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 37.89.115  MENTAL HEALTH SERVICES PLAN, PROVIDER 
PARTICIPATION  (1)  Providers of services may request enrollment in the plan and 
may participate in the plan only upon approval of enrollment and according to the 
written provider agreement between the provider and the department and the 
requirements of this subchapter. 
 (a)  The provisions of ARM 37.85.402 shall apply for purposes of provider 
enrollment in the plan.  Providers must enroll with the department's Medicaid fiscal 
agent in the same manner and according to the same requirements applicable under 
the Montana Medicaid Program.  The department may accept current Medicaid 
enrollment for purposes of enrollment under the plan, if the provider agrees, in a 
form acceptable to the department, to be bound by applicable plan requirements. 
 (b)  For purposes of enrollment in the plan, providers must be and remain 
enrolled in the Montana Medicaid Program for the same category of service and 
must meet the same qualifications and requirements that apply to the provider's 
category of service under the Montana Medicaid Program. 
 (2)  Providers in the following categories may request enrollment in the plan: 
 (a)  mental health centers; 
 (b)  psychiatrists; 
 (c)  primary care providers, as defined in ARM 37.86.5001(25); 
 (d)  licensed psychologists; 
 (e)  licensed clinical social workers; 
 (f)  licensed professional counselors; and 
 (g)  outpatient pharmacies. 
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 (3)  The department may, in its discretion, enroll as providers individuals or 
entities in the categories of providers specified in (2) if they apply for enrollment, if 
they are appropriately licensed, certified, or otherwise meet the minimum 
qualifications required by the department for the category of service, and if they 
agree to the terms of the provider agreement. 
 (a)  Nothing in these rules requires the department to enroll any particular 
provider or category of provider to provide services under the plan.  The department, 
in its discretion, may deny enrollment to any provider or category of provider.  The 
department may, in its discretion, limit services, rates, eligibility or the number of 
persons determined eligible under the plan based upon such factors as availability of 
funding, the degree of financial need, the degree of medical need or other factors. 
 (i)  If the department determines with respect to the plan that it is necessary to 
reduce, limit, suspend or terminate eligibility or benefits, reduce provider 
reimbursement rates, reduce or eliminate service coverage or otherwise limit 
services, benefits or provider participation, in a manner other than provided in this 
subchapter, the department may implement such changes by providing ten days 
advance notice published in Montana major daily newspapers with statewide 
circulation, and by providing: 
 (A)  ten days advance written notice of any individual eligibility and coverage 
changes to affected members; and 
 (B)  ten days advance written notice of coverage, rate and provider 
participation changes to affected providers. 
 (b)  A provider who is denied enrollment has no right to an administrative 
review or fair hearing as provided in ARM 37.5.304, et seq. or any other department 
rule. 
 (c)  Enrollment does not imply or create any guarantee of or right to any level 
of utilization or reimbursement for any provider. 
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 (4)  The provisions of ARM Title 37, chapter 85, subchapter 4 and other 
Medicaid program laws, rules and regulations regarding particular categories of 
service apply to participating providers and the services provided under the plan, 
except as specifically provided in this subchapter or the provider agreement. 
 (a)  The provisions of ARM 37.85.414 regarding maintenance of records and 
related issues applies to providers of mental health services under the plan. 
 (i)  The department and any legally authorized agency of the state or federal 
government may inspect any facilities and records pertaining to services provided 
under the plan, including those of any provider participating in the plan. 
 (ii)  Upon request, providers must provide complete copies of medical records 
to the department or its agents. 
 (b)  For all members, providers must comply with the same confidentiality 
requirements that apply to information regarding Medicaid recipients. 
 (c)  The department may collect from a provider any overpayment under the 
plan as provided with respect to Medicaid overpayments in ARM 37.85.406(9) 
through (10)(b).  The department may recover overpayments by withholding or offset 
as provided in ARM 37.85.513(1). 
 (i)  The notice and hearing provisions of ARM 37.5.310 and 37.85.512 apply 
to a department overpayment determination under (4)(c). 
 (d)  The department may sanction a provider based upon the same grounds 
that sanctions may be imposed against a provider under the Montana Medicaid 
Program, except that a sanction may not be imposed with respect to a provider's 
conduct or omission under the plan based upon a Medicaid requirement or 
prohibition that is not applicable to the plan under these rules. 
 (i)  Sanctions imposed under (4)(d) may include termination or suspension 
from plan participation and required attendance at provider education sessions at 
the provider's expense. 
 (ii)  The department must consider the factors listed in ARM 37.85.505 in 
determining whether to impose a sanction and what sanction, if any, to impose.  The 
provisions of ARM 37.85.506 and 37.85.507 shall apply to any sanction imposed 
under (4)(d). 
 (iii)  The notice and hearing provisions of ARM 37.5.310 and 37.85.512 apply 
to a department sanction determination under (4)(d). 
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 (5)  An enrolled provider has no right to an administrative review or fair 
hearing as provided in ARM 37.5.304, et seq., 37.85.411 or any other department 
rule for: 
 (a)  a determination by the department or its agent that a particular service, 
item or treatment is not medically necessary; 
 (b)  a denial of approval, authorization, certification or coverage of a service 
available from the provider or provided by the provider to a member; or 
 (c)  any other issues related to the provider agreement, the provision of 
services to recipients or the plan, except as specifically permitted by this subchapter. 
 (6)  An enrolled provider shall be provided an opportunity for administrative 
review and fair hearing as provided in ARM 37.5.310 to contest a denial of correct 
payment by the department to the provider for a service provided to a member if: 
 (a)  the department has determined that the particular service, including the 
amount, duration and frequency of the service, is medically necessary for the 
member to treat a covered diagnosis and has authorized the particular service for 
the member according to applicable requirements; and 
 (b)  the department has determined that the member is eligible for the plan 
according the requirements of ARM 37.89.106. 
 (7)  For purposes of applying the provisions of any Medicaid rule as required 
by this subchapter, references in the Medicaid rule to "Medicaid" or the "Montana 
Medicaid Program" or similar references, shall be deemed to apply to the plan as the 
context permits.  (History:  2-4-201, 41-3-1103, 53-2-201, 53-6-113, 53-21-703, 
MCA; IMP, 2-4-201, 41-3-1103, 53-1-601, 53-2-201, 53-6-113, 53-6-116, 53-6-701, 
53-6-705, 53-21-202, 53-21-701, 53-21-702, MCA; NEW, 1997 MAR p. 548, Eff. 
3/25/97; AMD, 1999 MAR p. 1809, Eff. 7/1/99; TRANS, from SRS, 2001 MAR p. 27; 
EMERG, EMERG, AMD, 2002 MAR p. 3423, Eff. 12/13/02; AMD, 2003 MAR p. 653, 
Eff. 3/28/03.) 
 

Rules 37.89.116 and 37.89.117 reserved 
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 37.89.118  MENTAL HEALTH SERVICES PLAN, AUTHORIZATION 
REQUIREMENTS  (1)  The prior authorization, notification and other provisions of 
ARM 37.88.101 apply to the mental health services plan provided in this subchapter. 
 (a)  For purposes of applying the provisions of ARM 37.88.101 to the mental 
health services plan, references in ARM 37.88.101 to "Medicaid recipient" and 
"recipients" shall be deemed references to mental health services plan members, 
and references to the "Montana Medicaid Program" shall be deemed references to 
the mental health services plan. 
 (b)  Services provided to adult members of the mental health services plan 
are exempt from the prior authorization provisions of ARM 37.88.101.  (History:  53-
2-201, 53-21-703, MCA; IMP, 53-2-201, 53-21-202, 53-21-701, MCA; NEW, 1999 
MAR p. 1301, Eff. 7/1/99; TRANS, from SRS, 2001 MAR p. 27; EMERG, AMD, 2002 
MAR p. 3417, Eff. 12/1/02; AMD, 2003 MAR p. 653, Eff. 3/28/03.) 
 
 37.89.119  MENTAL HEALTH SERVICES PLAN, PREMIUM PAYMENTS, 
AND MEMBER COPAYMENTS  (1)  A member of the plan must pay to the provider 
the following copayment not to exceed the cost of the service: 
 (a)  for each outpatient visit or service, other than pharmacy services, $10 or 
a lesser amount designated by the department; 
 (b)  for each filling of a prescription, the lesser of the cost of that particular 
filling or $25, or a lesser amount designated by the department; and 
 (c)  for each out-of-home admission, $50 or a lesser amount designated by 
the department. 
 (2)  The Medicaid copayment provisions of ARM 37.85.204 are not applicable 
to mental health services provided under the plan.  (History:  53-2-201, 53-6-113, 
53-6-131, MCA; IMP, 53-1-405, 53-1-601, 53-2-201, 53-6-101, 53-6-113, 53-6-116, 
53-6-131, MCA; NEW, 1997 MAR p. 548, Eff. 3/25/97; AMD, 1998 MAR p. 3307, Eff. 
12/18/98; AMD, 1999 MAR p. 1301, Eff. 7/1/99; TRANS, from SRS, 2001 MAR p. 
27.)  
 

Rules 37.89.120 through 37.89.124 reserved 
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 37.89.125  MENTAL HEALTH SERVICES PLAN, PROVIDER 
REIMBURSEMENT  (1)  Reimbursement of enrolled providers for mental health 
services covered under the plan and provided to plan members is as provided in 
ARM Title 37, chapters 5, 40, 82, 85, 86, and 88 for the same service or category of 
service under the Montana Medicaid Program, except as otherwise provided in this 
subchapter. 
 (a)  For services covered under the plan, reimbursement under the plan is 
subject to the same requirements, restrictions, limitations, rates, fees and other 
provisions that would apply to the service if it were provided to a Medicaid recipient, 
except as otherwise provided in these rules.  However, if a service is not covered 
under the plan, the fact that the service is or would be covered by Medicaid if 
provided to a Medicaid recipient, does not entitle the provider, member or any other 
person or entity to coverage or reimbursement of the service under the plan. 
 (i)  For purposes of applying Medicaid rules to plan services, a person eligible 
for the plan under ARM 37.89.106 need not be Medicaid eligible. 
 (2)  Provider claims for mental health services provided to members under the 
plan must be submitted to the department's Medicaid Management Information 
System (MMIS) contractor according to requirements set forth in ARM 37.85.406.  
Payments will be made to the provider through the department's Medicaid MMIS 
contractor. 

(3)  Providers must accept the amounts payable under this rule as payment in 
full for services provided to members.  For purposes of this rule, the requirements of 
ARM 37.85.406 regarding payment in full apply to the provider, except as provided 
in this subchapter. 
 (a)  Providers may bill a member who fails to show up for a scheduled service 
if such billing is consistent with a written policy maintained and posted by the 
provider, if the member has been informed of the policy in writing and if the policy 
applies equally to private pay patients and members. 
 (4)  The provisions of ARM 37.85.407 apply with respect to third party 
resources and seeking payment from these sources. (History:  53-2-201, 53-6-113, 
53-21-703, MCA; IMP, 53-1-601, 53-2-201, 53-6-101, 53-6-116, 53-6-701, 53-6-705, 
53-21-202, 53-21-702, MCA; NEW, 1997 MAR p. 548, Eff. 3/25/97; AMD, 1999 MAR 
p. 355, Eff. 3/1/99; AMD, 1999 MAR p. 1301, Eff. 7/1/99; TRANS & AMD, from SRS, 
2001 MAR p. 27, Eff. 1/12/01; AMD, 2002 MAR p. 3423, Eff. 12/13/02.) 
 

Rules 37.89.126 through 37.89.130 reserved 
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 37.89.131  MENTAL HEALTH SERVICES PLAN, MEMBER NOTICE, 
GRIEVANCE AND RECONSIDERATION AND RIGHTS  (1)  The department or its 
designee must notify the member or the member's designated representative in 
writing of a decision denying eligibility or a request for services.  The requirements of 
ARM 37.5.505 do not apply to the notice.  The notice will state: 
 (a)  the member's name and identifying information; 
 (b)  a statement of the decision, including the specific services, dates, and 
other information necessary to identify the matter at issue; 
 (c)  a concise statement of the reasons for the decision; and 
 (d)  an explanation of how to request a grievance or reconsideration regarding 
the determination. 
 (2)  If the department fails to provide notice or fails to timely provide notice or 
if a notice required by (1) fails to comply substantially with the requirements of (1), 
the remedy is the provision of a new notice which does comply substantially with (1) 
and a new opportunity to request a reconsideration regarding the decision specified 
in the notice.  A failure to give adequate or timely notice under (1) does not entitle 
the member to an authorization for the services that were denied. 
 (3)  A member has the right to any applicable grievance processes provided 
by the department's review designee referred to in ARM 37.89.118 and, following 
exhaustion of such grievance processes, an informal reconsideration as provided in 
ARM 37.5.318(5)(a) regarding a denial or termination of plan eligibility, a denial of 
authorization or coverage of services, a determination that a member is liable to the 
department as provided in ARM 37.89.106 based upon a misrepresentation or 
failure to provide notification of changes in income or family composition, or a 
determination that a member is liable to the provider as provided in ARM 37.89.106 
based upon failure to apply for plan eligibility within 60 days following completion of 
emergency treatment. 
 (4)  The department or its designee may request additional supporting 
information or documentation from the member or the provider for purposes of a 
grievance or informal reconsideration. 
 (a)  The department will consider the written materials submitted and the 
rationale for the decision.  In its discretion, if the department finds that resolution of 
the issues would be aided, the department may contact persons involved in the 
case, interested agencies or mental health professionals and may request that the 
member, the member's representative, a mental health professional, a provider 
representative or other appropriate persons to appear in person or by telephone 
conference to discuss the case. 
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 (b)  The department must make a decision on the informal reconsideration 
and notify the member or the member's representative in writing of the decision. 
 (5)  A member must request a grievance according to the requirements 
specified by the department's designee. 
 (6)  A member must request an informal reconsideration within 30 days after 
receiving notice of the grievance decision.  A member that does not timely request 
an informal reconsideration  is deemed to have accepted the determination and is 
not entitled to any further notice or review opportunity. 
 (7)  A member is not entitled to continuation of benefits under these rules, 
ARM 37.5.316 or 42 CFR, part 431, subpart E. 
 (8)  A provider is not entitled to payment for services provided after the 
effective date of a denial of authorization. 
 (9)  A member is entitled only to the processes specifically provided in this 
rule to contest an adverse decision by the department or its designee.  A member is 
not entitled to any administrative review or hearing procedure under ARM 37.5.304, 
et seq., or other department rule, regarding a denial or termination of plan eligibility, 
a denial of authorization or coverage of services, or any other issue arising under the 
plan. 
 (10)  A member is not entitled to any grievance, reconsideration, review, 
hearing or other appeal process with respect to changes in eligibility coverage or 
other plan benefits which result from generally applicable changes in eligibility 
requirements, coverage provisions, rates, imposition of limitations, or other changes. 
(History:  2-4-201, 53-2-201, 53-6-113, 53-6-706, MCA; IMP, 2-4-201, 53-1-601, 53-
2-201, 53-6-101, 53-6-113, 53-6-116, 53-6-706, 53-21-202, MCA; NEW, 1997 MAR 
p. 548, Eff. 3/25/97; AMD, 1998 MAR p. 3307, Eff. 12/18/98; AMD, 1999 MAR p. 
308, Eff. 2/12/99; AMD, 1999 MAR p. 355, Eff. 3/1/99; AMD, 1999 MAR p. 1301, Eff. 
7/1/99; TRANS, from SRS, 2001 MAR p. 27.) 
 

Rules 37.89.132 through 37.89.134 reserved 
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 37.89.135  MENTAL HEALTH SERVICES PLAN, TRANSITION FROM 
RULES IN EFFECT PRIOR TO JULY 1, 1999  (1)  Notwithstanding any provision of 
this subchapter, under no circumstances will the plan cover services provided prior 
to July 1, 1999.  
 (2)  Services provided prior to July 1, 1999 will be subject to the applicable 
rules in effect prior to July 1, 1999.  Member eligibility, service coverage and 
provider reimbursement will be governed by the rules in effect with respect to the 
date of service, regardless of any change in the contractual relationship between the 
department and the Managed Care Organization (MCO).  Services provided on or 
after May 1, 1999 and before July 1, 1999 which meet all requirements will be 
reimbursed by the MCO according to the MCO's established rates for participating 
and nonparticipating providers in effect as of April 30, 1999, unless otherwise agreed 
in writing by the MCO and the department.  (History:  53-2-201, MCA; IMP, 53-1-
601, 53-1-612, 53-2-201, 53-21-202, MCA; NEW, 1997 MAR p. 548, Eff. 3/25/97; 
AMD, 1999 MAR p. 1301, Eff. 7/1/99; TRANS, from SRS, 2001 MAR p. 27.) 
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