Law implemented: SDCL 28-13A-4. -

22:02:02:05. Application for reimbursement - Evidence of payment. A county
requesting reimbursement from the CCPR fund must submit an application for
reimbursement to the association on a form available from the association.

' in addition to the application, a county must provide the following information to the
association: : ‘ ~

(1) A copy of the provider's invoice showing dates of service; .

(2) Evidence, such as a copy of the approved county voucher, that payment was
made by the county, including the amount paid; _

(3) If the request for reimbursement is for a hospital claim incurred after June 30,
1997, documentation which establishes both the individual's and the county's share of the
haspital bill; , : ' ‘

(4) If county payment to a hospital was based on the Medicaid rate, a copy of the
documentation from Medicaid which calculates the Department of Social Services payment
rate: and )

(5) A voucher signed by the county board of commissioners chair or vice-chair.

 Hfthe claim being submitted is the first reimbursement request covering a particular
individual, the county must also submit evidence which shows that the county has met its
$20,000 share of the expenses for that individual for the 12-month period in which the
* services were rendered. B o - ~ - |

_ I[f the claim is for an org-an.transptant, the eounty must 's'ub'mf’t evidence of compliance
with SDCL 28-13A-13. o , R N

: Source: 11 SDR 144, effective May 2, 1985, amended effective July 1, 1885; 13 SDR
134, effective March 30, 1287; 19 SDR 76, effective November 23, 1082 25 SDR 68,
sffective November 12, 1998; transferrad from § 67:19:02:05, 36 SDR 27, effective August
26, 2009. o - 2
' General Authority: SDCL 28-13A4.
Law Implemented: SDCL 28~13A—4, 28-13A-6.

2.2:62:62:0&_ CIa_in_*ﬁ approval précesé. The association shall return an application for
*reimbursement containing insufficient information or evidence to the county for completion
and resubmission. ' : - C

CCPR Administrative Rulfas
Chapter 22:02:02 - Reimbursamenis : : : - PagelilZ



After receipt of the county's application, supporting documentation, and the
association's recommendations, the board shall review the claim and approve, deny, of

adjust the payment.

The board shall notify the county in writing if the claim is denied. The notice shall
contain the reasons for the denial and shall be sent by certified mail within 10 working days

after the decision is rendered.

Source: 11 SDR 144, effective May 2, 1985; 13 SDR 134, effective March 30, 1987,
22 SDR 2, effective July 17, 1995; 25 SDR 69, effective November 12, 1998; transferred from
§ 67:19:02:08, 36 SDR 27, effective August 26, 2009.. '

General Authority: SDCL 28-13A-4, -

Law Implemented: SDCL 28-13A-4, 28-13A-6, 28-13A-7.

Cross-Reference: Review procedure, § 22:‘32':01:08.

99:02:02:07. Reasons for claim denial. The board shall deny a county’s claim for
reimbursement for any of the following reascns: ‘ '

(1) The county has not paid its CCPR annual assessment;

(2) The county has not paid its supplemental CCPR fund assessment;

{3} The county has not paid the first $20,000 for the individual for the 12-month
period; ' ‘

(4) The county has not provided the evidence reguired under § 22:02:02:05;

(5) The service was provided before January 1, 1885, '

(8) The service was provided before the daie of county participation;

(7) The county has not been approved as a participating county;”

(8) The request for reimbursement has been delayed and the county failed to notify
the department according to § 22:02:02:03; | o ‘

(9) The claim is for an organ transpiant for which the county has failed to meet the
requirements of SDCL 28-1 3A-13; - . B :

(10} The county failed fo follow its guidelines when determining eligibility;

{11)" The county failed to pursue other third-party payment sources; -

{12) The individual was not eligible for county poor relief: or

(13) The claim exceeds the payment limits established in § 22:02:02:08.

Source: 11 SDR 144, effective May 2, 1985, amended effective July 1, 1985, 19 SBR
76, effective November 23, 1992; 22 SDR 2, effective July 17, 19985, 25 SDR 69, effective
November 12, 1998; transferred from § 67:19:02:07, 36 SDR 27, effective August 26, 2009,
General Authority: SDCL 28-13A-4. ‘ : ' E
Law Implemented: SDCL 28-13A-4. '

22:02:02:08, Payment limits. f & county has hego{iated final payment with a provider, the
CCPR fund shall reimburse 90 percent of the negotiated amount, less the county's $20,000

share, if applicable.

The rate of reimburéement from the CCPFinund for a hospital expanse may not"
exceed the limits established in SDCL 28-13-29. -

CCFR Administrative Rules ‘ , '
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If a county carries an individual over into a new 12-month period, the Endivi.duai‘s
medical expenses for the new 12-month period must exceed $20,000 before the individual's
medical expenses are again eligible for reimbursement from the CCPR fund.

Source: 11 SDR 144, effective May 2, 1985, and July 1, 1985, 25 SDR 69, effective
November 12, 1988; transferred from § 87:19:02:08, 36 SDR 27, effective August 28, 2009.

General Authority: SDCL 28-13A-4. -

Law Implemented: SDCL 28-13A-4, 28-13A-7.

22:02:02:09. Repayment to CCPR fund if county collects on claims, If a county receives
a CCPR reimbursement to cover an individual's medical claims and the county subsequently
coliects all or part of the claims from either the individual or & third-party source, the county
shall repay a percentage of the collection to the CCPR fund. The percentage of the collection
to be repaid equals the percentage of the claims that the CCPR refimbursement represents.

Source: 13 SDR 134, effective March 30, 1987, transferred from § 67:19:02:08, 36
SDR 27, effective August 26, 20089.

Generai Authority: SDCL 28-13A-4

Law Implemented: SDCL 28-13A-4.

22:02:02:10. County to pursue third-party payment sources, Recause the county is the
payer of last resort, a county must pursue the availability of a third-party payment source
befare accepting responsibility for a catastrophic claim. A third-party payment source is the
obligation of an entity other than the county for either partial or full payment of the medical
cost of injury, disease, or disability. Third-party payment sources include coverage such as
Medicare, Medicaid, private healih insu rance, workers' compensation, supplemental security
incame, disability insurance, and automobile insurance. ' '

The county must be able to document pursuit of the availability of a third-party
payment source. The documentation must be maintainaed in the individual's recerd. When the
claim is subsequently submiitted to the CCPR program for payment; avidence of the third- - -
parly payment or rejection must accompany the claim. S

Saurce: 22 SDR 2, effective July 17, 1995; transferred from § 67:19:02:10, 26 SDR
27, effective August 26, 2008, ‘ . .
General Authority: SDCL 28-13A-4.
Law Implemented: SDCL 28-13A-4,

CCPR Administrative Rules
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CHAPTER 22:02:03

ASSESSMENTS
Section ,
22:02:03:01 Annual report to board.
22:02:03:02 Annual assessments.
22:02:03:03 Supplemental assessments,
22:02:03:04 Final assessments, .
22:02:03:05 Failure fo pay assessment.

22:02:03:01. Apnual report to board. The association's annual report to the board shall
contain the following information:

(1) Beginning balance of the CCPR fund,

(2} County annual assessment receipis,

(3) County supplementary assessment receipts;

(4) Disbursements; '

(5) Year-end balance; S

(8) Anticipated influences which could affect the new ysar's disbursements;

{7} Alist of each participating-county's annual assessment;

{8) A list of final assessments for withdrawing counties; and

{9) An estimate of the probable need for supplemental assessments in the new year.

Source: 11 SDR 144, effective May 2, 1985; transferred from § £7:19:03:01, 38 SDR
27, effective August 26, 2009. ' S ‘

General Auathority: SDCL 28-13A-4,

Law{mp!emented: SDCL 28-13A-4, 28-13A-8.

22:02:03:02, .Anﬂuai‘a'sséssmems. Annual assessments shall take into consideration the
unencumbered balance remaining in the CCPR fund from the previous calendar year, A
county is not subject to an annual assessment until after its first year of participation.

Source: 11 SDR 144, effective May 2, 1985; transferred from § 67:19:03:02, 36 SDR
27, effective Augusts 26, 2008. S T ‘
General Authorify: SDCL 28-13A-4. -
- Law [mplemenfed: SDCL 28-13A-4, 28-13A-9,

22:02:03:03. Supplemental assessments. The amount of the supplemental assessment
shall insure the availability of funds. If the board and the association agres that a
supplemental assessment is necessary, the board shall send written notice to each
participating county. The notice shall contain the amount of the county's supplemenial
assessment. The county must pay its supplemental assessment to the association within 30
days after the county's next scheduled commission meeting following its receipt of the netice.

A withdrawing county remains [iabia for the paynﬁent of any supplemental

assessmenis which the board may levy through the remainder of the calendar vear,

CCPR Administrative Rules
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A county which has just joined the CCPR fund and has yet fo be assessed an annual
assessment is liable for the payment of any supplemental assessments levied during the first
year of its participation.

Source: 11 SDR 144, effective May 2, 1985; 25 SDR 69, effective November 12,
1908; transferred form § 67:19:03:03; 36 SDR 27, effective August 26, 2009.

General Authority: SDCL 28-13A-4. :

Law Implemented: SDCL 28-1 3A-4, 28-13A-10.

59.02:03:04. Final assessments, The board shall levy a final assessment against a
withdrawing county which is payable to the association before March 16 of the county’s first
calendar year of nonparticipation. - :

if fhe fund is discontinued because of circumstances contained in SDCL 28-13A-5, the
board shall levy a final assessment against the counties which were participating during the
final year of the program. This final assessment is payable to ihe association within 'one year
after the final assessment is levied against the remaining participating counties.

Seurce: 11 SDR 144, effective May 2, 1885; 13 SDR 134, effective March 30, 1987,
- transferred from § 67:19:03:04, 36 SDR 27, effective August 26, 2008.
 General Autherity: SDCL 28-13A-4.

Law Implemented: SDCL 28-13A-4, 28-13A-5.

72:02:03:05. Failure to payassessmeh’s. If a county fails to pay an assessment, the
association shall send a written notice to the county. The hotige shall inforrm the county that
failure fo pay the assessment within the time specified in the nofice will resultin ineligibility
and that interést on the delinquent assessment will be appiled according fo 8DCL. 4-3-14.

~ Acounty is nt‘:x’c,élig'ib!e for readmission to the fund until its arrearages are paid. Glaims
from the county are not reiimbursable until the county's arrearages are pald. '

Source: 19 SDR 76, effective November 23, 1992 transferred from § 67:19:03:06, 36
DR 27, sffective August 26, 2009. : . o '

Genoral Authority: SDCL 28-13A-4.
Law implemented: SDCL 28-1 3A-4.
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