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TODAY’S GOALS

 Explain the key differences between Medicaid and Medicare as it relates 
to long-term care.

 Explore the different types of Medicaid programs and how they can help 
your clients in a non-nursing home setting.

 Discuss key differences between state Medicaid programs and how they 
affect your client’s eligibility for benefits.
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MEDICAID VS. MEDICARE
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MEDICAID VS. MEDICARE

MEDICAID MEDICARE

 Medicaid is a quasi needs-based program 
and entitlement program

 Medicare is an entitlement program

 Medicaid is the nation’s public health 
insurance program for people with low 
income and The program is the principal 
source of long-term care coverage for 
Americans.

 Medicare is a federal health insurance 
program and the primary source of coverage 
for adults 65 and over. 

 Medicaid is based on federal law, but states 
can alter eligibility rules and program 
benefits. 

 Medicare provides limited assistance for 
home healthcare and SNF care.
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MEDICARE

 Medicare is a federal health insurance program and the primary source of insurance for adults 65 
and up and people with certain disabilities can get Medicare as well. Original Medicare consists of 4 
parts A, B, C, & D

 Medicare is an entitlement program. Entitlement to Medicare is not based on a person assets or 
income. 

 Medicare eligibility is primarily based upon work history. A spouse or disabled child can also obtain 
benefits of their spouse and/or parents work history. 

 Note: if you do not have the required work history you can purchase Medicare insurance and some low-
income people who do not have sufficient work history may be able to get premium assistance.

 Individuals who are enrolled in a Federal marketplace or a state exchange plan will lose their health 
plan subsidies when they become Medicare eligible, and therefore, should promptly enroll in 
Medicare when they become eligible. 

 Medicare is the main source of behavioral health coverage for older adults. Medicare covers both 
outpatient and inpatient behavioral health services as well as prescription drugs.
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MEDICARE ELIGIBILITY
 The main requirements for Medicare Eligibility are:

1) An individual is eligible if they or their spouse have worked for at least 40 quarters of Medicare covered 
employment (the equivalent of 10 years of work history). 

Note: An individual in a same-sex marriage can qualify for Medicare Part A coverage based on a spouse’s work

2) history. Eligibility does not extend to those in civil unions or domestic partnerships.;

3) 65 years old ( age exception for disability); and

4) Either a U.S. citizen, or a permanent resident

 The following exceptions apply:

1) A person under 65 that cannot work due to a medical condition that is expected to last at least one year or result in death 
(permanently disabled) gets Medicaid after 24 months on Social Security Disability Insurance (SSDI); or

Note: Since there is a 5-month waiting period for cash payments, the Medicare waiting period is effectively 29 months. For more information, see 
CRS Report RS22195, Social Security Disability Insurance (SSDI) and Medicare.

2) If the person has end-stage renal disease (kidney failure) or Amyotrophic Lateral Sclerosis (ALS a/k/a Lou Gehrig’s Disease), 
the 24-month waiting period is waived
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MEDICAID ELIGIBILITY 

 Eligibility for Medicaid had historically, been limited to low-income children, pregnant women, 
parents of dependent children, the elderly, and individuals with disabilities. 

 However, the Patient Protection and Affordable Care Act (ACA) included the ACA Medicaid 
expansion, which expands Medicaid eligibility to non-elderly adults with income up to 133% of the 
federal poverty level (FPL) (effectively 138% of FPL with an income disregard of 5% of FPL) at state 
option

 To be eligible for Medicaid, individuals must meet both categorical (e.g., elderly, children, or 
pregnant women) and financial (i.e., income and sometimes assets limits) criteria in addition to 
requirements regarding residency, immigration status, and U.S. citizenship. Some eligibility groups 
are mandatory, meaning all states with a Medicaid program must cover them; others are optional.
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MEDICARE COMPONENTS 

 Original or traditional Medicare includes Medicare parts A & B. These benefits are paid directly by 
the federal government on a “fee for service”. 

 Medicare parts C & D a monthly capitated amount is paid to private insurers to provide their 
enrollees with the required benefits. 

 Medicare is required by federal law to pay for all covered service provided to eligible individuals if 
the criteria for that service is met
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MEDICARE NON-COVERED SERVICES 
 Medicare does not cover all health care services such as:

 Alternative medicine 

 Most care received outside of the United States

 Cosmetic surgery, unless needed to improve the function of a malformed part of the body

 Dental care

 Hearing aids

 Personal care such as help with bathing, dressing, and eating if its the only care you need

 Custodial care such as homemaker services, light housekeeping, laundry, and meal preparation if its the only 
care you need

 Long term nursing home care (including medical care, therapy, 24-hour care, and personal care, except during a 
Medicare-covered skilled nursing facility stay

 Non-medical services, including a private hospital room and copies of x-rays

 Most non-emergency transportation, including ambulette services

 Most vision care, including eyeglasses except following cataract surgery

 If you receive a service that Medicare does not cover, you are responsible for the full cost of care. 
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MEDICARE PART A

 Most beneficiaries do not pay a premium for part A. Enrollees age 65 and over who have fewer than 40 
quarters of coverage and certain persons with disabilities pay a monthly premium in order to voluntarily 
enroll in Medicare Part A.

 Individuals who do not begin receiving retirement benefits until after age 65 must apply for Medicare 
benefits when turning 65. They may apply during the seven-month “initial enrollment” period, which 
begins three months before the month of their 65th birthday and ends three months after the 65th 
birthday month.

 Individuals who had at least 30 quarters of coverage or were married to someone with at least 30 quarters of coverage may buy into 
Part A at a reduced monthly premium rate, which will be $259 in 2021.

 Certain uninsured aged individuals who have less than 30 quarters of coverage and certain individuals with 
disabilities who have exhausted other entitlement will pay the full premium, which will be $471 a month in 2021

 Those who do not qualify for automatic Part A eligibility may choose to purchase only Part B coverage. 
however, an individual can only purchase Part A coverage if the individual also purchases Part B coverage.

 Part A covers:

 Inpatient hospital services, 

 Skilled nursing care,

 Hospice care, and 

 Some home health services. 
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MEDICARE PART A HOSPITAL BENEFITS
 Medicare inpatient hospital services include:

1) bed and board;
2) nursing services; 
3) use of hospital facilities; 

 Coverage for inpatient services is linked to an individual’s benefit period or spell of illness (defined as 
beginning on the day a patient enters a hospital and ending when he or she has not been in a hospital 
or skilled nursing facility for 60 days). An individual admitted to a hospital more than 60 days after the 
last discharge from a hospital or skilled nursing facility (SNF) begins a new benefit period.

 Coverage in each benefit period is subject to the following conditions:

1) Days 1-60. Beneficiary pays a deductible ($1,484 in 2021).
• Days 21 to 100 in a skilled nursing facility Beneficiary pays a daily co-payment charge ($185.50 

in 2021).
2) Days 61-90. Beneficiary pays a daily co-payment charge ($371 in 2021).
3) After 90 days, the beneficiary may draw on one or more of 60 lifetime reserve days which would 

provide coverage for up to 150 days maximum.
4) Each of the 60 lifetime reserve days can be used only once during an individual’s lifetime. The 

beneficiary pays a daily co-payment charge ($742 in 2021); otherwise the beneficiary pays all 
costs. 

5) Days 151 and over. Beneficiary pays for all costs for these days.

 Inpatient mental health care in a psychiatric facility is limited to 190 days during a patient’s lifetime. 
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MEDICARE PART A SNF
 Medicare covers up to 100 days of posthospital care for persons needing skilled 

nursing or rehabilitation services on a daily basis.

 The SNF stay must be preceded by an inpatient hospital stay of at least 3 
consecutive calendar days, and the transfer to the SNF typically must occur within 
30 days of the hospital discharge.

 Medicare requires SNFs to provide services for a condition the beneficiary was 
receiving treatment for during his or her qualifying hospital stay (or for an additional 
condition that arose while in the SNF).

 There is no beneficiary cost sharing for the first 20 days of a Medicare-covered SNF
stay. 

 For days 21 to 100, beneficiaries are subject to daily co-payment charges ($185.50 
in 2021).

 After 100 days, the beneficiary is responsible for all costs. 

 The 100-day limit begins again with a new spell of illness. 
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MEDICARE PART B
 Medicare Part B coverage is available to anyone who is eligible for Part A benefits, and/or is at least 65 years old and either a 

U.S. citizen or a permanent resident alien who has resided in the United States for the five years prior to enrollment for Part B.

 Medicare Part B covers outpatient medical coverage such as:

 Physician services, 

 Outpatient hospital services such as X-rays and lab tests.

 Limited home health services if you are homebound and need skilled nursing or therapy care, 

 Therapy services such as outpatient physical, speech, and occupational therapy services 

 Ambulance services for emergency transportation, typically to and from hospitals. 

 Coverage for non-emergency ambulance transportation is limited to situations in which there is no safe alternative 
transportation available, and where the transportation is medically necessary.

 Durable medical equipment, 

 Health services not covered by Medicare Part A.; and 

 Select prescription drugs, including immunosuppressant drugs, some anti-cancer drugs, some anti-emetic drugs, 
some dialysis drugs, and drugs that are typically administered by a physician.

 These are some commonly covered services and items, but it is not a complete list. Keep in mind that Medicare does not 
usually pay the full cost care, and will likely be responsible for some portion of the cost-sharing (deductibles, coinsurances, 
copayments) for Medicare-covered services

 Beneficiary’s Part B monthly premium is based on income. 

 Individuals (and those married who file jointly but have lived together at some time during the year) whose taxable income is
$88,000 or less and for those filing jointly $176,000 or less pay the standard monthly premium for Medicare Part B enrollees 
will be $148.50 for 2021. The annual deductible for all Medicare Part B beneficiaries is $203 in 2021.

 Beneficiary’s whose income is higher than above pay an increased cost for Medicare Part B.
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COVERED BY PARTS A & B
Home Health Services 

 Home health services and services for individuals with end-stage renal disease are covered under both 
Parts A and B of Medicare. 

 Medicare covers visits by participating home health agencies for beneficiaries who:

1.Are confined to home and 

2. Need either skilled nursing care on an intermittent basis or physical or speech language therapy. 

After establishing such eligibility, the continuing need for occupational therapy services may extend the 
eligibility period. 

 Covered services include:

1. part-time or intermittent nursing care, 

2. physical or occupational therapy or speech language pathology services,

3.Medical social services,

4.Home health aide services, and medical supplies and durable medical equipment. 

 The services must be provided under a plan of care established by a physician, and the plan must be reviewed by 
the physician at least every 60 days. There is no beneficiary cost sharing for home health services (though some 
other Part B services provided in connection with the visit, such as durable medical equipment, may be subject to 
cost-sharing charges). 
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HOME HEALTH SERVICES AND MEDICARE 
COVERAGE

 Home health services are covered under both Medicare Parts A and B. There are special eligibility 
requirements and benefit limits for home health services furnished under Part A to beneficiaries who 
are enrolled in both Parts A and B. For such a beneficiary, Part A pays for only post-institutional 
home health services furnished for up to 100 visits during a spell of illness,40 while Part B covers any 
medically necessary home health services that exceed the 100-visit limit, as well as medically 
necessary home health services that do not qualify as post-institutional. 

 A spell of illness for purposes of this rule, post-institutional home health services are services where 
the first covered visit is rendered within 14 days of discharge after a hospital stay of at least 3 
consecutive days, or within 14 days of discharge from a skilled nursing facility where the individual 
received post-hospital extended care services. 

 For beneficiaries enrolled in only Part A or only Part B, the requirements described above do not 
apply. Part A or Part B, as applicable, covers all medically necessary episodes of home health care, 
without a visit limit, regardless of whether the episode follows a hospitalization. Regardless of 
whether the beneficiary is enrolled in Part A only, in Part B only, or in both parts, the scope of the 
Medicare home health benefit is the same. 
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HOME HEALTH CERTIFICATION 

 Home health services are paid under a home health PPS, based on 30-day episodes of care; a 
patient may have an unlimited number of episodes. The certification of an initial 30-day episode of 
home health must be supported by a face-to-face encounter with the patient related to the primary 
reason that the patient needs home health services. 

 The Bipartisan Budget Act of 2018 required CMS to implement a new payment system for home 
health services, starting in 2020. Among other requirements, the new system must use a 30-day 
unit of payment instead of the 60-day unit under the prior system. CMS refers to the newest version 
of the home health PPS, which was implemented for CY2020, as the Patient Driven Groupings 
Model. 
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PREVENTIVE SERVICES
 Medicare statute prohibits payments for covered items and services that are “not reasonable and necessary for 

the diagnosis or treatment of illness or injury or to improve the functioning of a malformed body member,” which 
would effectively exclude the coverage of preventive and screening services. 

 However, Congress has explicitly added and expanded Medicare coverage for a number of such services 
through legislation, including through MMA, MIPPA, and ACA. Under current law, if a preventive service is 
recommended for use by the U.S. Preventive Services Task Force 
(https://www.uspreventiveservicestaskforce.org )and Medicare covers the service, all cost sharing must be 
waived. 

 Coverage for preventive and screening services currently includes, among other services, 

1. A “welcome to Medicare” physical exam during the first year of enrollment in Part B and an annual visit and 
prevention plan thereafter; 

2. Flu vaccine (annual), pneumococcal vaccine, and hepatitis B vaccine (for persons at high risk); 

3. Screening tests for breast, cervical, prostate, and colorectal cancers;

4. Screening for other conditions such as depression, alcohol misuse, heart disease, glaucoma, and 
osteoporosis; and

5. Intensive behavioral therapy for heart disease and for obesity. 60 Payments for these services are provided 
under the physician fee schedule and/or the clinical labor
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MEDICARE PART C (ADVANTAGE PLANS)

Medicare Advantage Plans are another way to get your 
Medicare Part A and Part B coverage. Medicare Advantage 
Plans, sometimes called “Part C” or “MA Plans,” are an “all in 
one” alternative to Original Medicare and offered by Medicare-
approved private companies that must follow rules set by 
Medicare. Most Medicare Advantage Plans include drug 
coverage (Part D). When you join an Advantage plan you still 
have Medicare.
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THINGS TO KNOW ABOUT MEDICARE 
ADVANTAGE PLANS

 You're still in the Medicare Program.
 You still have Medicare rights and protections.  
 You still get complete Part A and Part B coverage through the plan.  Some plans offer extra benefits that Original 

Medicare doesn’t cover – like vision, hearing, or dental.
 Your out-of-pocket costs may be lower in a Medicare Advantage Plan. If so, this option may be more cost effective for 

you.
 You can’t buy and don’t need Medigap.
 You can only join a plan at certain times during the year. In most cases, you're enrolled in a plan for a year.
 You can join a Medicare Advantage Plan even if you have a pre-existing condition .
 You can check with the plan before you get a service to find out if it's covered and what your costs may be.
 Following plan rules, like getting a Referral to see a specialist in the plan's Network can keep your costs lower. Check 

with the plan.
 Go to a doctor, other health care provider, facility, or supplier that belongs to the plan's network, so your services are 

covered and your costs are less. In most cases, this applies to Medicare Advantage HMOs and PPOs.
 Providers can join or leave a plan’s provider network anytime during the year. Your plan can also change the 

providers in the network anytime during the year. If this happens, you may need to choose a new provider.
 If you join a clinical research study, some costs may be covered by your plan. Call your plan for more information. 

Get your plan's contact information.
 Medicare Advantage Plans can't charge more than Original Medicare for certain services like chemotherapy, dialysis, 

and skilled nursing facility care.
 Medicare Advantage Plans have a yearly limit on your out-of-pocket costs for medical services. Once you reach this 

limit, you’ll pay nothing for covered services. Each plan can have a different limit, and the limit can change each year. 
You should consider this when choosing a plan.

 If the plan decides to stop participating in Medicare, you'll have to join another Medicare health plan or return to 
Original Medicare.
 This list can be found at https://www.medicare.gov/sign-up-change-plans/types-of-medicare-health-plans/things-

to-know-about-medicare-advantage-plans
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TYPES OF MEDICARE ADVANTAGE PLANS
There are generally five types of Medicare Advantage Plans:

1) Health Maintenance Organization (HMO) Plans

 Prescription drugs are covered in many HMO  plans, You will typically need a primary physician and approval for referral to a specialist. 

 In HMO Plans, you generally must get your care and services from providers in the plan's network, except:

 Emergency care

 Out-of-area urgent care

 Out-of-area dialysis

 HMO plans can have an option point of service plan (HMOPOS) plan. This option will allow you to go out of network for certain services, but you will 

typically have a higher cost for those services.

2) Medical Savings Account (MSA) plans: 

 The plan deposits money into a special savings account. The amount of the deposit varies by plan. You can use this money to pay your Medicare-

covered health care costs before you meet the deductible. These plans typically do not charge a premium but you are responsible for your part B.

 You can typically get your health care from a doctor, other healthcare provider and hospital of your choice. Many MSA do not have their own network

 You do not need to choose a primary physician and you do not need referrals for a specialist

 They do not cover prescriptions

3) Special Needs Plans (SNP):

 These plans typically target specific groups and/or medical conditions. People who have specific severe or disabling chronic conditions (like diabetes, 

End-Stage Renal Disease, HIV/AIDS, chronic heart failure, or dementia) . 

 People who are dual eligible for Medicare and Medicaid with special needs can be eligible for SNP.  They will cover prescription drugs.

 Generally, you will need a primary physician, may need a referral to a specialist, Medicare SNPs typically have specialists in the diseases or conditions 

that affect their members, and must get your care and services from doctors or hospitals in the Medicare SNP network, except:

 Emergency or urgent care, like care you get for a sudden illness or injury that needs medical care right away

 If you have End-Stage Renal Disease (ESRD) and need out-of-area dialysis
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MEDICARE ADVANTAGE PLANS

4) Private Fee-for-Service (PFFS) Plans:

 In some cases, you get your health care from any doctor, other health care provider, or hospital in PFFS Plans. You typically do not 

need a primary physician and do not need a referral to a specialist. 

 You can go to any Medicare-approved doctor, other health care provider, or hospital that accepts the plan's payment terms and

agrees to treat you. Not all providers will but in the case of an emergency they must provide treatment. Also, an out of network 

provider who treated you in the past can choose to not provide treatment at a later date.

 If you join a PFFS Plan that has a network, you can also see any of the network providers who have agreed to always treat plan 

members. 

You can also choose an out-of-network doctor, hospital, or other provider, who accepts the plan's terms.

5) Preferred Provider Organization (PPO) Plans

 In most cases, you can get your health care from any doctor, other health care provider, or hospital in PPO Plans. No primary doctor 

need and typical no referrals are needed for specialist. 

 PPO Plans do have a network doctors, other health care providers, and hospitals. However you can go out of network which will

typically cost more.

 PPO typically provide additional benefits then Original Medicare
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MEDICARE SUPPLEMENT INSURANCE (MEDIGAP)

Medicare Supplement Insurance (Medigap) policies sold by private 
companies, can help pay some of the remaining health care costs for 
covered services and supplies, like copayments, coinsurance, and 
deductibles. 

Some Medigap policies also offer coverage for services that Original 
Medicare doesn’t cover, like medical care when you travel outside the U.S. 

Generally, Medigap doesn’t cover long-term care (like care in a nursing 
home), vision or dental care, hearing aids, eyeglasses, or private-duty 
nursing.
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MEDIGAP ELIGIBILITY 

 You must have Part A and Part B before you can buy Medicare Supplement Insurance (Medigap),.

 A Medigap policy only covers one person if you are married your spouse must buy separate coverage

 You should compare Medigap policies as the costs can vary between policies for the same coverage and may 
go up as a person gets older. Some states limit Medigap premium costs. 

 Some states, you may be able to buy another type of Medigap policy called Medicare SELECT. If you buy 
Medicare SELECT, you have rights to change your mind within 12 months and switch to standard Medigap. 

 Note: Medigap plans sold to people who are newly eligible for Medicare aren’t allowed to cover the Part B 
deductible. Because of this, Plans C and F aren’t available to people newly eligible for Medicare on or after 
January 1, 2020. If you already have or were covered by Plan C or F (or the Plan F high deductible version) 
before January 1, 2020, you can keep your plan.

 If you were eligible for Medicare before January 1, 2020, but not yet enrolled, you may be able to buy one of 
these plans that cover the Part B deductible.
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MEDIGAP PLANS

Medigap plans must follow federal and state laws, and they must be 
clearly identified as “Medicare Supplement Insurance.” 

 Insurance companies can sell you only a “standardized” plan, identified in 
most states as plans A – D, F, G, and K – N. 

All plans offer the same basic benefits, but some offer additional benefits 
so you can choose which one meets your needs. 

 In Massachusetts, Minnesota, and Wisconsin, Medigap plans are 
standardized in a different way.
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MEDIGAP PLANS AS PROVIDED BY MEDICARE.GOV

Benefits A B C D F* G* K L M N

Medicare Part A
coinsurance and
hospital costs (up
to an additional 365 
days after Medicare 
benefits are used) 

100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Medicare Part B
coinsurance or
copayment

100% 100% 100% 100% 100% 100% 50% 75% 100% 100%***

Blood (first 3 pints) 100% 100% 100% 100% 100% 100% 50% 75% 100% 100%

Part A hospice care 
coinsurance or 
copayment 

100% 100% 100% 100% 100% 100% 50% 75% 100% 100%

Skilled nursing
facility care
coinsurance

100% 100% 100% 100% 50% 75% 100% 100%

Part A deductible 100% 100% 100% 100% 50% 75% 50% 100%

Part B deductible 100% 100%

Part B excess 
charges

100% 100%

Foreign travel
emergency (up to
plan limits) 

80% 80% 80% 80% 80% 80%
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MEDIGAP PLANS CONTIUNED

 Out-of-pocket limit in 2020** $5,880 $2,940 

 * Plans F and G also offer a high-deductible plan in some states. With this option, you must pay for 
Medicare-covered costs (coinsurance, copayments, and deductibles) up to the deductible amount of 
$2,340 in 2020 before your policy pays anything. (You can’t buy Plans C and F if you were newly 
eligible for Medicare on or after January 1, 2020. See previous page for more information.) 

 ** For Plans K and L, after you meet your out-of-pocket yearly limit and your yearly Part B 
deductible ($198 in 2020), the Medigap plan pays 100% of covered services for the rest of the 
calendar year. 

 *** Plan N pays 100% of the Part B coinsurance. You must pay a copayment of up to $20 for some 
office visits and up to a $50 copayment for emergency room visits that don’t result in an inpatient 
admission. 
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MEDICARE PART D

 Medicare drug coverage helps pay for prescription drugs

 Medicare drug coverage is optional and is offered to everyone with Medicare. If you decide not to 
get it when you’re first eligible, and you don’t have other creditable prescription drug coverage (like 
drug coverage from an employer or union) or get Extra Help, you’ll likely pay a late enrollment 
penalty if you join a plan later. Generally, you’ll pay this penalty for as long as you have Medicare 
drug coverage

 To get Medicare drug coverage, you must join a Medicare-approved plan that offers drug coverage. 
Each plan can vary in cost and specific drugs covered. 

 There are two ways to get Medicare drug coverage: 

 Medicare drug plans. These plans add drug coverage to Original Medicare, some Medicare Cost Plans, 
some Private Fee-for-Service plans, and Medical Savings Account plans. You must have Part A and/or Part B 
to join a separate Medicare drug plan. 

 Medicare Advantage Plans or other Medicare health plans with drug coverage. You get all of your Part A, 
Part B, and drug coverage, through these plans. To joint a Medicare Advantage Plan you must have Part A 
and Part B to join

 Some of these plans don’t offer drug coverage. 
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MEDICARE PART D (GOODBYE DOUGHNUT 
HOLE)

 When Part D was first implemented in 2006, enrollees generally were responsible for 100% cost sharing in the 
coverage gap. The ACA gradually reduced enrollee cost sharing in the coverage gap from 2011 through 2019. For 
plan year 2020, the Part D coverage gap is closed, meaning that enrollees are now responsible for 25% of the costs 
for brand-name and generic drugs in the coverage gap (the same as during the initial coverage period) 

 The ACA eliminated the coverage gap by

1. phasing in larger Medicare subsidies and 

2. requiring pharmaceutical manufacturers to provide a discount on brand-name drugs purchased by enrollees who reached 
the coverage gap.

 In 2020, manufacturers pay a 70% discount, and Medicare pays an additional 5% of the cost of brand-name drugs 
dispensed during the coverage gap. For generic drugs, Medicare pays 75% of the cost of drugs dispensed during the 
coverage gap. As noted above, enrollees pay the remaining 25% under the standard benefit. 

 The ACA also changed the formula for calculating the catastrophic threshold from 2014 through 2019. This temporary 
formula change had the effect of limiting annual increases in the catastrophic threshold, thereby making the 
doughnut hole smaller than it otherwise would have been in those years. The ACA required CMS to calculate the 
catastrophic threshold for 2020 as though the original formula had been in place since 2014. Therefore, the increase 
in the catastrophic threshold from 2019 to 2020 was much larger than in prior years—from $5,100 in 2019 to $6,350 
in 2020.92 
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MORE PART D

 Medicare beneficiaries will see a Part D deductible up to $445 in 2021, followed by an Initial 
Coverage Period in which they will be responsible for 25% of costs up until they reach the threshold 
of $4,130 spent on prescription medications.

 The Part D coverage gap (or “donut hole”) officially closed in 2020, but that doesn’t mean people 
with Medicare won’t pay anything once they pass the Initial Coverage Period spending threshold. As 
this chart illustrates, total out-of-pocket costs will need to reach $6,550 before a beneficiary reaches 
the Catastrophic Benefit Period

 The law phased out the Medicare coverage gap, often called the “doughnut hole” by gradually 
reducing the share of total drug costs paid by Part D enrollees in the coverage gap. About 46 million 
Medicare beneficiaries are enrolled in Part D drug plans.
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HOSPICE CARE 

 The Medicare hospice benefit covers services designed to provide palliative care and management 
of a terminal illness; the benefit includes drugs and medical and support services. These services 
are provided to Medicare beneficiaries with a life expectancy of six months or less for two 90-day 
periods, followed by an unlimited number of 60-day periods. The individual’s attending physician 
and the hospice physician must certify the need for the first benefit period, but only the hospice 
physician needs to recertify for subsequent periods. 

 Hospice care is provided in lieu of most other Medicare services related to the curative treatment of 
the terminal illness. Beneficiaries electing hospice care from a hospice program may receive 
curative services for illnesses or injuries unrelated to their terminal illness, and they may disenroll 
from the hospice at any time. Nominal cost sharing is required for drugs and respite care. 
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LOW-INCOME SUBSIDIES
 The Medicare Low-Income Subsidy (LIS), also called Extra Help, offers significant Part D savings. LIS beneficiaries also 

experience a simplified program design and have the right to change plans at any time. Enrollment in the LIS is automatic for
Medicare beneficiaries who receive Supplemental Security Income (SSI) payments or Medicaid benefits, including those who 
are only in Medicare Saving Programs (QMB, SLMB and QI). 

 These low-income subsidies (LIS) are provided for those enrollees who qualify for both Medicare and Medicaid (a/k/a dual 
eligibles) and others with incomes up to 135% of the federal poverty level (FPL). Additionally, certain persons whose incomes 
are between 135% and 150% of the FPL also may receive assistance for some portion of their premium and cost-sharing 
charges.

 If the recipient has Medicaid with a share of cost, they need only to meet their share of cost once and they have they get LIS 
for the rest of the year. If they meet their share of cost in July or later, they qualify for the LIS for the rest of the year and all of 
the following year. Others can apply to the Social Security Administration based on their income and resources

 With the full LIS benefit, “benchmark” plans (those with a premium below a threshold set by CMS each year) are available to 
LIS enrollees without premiums. LIS co-pays range from $0 to $8.25 with no deductibles, no donut hole, and no catastrophic 
coverage co-pays. Instead of five tiers, full LIS beneficiaries only face two co-payment tiers. Those with partial LIS (between 
135% and 150% FPL) pay partial premiums, can be charged a limited deductible, and have higher, though still modest, co-
pays. All LIS beneficiaries can change plans at any time.

 Overpayment Tip: Sometimes low-income Medicare beneficiaries receive notices of overpayment of Social Security benefits 
with a requirement for repayment. Whether or not they decide to contest the claimed overpayment and/or seek a waiver, 
Medicare Part D Low Income Subsidy (LIS) beneficiaries can request that the overpayment recovery rate be limited to 
$10/month.

 LIS recipients simply need to make the request. They are not required to make any additional showing of financial hardship. 
SSA does not typically advice the recipients of this option.
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AUTO-ENROLLMENT

 To ensure that people with LIS get the Part D benefit, CMS auto-enrolls them into a “benchmark” PDP if they do not 
choose a plan themselves.

 Auto-enrollment is random and does not take into account a beneficiary’s prescription drug needs. CMS attempts to 
auto-enroll LIS beneficiaries on their first day of eligibility. If this does not happen, a point of sale enrollment process 
can be used at the pharmacy. The individual is enrolled for two months in LI-NET, a plan with an open formulary and 
no utilization management or pharmacy restrictions. 

 In many cases, LI-NET enrollment can be completed right at the pharmacy so the beneficiary can leave with the 
needed prescription. LINET enrollment lasts for two months after which the individual is auto-enrolled in a benchmark 
plan. 

 In other cases, individuals are already in a Part D plan and then become eligible for the LIS. If the plan records do 
not correctly show LIS status, another point of sale procedure, called Best Available Evidence (BAE) can be used. 
With evidence of LIS status, such as a Medicaid card, the pharmacy should be able to contact the plan and get an 
on-the-spot reduction in the co-payment amount. 

 If the plan member has difficulty producing BAE, plans have an affirmative obligation to take steps to help confirm 
LIS status.
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MEDICARE SAVINGS PROGRAMS(MSP)
 There are four different Medicare Savings Programs that exist to help bridge the gap between what 

Medicare pays for and what low-income Medicare beneficiaries can afford. 

 While MSPs help Medicare beneficiaries, they are actually a part of the Medicaid program. Because 
they are administered by Medicaid, they are administered at the state level. The different programs are:

 There are four kinds of savings programs and each one is tailored to a different set of circumstances:

 Qualified Medicare Beneficiary, or QMB, pays most of your out-of-pocket costs, including deductibles, copays, and premiums 
for Part B, and the premium for Part A, if you have one. If you qualify for the QMB Medicare program you are also automatically 
eligible for the Extra Help program for prescriptions. When you have QMB Medicare providers aren’t allowed to bill you for 
services and items Medicare covers, including deductibles, coinsurance, and copayments. If you’ve already made payments on 
a bill for services and items Medicare covers, you have the right to a refund. If you’re enrolled in a Medicare Advantage Plan, 
you should also contact the plan to ask them to stop the charges. 

 Specified Low-Income Medicare Beneficiary, or SLMB, pays your Part B premium. It also automatically qualifies you for 
Extra Help.

 Qualified Individual, also known as QI or ALMB, offers the same benefits as the SLMB Medicare program, but you can 
qualify for benefits with a higher income.

 Qualified Disabled and Working Individual, or QDWI pays the monthly Part A premium for a qualified individual with a 
disability or another individual who is working and ineligible for free Part A coverage
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INCOME & RESOURCE LIMITS

 The income limits to qualify for MSP benefits in 2020 are:

QMB — less than $1,061 in monthly income, or $1,430 for a couple.

SLMB — less than $1,269, or $1,711 for a couple

QI — less than $1,426 for an individual or $1,923 for a couple.

QDWI — less than $4,249 for an individual or $5,722 for a couple.

 Resource Limits:
QMB, SLMB, and QI, you cannot have more than $7,730 in assets ($11,600 for a couple).
QDWI, your assets must be less than $4,000 for an individual ($6,000 for a couple).

 Because these programs are administered at the state level, different states may calculate 
income, assets, and eligibility somewhat differently.

 In addition to income and resource limits, QDWI individuals have other eligibility restrictions. 
QDWI individuals must be under 65 and disabled and not on Medicaid. Because they are 
returning to work, they no longer qualify for free Medicare Part A . 
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MEDICARE SAVINGS PROGRAMS (MSP) 

 State Medicaid offices are responsible for determining eligibility for the MSPs. For Part D, the Social 
Security Administration is responsible for processing eligibility for the Low-Income Subsidy (LIS) or 
“extra help.” 

 While the programs help individuals pay for Medicare, they are administered and funded by the 
Medicaid program and eligibility and nomenclature may vary slightly state-to-state.

 Enrollment into three of the Medicare Savings Programs (QMB, SLMB, and QI) also qualifies the 
individual for “Extra Help,” or the “Low-Income Subsidy” to help pay for Medicare Part D’s 
prescription drug costs
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STATE-SPECIFIC NAMES FOR MSPS

 Alaska: QI is called SLMB Plus
 Connecticut: QI is called ALMB
 Maryland: QI is called SLMB II
 North Carolina: QMB, SLMB, and QI are called MQB, MQB-B, and MBQ-E respectively
 Nebraska: Federal QMB is replaced with full Medicaid. SLMB and QI are referred to as 

QMB
 New Hampshire: QI is called SLMB-135
 Oregon: SLMB and QI are called SMB and SMF respectively
 Wisconsin: QI is called SLMB Plus
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EXTRA HELP

 Extra Help is a program to help people with limited income and resources pay Medicare drug costs. 

 The Low-Income Subsidy (LIS or “Extra Help”) significantly lowers costs for people with modest 
income and offers more enrollment flexibility. Those with Medicaid and Supplemental Security 
Income (SSI) are automatically enrolled. Others apply through the Social Security Administration.

 To qualify for Extra Help your yearly income and resources must be below: 

 Single person less than $19,140 less than $13,110 Married person living with a spouse and no other 
dependents less than $25,860 less than $26,160

 You may qualify even if you have a higher income (like if you still work, live in Alaska or Hawaii, or have 
dependents living with you). If you qualify for Extra Help and join a Medicare drug plan or Medicare 
Advantage Plan with drug coverage, you’ll get help paying your drug coverage costs and have no late 
enrollment penalty. 

 Note: Extra Help isn’t available in Puerto Rico, the U.S. Virgin Islands, Guam, the Northern Mariana Islands, 
or American Samoa.
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EXTRA HELP QUALIFICATION

 You automatically qualify for Extra Help if you have Medicare and meet any of these conditions: 

 You have full Medicaid coverage. 

 You get help from your state Medicaid program paying your Part B premiums (in a Medicare Savings Program). 

 You get Supplemental Security Income (SSI) benefits. Medicare will mail you a purple letter to let you know you 
automatically qualify for Extra Help. Keep this for your records. You don’t need to apply for Extra Help if you get 
this letter. 

 If you don’t already have Medicare drug coverage, you must get it to use this Extra Help. 

 If you don’t have drug coverage, Medicare may enroll you in a Medicare drug plan so that you’ll be able to use 
the Extra Help. If Medicare enrolls you in a plan, you’ll get a yellow or green letter letting you know when your 
coverage begins. Different plans cover different drugs. 

 If you have Medicaid and live-in certain institutions (like a nursing home) or get home- and community-based 
services, you pay nothing for your covered drugs. 
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ISSUES WITH DUEL ELIGIBILITY 
 One of the most common issues facing dual eligibles in accessing healthcare is the coordination of 

benefits between Medicare and Medicaid. 

 Generally, Medicaid only pays a provider after all other insurance programs have reimbursed, 
meaning, Medicaid is the payer of last resort.

 If you are seeking to find a particular service for a dual eligible individual, they should first look to see 
whether Medicare offers any coverage, and if so, Medicare rules will govern that particular service. 
This is still the case even if Medicaid offers coverage for the same service, as Medicaid is the payer of 
last resort.

 In another coordination challenge, Medicare and Medicaid may offer some coverage, but Medicaid’s 
coverage is superior in scope. This frequently happens with Durable Medical Equipment 
(DME).Medicare typically does not review claims until after the DME has been delivered, and since 
Medicaid is the payer of last report, dual eligibles needing DME can find themselves stuck between the 
two program’s rules.

 Sometimes dual eligibles are improperly charged for covered services. Dual eligibles who qualify for 
the Qualified Medicare Beneficiary (QMB) program, are protected from paying for premiums, 
deductibles, and co-payments for Medicare covered services. However, Medicare providers 
sometimes attempt to recoup this cost-sharing from QMB dual eligible.
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ISSUES WITH DUEL ELIGIBILITY 
 Medicare providers willing to accept Medicaid are required by Federal law to accept dual eligible 

patients. 

 However, dual eligibles often report that Medicare providers are not willing to see them. This is 
because Medicare generally pays only 80 percent of the Medicare rate for a covered service, and for 
dual eligibles, the remaining 20 percent cost-sharing is the responsibility of the state Medicaid agency. 

 However, the “lesser-of” policy allows states to pay only in circumstances when the Medicaid rate for 
the service is equal to or greater than Medicare’s, which is rarely the case. As a result, many providers 
do not collect the 20 percent cost-sharing. 

 Some Medicare providers, knowing that they will be reimbursed less for treating dual eligibles
compared to other Medicare beneficiaries, refuse to treat them upon learning of their Medicaid 
coverage, or tell them that they are responsible for the 20 percent cost-sharing, a problem known as 
“improper billing.” 

 Although original Medicare providers can refuse to treat a dual eligible based on their Medicaid status, 
advocates working with dual eligibles should investigate whether a provider’s refusal violates state 
laws, which may prohibit medical providers from stopping treatment mid-course. Furthermore, refusing 
to see a Medicare beneficiary because of their source of payment including Medicaid is forbidden in 
the Medicare Advantage context (See Medicare Managed Care Manual, Ch. 4, Sec. 10.5.2.)
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WHO TO CALL? 
WHICH AGENCY HANDLES WHICH PROCESS? 

 The SSA determines eligibility for Social Security benefits, which include Social Security retirement, disability, and 
survivor benefits, as well as SSI benefits based on disability or age.

 SSA also determines eligibility for Medicare Part A and Part B and processes enrollments. SSA sets up deductions of 
Part B (and when applicable, Part A) premiums from an individual’s monthly Social Security benefit; makes 
determinations of Part A and Part B late enrollment penalties; and collects Part A or Part B premium arrearages.

 If a state is paying Medicare premiums for Medicaid enrollees (in a process called “buy-in”), SSA collects those 
premiums directly from the state. SSA also determines eligibility for the Medicare Part D Low Income Subsidy (LIS or 
“Extra Help”).

 The Centers for Medicare and Medicaid Services (CMS) is responsible for enrollment in Medicare Advantage (MA) 
plans and Prescription Drug Plans (PDPs).

 CMS also assigns LIS beneficiaries to Part D plans if they do not pick their own plans. CMS collects Part A and Part 
B premiums from individuals whose Part B and/or Part A premiums are not taken automatically from their benefit. MA 
plans and PDPs are responsible for collecting plan premiums. Plans with CMS concurrence are responsible for 
determining and collecting Part D late enrollment penalties
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MEDICAID

 Medicaid is a joint federal and state program that helps pay health care costs if you have limited 
income and resources and meet other requirements. 

 If you have Medicare and full Medicaid coverage, most of your health care costs are covered. You can 
get your Medicare coverage through Original Medicare or a Medicare Advantage Plan. 

 If you have Medicare and full Medicaid coverage, Medicare covers your prescription drugs. You 
automatically qualify for Extra Help paying your Medicare drug costs

 Medicaid may still cover some drugs that Medicare doesn’t cover. 

 People with Medicaid may get coverage for services that Medicare doesn’t cover or only partially 
covers, like nursing home care, personal care, transportation to medical services, home- and 
community-based services, and dental, vision, and hearing services.

 Medicaid programs vary from state to state. They may also have different names, like “Medical 
Assistance” or “Medi-Cal.” 

 Until ACA Medicaid was one of the main sources of insurance for people with pre-existing conditions.

 Each state has different income and resource requirements. 
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MEDICAID SERVICES: MANDATORY AND 
OPTIONAL

 Mandatory services include:

 Hospital services & Nursing homes;

 Physician Services, nurse practitioners;

 X-rays, clinics, lab services;

 Free standing birth centers;

 Tobacco cessation for pregnant women.

 Optional services include:

 Prescription Drugs;

 Dental;

 Case Management;

 Rehabilitation (both physical and psychosocial);

 Personal Care.

 Other considerations:

 Other sources of health care do NOT impact Medicaid eligibility:

 if a person has other coverage (such as Medicare or private insurance), Medicaid only pays for services not provided through 
the other coverage;

 •Medicaid often assists with copays/premiums associated with other coverage.
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MEDICAID PROTECTIONS

 Once a person comes into Medicaid, they have access to all of the services that the state covers 
and are medically necessary

 Services must be statewide, comparable, delivered with reasonable promptness, and allow 
individuals to choose providers; and

 States can define the “amount, duration and scope” of services to reasonably achieve their purpose
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MANAGED CARE AND FEE FOR SERVICE

 Medicaid operates as a vendor payment program. States may pay health care providers directly on a fee for-service 
basis, or States may pay for Medicaid services through various prepayment arrangements, such as health 
maintenance organizations (HMOs). Within federally imposed upper limits and specific 29 restrictions, each State 
for the most part has broad discretion in determining the payment methodology and payment rate for services. 
Generally, payment rates must be sufficient to enlist enough providers so that covered services are available at 
least to the extent that comparable care and services are available to the general population within that geographic 
area. Providers participating in Medicaid must accept Medicaid payment rates as payment in full

 Medicaid is the growth in managed care as an alternative service delivery concept different from the traditional fee-
for-service system. Under managed care systems, HMOs, prepaid health plans (PHPs), or comparable entities 
agree to provide a specific set of services to Medicaid enrollees, usually in return for a predetermined periodic 
payment per enrollee. Managed care programs seek to enhance access to quality care in a cost-effective manner. 
Waivers may provide the States with greater flexibility in the design and implementation of their Medicaid managed 
care programs. Waiver authority under sections 1915(b) and 1115 of the Social Security Act is an important part of 
the Medicaid program. Section 1915(b) waivers allow States to develop innovative health care delivery or 
reimbursement systems. Section 1115 waivers allow statewide health care reform experimental demonstrations to 
cover uninsured populations and to test new delivery systems without increasing costs. You will here about this in 
greater detail by our next speakers.
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AND THEN THERE WAS ACA

 In 2010, as part of a broader health coverage initiative, the Affordable Care Act (ACA) expanded 
Medicaid to nonelderly adults with income up to 138% FPL ($17,236 for an individual in 2019) with 
enhanced federal matching funds.

 Prior to the ACA, individuals had to be categorically eligible and meet income standards to qualify 
for Medicaid leaving most low-income adults without coverage options as income eligibility for 
parents was well below the federal poverty level in most states and federal law excluded adults 
without dependent children from the program no matter how poor. 

 The ACA changes effectively eliminated categorical eligibility and allowed adults without dependent 
children to be covered; however, as a result of a 2012 Supreme Court ruling, the ACA Medicaid 
expansion is effectively optional for states.

 Under the ACA, all states were required to modernize and streamline Medicaid eligibility and 
enrollment processes. Expansions of Medicaid have resulted in historic reductions in the share of 
children without coverage and, in the states adopting the ACA Medicaid expansion, sharp declines 
in the share of adults without coverage. Many Medicaid adults are working, but few have access to 
employer coverage and prior to the ACA had no options for affordable coverage.
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ACA EXPANDED ELIGIBILITY

 Prior to 2014, Medicaid did not offer health care services for all poor persons. To qualify for the 
program, an individual needed not only to have low income but also to meet one of several eligibility 
criteria, such as being a child, a parent or caretaker adult of an eligible child, a disabled child or 
adult, or an aged adult. Other criteria also applied; for example, in many cases eligibility might have 
depended on an “asset test,” which measured a person’s assets against certain threshold levels. In 
2014 and later, the Affordable Care Act expands eligibility to all individuals under the age of 65 in 
households with income up to 138 percent of the FPL

 However, due to a 2012 Supreme Court ruling that made the eligibility expansion effectively optional 
for each State’s Medicaid program, some States have chosen not to implement it, but many have 
elected to do so.

51



BENEFITS WHICH CAN BE PROVIDED UNDER 
MEDICAID 

 Institutionalized individuals, and individuals in home and community-based waiver programs, who are eligible 
under a “special income level.” (The amount is set by each State—up to 300 percent of the SSI Federal benefit 
rate.) 

 Individuals who would be eligible if institutionalized, but who are receiving care under home and community-based 
services (HCBS) waivers.

 Certain aged, blind, or disabled adults who have incomes above those requiring mandatory coverage, but below 
the FPL. 

 Aged, blind, or disabled recipients of State supplementary income payments. 

 Certain working-and-disabled persons with family income less than 250 percent of the FPL who would qualify for 
SSI if they did not work. 

 Tuberculosis-infected persons who would be financially eligible for Medicaid at the SSI income level if they were in 
a Medicaid-covered category. (Coverage is limited to tuberculosis-related ambulatory services and tuberculosis 
drugs.)

 Certain uninsured or low-income women who are screened for breast or cervical cancer through a program 
administered by the Centers for Disease Control and Prevention. The Breast and Cervical Cancer Prevention and 
Treatment Act of 2000 (Public Law 106-354) provides these women with medical assistance and follow-up 
diagnostic services through Medicaid. 

 “Optional targeted low-income children” included in the CHIP (formerly SCHIP) program established by the BBA.

 “Medically needy” persons 
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FEDERAL REQUIREMENTS AND STATE OPTIONS

 Subject to financial eligibility, federal law requires that a state offer Medicaid coverage to families 
with minor children, persons with disabilities, older persons (age 65 and older), and persons in other 
specified groups. 

 State Medicaid law also gives states the option to include other populations most prominently, the 
“Medicaid expansion population” of persons from age 18 to 64 who were given an eligibility pathway 
through 2010’s Affordable Care Act and the optional group  “medically needy”.

 The medically needy (MN) option allows States to extend Medicaid eligibility to additional persons. 
These persons would be eligible for Medicaid under one of the mandatory or optional groups, 
except that their income and/or resources are above the eligibility level set by their State for those 
groups. Persons may qualify immediately or may “spend down” by incurring medical expenses that 
reduce their income to or below their State’s MN income level.
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CATEGORICALLY NEEDY ELIGIBILITY GROUPS
 States generally have broad discretion in determining which groups their Medicaid programs will cover and 

the financial criteria for Medicaid eligibility. 

 To be eligible for Federal funds, however, States are required to provide Medicaid coverage for certain 
individuals who receive federally assisted income-maintenance payments, as well as for related groups not 
receiving cash payments. In addition to their Medicaid programs, most States have additional “State-only” 
programs to provide medical assistance for specified poor persons who do not qualify for Medicaid. Federal 
funds are not provided for State-only programs.

 The following are the mandatory Medicaid “categorically needy” eligibility groups for which Federal 
matching funds are provided:

 Limited-income families with children

 Children under age 6 whose family income is at or below 133 percent of the FPL.

 Pregnant women whose family income is below 133 percent of the FPL. (Services to these women are limited to 
those related to pregnancy, complications of pregnancy, delivery, and postpartum care.) 

 Infants born to Medicaid-eligible women, for the first year of life with certain restrictions. 

 Supplemental Security Income (SSI) recipients in most States (or aged, blind, and disabled individuals in States 
using more restrictive Medicaid eligibility requirements that pre-date SSI). 

 Recipients of adoption or foster care assistance under Title IV-E of the Social Security Act.

 Special protected groups (typically individuals who lose their cash assistance under Title IV-A or SSI due to 
earnings from work or from increased Social Security benefits, but who may keep Medicaid for a period of time). 

 All children under age 19, in families with incomes at or below the FPL

 Certain Medicare beneficiaries 
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OPTIONAL STATE CATEGORIES 

 States also have the option of providing Medicaid coverage for other “categorically 
related” groups. These optional groups share characteristics of the mandatory groups 
(that is, they fall within defined categories), but the eligibility criteria are somewhat more 
liberally defined. 

 The broadest optional groups for which States can receive Federal matching funds for 
coverage under the Medicaid program include the following:

 Infants up to age 1 and pregnant women not covered under the mandatory rules 
whose family income is no more than 185 percent of the FPL. (The percentage amount 
is set by each State.) 

 Children under age 21 who meet criteria more liberal than the AFDC income and 
resources requirements that were in effect in their State on July 16, 1996.
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MEDICAID WAIVERS 

 Allow the state to “waive” certain Medicaid requirements, including state-wideness, freedom of 
choice, and comparability; 

 Not an “entitlement” so they can have enrollment limits or waiting lists; 

 Cost-neutrality requirements; 

 Most common include: –

 1115: Waiver of variety of Medicaid policies for “research and evaluation”. 1115 Waivers provide broad 
flexibility: they can expand coverage to “non-categorical” groups; implement managed care; and test new 
service-delivery methods.  

 1915(b): Waiver of “freedom of choice”  1915(b) Waivers can limit which providers individuals can utilize, and
allows states to enroll people in managed care.  

 1915(c): Waiver of comparability allows states to target diagnoses, and option to waive state 
wideness.1915(c) Waivers: Provide Home and Community-Based Services (HCBS), including: Habilitation;  
Transportation; Personal Care. It also allows states to create a robust service package for individuals with an 
institutional level of care
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OPTIONAL STATE PLANS

 States have numerous options for funding Medicaid home and community-based services, including 
new and expanded options under the Affordable Care Act. State implementation of the new and 
expanded HCBS options under the ACA (i.e., Money Follows the Person Demonstration, the 
Balancing Incentive Program, the Section 1915(i) HCBS state plan option, and the Section 1915(k) 
Community First Choice state plan option), some of which provide enhanced federal funding

 Self-direction of personal care services is available to states under the Section 1915(j) option, which 
allows states to offer self-direction provided that states offer personal care services as an optional 
state plan benefit or through a Section 1915(c) waiver. 42 U.S.C. § 1396n(j)(4)(A); 42 C.F.R. §
441.452(a). 

 States also must offer beneficiaries the opportunity to self-direct services if they implement the 
Community First Choice option to provide attendant care services and supports. 
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STATES’ MEDICAID PLANS

 Title XIX allows considerable flexibility within the States’ Medicaid plans. However, some Federal 
requirements are mandatory if Federal matching funds are to be received.

 A State’s Medicaid program must offer medical assistance for certain basic services to most 
categorically needy populations. These services generally include the following:

 Inpatient hospital services, Outpatient hospital services, Pregnancy-related services, including prenatal care and 
60 days postpartum pregnancy-related services, Vaccines for children, Physician services. Nursing facility 
services for persons aged 21 or older, Family planning services and supplies, Rural health clinic services, Home 
health care for persons eligible for skilled nursing services. Laboratory and x-ray services, Pediatric and family 
nurse practitioner services, Nurse-midwife services. Federally qualified health-center (FQHC) services, and 
ambulatory services of an FQHC that would be available in other settings Early and periodic screening, 
diagnostic, and treatment (EPSDT) services for children under age 21. 

 States may also receive Federal matching funds to provide certain optional services. Following are 
some of the most common, currently approved optional Medicaid services: Diagnostic services. Clinic 
services. Intermediate care facility services. Prescribed drugs and prosthetic devices, Optometrist 
services and eyeglasses. Nursing facility services for children under age 21. Transportation services.  
Rehabilitation and physical therapy services. Hospice care. Home and community-based care to certain 
persons with chronic impairments. Targeted case management services.
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FEDERAL MATCHING

 In addition to covering the services required by federal Medicaid law, many states elect to cover 
optional services such as prescription drugs, physical therapy, eyeglasses, and dental care. 
Coverage for Medicaid expansion adults contains the ACA’s ten “essential health benefits” which 
include preventive services and expanded mental health and substance use treatment services.

 Medicaid is financed jointly by the federal government and states. The federal government matches 
state Medicaid spending. The federal match rate varies by state based on a federal formula and 
ranges from a minimum of 50% to nearly 75% in the poorest state. Under the ACA, the federal 
match rate for adults newly eligible was 100% for 2014-2016, phasing down gradually to 90% in 
2020 and thereafter (93% in 2019). The federal matching structure provides states with resources 
for coverage of their low-income residents and also permits state Medicaid programs to respond to 
demographic and economic shifts, changing coverage needs, technological innovations, public 
health emergencies such as the opioid addiction crisis, and disasters and other events beyond 
states’ control. The guaranteed availability of federal Medicaid matching funds eases budgetary 
pressures on states during recessionary periods when enrollment rises. Federal matching rates do 
not automatically adjust to economic shifts but Congress has twice raised them temporarily during 
downturns to strengthen support for states.
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ACA EFFECT ON MEDICARE & MEDICAID

 The Affordable Care Act (ACA) included a number of provisions that affect people with Medicare 
and Medicaid. Under health care reform, people with Medicare now have little to no costs for many 
preventive services. Some of these services include:

 An Annual Wellness Visit

 Cancer screening tests such as mammograms and colonoscopies

 A Welcome to Medicare physical

 The Affordable Care Act (ACA) improved Medicare benefits, slowed Medicare spending, and improved 
the quality and delivery of care by

 Reducing prescription drug prices for Medicare beneficiaries and gradually closing the Donut Hole coverage gap.

 Adding many no-cost Medicare preventive benefits.

 Extending Medicare Trust Fund solvency by approximately 11 years
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ACA AND SPOUSAL IMPOVERISHMENT 

 The CARES Act also revises additional changes for Medicaid programs. Specifically, the CARES 
Act extended Medicaid demonstration programs, including the Medicaid Money Follows the Person 
demonstration project and the Medicaid Community Mental Health Services demonstration. In both 
cases, the extension is through the end of November 2020. Section 3812 of the CARES Act 
similarly extends the Medicaid spousal impoverishment protections program through the end of 
November 2020 now December 11 2020

 Spousal impoverishment rules were strictly for non-applicant spouses of nursing home Medicaid 
applicants, in January of 2014, Section 2404 of the Affordable Care Act extended these rules to 
married couples with one spouse applying for home and community based services (HCBS) 
Medicaid waivers. Originally set to expire in December of 2018, Congress has extended this rule 
several times, which now is set to expire on Nov. 30, 2020
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SOME ADDITIONAL BENEFITS OF ACA

 ACA expanded Medicaid eligibility to childless adults and raised eligibility to 138% FPL, and 
eliminated asset tests (except for elderly and disability categories) 

 ACA also changed how income is counted moving to modified adjusted gross income (MAGI) 

 The Supreme Court ruled the eligibility expansion could be at state option 

 ACA simplified the eligibility process by

 Electronic verification of income

 No wrong door 

 Integration with state exchanges
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SOME ADDITIONAL BENEFITS OF ACA

 The ACA included nationwide insurance regulations to improve access to coverage for those who 
may have been previously denied coverage and set new requirements for benefits and cost sharing 
in ACA plans.

 Prior to the ACA, in many states, premiums in the non-group market could vary by age or health 
status, and people with health problems or at risk for health problems could be charged high rates, 
offered only limited coverage, or denied coverage altogether. 

 The ACA included new rules for insurers prevent them from denying coverage to people for any 
reason, including their health status, and from charging people who are sick more (though insurers 
can, within limits, still charge older people more for coverage). 

 In addition, the ACA established a minimum “essential health benefits” package for marketplace 
plans
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LOSS OF ACA

 The expansion of Medicaid was a central component of the ACA, and 39 states have now adopted 
the ACA expansion into their Medicaid programs. 

 As you know ACA has been under attack since its inception. If the ACA is overturned, individuals  
will lose their federal entitlement to coverage and states cannot claim 90% federal matching dollars 
for their Medicaid costs. 

 According to the Congressional Budget Office, the federal government is expected to pay $82 billion 
in FY 2020 for coverage for adults made eligible by the ACA. It is most likely that states would not 
continue to finance coverage for these individuals with the regular Medicaid match or with state only 
funds, and most would likely become uninsured.

 No protection for those with pre-existing conditions.

 Overturning the ACA also takes away the option for states that have not expanded to do so in the 
future. Most (25) of the 39 states that have adopted the expansion did so in 2014 when the 
expansion went into effect, but some states have expanded as recently as 2020.
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MEDICAID WAIVER PROGRAMS 
HOW MEDICAID CAN HELP WITH THE EVER-INCREASING COSTS OF 
ASSISTED LIVING AND IN-HOME CARE

65



GOVERNMENT BENEFITS

NEEDS-BASED
ENTITLEMENT 

BENEFITS

 SSI

 Medicaid

 SNAP

 HUD

 SSDI

 Childhood 

Disability

 Medicare
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MEDICAID

 Authorized under Title 19 of the Social Security Administration 42 U.S.C. 

 Several different types of Medicaid for a disabled individual:

1. Aged, Blind and Disabled

2. Long-Term Care Benefits

3. MAGI

4. Medicaid for the Working Disabled

5. Medicare Premium Assistance Programs

67



MAGI

 “Modified Adjusted Gross Income.”

 Solely income based.

 Generally servicing children, families and pregnant women.

 No asset test.

 Purpose is to help those with low incomes obtain health care.

 Individual’s income must be up to or less than $1,385/month.
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MEDICAID FOR THE 
WORKING DISABLED

 Medicaid for disabled individuals 16-64 to work and have income up to 
250% of the federal poverty level and countable resources up to $12,175 
(2019). 

 No improper transfer penalties for this category.
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MEDICARE PREMIUM 
ASSISTANCE PROGRAMS

 These programs assist with 
payment of Medicare cost-sharing 
amounts such as monthly 
premiums, co-insurance, and 
deductibles.

 Income based.
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SNAP

 “Supplemental Nutrition Assistance Program” (Food Stamps).

 Needs based-amount received is dependent on the individual’s income 
and assets.

 If receiving SSI, categorically eligible. 

 Resource limit $3,000 for an aged or disabled individual and $2,000 for all 
others.
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HOUSING ASSISTANCE

 No resource limit.

 Financial eligibility is based on income standards set by HUD.

 30% of household’s adjusted monthly income is required to be paid 
toward rent, housing program makes up the difference.
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WAIVER PROGRAMS

 Authorized by 42 USC 1396(n), Section 1915(c) of the Social Security Act.

 Just as LTC Medicaid can have some variations from State to State, so 
can the waiver programs.

 These programs exist to help supplement the cost of assisted living and 
in-home, unskilled care.

 Availability of these programs will be different from state to state.

73



WAIVER PROGRAMS

 State HCBS Waiver programs must:

 Demonstrate that providing waiver services won’t cost more than 
providing these services in an institution.

 Ensure the protection of people’s health and welfare.

 Provide adequate and reasonable provider standards to meet the needs of 
the target population.

 Ensure that services follow an individualized and person-centered plan of 
care.
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WAIVER PROGRAMS

 State HCBS Waiver programs can waive certain Medicaid program 
requirements:

 Statewideness,1902(a)(1): States can target areas that need the 
program the greatest

 Comparability of Services, 1902(a)(10)(B): Allows states to make the 
program available only to certain parts of the population ie elderly, 
disabled, etc.

 Income and Resource Rules, 1902 (a)(10)(C)(i)(III): Allows a more 
relaxed financial eligibility requirement.
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WAIVER PROGRAMS

 The basic requirements of LTC Medicaid must be met for the Waiver 
Programs as well as:

1. Residency.

2. Age or disabled.

3. Must meet the “medical need” or “level of care” assessment (an 
intermediate or skilled level of care).

4. Income eligibility.

5. Asset limit.
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2020 OHIO MEDICAID LONG-TERM CARE ELIGIBILITY

TYPE OF MEDICAID SINGLE
MARRIED 

(BOTH SPOUSES 
APPLYING)

MARRIED 
(ONE SPOUSE APPLYING)

Institutional / Nursing Home

• Income Limit -
$2,349/mo.

• Asset Limit - $2,000
• Level of Care Required –

Nursing Home

• Income Limit -
$3,375/mo.

• Asset Limit - $3,000
• Level of Care Required –

Nursing Home

• Income Limit -
$2,349/mo. for applicant

• Asset Limit - $2,000 for 
applicant & $128,640 for 
non-applicant

• Level of Care Required –
Nursing Home 

Medicaid Waivers / Home 
and Community-Based 
Services

• Income Limit -
$2,349/mo.

• Asset Limit - $2,000
• Level of Care Required –

Assistance with 2 ADLs

• Income Limit -
$3,375/mo.

• Asset Limit - $3,000
• Level of Care Required –

Assistance with 2 ADLs

• Income Limit -
$2,349/mo. for applicant

• Asset Limit - $2,000 for 
applicant & $128,640 for 
non-applicant

• Level of Care Required –
Assistance with 2 ADLs

Regular Medicaid / Aged, 
Blind and Disabled 
(insurance)

• Income Limit - $783/mo.
• Asset Limit - $2,000
• Level of Care Required –

None

• Income Limit -
$1,015/mo.

• Asset Limit - $3,000
• Level of Care Required –

None

• Income Limit - $783/mo.
• Asset Limit - $2,000
• Level of Care Required –

None

* American Council on Aging. Retrieved from https://www.medicaidplanningassistance.org/medicaid-eligibility-ohio.
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IN-HOME PROGRAMS

 In Ohio, our in-home program is called PASSPORT.

 The program provides state-wide home and community-based assistance 
as an alterative to nursing home care.

 In Ohio, it is run and funded by the Ohio Department of Aging and the 
Ohio Department of Medicaid.

 Typically, there is a pre-admission screening test and then upon approval, 
a personalized plan is created.
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IN-HOME PROGRAMS

 In Ohio, an individual’s coverage will begin on the latest of the following 
dates:

1. The process date or application for the services.

2. The date the individual meets all criteria for coverage of the waiver 
program.

3. The date the individual is authorized to receive the services.

79



IN-HOME PROGRAMS

 Practice tip:

 Evaluation is done here in Ohio by the Area Agency on Aging in 
Montgomery County—However, once they perform the evaluation, they 
will go ahead and apply.

 In practice, my paralegal calls AAA after we have applied

 Additionally, there can be snapshot issues for a married couple—
snapshot is taken until application is filed.  You must be careful about 
spending down funds before that application is filed (unless IS was 
previously out of the home more than 30 days).
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IN-HOME PROGRAMS

 Services can include:

 Adult day care
 Chore services

 Home modifications
 Emergency services
 Home medical 

equipment and supplies
 Homemaker services
 Nutrition counseling
 Personal care

 Social work counseling

 Transportation services
 Home-delivered meals
 Independent living 

assistant services
 Alternative meals

 Community transition 
services

 Out-of-home respite 
services

 Pest control
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IN-HOME PROGRAMS

 In Ohio, one difference is that the Medicaid recipient will be allowed to 
maintain $1,527 instead of the $50 as his/her personal needs allowance.  

 if we have a married couple, the MMNA for the CS is still calculated and 
they are allowed to retain income from the IS to pay both individual’s 
health insurance premiums.

 Consequently, depending on the income of the IS or an individual, there 
could be $0 patient liability for this service.
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ASSISTED LIVING WAIVER

 In Ohio, again this is run by the Ohio Department of Aging and Ohio 
Department of Medicaid

 Eligible individuals can receive services in a certified residential care 
facility.  Medicaid covers the cost of care, however and individual is 
required to use his/her resources to pay for the “room and board” at the 
assisted living facility (ALF).  

 In Ohio, that amount is currently $733/month—What happens if an 
individual’s income is below $733/month?
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ASSISTED LIVING WAIVER

 One of the obstacles in Ohio is that the ALFs are not required to “accept” 
Medicaid.  The ALF decides when and if it will accept Medicaid.

 The ALF itself decides how many rooms they want to obtain “certification” 
for in their facility and how long a resident will be required to “privately 
pay” before Medicaid can start contributing.

 This is important, because in order to be eligible, the ALF must sign off 
that the individual is in a Medicaid Certified room.
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ASSISTED LIVING WAIVER

 With regard to married couples, 
again snapshot would be date of 
application if there had not been 
a period of more than 30 days of 
uninterrupted absence from the 
home.
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DIFFERENCES IN 
LONG-TERM CARE MEDICAID
AN OVERVIEW OF HOW THE ELIGIBILITY STANDARDS FOR 
MEDICAID VARY BY STATE
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FEDERAL VS. STATE LAW

 The Medicaid program is federally funded but is state mandated.

 Each state has its own Medicaid State Plan that establishes specific rules 
that state.

 These rules should not be more restrictive than the federal rules; 
however, this is the not the case in many states.

 The result is a wide variance in state Medicaid regulations that affect how 
attorneys can appropriately plan for their clients. 
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MONTHLY MAINTENANCE 
NEEDS ALLOWANCE

 Standard Calculation

 Several states apply a standard Monthly Maintenance Needs Allowance 
(MMNA).

 If the community spouse’s income is below this amount, they’re entitled to a 
shift in income from the institutionalized spouse.

 Minimum/Maximum Calculation

 Most states apply a minimum maximum calculation to the MMNA. 

 The community spouse is always entitled to the minimum, but may be eligible 
for a larger shift depending on their shelter expenses, not to exceed the 
maximum.
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COMMUNITY SPOUSE 
RESOURCE ALLOWANCE

 Standard Calculation

 Several states apply a standard Community Spouse Resource Allowance (CSRA).

 The couple must spend down their assets if they have assets above this amount.

 Minimum/Maximum Calculation

 Most states apply a minimum maximum calculation to the CSRA. 

 The couple’s total assets as of the snapshot date are divided in half:

 If the resulting figure is less than the minimum, the community spouse keeps the minimum.

 If the resulting figure is between the minimum and maximum, they keep that figure.

 If the resulting figure is above the maximum, they keep the maximum only.
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QUALIFIED INCOME TRUSTS

 Approximately half of all states require a Qualified Income Trust if the 
Medicaid applicant’s income exceeds $2,349.

 The individual can still qualify for benefits but must take the extra steps of 
setting up an irrevocable, income-only trust.

 Income in excess of the cap must flow through the trust and be used to pay 
for allowable expenses such as:

 Income shift to the community spouse

 Medical expenses

 Personal Needs Allowance

 Medicaid co-pay
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HARD INCOME CAPS

 Beyond the QIT income cap, several states also enact a separate, hard 
income cap that will prevent Medicaid eligibility.

 The cap may be the Medicaid Reimbursement Rate of the facility, the 
state’s divestment penalty divisor, or another figure determined by the 
state Medicaid agency.

 Examples include Arizona, Colorado, Iowa, Montana, Oklahoma, Rhode Island, 
and West Virginia.

 Watch for these caps and be cautious when using income-producing 
spend-down tools like annuities and promissory notes.
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RETROACTIVE ELIGIBILITY

 In most states, Medicaid applicants can receive up to three months of 
retroactive coverage if they were otherwise eligible for benefits during that 
time.

 However, many states have recently applied or already received approval 
through a Section 1115 waiver to eliminate or reduce retroactive 
coverage.

 Examples include Arizona, Arkansas, Florida, Indiana, Iowa, Kentucky, and 
New Hampshire. 

 Unfortunately, this trend affects citizens who likely need Medicaid benefits 
the most.
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RETIREMENT ACCOUNTS

 Treatment of qualified funds varies greatly among states and can change 
or be challenged frequently.

 Most states consider retirement accounts belonging to either spouse 
countable assets.

 Some consider only retirement accounts of the community spouse 
exempt.

 A select few states consider all retirement accounts to be exempt.
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ADDITIONAL RESTRICTIONS

 In states where retirement accounts are considered exempt, they may 
only be exempt if the owner is taking their Required Minimum 
Distributions (RMDs).

 If the owner is not at RMD age, they may have to take regular distributions from 
the account.

 Additionally, each state may treat certain types of retirement accounts 
differently.

 For example, an employer-based 401(k) may be treated differently than an 
Individual Retirement Account (IRA).
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POOLED TRUSTS

 The viability of pooled trusts varies from state to state.

 Some states allow individuals to fund money into a pooled trust and 
qualify for benefits.

 The funds within the trust are managed by a third-party organization and 
the Medicaid recipient can access funds to pay for allowable expenses to 
supplement their care.

 However, several states penalize the funding of the trust if the person is 
over age 65.
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PROMISSORY NOTES

 The viability of promissory notes as a spend-down tool varies from state 
to state and is often contested.

 For example, Wisconsin outlawed promissory notes for Medicaid planning in 
2015 and reinstated their use in 2017.

 In states that may allow their use, a promissory note is a financial 
instrument in which the Medicaid applicant loans another party cash in 
exchange for an income stream.

 Understanding which provisions are necessary for the note to be 
“compliant” may vary by state.

96



ANNUITIES

 Annuities are widely used as spend-down tools in crisis Medicaid planning 
scenarios. 

 It is an insurance contract that converts assets into an income stream 
from an insurance company.

 Though no state explicitly outlaws their use, some states have taken an 
aggressive stance on the “actuarially sound” requirement.
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“ACTUARIALLY SOUND”

 A Medicaid Compliant Annuity must meet five requirements, including that the 
term of the annuity must be equal to or shorter than the owner’s Medicaid life 
expectancy.

 Washington and Oregon also place a floor on how short the annuity can be, 
which limits the situations in which it can be used.

 Washington requires the annuity be at least five years in length.

 Oregon requires the annuity be within 12 months of the life expectancy.

 Other recent legislative attacks on this requirement have been unsuccessful, 
include Maine’s Section 1115 Waiver proposal and Representative Markwayne 
Mullin’s (R-OK) proposed H.R. 181 bill, both in 2017.
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ESTATE RECOVERY

 Estate recovery is the ability of the state Medicaid agency to recover 
funds expended on behalf of the institutionalized person.

 States generally take two approaches:

 Probate Assets Only

 The state Medicaid agency can only recover funds from assets in the individual’s 
probate estate.

 Expanded Estate

 The state Medicaid agency can recover funds from assets beyond the traditional 
definition of the probate estate.

 The state Medicaid agency cannot recover if there is a community spouse 
or minor or disabled child.
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ESTATE RECOVERY 

 There are some assets that have 
estate recovery provisions beyond 
the probate/expanded estate 
definitions, including:

 Pooled trusts

 Medicaid Compliant Annuities

 Promissory Notes (remaining 
payments must go to the state)
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WHY ARE THESE 
DIFFERENCES SIGNIFICANT?

 It’s unlikely that one state will act alone in making significant changes 
from the federal rules.

 Attorneys should look to these differences in other states to understand 
the current Medicaid landscape and anticipate changes that may 
eventually affect their own state.

 Additionally, understanding these differences will help attorneys better 
communicate with clients and colleagues in other states who may be 
operating under a different set of regulations. 
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BEST PRACTICES
ROUND TABLE DISCUSSION WITH OUR PANELISTS
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QUESTIONS
THANK YOU FOR ATTENDING TODAY’S PRESENTATION!
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