37.85.204 DEPARTMENT OF PUBLIC HEALTH
AND HUMAN SERVICES

(4) For purposes of this rule, "Medicaid allowed amount" means the amount
allowed in accordance with the reimbursement methodology for the particular
service, before third party liability, incurment and other such payments are applied.

(5) The following individuals are exempt from cost sharing:

(a) individuals under 21 years of age;

(b) pregnant women; and

(c) institutionalized individuals for services furnished to any individual who is
an inpatient in a hospital, skilled nursing facility, intermediate care facility or other
medical institution if such individual is required to spend for the cost of care all but
their personal needs allowance, as defined in ARM 37.82.1320.

(6) Cost sharing may not be charged for services provided for the following
purposes:

(a) emergencies;

(b) family planning;

(c) hospice;

(d) personal assistance services;

(e) home dialysis attendant services;

() home and community based waiver services;

(g) nonemergency medical transportation services;

(h) eyeglasses purchased by the Medicaid program under a volume
purchasing arrangement;

(i) early and periodic screening, diagnostic and treatment (EPSDT) services;

() independent laboratory and x-ray services;

(k) services for Medicare crossover claims where Medicaid is the secondary
payor under ARM 37.85.406(18). If a service is not covered by Medicare but is
covered by Medicaid, cost sharing will be applied; and

() services for third party liability (TPL) claims where Medicaid is the
secondary payor under ARM 37.85.407. If a service is not covered by TPL but is
covered by Medicaid, cost sharing will be applied. (History: 53-2-201, 53-6-113,
MCA; IMP, 53-6-101, 53-6-113, 53-6-141, MCA; NEW, 1983 MAR p. 1197, Eft.
8/26/83; AMD, 1986 MAR p. 677, Eff. 4/25/86; AMD, 1987 MAR p. 895, Eff. 7/1/87;
AMD, 1987 MAR p. 1688, Eff. 10/1/87; AMD, 1988 MAR p. 758, Eff. 4/15/88; AMD,
1989 MAR p. 272, Eff. 3/1/89; AMD, 1989 MAR p. 859, Eff. 6/30/89; AMD, 1989
MAR p. 842, Eff. 7/1/89; AMD, 1994 MAR p. 686, Eff. 4/1/94; AMD, 1995 MAR p.
1159, Eff. 7/1/95; AMD, 1997 MAR p. 548, Eff. 3/25/97; AMD, 1997 MAR p. 1208,
Eff. 7/8/97; AMD, 1999 MAR p. 1301, Eff. 7/1/99; TRANS, from SRS, 2000 MAR p.
479; AMD, 2002 MAR p. 797, Eff. 3/15/02; EMERG, AMD, 2002 MAR p. 3156, Eff.
11/15/02.)
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GENERAL MEDICAID SERVICES 37.85.205

37.85.205 RECIPIENT RESTRICTION OF ACCESS TO MEDICAL
SERVICES (REPEALED) (History: 53-6-113, MCA; IMP, 53-6-104, MCA; NEW,
1979 MAR p. 1122, Eff. 9/28/79; AMD, 1983 MAR p. 354, Eff. 4/29/83; AMD, 1985
MAR p. 249, Eff. 3/15/85; TRANS & AMD, from SRS, 2000 MAR p. 1653, Eff.
6/30/00; REP, 2004 MAR p. 1624, Eff. 7/23/04.)
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GENERAL MEDICAID SERVICES 37.85.206

37.85.206 SERVICES PROVIDED (1) Except as otherwise provided in this
rule, the following medical or remedial care and services shall be available to all
persons who are certified eligible for Medicaid benefits under this chapter (including
deceased persons, categorically related, who would have been eligible had death
not prevented them from applying). However, only those medical or remedial care
and services also covered by Medicare shall be available to a person who is certified
eligible for Medicaid benefits as a qualified Medicare beneficiary under ARM
37.83.201 and 37.83.202.

(a) inpatient hospital services;

(b) outpatient hospital services;

(c) non-hospital laboratory and x-ray services;

(d) nursing facility services;

(e) early and periodic screening, diagnosis and treatment services;

(H physician's services;

(g) podiatry services;

(h) outpatient physical therapy services;

(i) speech therapy, audiology and hearing aid services;

() outpatient occupational therapy services;

(k) home health care services;

(I) personal care services in a recipient's home;

(m) home dialysis services;

(n) private duty nursing services;

(o) clinic services;

(p) dental services;

(q) outpatient drugs;

(r) durable medical equipment, prosthetic devices and medical supplies;

(s) eyeglasses and optometric services;

(t) transportation and per diem;

(u) ambulance services;

(v) specialized nonemergency transportation;

(w) family planning services;

(x) home and community services;

(y) mid-level practitioner services;

(z) hospice services;

(aa) licensed psychologist services;

(ab) licensed clinical social worker services;

(ac) licensed professional counselor services;

(ad) inpatient psychiatric services;

(ae) mental health center services;

(af) case management services;

(ag) institutions for mental diseases for persons age 65 and over; and

(ah) payment of premiums, co-insurance, deductibles and other cost sharing
obligations under an individual or group health plan in accordance with the
provisions of ARM 37.82.424.
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37.85.206 DEPARTMENT OF PUBLIC HEALTH
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(2) Individuals who are recipients of assistance in the pathways, community
services or job supplement components of the Families Achieving Independence in
Montana (FAIM) project and who are 21 years of age or older and all recipients of
AFDC-related medical assistance only who are participating in the FAIM project and
are 21 years of age or older will receive basic Medicaid benefits, except that
pregnant women will be entitled to all services specified in (1)(a) through (1)(ah) of
this rule. Basic Medicaid benefits are the services specified in (1)(a) through (1)(ah)
of this rule except the following:

(a) eyeglasses and routine eye exams, whether provided by an optometrist,
ophthalmologist or other provider;

(b) audiology and hearing aids;

(c) personal care services in the recipient's home;

(d) dental services; and

(e) durable medical equipment and supplies.

(3) With regard to persons identified in (2) who receive basic Medicaid
benefits, the department will provide the noncovered services specified in (2)(a)
through (2)(e):

(a) if the noncovered services are required as a condition of employment; or

(b) on an emergency basis. For purposes of this rule, an emergency is a
situation which:

(i) arises suddenly or unexpectedly; and

(i) is life-threatening or has very serious implications for the individual's
health. (History: 53-2-201, 53-6-113, MCA; IMP, 53-2-201, 53-6-101, 53-6-103, 53-
6-111, 53-6-113, 53-6-131, 53-6-141, MCA; NEW, 1980 MAR p. 1789, Eff. 6/27/80;
AMD, 1986 MAR p. 677, Eff. 4/25/86; AMD, 1987 MAR p. 895, Eff. 7/1/87; AMD,
1987 MAR p. 1688, Eff. 10/1/87; AMD, 1988 MAR p. 758, Eff. 4/15/88; AMD, 1988
MAR p. 2228, Eff. 10/14/88; AMD, 1989 MAR p. 835, Eff. 6/30/89; AMD, 1989 MAR
p. 842, Eff. 7/1/89; AMD, 1991 MAR p. 1021, Eff. 6/28/91; AMD, 1992 MAR p. 1401,
Eff. 6/26/92; AMD, 1994 MAR p. 313, Eff. 2/11/94; AMD, 1996 MAR p. 284, Eff.
1/26/96; AMD, 1997 MAR p. 474, Eff. 3/11/97; AMD, 1997 MAR p. 898, Eff. 3/25/97,;
AMD, 1999 MAR p. 1806, Eff. 7/1/99; TRANS, from SRS, 2000 MAR p. 479.)
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37.85.207 SERVICES NOT PROVIDED BY THE MEDICAID PROGRAM

(1) Items or medical services not specifically included within these rules as
covered benefits of the Montana Medicaid program are not reimbursable.

(2) The following medical and nonmedical services are explicitly excluded
from the Montana Medicaid program, except for those services specifically available,
as listed in ARM 37.40.1406, 37.90.402, and Title 37, chapter 34, subchapter 9 to
persons eligible for home and community-based services; and except for those
Medicare covered services, as listed in ARM 37.83.812 to qualified Medicare
beneficiaries for whom the Montana Medicaid program pays the Medicare
premiums, deductible, and coinsurance:

(a) chiropractic services;

(b) acupuncture services;

(c) naturopathic services;

(d) dietician services;

(e) physical therapy aide services, except as provided in ARM 37.86.601,
37.86.605, 37.86.606, and 37.86.610;

() surgical technicians who are not physicians or mid-level practitioners;

(9) nutritional services;

(h) masseur or masseuse services;

(i) dietary supplements;

() homemaker services;

(k) telephone service in home, remodeling of home, plumbing service, car
repair, and/or modification of automobile;

() delivery services not provided in a licensed health care facility or nationally
accredited birthing center unless as an emergency service. Delivery services means
services necessary to protect the health and safety of the woman and fetus from the
onset of labor through delivery. Emergency service is defined in ARM 37.82.102;

(m) treatment services for infertility, including sterilization reversals;

(n) experimental services;

(o) all gastric bypass related services (including initial bypass and revisions);

and
(p) circumcisions not authorized by the department as medically necessary.
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(3) Effective February 1, 2003, until June 30, 2003, the following services will
no longer be covered for individuals age 21 and over:

(a) audiology;

(b) eyeglasses;

(c) routine eye exams provided by optometrists and ophthalmologists;

(d) hearing aids;

(e) orthotic devices;

() prosthetic devices;

(g) dental, excluding emergency services for the treatment of pain; and

(h) denturist.

(4) Medical services furnished to Medicaid eligible recipients who are absent
from the state are excluded from the Montana Medicaid program except for those
medical services provided when:

(a) there is a medical emergency and the recipient's health would be
endangered if he were required to travel to Montana to obtain the medical services;

(b) the recipient travels to another state because the department finds the
required medical services are not available in Montana; or it is determined by the
department that it is general practice for recipients in a particular locality to use
medical resources in another state;

(c) the recipient or his representative can demonstrate to the satisfaction of
the department that out-of-state medical services and all related expenses will be
less costly than in-state services; or

(d) the recipient is a child residing in another state for whom Montana makes
adoption assistance or foster care maintenance payments. (History: 53-2-201, 53-
6-113, 53-6-402, MCA,; IMP, 53-2-201, 53-6-101, 53-6-103, 53-6-116, 53-6-131, 53-
6-141, 53-6-402, MCA; NEW, 1980 MAR p. 1793, Eff. 6/27/80; AMD, 1983 MAR p.
863, Eff. 7/15/83; AMD, 1985 MAR p. 250, Eff. 3/15/85; AMD, 1986 MAR p. 677, Eff.
4/25/86; AMD, 1987 MAR p. 895, Eff. 7/1/87; AMD, 1987 MAR p. 1688, Eff. 10/1/87,
AMD, 1988 MAR p. 758, Eff. 4/15/88; AMD, 1988 MAR p. 1255, Eff. 7/1/88; AMD,
1989 MAR p. 835, Eff. 6/30/89; AMD, 1992 MAR p. 1401, Eff. 6/26/92; AMD, 1997
MAR p. 474, Eff. 3/11/97; AMD, 1997 MAR p. 548, Eff. 3/25/97; AMD, 1999 MAR p.
1301, Eff. 7/1/99; TRANS, from SRS, 2000 MAR p. 479; EMERG, AMD, 2003 MAR
p. 999, Eff. 5/9/03; AMD, 2007 MAR p. 1680, Eff. 10/26/07.)

Rules 37.85.208 through 37.85.211 reserved
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GENERAL MEDICAID SERVICES 37.85.212

37.85.212 RESOURCE BASED RELATIVE VALUE SCALE (RBRVS)
REIMBURSEMENT FOR SPECIFIED PROVIDER TYPES (1) For purposes of this
rule, the following definitions apply:

(a) "Anesthesia units" means time and base units used to compute
reimbursement under RBRVS for anesthesia services. Base units are those units as
defined by the Medicare program. Time units are 15 minute intervals during which
anesthesia is provided.

(b) "Conversion factor" means a dollar amount by which the relative value
units, or the base and time units for anesthesia services, are multiplied in order to
convert the relative value units to a fee for a service.

(c) "Policy adjustor" means a factor by which the product of the relative value
units and the conversion factor is multiplied to increase or decrease the fees paid by
Medicaid for certain categories of services.

(d) "Provider's invoice cost" means the actual dollar amount paid by a
Medicaid provider for a specific item of durable medical equipment (DME) or supply.
It does not include any markup added by the provider.

(e) "Relative value unit (RVU)" means a numerical value assigned in the
resource based relative value scale to each procedure code used to bill for services
provided by a health care provider. The relative value unit assigned to a particular
code expresses the relative effort and expense expended by a provider in providing
one service as compared with another service.

(f) "Resource based relative value scale (RBRVS)" means the most current
version of the Medicare resource based relative value scale contained in the
physicians' Medicare Physician Fee Schedule adopted by the Centers for Medicare
and Medicaid Services (CMS) of the U.S. Department of Health and Human
Services and published at 71 Federal Register 69736 (December 1, 2006), effective
January 1, 2007 which is adopted and incorporated by reference. A copy of the
Medicare Physician Fee Schedule may be obtained from the Department of Public
Health and Human Services, Health Resources Division, 1400 Broadway, P.O. Box
202951, Helena, MT 59620-2951. The RBRVS reflects RVUs for estimates of the
actual effort and expense involved in providing different health care services.

(g) "Subsequent surgical procedure" means any additional surgical
procedure or service, except for add-ons and modifier 51 exempt codes, performed
after a primary operation in the same operative session.

(h) "Usual and customary" means those charges that the Medicaid provider
would charge for a particular service in a majority of cases including Medicaid and
non-Medicaid patients.
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(2) Services provided by the following health care professionals will be
reimbursed in accordance with the RBRVS methodology set forth in (3):

(a) physicians;

(b) mid-level practitioners;

(c) podiatrists;

(d) physical therapists;

(e) occupational therapists;

() speech therapists;

(g) audiologists;

(h) optometrists;

(i) opticians;

()) providers of clinic services;

(k) providers of EPSDT services;

() licensed psychologists;

(m) licensed clinical social workers;

(n) licensed professional counselors;

(o) dentists providing medical services;

(p) providers of oral surgery services;

(q) providers of pathology and laboratory services;

(r) independent diagnostic testing facilities (IDTF); and

(s) school based services.

(3) Except as set forth in (7) through (11)(a)(vi),the fee for a covered service
provided by any of the provider types specified in (2) through (2)(s) is determined by
multiplying the RVUs determined in accordance with (6) through (6)(a)(ii)(C) by the
conversion factor, which is required to achieve the overall budget appropriation for
provider services made by the Montana Legislature in the most recent legislative
session and then multiplying the product by a factor of one plus or minus the
applicable policy adjustor as provided in (4), if any.

(4) For state fiscal year 2008, policy adjustors will be used to accomplish the
targeted funding allocations, which apply to family planning services, maternity
services, and well child preventative visits as directed by the legislature. The
department'’s list of services affected by policy adjustors through January 1, 2007 is
adopted and incorporated by reference. The list is available from the Department of
Public Health and Human Services, Health Resources Division, 1400 Broadway,
P.O. Box 202951, Helena, MT 59620-2951.
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(5) The RVUs for most services are adopted from the resource based
RBRVS.

(6) For services for which the RBRVS does not specify RVUs, the
department sets those RVUs as follows:

(&) The RVUs for a Medicaid covered service provided by any of the provider
types specified in (2) are calculated as follows:

(i) if Medicare sets RVUs, the Medicare RVUs are applicable;

(ii) if Medicare does not set RVUs but Medicaid sets RVUs, the Medicaid
RVUs are set in the following manner:

(A) convert the existing dollar value of a fee to an RVU value;

(B) evaluate the RVU of similar services and assign an RVU value; or

(C) convert the average by report dollar value of a fee to an RVU value.

(7) Except for physician administered drugs as provided in ARM
37.86.105(3), clinical, laboratory services and anesthesia services, if neither
Medicare nor Medicaid sets RVUSs, then reimbursement is by report.

(a) Through the by report methodology the department reimburses a percent
of the provider's usual and customary charges for a procedure code where no fee
has been assigned. The percentage is determined by dividing the previous state
fiscal year's total Medicaid reimbursement for RBRVS provider covered services by
the previous state fiscal year's total Medicaid billings.

(b) For state fiscal year 2008, the by report rate is 46% of the provider's
usual and customary charges.

(8) For clinical laboratory services for which there is an established fee:

(a) the department pays the lower of the following for procedure codes with
fees:

(i) the provider's usual and customary charges for the service; or

(i) 60% of the Medicare fee schedule for physician offices and independent
labs and hospitals functioning as independent labs; or

(i) the established Medicaid fee.

(b) for clinical laboratory services for which there is no established fee, the
department pays the lower of the following for procedure codes without fees:

(i) the provider's usual and customary charges for the service;

(i) the rate established using the by report methodology; or

(A) for purposes of (8)(b) through (8)(b)(iii), the by report methodology means
averaging 50 paid claims for the same code that have been submitted within a 12
month span and then multiplying the average by the amount specified in (7)(b).

(i) the historical comparative value of the procedure as indicated by the
reimbursement amount paid by Medicaid and other third party payors for the same
procedure within the last 12 months.
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(9) For anesthesia services the department pays the lower of the following for
procedure codes with fees:

(a) the provider's usual and customary charges for the service;

(b) afee determined by multiplying the anesthesia conversion factor by the
sum of the applicable base and time units, and then multiplying the product by a
factor of one plus or minus the applicable policy adjustor, if any;

(c) the department pays the lower of the following for procedure codes
without fees:

(i) the provider's usual and customary charges for the services; or

(i) the by report rate.

(10) For equipment and supplies:

(a) the department pays the lower of the following for durable medical
equipment (DME) items with fees:

() the provider's invoice cost for the DME; or

(i) the Medicaid fee schedule as provided in ARM 37.86.1807.

(b) the department pays the lower of the following for DME items without
fees:

() the provider's invoice cost for the DME; or

(i) the by report rate provided in (7)(b).

(c) except for the bundled items as provided in (12), the department pays the
lower of the following for supply items with fees:

() the provider's invoice cost for the supply item; or

(i) the Medicaid fee schedule as provided in ARM 37.86.1807.

(d) except for bundled items as provided in (12), the department pays the
lower of the following for supply items without fees:

(i) the provider's invoice cost for the supply item; or

(i) the by report rate provided in (7)(a).
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(11) Subject to the provisions of (11)(a), when billed with a modifier, payment
for procedures established under the provisions of (6) is a percentage of the rate
established for the procedures.

(a) The methodology to determine the specific percent for each modifier is as
follows:

(i) The department obtains information from Medicare and other third party
payers regarding the comparative value utilized for payment of procedures billed
with modifiers.

(i) The department establishes a specific percentage for each modifier based
upon the purpose of the modifier, the comparative value of the modified service and
the medical insurance industry trend of reimbursement for the modifier.

(i) The department's list of the specific percents for the modifiers used by
Medicaid as amended through January 1, 2005 is adopted and incorporated by
reference. A copy of the list is available on request from the Department of Public
Health and Human Services, Health Resources Division, 1400 Broadway, P.O. Box
202951, Helena, MT 59620-2951.

(iv) Notwithstanding any other provision, procedure code modifiers "80", "81",
"82", and "AS", used by assistant surgeons shall be reimbursed at 16% of the
department's fee schedule.

(v) Notwithstanding any other provision, procedure code modifier "62" used
by cosurgeons shall be reimbursed at 62.5% of the department's fee schedule for
each cosurgeon.

(vi) Notwithstanding any other provision, subsequent surgical procedures
shall be reimbursed at 50% of the department's fee schedule.

(12) In applying the RBRVS methodology set forth in this rule, Medicaid
reimburses in accordance with Medicare's policy on the bundling of services, as set
forth in the physicians' Medicare fee schedule adopted by CMS and published in the
Federal Register annually, whereby payment for certain services constitutes
payment for certain other services which are considered to be included in those
services.
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(13) Providers must bill for services using the procedure codes and modifiers
set forth, and according to the definitions contained in the Federal Health Care
Administration's Common Procedure Coding System (HCPCS). Information
regarding billing codes, modifiers, and HCPCS is available upon request from the
Health Resources Division at the address previously stated in this rule. (History:
53-2-201, 53-6-113, MCA; IMP, 53-2-201, 53-6-101, 53-6-111, 53-6-113, MCA,;
NEW, 1997 MAR p. 1269, Eff. 7/22/97; AMD, 1998 MAR p. 676, Eff. 3/13/98; AMD,
1998 MAR p. 2168, Eff. 8/14/98; AMD, 1999 MAR p. 1301, Eff. 7/1/99; AMD, 1999
MAR p. 1379, Eff. 7/1/99; TRANS, from SRS, 2000 MAR p. 479; AMD, 2000 MAR p.
1664, Eff. 6/30/00; AMD, 2001 MAR p. 984, Eff. 6/8/01; EMERG, AMD, 2002 MAR
p. 797, Eff. 3/15/02; AMD, 2002 MAR p. 1775, Eff. 6/28/02; EMERG, AMD, 2002
MAR p. 2665, Eff. 9/27/02; AMD, 2002 MAR p. 3637, Eff. 12/27/02; EMERG, AMD,
2003 MAR p. 1311, Eff. 7/1/03; AMD, 2004 MAR p. 1488, Eff. 7/2/04, AMD, 2005
MAR p. 974, Eff. 7/1/05; AMD, 2006 MAR p. 1422, Eff. 6/2/06; AMD, 2007 MAR p.
1339, Eff. 10/1/07.)

Rules 37.85.213 through 37.85.219 reserved
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37.85.220 INDEPENDENT DIAGNOSTIC TESTING FACILITIES (1) Any
facility that is enrolled in the federal medicare program as an independent diagnostic
testing facility (IDTF) may also enroll in the Montana Medicaid program as an IDTF.

(2) IDTFs enrolled in the Montana Medicaid program shall be governed by 42
CFR 410.32 and 410.33. The department hereby adopts and incorporates by
reference 42 CFR 410.32 and 410.33 (2001). Copies of 42 CFR 410.32 and 410.33
(2001) are available upon request from the Department of Public Health and Human
Services, Health Policy and Services Division, 1400 Broadway, P.O. Box 202951,
Helena, MT 59620-2951.

(3) In addition to 42 CFR 410.32 and 410.33, IDTFs enrolled in the Montana
Medicaid program shall comply with all rules generally applicable to Medicaid
providers.

(4) An IDTF shall be reimbursed for diagnostic services performed pursuant
to this rule in accordance with ARM 37.85.406 and 37.86.105.

(5) The IDTFs enrolled in the Montana Medicaid program shall also be
governed by the IDTF Provider Manual dated January 2002. The department
hereby adopts and incorporates by reference the IDTF Provider Manual. Copies of
the IDTF Provider Manual are available upon request at the address specified in (2).
(History: 53-6-113, MCA; IMP, 53-6-111, MCA; NEW, 2002 MAR p. 797, Eff.
3/15/02.)

Subchapter 3 reserved
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Subchapter 4
Provider Requirements

37.85.401 PROVIDER PARTICIPATION (1) As a condition of participation
in the Montana Medicaid program all providers must comply with all applicable state
and federal statutes, rules and regulations, including but not limited to federal
regulations and statutes found in Title 42 of the Code of Federal Regulations and
the United States Code governing the Medicaid Program and all applicable Montana
statutes and rules governing licensure and certification. (History: 53-6-113, MCA,;
IMP, 53-2-201, 53-6-101, 53-6-111, 53-6-113, 53-6-141, MCA; NEW, 1980 MAR p.
1491, Eff. 5/16/80; AMD, 1997 MAR p. 474, Eff. 3/11/97; TRANS, from SRS, 2000
MAR p. 479.)
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37.85.402 PROVIDER ENROLLMENT AND AGREEMENTS

(1) Providers must enroll in the Montana Medicaid program for each category
of services to be provided. As a condition of granting enrollment approval or of
allowing continuing enrollment, the department may require the provider to:

(a) complete and submit an enrollment application or form;

(b) complete and submit agreements or other forms applicable to the
provider's category of service;

(c) provide information and documentation regarding ownership and control
of the provider entity and regarding the provider's ownership interest or control rights
in other providers that bill Medicaid;

(d) provide information and documentation regarding:

(i) any sanctions, suspensions, exclusions or civil monetary penalties
imposed by the Medicare program, any state Medicaid program or other federal
program against the provider, a person or entity with an ownership or control interest
in the provider or an agent or managing employee of the provider; and

(i) any criminal charges brought against and any criminal convictions of the
provider, a person or entity with an ownership or control interest in the provider or an
agent or managing employee of the provider related to that person’s or entity's
involvement in Medicare, Medicaid, or the Title XX Services program; and

(e) submit documentation and information demonstrating compliance with
participation requirements applicable to the provider's category of service.

(2) Providers shall provide the department's fiscal agent with 30 days
advance written notice of any change in the provider's name, address, tax
identification number, group practice arrangement, business organization or
ownership.

(a) An enrolled provider is not entitled to change retroactively the category of
service for which the provider is enrolled, but must enroll prospectively in the new
program category. The change in service category will be effective only upon
approval of a completed enrollment application for the new service category and on
or after the effective date of all required licenses and certifications. The change will
apply only to services provided on or after the effective date of the enroliment
change.

(3) Except as provided in (2)(a), an approved enrollment is effective on the
later of:

(@) One year prior to the date the completed enroliment application is
received by the department's fiscal agent; or

(b) the date as of which all required licenses and certifications are effective.
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