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317:10-1-12. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 610
317:10-1-16. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 610
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Rules Affected Index – continued

317:30-3-2.1. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 622
317:30-3-4.1. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 624
317:30-3-5. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 611
317:30-3-17. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 613
317:30-3-19. . . . . . . . . [REVOKED] . . . . . . . . . . . . . . . . . . . . . . 617
317:30-3-19.1. . . . . . . . [REVOKED] . . . . . . . . . . . . . . . . . . . . . . 619
317:30-3-19.2. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 187
317:30-3-19.3. . . . . . . . [NEW] . . . . . . . . . . . . . . . . . . . . . . . . . . . 620
317:30-3-19.4. . . . . . . . [NEW] . . . . . . . . . . . . . . . . . . . . . . . . . . . 621
317:30-3-19.5. . . . . . . . [NEW] . . . . . . . . . . . . . . . . . . . . . . . . . . . 621
317:30-3-21. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 627
317:30-3-27. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 342
317:30-3-27. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 642
317:30-3-30. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 625
317:30-3-43. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 627
317:30-3-44. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 613
317:30-5-2. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 188
317:30-5-2. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 645
317:30-5-11. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 650
317:30-5-20. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 656
317:30-5-22. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 193
317:30-5-22. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 657
317:30-5-22.1. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 659
317:30-5-40. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 665
317:30-5-42.16. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 673
317:30-5-42.17. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 57
317:30-5-42.17. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 698
317:30-5-47. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 643
317:30-5-49. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 665
317:30-5-63. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 627
317:30-5-72.1. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 347
317:30-5-72.1. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 706
317:30-5-78. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 348
317:30-5-78. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 707
317:30-5-87. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 349
317:30-5-87. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 709
317:30-5-95.24. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 613
317:30-5-95.26. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 714
317:30-5-95.33. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 715
317:30-5-95.34. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 716
317:30-5-96.3. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 719
317:30-5-96.5. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 614
317:30-5-120. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 628
317:30-5-121. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 628
317:30-5-122. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 628
317:30-5-123. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 629
317:30-5-124. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 632
317:30-5-125. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 634
317:30-5-127. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 634
317:30-5-128. . . . . . . . [REVOKED] . . . . . . . . . . . . . . . . . . . . . . 634
317:30-5-129. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 635
317:30-5-131.2. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 635
317:30-5-132. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 638
317:30-5-133. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 639
317:30-5-133.1. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 639
317:30-5-136. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 343
317:30-5-136. . . . . . . . [NEW] . . . . . . . . . . . . . . . . . . . . . . . . . . . 667
317:30-5-226. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 194
317:30-5-226. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 659
317:30-5-229. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 194
317:30-5-229. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 659
317:30-5-241. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 650
317:30-5-241.1. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 54
317:30-5-241.1. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 650
317:30-5-241.2. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 661
317:30-5-241.6. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 653
317:30-5-260. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 666

317:30-5-281. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 670
317:30-5-305. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 666
317:30-5-355.1. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 614
317:30-5-356. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 195
317:30-5-356. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 660
317:30-5-361. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 644
317:30-5-375. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 616
317:30-5-430. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 666
317:30-5-432.1. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 57
317:30-5-432.1. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 698
317:30-5-518. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 674
317:30-5-546. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 673
317:30-5-660.3. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 675
317:30-5-661.1. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 616
317:30-5-661.4. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 675
317:30-5-664.1. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 676
317:30-5-664.8. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 195
317:30-5-664.8. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 660
317:30-5-664.10. . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 644
317:30-5-696. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 700
317:30-5-698. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 703
317:30-5-700.1. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 704
317:30-5-742.2. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 710
317:30-5-761. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 679
317:30-5-762. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 681
317:30-5-763. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 681
317:30-5-764. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 695
317:30-5-890. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 666
317:30-5-1027. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 697
317:30-5-1033. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 698
317:30-5-1076. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 616
317:30-5-1087. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 676
317:30-5-1090. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 350
317:30-5-1090. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 677
317:30-5-1094. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 677
317:30-5-1098. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 350
317:30-5-1098. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 677
317:35-5-2. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 196
317:35-5-2. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 720
317:35-9-4. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 721
317:35-9-45. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 722
317:35-9-48.1. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 726
317:35-15-2. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 727
317:35-15-4. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 728
317:35-15-8. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 730
317:35-15-8.1. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 731
317:35-15-10. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 732
317:35-15-13.1. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 733
317:35-15-13.2. . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 733
317:35-15-14. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 735
317:35-17-1. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 735
317:35-17-3. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 736
317:35-17-5. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 738
317:35-17-14. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 740
317:35-17-18. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 744
317:35-17-22. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 744
317:35-19-2. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 745
317:35-19-8. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 723
317:35-19-9. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 723
317:35-22-2. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 197
317:35-22-2. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 721
317:40-1-1. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 747
317:40-5-103. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 751
317:40-5-112. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 753
317:40-7-2. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 754
317:40-7-6. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 755
317:40-7-12. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 755
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317:40-7-13. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 756
317:40-9-1. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 756
317:45-1-2. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 761
317:45-1-3. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 761
317:45-7-2. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 763
317:45-9-1. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 763
317:45-11-10. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 764
317:45-11-11. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 765
317:45-11-20. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 766
317:45-11-23. . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 767
340:10-3-5. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 491
340:10-3-6. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 495
340:10-3-40. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 496
340:20-1-11. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 498
340:40-1-2. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 58
340:40-3-1. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 58
340:40-7-3. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 60
340:40-7-5. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 60
340:40-7-6. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 61
340:40-7-7. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 62
340:40-7-8. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 63
340:40-7-9. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 68
340:40-7-11. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 70
340:40-7-12. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 73
340:40-7-12. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 503
340:40-9-1. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 75
340:40-9-2. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 76
340:40-13-3. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 77
340:50-7-22. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 506
340:60-1-6. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 509
340:65-3-8. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 78
340:110-1-17. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 198
340:110-3-85. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 201
340:110-3-86. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 204
340:110-3-86.1. . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 206
340:110-3-88. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 207
340:110-3-89.1. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 208
340:110-3-91.1. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 209
340:110-3-93. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 209
340:110-3-97.1. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 210
340:110-3-278. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 211
340:110-3-279. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 212
340:110-3-280. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 214
340:110-3-281.1. . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 215
340:110-3-281.2. . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 216
340:110-3-284. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 218
340:110-3-284.1. . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 220
340:110-3-284.2. . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 220
340:110-3-289. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 222
340:110-3-296. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 223
340:110-3-301. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 224
340:110, App. EE. . . . [REVOKED] (E) . . . . . . . . . . . . . . . . . . . 227
340:110, App. EE. . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 227
365:25-7-60. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 351
365:25-7-63. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 352
365:25-7-65. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 352
365:25-7-66. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 356
365:25-7-67. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 356
365:25-7-68. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 356
365:25-7-70. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 360
365:25-7-72. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 360
365:25-7-73. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 361
365:25, App. CC. . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 366
365:25, App. DD. . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 368
365:25, App. EE. . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 370
365:25, App. FF. . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 375
435:1-1-7. . . . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 579

485:10-1-2. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 768
485:10-3-1. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 769
485:10-3-5. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 770
485:10-3-6. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 771
485:10-5-3.2. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 172
485:10-5-3.2. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 771
485:10-5-4.1. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 772
485:10-5-5.2. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 172
485:10-5-5.2. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 772
485:10-6-1. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 773
485:10-6-2. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 173
485:10-6-2. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 774
485:10-6-3. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 775
485:10-7-2. . . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 775
485:10-11-1. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 777
485:10-15-9. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 778
485:10-18-3. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 779
490:1-7-2. . . . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 443
490:10-3-3. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 444
595:11-11-1. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 293
595:11-11-2. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 293
595:11-11-3. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 294
595:11-11-4. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 294
595:11-11-5. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 295
595:11-11-6. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 296
595:11-11-7. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 297
595:11-11-8. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 297
595:11-11-9. . . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 297
595:11-11-10. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 297
595:11-11-11. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 297
595:11-11-12. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 298
595:11-11-13. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 298
595:11-11-14. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 299
595:11-11-15. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 299
595:11-11-16. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 300
595:11-11-17. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 300
595:11-11-18. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 300
595:11-11-19. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 301
595:11-11-20. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 301
595:11-11-21. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 301
595:11-11-22. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 302
595:11-11-23. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 302
595:11-11-24. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 302
595:11-11-25. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 302
595:11-11-26. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 302
595:11-11-27. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 303
595:40-1-9. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 303
655:10-7-11. . . . . . . . . [AMENDED] . . . . . . . . . . . . . . . . . . . . . . 779
710:45-9-81. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 80
710:45-9-82. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 80
710:45-9-83. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 80
710:45-9-84. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 80
710:50-3-35. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 81
710:50-9-3. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 81
710:50-15-50. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 82
710:50-15-74. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 82
710:50-15-76. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 84
710:50-15-90. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 85
710:50-15-103. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 85
710:50-15-104. . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . . 86
715:1-1-16. . . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 513
715:10-15-3. . . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 513
715:10-15-3.1. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 514
715:10-15-10. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 514
715:10-15-11.1. . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 515
800:25-37-12. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 123
800:25-37-13. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 124
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800:25-37-14. . . . . . . . [AMENDED] (E) . . . . . . . . . . . . . . . . . . . 124 800:25-37-16. . . . . . . . [NEW] (E) . . . . . . . . . . . . . . . . . . . . . . . . 125
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Agency/Title Index
[Assigned as of 08-15-17]

Agency Title

Oklahoma ABSTRACTORS Board . . . . . . . . . . . . .. . . . . . . . . . . . . . 5
Oklahoma ACCOUNTANCY Board . . . . . . . . . . . . .. . . . . . . . . . . . . 10
State ACCREDITING Agency . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . 15
AD Valorem Task Force (abolished 7-1-93) . . . . . . . . . . .. . . . . . . . . . . 20
Oklahoma AERONAUTICS Commission . . . . . . . . . . .. . . . . . . . . . . . 25
Board of Regents for the Oklahoma AGRICULTURAL and Mechanical

Colleges (exempted 11-1-98) . . . . . . . . . . . . . .. . . . . . . . . . . . . . 30
Oklahoma Department of AGRICULTURE, Food, and Forestry . . .. . . . 35
Oklahoma Board of Licensed ALCOHOL and Drug Counselors . . .. . . . 38
Board of Tests for ALCOHOL and Drug Influence . . . . . . . .. . . . . . . . . 40
ALCOHOLIC Beverage Laws Enforcement Commission . . . . . .. . . . . . 45
ANATOMICAL Board of the State of Oklahoma . . . . . . . . .. . . . . . . . . 50
Board of Governors of the Licensed ARCHITECTS, Landscape

Architects and Registered Interior Designers of Oklahoma
(Formerly: Board of Governors of the Licensed ARCHITECTS
and Landscape Architects of Oklahoma; and Board of Governors of
the Licensed ARCHITECTS, Landscape Architects and Interior
Designers of Oklahoma . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 55

ARCHIVES and Records Commission . . . . . . . . . . . .. . . . . . . . . . . . . 60
Board of Trustees for the ARDMORE Higher

Education Program (exempted 11-1-98) . . . . . . . . . .. . . . . . . . . . . 65
Oklahoma ARTS Council . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . 70
Oklahoma State ATHLETIC Commission (Formerly: Oklahoma

Professional BOXING Commission) - See Title 92
ATTORNEY General . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . 75
State AUDITOR and Inspector . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 80
State BANKING Department . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 85
Oklahoma State Employees BENEFITS Council (consolidated under

Office of Management and Enterprise Services 8-26-11 - See Title
260) . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . 86

Oklahoma State Employees BENEFITS Council . . . . . . . . .. . . . . . . . . 87
Council of BOND Oversight . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 90
Oklahoma State ATHLETIC Commission (Formerly: Oklahoma

Professional BOXING Commission) . . . . . . . . . . .. . . . . . . . . . . 92
State BURIAL Board (abolished 7-1-92) . . . . . . . . . . . .. . . . . . . . . . . . 95
[RESERVED] . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . 100
Oklahoma CAPITAL Investment Board . . . . . . . . . . . .. . . . . . . . . . . . 105
Oklahoma CAPITOL Improvement Authority . . . . . . . . . .. . . . . . . . . . 110
State CAPITOL Preservation Commission . . . . . . . . . . .. . . . . . . . . . . 115
CAPITOL-MEDICAL Center Improvement and Zoning

Commission . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . 120
Oklahoma Department of CAREER and Technology Education

(Formerly: Oklahoma Department of VOCATIONAL and
Technical Education) - See Title 780

Board of Regents of CARL Albert State College (exempted
11-1-98) . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . 125

Department of CENTRAL Services (Formerly: Office of PUBLIC
Affairs) - See Title 580

CEREBRAL Palsy Commission . . . . . . . . . . . . . .. . . . . . . . . . . . . . . 130
Commission on CHILDREN and Youth . . . . . . . . . . . .. . . . . . . . . . . . 135
Board of CHIROPRACTIC Examiners . . . . . . . . . . . .. . . . . . . . . . . . 140
Oklahoma Department of EMERGENCY Management

(Formerly: Department of CIVIL Emergency Management) . . .. . . 145
Oklahoma Department of COMMERCE . . . . . . . . . . .. . . . . . . . . . . . 150
COMMUNITY Hospitals Authority . . . . . . . . . . . . .. . . . . . . . . . . . . . 152
COMPSOURCE Oklahoma (Formerly: State INSURANCE

Fund) - See Title 370
Oklahoma CONSERVATION Commission . . . . . . . . . . .. . . . . . . . . . . 155
CONSTRUCTION Industries Board . . . . . . . . . . . . .. . . . . . . . . . . . . 158
Department of CONSUMER Credit . . . . . . . . . . . . .. . . . . . . . . . . . . . 160
CORPORATION Commission . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . 165
Department of CORRECTIONS . . . . . . . . . . . . . .. . . . . . . . . . . . . . . 170
State Board of COSMETOLOGY and Barbering . . . . . . . . .. . . . . . . . . 175
Oklahoma State CREDIT Union Board . . . . . . . . . . . .. . . . . . . . . . . . . 180
CRIME Victims Compensation Board . . . . . . . . . . . .. . . . . . . . . . . . . 185
Joint CRIMINAL Justice System Task Force Committee . . . . . .. . . . . . 190
Board of DENTISTRY . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . 195
Oklahoma DEVELOPMENT Finance Authority . . . . . . . . .. . . . . . . . . 200

Agency Title

Office of DISABILITY Concerns (Formerly: Office of
HANDICAPPED Concerns) - See Title 305

Board of Regents of EASTERN Oklahoma State College (exempted
11-1-98) . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . 205

EDGE Fund Policy Board . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . 208
State Department of EDUCATION . . . . . . . . . . . . .. . . . . . . . . . . . . . 210
EDUCATION Oversight Board (merged under Office of Educational

Quality and Accountability 7-1-14 - See Title 218) . . . . . . .. . . . . . . 215
Office of EDUCATIONAL Quality and Accountability . . . . . .. . . . . . . 218
Oklahoma EDUCATIONAL Television Authority . . . . . . . .. . . . . . . . . 220
[RESERVED] . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . 225
State ELECTION Board . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . 230
Oklahoma FUNERAL Board (Formerly: Oklahoma State Board of

EMBALMERS and Funeral Directors) . . . . . . . . . .. . . . . . . . . . . 235
Oklahoma Department of EMERGENCY Management

(Formerly: Department of CIVIL Emergency Management) -
See Title 145

Oklahoma EMPLOYMENT Security Commission . . . . . . . .. . . . . . . . 240
Oklahoma ENERGY Resources Board . . . . . . . . . . . .. . . . . . . . . . . . . 243
State Board of Licensure for Professional ENGINEERS and Land

Surveyors (Formerly: State Board of Registration for Professional
ENGINEERS and Land Surveyors) . . . . . . . . . . .. . . . . . . . . . . . 245

Board of Trustees for the ENID Higher
Education Program (exempted 11-1-98) . . . . . . . . . .. . . . . . . . . . . 250

Department of ENVIRONMENTAL Quality . . . . . . . . . .. . . . . . . . . . 252
State Board of EQUALIZATION . . . . . . . . . . . . . .. . . . . . . . . . . . . . 255
ETHICS Commission (Title revoked) . . . . . . . . . . . . .. . . . . . . . . . . . . 257
ETHICS Commission . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . 258
Office of MANAGEMENT and Enterprise Services (Formerly: Office

of State FINANCE) . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . 260
State FIRE Marshal Commission . . . . . . . . . . . . . .. . . . . . . . . . . . . . . 265
Oklahoma Council on FIREFIGHTER Training . . . . . . . . .. . . . . . . . . 268
Oklahoma FIREFIGHTERS Pension and Retirement System . . . .. . . . . 270
[RESERVED] . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . 275
FORENSIC Review Board . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . 277
State Board of Registration for FORESTERS . . . . . . . . . .. . . . . . . . . . 280
FOSTER Care Review Advisory Board . . . . . . . . . . . .. . . . . . . . . . . . 285
Oklahoma FUNERAL Board (Formerly: Oklahoma State Board of

Embalmers and Funeral Directors) - See Title 235
Oklahoma FUTURES . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . 290
GOVERNOR (See also Title 1, Executive Orders) . . . . . . . .. . . . . . . . . 295
GRAND River Dam Authority . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . 300
Group Self-Insurance Association GUARANTY Fund Board . . . .. . . . . 302
Individual Self-Insured GUARANTY Fund Board . . . . . . . .. . . . . . . . . 303
STATE Use Committee (Formerly: Committee on Purchases of Products

and Services of the Severely HANDICAPPED; consolidated
under Office of Management and Enterprise Services 8-26-11 - See
Title 260) . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . 304

Office of DISABILITY Concerns (Formerly: Office of
HANDICAPPED Concerns) . . . . . . . . . . . . . .. . . . . . . . . . . . . . 305

Oklahoma State Department of HEALTH . . . . . . . . . . .. . . . . . . . . . . . 310
Oklahoma Basic HEALTH Benefits Board (abolished 11-1-97) . . . .. . . . 315
Oklahoma HEALTH Care Authority . . . . . . . . . . . . .. . . . . . . . . . . . . 317
HIGHWAY Construction Materials Technician Certification
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Notices of Rulemaking Intent
Prior to adoption and gubernatorial/legislative review of a proposed PERMANENT rulemaking action, an agency must publish

a Notice of Rulemaking Intent in the Register. In addition, an agency may publish a Notice of Rulemaking Intent in the Register prior to
adoption of a proposed EMERGENCY or PREEMPTIVE rulemaking action.

A Notice of Rulemaking Intent announces a comment period, or a comment period and public hearing, and provides other
information about the intended rulemaking action as required by law, including where copies of proposed rules may be obtained.

For additional information on Notices of Rulemaking Intent, see 75 O.S., Section 303.

TITLE 252. DEPARTMENT OF
ENVIRONMENTAL QUALITY

CHAPTER 4. RULES OF PRACTICE AND
PROCEDURE

[OAR Docket #17-665]

RULEMAKING ACTION:
Notice of proposed PERMANENT rulemaking

PROPOSED RULES:
Subchapter 7. Environmental Permit Process
Part 7. Water Quality Division Tiers and Timelines
252:4-7-79. Aquifer Storage and Recovery (ASR)

applications - Tier I [NEW]
252:4-7-80. ASR applications - Tier II [NEW]
252:4-7-81. ASR applications - Tier III [NEW]

SUMMARY:
The Department is proposing to create three new sections

252:4-7-79 through 252:4-7-81 for Aquifer Storage and
Recovery (ASR) applications within Part 7 Water Quality
Division Tiers and Timelines of Subchapter 7. New section
252-4-7-79 - Aquifer Storage and Recovery (ASR) application
- Tier I, new section 252:4-7-80 - ASR applications - Tier II,
and new section 252:4-7-81 - ASR applications - Tier III. The
proposed rulemaking will make it possible to apply to DEQ for
permits required for an ASR project. ASR is one of the tools
in the portfolio of options DEQ is pursuing to address water
quantity concerns across the state, especially during times of
drought.
AUTHORITY:

Environmental Quality Board; 27A O.S. §§ 1-3-101(B)(4),
1-1-202(C)(4), 1-3-101(B)(7), 2-6-701, 2-6-110, and
2-6-310.1; Water Quality Management Advisory Council;
27A O.S. § 2-2-201.
COMMENT PERIOD:

Deliver or mail written comments on the proposed rules to
the contact person from August 15, 2017 through September
15, 2017. Oral comments may be made at the Water Quality
Management Advisory Council meeting at 2:00 p.m. on
September 26, 2017 and at the Environmental Quality Board
meeting at 9:30 a.m. on November 7, 2017.
PUBLIC HEARINGS:

Before the Water Quality Management Advisory Council at
2:00 p.m. on September 26, 2017, in the Multi-Purpose Room,
first floor of the Department of Environmental Quality, 707 N.
Robinson, Oklahoma City, OK 73102.

Before the Environmental Quality Board at 9:30 a.m. on
November 7, 2017, at Northeastern State University Event
Center, 1041 N. Grand Avenue, Tahlequah, OK.
REQUESTS FOR COMMENTS FROM BUSINESS
ENTITIES:

The Department requests that business entities affected
by these proposed rules provide the Department, within the
comment period and in dollar amounts if possible, the increase
or decrease in the level of direct costs such as fees and the
indirect costs such as reporting, record keeping, equipment,
construction, labor, professional services, revenue loss, or
other costs expected to be incurred by a particular entity due to
compliance with the proposed rules.
COPIES OF PROPOSED RULES:

Copies of the proposed rules may be obtained from the
contact person, may be viewed on the DEQ website at
www.deq.state.ok.us/LPDnew/LPProprules.htm, or may
be reviewed at the Department of Environmental Quality, 707
N. Robinson, Oklahoma City, Oklahoma 73102.
RULE IMPACT STATEMENT:

The Rule Impact Statement for the proposed rules will be
on file at the Department of Environmental Quality and may
be requested from the contact person, or viewed on the DEQ
website at www.deq.state.ok.us/LPDnew/LPProprules.htm.
CONTACT PERSON:

Hillary Young, Land Protection Division, Chief Engineer,
P.O. Box 1677, Oklahoma City, OK 73101-1677, e-mail at
Hillary.Young@deq.ok.gov, phone 405-702-5100, or fax
405-702-5101.
ADDITIONAL INFORMATION:

Persons with disabilities who desire to attend the public
hearing and need assistance should notify the contact person
three days in advance of the meeting during business hours at
405-702-5100 or by using TDD relay number 1-800-522-8506.

[OAR Docket #17-665; filed 7-25-17]

TITLE 252. DEPARTMENT OF
ENVIRONMENTAL QUALITY

CHAPTER 626. PUBLIC WATER SUPPLY
CONSTRUCTION STANDARDS

[OAR Docket #17-666]

RULEMAKING ACTION:
Notice of proposed PERMANENT rulemaking

PROPOSED RULES:
Subchapter 1. Introduction
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252:626-1-2 [AMENDED]
SUMMARY:

The Department is proposing to: (1) amend the definition
for "Public Water Supply (PWS) System" to exclude certain
purchase water systems that meet explicit requirements; and
(2) amend the definition for "Validated dose" in order to correct
a typographical error.
AUTHORITY:

Environmental Quality Board; 27A O.S. § 2-2-101; Water
Quality Management Advisory Council; 27A O.S. § 2-2-201;
and 27A O.S. §§ 2-6-103, 2-6-303 and 2-6-306.
COMMENT PERIOD:

Written comments may be submitted to the contact person
from August 15, 2017, through September 15, 2017.

Oral comments may be made at the Water Quality
Management Advisory Council meeting on September 26,
2017, and at the Environmental Quality Board meeting on
November 7, 2017.
PUBLIC HEARINGS:

Before the Water Quality Management Advisory Council
on September 26, 2017, at 2:00 p.m. in the Multi-Purpose
Room on the first floor of the Department of Environmental
Quality, 707 N. Robinson, Oklahoma City, Oklahoma 73102.

Before the Environmental Quality Board on November 7,
2017, at 9:30 a.m. at the NSU Event Center, 1041 N. Grand
Avenue, Tahlequah, OK 74464.
REQUESTS FOR COMMENTS FROM BUSINESS
ENTITIES:

The DEQ requests that business entities affected by the
proposed rules provide to DEQ (during the comment period)
the increase (in dollar amounts if possible) in the level of direct
costs (e.g., fees) and indirect costs (e.g., reporting, record
keeping, equipment, construction, labor, professional services,
revenue loss), or other costs expected to be incurred due to
compliance with the proposed rules.
COPIES OF PROPOSED RULES:

Copies of the proposed rules may be obtained from
the contact person, reviewed at the Department of
Environmental Quality, 707 N. Robinson, Oklahoma
City, Oklahoma, during normal business hours (8:00 am
- 4:30 pm Monday through Friday) or reviewed online at
http://www.deq.state.ok.us/wqdnew/index.htm.
RULE IMPACT STATEMENT:

Copies of the rule impact statement may be obtained
from the contact person or may be reviewed online at
http://www.deq.state.ok.us/wqdnew/index.htm.
CONTACT PERSON:

The contact person is Mark Hildebrand. Mark may be
contacted at: Mark.Hildebrand@deq.ok.gov (e-mail), (405)
702-8100 (phone) or (405) 702-8101 (fax). The DEQ is
located at 707 N. Robinson, Oklahoma City, Oklahoma 73102.
The DEQ's mailing address is P.O. Box 1677, Oklahoma City,
Oklahoma 73101-1677.
ADDITIONAL INFORMATION:

Persons with disabilities who desire to attend the
rulemaking hearing and need an accommodation should notify

the contact person three (3) days in advance of the hearing. For
hearing impaired, the TDD relay number is 1-800-522-8506 or
1-800-722-0353, for TDD machine use only.

[OAR Docket #17-666; filed 7-25-17]

TITLE 252. DEPARTMENT OF
ENVIRONMENTAL QUALITY

CHAPTER 631. PUBLIC WATER SUPPLY
OPERATION

[OAR Docket #17-667]

RULEMAKING ACTION:
Notice of proposed PERMANENT rulemaking

PROPOSED RULES:
Subchapter 1. Introduction
252:631-1-2 [AMENDED]
252:631-1-3 [AMENDED]
Subchapter 3. Operations
252:631-3-1 [AMENDED]
252:631-3-10 [AMENDED]

SUMMARY:
The Department is proposing to: (1) amend the definition

for "Public Water Supply (PWS) System" to exclude certain
purchase water systems that meet explicit requirements; (2)
update the rule concerning the date of the incorporation by
reference of certain federal regulations from July 1, 2015, to
January 1, 2017 which allows for inclusion of all pertinent
CFR parts amended between July 1, 2015 and January 1,
2017, specifically allowing for newly approved alternative
testing methods for contaminants listed at 40 CFR 141.21(f)(3)
found in Appendix A to Subpart C of Part 141; (3) clarify
the reporting requirements of 40 CFR 141; and (4) modify
language to include a process control test to stabilize calcium
carbonate for groundwater systems".
AUTHORITY:

Environmental Quality Board; 27A O.S. § 2-2-101; Water
Quality Management Advisory Council; 27A O.S. § 2-2-201;
and 27A O.S. §§ 2-6-103, 2-6-303 and 2-6-306.
COMMENT PERIOD:

Written comments may be submitted to the contact person
from August 15, 2017, through September 15, 2017.

Oral comments may be made at the Water Quality
Management Advisory Council meeting on September 26,
2017, and at the Environmental Quality Board meeting on
November 7, 2017.
PUBLIC HEARINGS:

Before the Water Quality Management Advisory Council
on September 26, 2017, at 2:00 p.m. in the Multi-Purpose
Room on the first floor of the Department of Environmental
Quality, 707 N. Robinson, Oklahoma City, Oklahoma 73102.

Before the Environmental Quality Board on November 7,
2017, at 9:30 a.m. at the NSU Event Center, 1041 N. Grand
Avenue, Tahlequah, OK 74464.
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REQUESTS FOR COMMENTS FROM BUSINESS
ENTITIES:

The DEQ requests that business entities affected by the
proposed rules provide to DEQ (during the comment period)
the increase (in dollar amounts if possible) in the level of direct
costs (e.g., fees) and indirect costs (e.g., reporting, record
keeping, equipment, construction, labor, professional services,
revenue loss), or other costs expected to be incurred due to
compliance with the proposed rules.
COPIES OF PROPOSED RULES:

Copies of the proposed rules may be obtained from
the contact person, reviewed at the Department of
Environmental Quality, 707 N. Robinson, Oklahoma
City, Oklahoma, during normal business hours (8:00 am
- 4:30 pm Monday through Friday) or reviewed online at
http://www.deq.state.ok.us/wqdnew/index.htm.
RULE IMPACT STATEMENT:

Copies of the rule impact statement may be obtained
from the contact person or may be reviewed online at
http://www.deq.state.ok.us/wqdnew/index.htm.
CONTACT PERSON:

The contact person is Mark Hildebrand. Mark may be
contacted at: Mark.Hildebrand@deq.ok.gov (e-mail), (405)
702-8100 (phone) or (405) 702-8101 (fax). The DEQ is
located at 707 N. Robinson, Oklahoma City, Oklahoma 73102.
The DEQ's mailing address is P.O. Box 1677, Oklahoma City,
Oklahoma 73101-1677.
ADDITIONAL INFORMATION:

Persons with disabilities who desire to attend the
rulemaking hearing and need an accommodation should notify
the contact person three (3) days in advance of the hearing. For
hearing impaired, the TDD relay number is 1-800-522-8506 or
1-800-722-0353, for TDD machine use only.

[OAR Docket #17-667; filed 7-25-17]

TITLE 252. DEPARTMENT OF
ENVIRONMENTAL QUALITY

CHAPTER 653. AQUIFER STORAGE AND
RECOVERY

[OAR Docket #17-668]

RULEMAKING ACTION:
Notice of proposed PERMANENT rulemaking

PROPOSED RULES:
Subchapter 1. General Provisions [NEW]
252:653-1-1. Purpose [NEW]
252:653-1-2. Authority [NEW]
252:653-1-3. Applicability [NEW]
252:653-1-4. Conformity with other applicable rules

[NEW]
252:653-1-5. Definitions [NEW]
252:653-1-6. Siting Criteria [NEW]
252:653-1-7. Statement of Interest [NEW]
252:653-1-8. Initial meeting with DEQ [NEW]

252:653-1-9. Permits required [NEW]
252:653-1-10. Water sampling and analysis [NEW]
252:653-1-11. Fees [NEW]
Subchapter 3. Raw Water and Aquifer Characterization

[NEW]
252:653-3-1. Applicability [NEW]
252:653-3-2. Raw water and aquifer characterization plan

("RWACP") requirements [NEW]
252:653-3-3. Attenuation of constituents in aquifer media

[NEW]
252:653-3-4. Groundwater standards [NEW]
252:653-3-5. Groundwater monitoring well construction

and/or plugging [NEW]
252:653-3-6. RWACP implementation [NEW]
252:653-3-7. Raw water and aquifer characterization report

[NEW]
Subchapter 5. Aquifer Storage and Recovery Treatment

Plant Construction [NEW]
252:653-5-1. Permit and pilot study required [NEW]
252:653-5-2. Construct according to plans and

specifications [NEW]
252:653-5-3. Variances from construction standards

[NEW]
Subchapter 7. Aquifer Storage and Recovery Water

Delivery Construction [NEW]
252:653-7-1. Applicability [NEW]
252:653-7-2. Permit application requirements [NEW]
252:653-7-3. Additional application requirements for

recharge wells [NEW]
252:653-7-4. Additional application requirements for

infiltration basins [NEW]
252:653-7-5. Additional application requirements for other

water delivery mechanism [NEW]
252:653-7-6. Water delivery pilot test [NEW]
252:653-7-7. Aquifer testing [NEW]
Subchapter 9. Aquifer Storage & Recovery Operations

[NEW]
252:653-9-1. Applicability [NEW]
252:653-9-2. Duration and continuation of expiring permit

[NEW]
252:653-9-3. No endangerment [NEW]
252:653-9-4. Permit application requirements [NEW]
252:653-9-5. Operation and maintenance of ASR water

treatment plant [NEW]
252:653-9-6. Operation and maintenance of recharge wells

[NEW]
252:653-9-7. Operation and maintenance of infiltration

basins [NEW]
252:653-9-8. Operation and maintenance of other water

delivery systems [NEW]
252:653-9-9. Source control [NEW]
252:653-9-10. Groundwater monitoring requirements

[NEW]
252:653-9-11. Contingency plan [NEW]
252:653-9-12. Corrective action [NEW]
252:653-9-13. Reporting requirements [NEW]
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252:653-9-14. Closure plan [NEW]
Subchapter 11. Cost Estimates and Financial Assurance

[NEW]
252:653-11-1. Applicability [NEW]
252:653-11-2. Duty to maintain financial assurance [NEW]
252:653-11-3. Permit transfers [NEW]
252:653-11-4. Substitute financial assurance [NEW]
252:653-11-5. Cost estimates for closure [NEW]
252:653-11-6. Cost estimates for corrective action [NEW]
252:653-11-7. Annual adjustments to cost estimates

[NEW]
252:653-11-8. Financial assurance [NEW]
252:653-11-9. Use of multiple mechanisms [NEW]
252:653-11-10. Allowable financial assurance mechanisms

[NEW]
252:653-11-11. Cash [NEW]
252:653-11-12. Certificate of deposit [NEW]
252:653-11-13. Trust fund [NEW]
252:653-11-14. Escrow account [NEW]
252:653-11-15. Surety bond [NEW]
252:653-11-16. Letter of credit [NEW]
252:653-11-17. Insurance [NEW]
252:653-11-18. Corporate financial test [NEW]
252:653-11-19. Local government financial test [NEW]
252:653-11-20. Corporate guarantee [NEW]
252:653-11-21. Local government guarantee [NEW]
252:653-11-22. State approved mechanism [NEW]

SUMMARY:
The Department is proposing to create a new Chapter, OAC

252:653, Aquifer Storage and Recovery ("ASR"), to allow
for a regulatory structure for an ASR program. The purpose
of the Chapter is to enable DEQ to issue permits to those who
wish to undertake an ASR project. The Chapter establishes
a multi-phase permitting process and requirements for the
construction and operation of an ASR project. The Chapter
requires appropriate testing and modeling to ensure a project
is feasible and that the aquifer is not harmed. In addition, the
Chapter establishes the fees associated with ASR permitting
and operations.
AUTHORITY:

Environmental Quality Board; 27A O.S. §§ 1-3-101(B)(4),
1-1-202(C)(4), 1-3-101(B)(7), 2-6-701, 2-6-110, and
2-6-310.1; Water Quality Management Advisory Council;
27A O.S. § 2-2-201.
COMMENT PERIOD:

Deliver or mail written comments on the proposed rules to
the contact person from August 15, 2017 through September

15, 2017. Oral comments may be made at the Water Quality
Management Advisory Council meeting at 2:00 p.m. on
September 26, 2017 and at the Environmental Quality Board
meeting at 9:30 a.m. on November 7, 2017.
PUBLIC HEARINGS:

Before the Water Quality Management Advisory Council at
9:00 a.m. on September 26, 2017, in the Multi-Purpose Room,
first floor of the Department of Environmental Quality, 707 N.
Robinson, Oklahoma City, OK 73102.

Before the Environmental Quality Board at 9:30 a.m. on
November 7, 2017, at Northeastern State University Event
Center, 1041 N. Grand Avenue, Tahlequah, OK.
REQUESTS FOR COMMENTS FROM BUSINESS
ENTITIES:

The Department requests that business entities affected
by these proposed rules provide the Department, within the
comment period and in dollar amounts if possible, the increase
or decrease in the level of direct costs such as fees and the
indirect costs such as reporting, record keeping, equipment,
construction, labor, professional services, revenue loss, or
other costs expected to be incurred by a particular entity due to
compliance with the proposed rules.
COPIES OF PROPOSED RULES:

Copies of the proposed rules may be obtained from the
contact person, may be viewed on the DEQ website at
www.deq.state.ok.us/LPDnew/LPProprules.htm, or may
be reviewed at the Department of Environmental Quality, 707
N. Robinson, Oklahoma City, Oklahoma 73102.
RULE IMPACT STATEMENT:

The Rule Impact Statement for the proposed rules will be
on file at the Department of Environmental Quality and may
be requested from the contact person, or viewed on the DEQ
website at www.deq.state.ok.us/LPDnew/LPProprules.htm.
CONTACT PERSON:

Hillary Young, Land Protection Division, Chief Engineer,
P.O. Box 1677, Oklahoma City, OK 73101-1677, e-mail at
Hillary.Young@deq.ok.gov, phone 405-702-5100, or fax
405-702-5101.
ADDITIONAL INFORMATION:

Persons with disabilities who desire to attend the public
hearing and need assistance should notify the contact person
three days in advance of the meeting during business hours at
405-702-5100 or by using TDD relay number 1-800-522-8506.

[OAR Docket #17-668; filed 7-25-17]
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"If an agency finds that a rule is necessary as an emergency measure, the rule may be promulgated" if the Governor approves

the rules after determining "that the rule is necessary as an emergency measure to do any of the following:
a. protect the public health, safety or welfare,
b. comply with deadlines in amendments to an agency’s governing law or federal programs,
c. avoid violation of federal law or regulation or other state law,
d. avoid imminent reduction to the agency’s budget, or
e. avoid serious prejudice to the public interest." [75 O.S., Section 253(A)]

An emergency rule is considered promulgated immediately upon approval by the Governor, and effective immediately upon
the Governor’s approval or a later date specified by the agency in the emergency rule document. An emergency rule expires on
September 15 following the next regular legislative session after its promulgation, or on an earlier date specified by the agency, if not
already superseded by a permanent rule or terminated through legislative action as described in 75 O.S., Section 253(H)(2).

Emergency rules are not published in the Oklahoma Administrative Code; however, a source note entry, which cites to
the Register publication of the emergency action, is added to the Code upon promulgation of a superseding permanent rule or
expiration/termination of the emergency action.

For additional information on the emergency rulemaking process, see 75 O.S., Section 253.

TITLE 145. OKLAHOMA DEPARTMENT OF
EMERGENCY MANAGEMENT

CHAPTER 15. OKLAHOMA 9-1-1
MANAGEMENT AUTHORITY

[OAR Docket #17-664]

RULEMAKING ACTION:
EMERGENCY adoption

RULES:
Subchapter 1. Administrative Operations [NEW]
145:15-1-1. Purpose [NEW]
145:15-1-2. Definitions [NEW]
145:15-1-3. Computation of time [NEW]
145:15-1-4. Availability of forms and documents [NEW]
145:15-1-5. Petition requesting promulgation, amendment or repeal of a

rule [NEW]
145:15-1-6. Filing and disposition of petitions for declaratory rulings

[NEW]
145:15-1-7. Relief from rules [NEW]
Subchapter 3. Oklahoma 9-1-1 Management Authority [NEW]
145:15-3-1. Officers [NEW]
145:15-3-2. Committees [NEW]
145:15-3-3. Meetings [NEW]
Subchapter 5. Reporting Requirements [NEW]
145:15-5-1. Annual reports [NEW]
145:15-5-2. Audits of service providers [NEW]
Subchapter 7. Disbursement of 9-1-1 Telephone Fees [NEW]
145:15-7-1. Annual determination of eligibility and population [NEW]
145:15-7-2. Escrow of funds [NEW]
Subchapter 9. Grant program [NEW]
145:15-9-1. Purpose [NEW]
145:15-9-2. Application process [NEW]
145:15-9-3. Award process [NEW]
145:15-9-4. Grant administration and evaluation [NEW]

AUTHORITY:
Department of Emergency Management; 2016 Okla. Sess. Laws ch. 324,

§ 12
ADOPTION:

June 7, 2017
APPROVED BY GOVERNOR:

July 11, 2017
EFFECTIVE:

Immediately upon Governor's approval
EXPIRATION:

Effective through September 14, 2018, unless superseded by another rule or
disapproved by the Legislature
SUPERSEDED EMERGENCY ACTIONS:

n/a

INCORPORATIONS BY REFERENCE:
Incorporated standards:

Federal Communications Commission (FCC) Rule on 911 Service,
47 C.F.R. 20.18 National Emergency Number Association, Inc. (NENA)
NextGen 9-1-1 Standards
Incorporating rules:

145:15-1-2
145:15-3-2
145:15-5-1
145:15-7-2
145:15-9-1

Availability:
8:00 a.m. to 5:00 p.m., Monday through Friday, Department of Emergency

Management, 2401 Lincoln Blvd. Suite C51, Oklahoma City, OK 73105.
FINDING OF EMERGENCY:

Pursuant to the Oklahoma 9-1-1 Management Authority Act, 63 O.S.,
Sections 2861, et seq., the Oklahoma 9-1-1 Management Authority was
created on November 1, 2016. Some of the Authority's primary duties are
directing the distribution of fees for the support of public safety answering
points (PSAPs) throughout the state, ensuring PSAP compliance with safety
standards regarding receiving and processing 9-1-1 calls, and administering
grants to PSAPs for the purpose of upgrading technology. The emergency
rules are necessary to allow the Authority to implement the provisions of the
bill. The emergency rules are necessary to protect the public health, safety or
welfare and avoid serious prejudice to the public interest.
GIST/ANALYSIS:

The purpose of the proposed rules is to establish procedures and guidelines
for the implementation and enforcement of the Oklahoma 9-1-1 Management
Authority Act, 63 O.S., Sections 2861, et seq. created by HB 3126. The Act
created the Oklahoma 9-1-1 Management Authority and charged the Authority
with overseeing the development and regulation of 9-1-1 emergency systems
in the state and managing the distribution of all 9-1-1 telephone fees collected
under the Act. The proposed emergency rules provide for definitions, establish
general operating procedures, create officers and committees, establish
meeting requirements, specify annual report requirements, provide for audits
of service providers, establish guidelines for the determination of eligibility
and population for the disbursement of fees, provide for the escrow of funds,
and establish grant program procedures and requirements.
CONTACT PERSON:

Lance Terry, Oklahoma State 911 Coordinator, (405) 521-2481,
Lance.Terry@oem.ok.gov

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING EMERGENCY RULES ARE
CONSIDERED PROMULGATED AND EFFECTIVE
UPON APPROVAL BY THE GOVERNOR AS SET
FORTH IN 75 O.S., SECTION 253(F):
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SUBCHAPTER 1. ADMINISTRATIVE
OPERATIONS

145:15-1-1. Purpose
The purpose of this Chapter is to establish procedures and

guidelines for the implementation and enforcement of the Ok-
lahoma 9-1-1 Management Authority Act, 63 O.S., Sections
2861, et seq.

145:15-1-2. Definitions
In addition to the terms defined in 63 O.S., Section 2862,

the following words and terms, when used in this Chapter, shall
have the following meaning, unless the context clearly indi-
cates otherwise:

"Act" means the Oklahoma 9-1-1 Management Authority
Act, 63 O.S., Sections 2861, et seq.

"Coordinator" means the Oklahoma 9-1-1 Coordinator
selected by the Authority to administer grants approved by the
Authority and perform other duties as it deems necessary to
accomplish the requirements of the Act.

"Next-Gen 9-1-1" means an initiative of the National
Emergency Number Association (NENA) to update the 9-1-1
service infrastructure to allow for additional types of emer-
gency communication and data transfer such as text, images,
and video in addition to phone communication.

"Phase II" means a wireless Enhanced 9-1-1 program
where wireless carriers provide the PSAP with the location of
the caller to a certain degree of certainty in accordance with
accuracy standards set by the Federal Communications Com-
mission (FCC).

145:15-1-3. Computation of time
In computing any time period prescribed or allowed by

this Chapter, the day of the act or event from which the desig-
nated period of time begins to run shall not be included. The
last day of the period so computed shall be included, unless it
is not a working day, in which event the period runs until the
end of the next day which is a working day.

145:15-1-4. Availability of forms and documents
All forms required by the Authority are available at the

Authority's office and on the Authority's website. Additional
forms and instructions may be developed for use when deemed
necessary by the Authority. All records of the Authority which
are public record pursuant to the Oklahoma Open Records Act
and are not confidential or otherwise protected from public dis-
closure by applicable statutes or rules shall be available for
public review and copying during regular business hours at the
Authority's office. Copies shall be available upon payment of
applicable fees.

145:15-1-5. Petition requesting promulgation,
amendment or repeal of a rule

All interested persons may request the Oklahoma Depart-
ment of Emergency Management to promulgate, amend or re-
peal a rule. Such request shall be in writing, signed by the
person seeking the change, state the rule involved, the alleged
need or necessity therefore, whether it conflicts with any exist-
ing rule, and what statutory provisions, if any, are involved. If
the request is approved, notice will be given that such proposal
will be formally considered for adoption. If it is determined
that the proposal or request is not a necessary rule, amendment
or repeal, the same will be refused and the decision reflected in
the records. A copy of the decision will be sent to the person
who submitted the request.

145:15-1-6. Filing and disposition of petitions for
declaratory rulings

Any person who may be directly affected by the existence
or application of any of the rules of the Oklahoma Department
of Emergency Management that the Authority shall enforce
may request in writing an interpretation or ruling regarding the
application of such rule to a particular set of facts. Such request
shall be in writing, signed by the person seeking the ruling,
state the rule involved, and contain a brief and concise state-
ment of facts to which the ruling shall apply. The Authority
will make the final determination of the interpretation or rul-
ing. Such interpretation of the rule will be furnished in writing
within a reasonable time to the person making the request.

145:15-1-7. Relief from rules
Whenever compliance with any requirement of this Chap-

ter would result in unreasonable hardship upon or excessive ex-
pense to a party or parties subject to the rules of this Chapter,
the Authority may, upon application and for good cause shown,
issue an order waiving or modifying the requirements of this
Chapter. The Authority may grant temporary relief pending
hearing.

SUBCHAPTER 3. OKLAHOMA 9-1-1
MANAGEMENT AUTHORITY

145:15-3-1. Officers
(a) The Oklahoma 9-1-1 Management Authority shall have
the following officers:

(1) Chair. It shall be the duty of the Chair to conduct
the meetings. The Chair shall appoint all standing com-
mittee chairs who shall form, along with the Vice Chair
and the Secretary, the Executive Committee.
(2) Vice Chair. The Vice Chair shall conduct the meet-
ings in the absence of the Chair, and shall perform such
other duties as may be assigned by the Chair or the Au-
thority.

(b) Officers shall serve in office for one year and may serve
in the same office for no more than two consecutive one year
terms.
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(c) Nominations for a slate of officers shall be presented to
the full Authority by the Nominating Committee.

145:15-3-2. Committees
(a) The Authority shall have the following standing commit-
tees:

(1) Administrative Committee. The duties of the Ad-
ministrative Committee shall include the following:

(A) recommending changes to administrative
rules;
(B) advising on issues of budget and finance;
(C) recommending certification of PSAPs for
funding;
(D) overseeing the distribution of grants;
(E) recommending the escrow of funds;
(F) reviewing PSAP annual reports;
(G) conducting or reviewing audits of fee collec-
tions;
(H) recommending areas for grant funding empha-
sis; and
(I) such tasks as the Chair deems advisable, sub-
ject to the approval of the Authority.

(2) Technical Committee. The duties of the Technical
Committee shall include the following:

(A) developing a plan to deploy Next-Gen 9-1-1
services statewide;
(B) recommending 9-1-1 equipment standards for
use in competitive bidding and contracting;
(C) developing model plans to facilitate equipment
and technology sharing;
(D) identifying state, federal and industry pro-
grams and standards beneficial for the deployment of
Next-Gen 9-1-1 statewide;
(E) recommending areas for grant funding empha-
sis;
(F) conducting an inventory of the 9-1-1 infra-
structure;
(G) identifying call routing and networks in use by
PSAPs; and
(H) such tasks as the Chair deems advisable, sub-
ject to the approval of the Authority.

(3) Operations Committee. The duties of the Opera-
tions Committee shall include the following:

(A) developing training program standards for
9-1-1 call takers;
(B) reviewing PSAP annual report items that relate
to national emergency dispatch standards;
(C) recommending improvement plans for PSAPs
who have failed to deploy Phase II service or have
failed to deliver service consistent with NENA stan-
dards;
(D) developing best practices for PSAP operations;
(E) formulating a Strategic Plan as a guide for
statewide coverage and interoperability between
PSAPs;
(F) recommending areas for grant funding empha-
sis; and

(G) such tasks as the Chair deems advisable, sub-
ject to the approval of the Authority.

(b) Ad hoc committees may be established by the Chair or
by the majority vote of the Authority. Non-members may be
appointed to ad-hoc committees subject to the Authority's ap-
proval. The Chair of each ad hoc committee must be a member
of the board. The Chair is not included as a member of the Ex-
ecutive Committee.
(c) Executive Committee. Members of the Executive
Committee shall be the officers and standing committee
chairs.

145:15-3-3. Meetings
(a) The Authority shall approve a schedule of regular meet-
ings for the upcoming calendar year by December 15 of each
year. In the event that the authority fails to approve a schedule
of meetings, the Chair may file a schedule of meetings pur-
suant to the Open Meetings Act and submit the schedule to the
Authority for approval at the next regularly scheduled meeting.
(b) Special meetings may be called by the Chair or by a ma-
jority of the Authority present at a duly called meeting.
(c) A quorum of the Authority must be present for any busi-
ness to be conducted. A majority of the filled seats of the Au-
thority shall constitute a quorum.

SUBCHAPTER 5. REPORTING
REQUIREMENTS

145:15-5-1. Annual reports
(a) Public agencies shall submit an annual report on a form
to be prescribed by the Authority no later than September 1 of
each year. The report shall cover the immediately preceding
fiscal year of the public agency.
(b) The annual report shall contain the following:

(1) information regarding the operation and financing
of the PSAP;
(2) all sources of funding available to the public agency
for the provision of 9-1-1 services;
(3) a copy of the most recent annual audit showing all
expenses of the public agency relating to the 9-1-1 emer-
gency telephone system;
(4) information demonstrating that the public agency
delivered service consistent with National Emergency
Number Association (NENA) standards;
(5) information demonstrating that the public agency
has deployed Phase II service or has complied with the
terms of a master plan to deliver Phase II that has been
previously approved by the Authority; and
(6) any additional information deemed necessary by
the Authority.

(c) The annual report will be reviewed by the Coordinator
who may request additional information as necessary. A rep-
resentative of the public agency may be requested to present
the annual report to the Authority. The Authority will review
the annual report and approve, modify, request additional in-
formation or reject the report.
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(d) Failure by a public agency to submit the report annually
or denial of a report may cause the Authority to order the Tax
Commission to escrow the 9-1-1 emergency telephone fees due
to the public agency until the public agency complies with the
requirements of the Oklahoma 9-1-1 Management Authority
Act and the procedures established by the Authority. [63:2868]
(e) Public agencies shall timely notify the Authority in the
event that the name, contact information or response area of
the PSAP changes. Failure to timely notify the Authority may
result in delay of funding.

145:15-5-2. Audits of service providers
An audit of a wireless service provider or VoIP provider

may be requested by the State Auditor and Inspector, the Au-
thority or any affected public agency. If the audit results in a
finding that the provider has collected and remitted fees in ac-
cordance with the Act, the Authority will approve the audit.
Upon approval of the audit by the Authority, the provider may
request reimbursement of audit expenses by submitting a writ-
ten request and supporting documentation to the Authority.

SUBCHAPTER 7. DISBURSEMENT OF 9-1-1
TELEPHONE FEES

145:15-7-1. Annual determination of eligibility and
population

(a) The Authority will establish and submit to the Tax Com-
mission a list of eligible governing bodies entitled to receive
9-1-1 telephone fees and establish annual population figures
for the purpose of distributing fees collected pursuant to the
Act. Population figures will be derived by dividing the popu-
lation of each public agency's response area by the total popu-
lation of the state using data from the latest available Federal
Census estimates. An agency's response area is defined as the
territory within which landline 9-1-1 calls are directed to the
agency to be answered.
(b) If a public agency disputes the Authority's determination
regarding the population of the public agency's response area,
the public agency may be permitted to present information re-
garding the population of the public agency's response area to
the Authority. If the Authority determines that an error was
made, the Authority may correct the population figures sub-
mitted to the Tax Commission.
(c) If more than one public agency operates in the same re-
sponse area, providing different types of 9-1-1 call answering
service (VoIP, Wireless, Landline), the public agencies shall
enter into a written agreement regarding the percentage of the
total population of the response area that will be attributed to
each public agency for purposes of distributing funds under the
Act. The details of the agreement shall be submitted by each
public agency in the annual report. If the public agencies fail
to enter into such an agreement, the population of the public
agency answering wireless calls will be approved. The public
agencies shall submit all information deemed necessary by the
Authority to aid in the determination.

145:15-7-2. Escrow of funds
(a) The Authority may direct the Tax Commission to escrow
all or any portion of funds collected pursuant to the Act attrib-
utable to a public agency if the public agency fails to:

(1) submit or comply with master plans to deliver
Phase II 9-1-1 wireless locating services as required by
this Act and approved by the Authority;
(2) meet standards of the National Emergency Number
Association (NENA) limited to call-taking and caller-lo-
cation technology or comply with an improvement plan to
meet such standards as directed by the Authority;
(3) submit annual reports or audits as required by the
Act; or
(4) comply with the requirements of the Act or proce-
dures established by the Authority. [63:2864]

(b) If the Authority has reason to believe that grounds ex-
ist for the Authority to escrow funds attributable to a public
agency, the Coordinator shall communicate the grounds to the
public agency. The public agency shall be given an opportu-
nity to present information to the Authority to show compli-
ance with the Act and this Chapter.
(c) If the Authority determines that the public agency has
failed to comply with subsection (a)(3) or (a)(4) of this Section,
the Authority may direct the Tax Commission to escrow all
or any portion of funds attributable to the public agency. The
Authority may lift the escrow order if the public agency shows
compliance with the requirements of the Act or the procedures
established by the Authority with which the public agency was
found to be in non-compliance.
(d) If the Authority determines that the public agency has
failed to comply with subsection (a)(1) or (a)(2) of this Section,
the public agency shall submit an improvement plan to be Au-
thority within 90 days of the Authority's finding of non-compli-
ance. The Authority will approve, modify or deny the improve-
ment plan and establish a time period for the public agency to
come into compliance. If the public agency fails to submit an
acceptable improvement plan or fails to comply with the im-
provement plan, the Authority may direct the Tax Commission
to escrow all or any portion of funds attributable to the pub-
lic agency. The Authority may lift the escrow order upon a
showing of compliance with the requirements of the Act or the
procedures established by the Authority with which the public
agency was found to be in non-compliance or upon acceptance
by the Authority of a new improvement plan. If the public
agency determines that it cannot comply with the terms of the
improvement plan, the public agency may request approval to
modify the terms of the plan.

SUBCHAPTER 9. GRANT PROGRAM

145:15-9-1. Purpose
The Authority may award grants to eligible entities for the

purposes of assisting public agencies with funding for consoli-
dation of facilities or services, deployment of Phase II technol-
ogy or successor technology, development of next-generation
9-1-1 regional emergency service networks, and for other pur-
poses it deems appropriate and necessary. [63:2864]
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145:15-9-2. Application process
(a) Upon a determination by the Authority that funds are
available for grants, the Authority will notify potential appli-
cants through the Authority's website. The Authority may de-
termine the application requirements, funding priorities and
evaluation criteria.
(b) Any PSAP is eligible to submit an application to the Au-
thority. The application shall be completed by an individual
employed by or affiliated with the PSAP and shall include all
information and attachments requested.
(c) If an application is not submitted by the designated date
and time, it shall be returned without consideration. Timely
applications are reviewed by the Authority, or a committee ap-
pointed by the Chair, to determine completeness. The Commit-
tee may require any applicant to provide additional informa-
tion. An application in not considered final until all requested
information has been submitted.
(d) An application that is not reviewed for any failure on the
part of the applicant shall be deemed to be a withdrawal of the
application.

145:15-9-3. Award process
(a) Submission of a final application does not guarantee the
award of a grant.
(b) In anticipation of receiving applications for funding
greater than the program funds available, evaluation criteria
will be used to rank the applications. These criteria will be
developed by the Administrative Committee.
(c) Applications will be evaluated and ranked by Commit-
tee members, or by others as requested. Applications with the
highest evaluation will be recommended for funding to the ex-
tent of funds available.
(d) Applications submitted to the agency remain confiden-
tial until a decision is made by the Authority. The final decision
to award shall be made at the sole discretion of the Authority.

(e) All applicants will receive written notification of final
award status.
(f) The mechanism for funding approved applications may
be a cooperative agreement between the authority and the
grantees. Grantees shall abide by the terms and conditions of
the cooperative agreement.

145:15-9-4. Grant administration and evaluation
(a) Proper documentation of each expense is required, in-
cluding paid invoices, cancelled checks, payroll receipts, time
records and other pertinent proof of expenditures. Grant funds
may not be used for ongoing operating costs of any emergency
telephone system.
(b) Grantees shall be subject to performance evaluations as
to their compliance with the terms and conditions of the coop-
erative agreement and may be audited as appropriate.
(c) Grantees shall keep a file on awarded grants, and include
copies of grant award, applications, claims, invoices and can-
celled checks, as appropriate, in order to comply with audits.
(d) Failure to complete an awarded project may result in
repayment of claimed funds and ineligibility to receive other
awards.
(e) Grants may be cancelled by the Authority in the event of
noncompliance or lack of progress by grantee. Written notifi-
cation of cancellation or withholding of funds will be provided
to defaulting grantees. Grantees shall be given an opportunity
to cure the default. The final decision to cancel the grant shall
be made at the sole discretion of the Authority.

[OAR Docket #17-664; filed 7-19-17]
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An agency may promulgate rules on a permanent basis upon "final adoption," as defined in 75 O.S., Section 250.3(5), of the

proposed rules.
Permanent rules are effective ten days after publication in the Register, or on a later date specified by the agency in the

preamble of the permanent rule document.
Permanent rules are published in the Oklahoma Administrative Code, along with a source note entry that cites the Register

publication of the finally adopted rules in the permanent rule document.
For additional information on the permanent rulemaking process, see 75 O.S., Sections 303, 303.1, 308, 308.1 and 308.3.

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 1. ADMINISTRATIVE
OPERATIONS

[OAR Docket #17-413]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 3. Formal and Informal Procedures
317:1-3-4. [AMENDED]
(Reference APA WF # 16-21)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
42 U.S.C. 1396(a); 42 CFR § 430.10
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions increase the State Plan Amendment and
Rate Committee officials from five persons to seven persons and allows
for appointed alternates. The changes to the membership enhances our
coordinated efforts with sister agencies.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 3. FORMAL AND INFORMAL
PROCEDURES

317:1-3-4. State Plan Amendment and Rate
Committee

(a) Definitions. Unless the context clearly indicates other-
wise, the following words and terms when used in this section
are defined as follows:

(1) Public Process. means a process as defined by fed-
eral law under 42.U.S.C § 1396a(A)(13)(A)42 U.S.C. §
1396(a)(13)A.
(2) State Plan Amendment. means the document
described in the Federal Regulations at 42 C.F.R. § 430.10.
(3) State Plan Amendment and Rate Committee
(SPARC). means a committee comprised of adminis-
trative and executive level staff designated by the Chief
Executive Officer for the Oklahoma Health Care Au-
thority. The SPARC facilitiesfacilitates the rate setting
process by conducting public hearings at which the public,
vendors, and OHCA staff are afforded the opportunity to
provide testimony and documented evidence in support of
rate recommendations. The SPARC only operates to make
recommendations for changes to rates that necessitate a
State Plan Amendment and/or Waiver Amendment. Rates
that do not necessitate a State Plan Amendment and/or
Waiver Amendment do not require a hearing.
(4) Rate Change. means a change that affects the nu-
merical value of payment from the Medicaid agency to the
provider including the application of pre-existing factors
that increase or decrease a rate. A Rate Changerate change
is not a method change. Rates found in contracts are ex-
cluded from the definition of rate change because they are
set consensually in a contract. A method or methodology
change, as defined below, is not a rate change.
(5) Method Change or Methodology Change. means
a change to how the rate is calculated, not the end result
of the rate. In Medicaid rate setting the application of
pre-existing factors many times, results in rate changes.
The application of pre-existing factors, even if it results in
a different rate is not a method change. A method change
occurs when OHCA adds, subtracts or alters the factors
used to construct the rate.

(b) Meeting of the State Plan Amendment and Rate
Committee (SPARC). In certain instances the SPARC meets
to hold public hearings regarding rates set by the Oklahoma
Health Care Authority. Under certain provisions of federal law,
the agency is required to hold a public hearing to gather public
comment regarding proposed method changes or methodology
changes regarding the rates it pays its medical providers.

(1) The SPARC only meets when a method change or
methodology change occurs in a rate paid from OHCA to
a medical provider.
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(2) The SPARC does not meet to establish any contrac-
tually set rate to a contractor or a contractually bid rate nor
does the SPARC meet to hear rate changes.

(c) SPARC public hearing process.
(1) The fiveseven person panel conducts an open meet-
ing under the Oklahoma Open Meetings Act.
(2) The proceedings are recorded.
(3) The panel hears agency presentations of proposals
for method changes or methodology changes and consid-
ers comments of any member of the public who desires to
comment upon the rate. The Chairperson controls both
the agency presentation of proposals and the presentation
of comments on the proposed method change.
(4) The panel votes to approve or disapprove the
proposed method change in the open meeting, but may
adjourn the meeting to gather further information, if nec-
essary. The panel also may adjourn for legal advice during
the proceeding. The OHCA board will vote to approve
or disapprove the rate methodology upon approval by the
SPARC.

(d) Composition of the SPARC. The Chief Executive Of-
ficeOfficer appoints OHCA officials to serve on the SPARC.
Officials may consist of OHCA employees and other state
agency employees whose agencies assist in the administration
of the Medicaid State Plan and/or Waiver programs. A regular
alternate for each official may be approved. In such cases an
official is unable to attend a committee meeting, he or she
must notify the regular alternate and OHCA Chairperson.

[OAR Docket #17-413; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 2. GRIEVANCE PROCEDURES
AND PROCESS

[OAR Docket #17-423]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
317:2-1-2. [AMENDED]
(Reference APA WF # 16-28B)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Section 30-101 of Title 11 of Oklahoma Statutes; Section 790.1 of Title 19 of
Oklahoma Statutes; Section 176 of Title 60 of Oklahoma Statutes; Sections
1-1902 and 1-1905 of Title 63 of Oklahoma Statutes
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017

FINAL ADOPTION:
June 13, 2017

EFFECTIVE:
September 1, 2017

SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

317:2-1-2. [AMENDED]
Gubernatorial approval:

December 29, 2016
Register publication:

34 Ok Reg 339
Docket number:

17-11
(Reference APA WF # 16-16A)

INCORPORATIONS BY REFERENCE:
n/a

GIST/ANALYSIS:
The proposed policy revisions outline grievance procedures and processes

for the Nursing Facility Supplemental Payment Program. Additional revisions
remove the reference to administrative sanctions rules, which are being
revoked.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

317:2-1-2. Appeals
(a) Member Process Overview.

(1) The appeals process allows a member to appeal a
decision which adversely affects their rights. Examples
are decisions involving medical services, prior authoriza-
tions for medical services, or discrimination complaints.
(2) In order to file an appeal, the member files a LD-1
form within 20 days of the triggering event. The triggering
event occurs at the time when the Appellant (Appellant
is the person who files a grievance) knew or should have
known of such condition or circumstance for appeal.
(3) If the LD-1 form is not received within 20 days of
the triggering event, OHCA sends the Appellant a letter
stating the appeal will not be heard because it is untimely.
In the case of tax warrant intercept appeals, if the LD-1
form is not received by OHCA within the timeframe pur-
suant to Title 68 O.S. § 205.2, OHCA sends the Appellant
a letter stating the appeal will not be heard because it is
untimely.
(4) If the LD-1 form is not completely filled out or if
necessary documentation is not included, then the appeal
will not be heard.
(5) The staff advises the Appellant that if there is a need
for assistance in reading or completing the grievance form
that arrangements will be made.
(6) Upon receipt of the member's appeal, a fair hear-
ing before the Administrative Law Judge (ALJ) will be
scheduled. The member will be notified in writing of
the date and time for this procedure. The member must
appear at this hearing and it is conducted according to
OAC 317:2-1-5. The ALJ's decision may be appealed
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to the Chief Executive Officer of the OHCA, which is a
record review at which the parties do not appear (OAC
317:2-1-13).
(7) Member appeals are ordinarily decided within 90
days from the date OHCA receives the member's timely
request for a fair hearing unless the member waives this
requirement. [Title 42 CFR 431.244(f)]
(8) Tax warrant intercept appeals will be heard directly
by the ALJ. A decision is normally rendered by the ALJ
within 20 days of the hearing before the ALJ.

(b) Provider Process Overview.
(1) The proceedings as described in this subsection
contain the hearing process for those appeals filed by
providers. These appeals encompass all subject matter
cases contained in OAC 317:2-1-2(c)(2).
(2) All provider appeals are initially heard by
the OHCA Administrative Law Judge under OAC
317:2-1-2(c)(2).

(A) The Appellant (Appellant is the provider who
files an appeal) files an LD form requesting an appeal
hearing within 20 days of the triggering event. The
triggering event occurs at the time when the Appellant
knew or should have known of such condition or cir-
cumstance for appeal. (LD-2 forms are for provider
appeals and LD-3 forms are for nursing home wage
enhancement grievances.)
(B) If the LD form is not received within 20 days of
the triggering event, OHCA sends the Appellant a let-
ter stating the appeal will not be heard because it is un-
timely.
(C) A decision will be rendered by the ALJ ordi-
narily within 45 days of the close of all evidence in the
case.
(D) Unless an exception is provided in OAC
317:2-1-13, the Administrative Law Judge's de-
cision is appealable to OHCA's CEO under OAC
317:2-1-13.

(c) ALJ jurisdiction. The Administrative Law Judge has
jurisdiction of the following matters:

(1) Member Appeals:
(A) Discrimination complaints regarding the Soon-
erCare program;
(B) Appeals which relate to the scope of services,
covered services, complaints regarding service or
care, enrollment, disenrollment, and reenrollment in
the SoonerCare Program;
(C) Fee for Service appeals regarding the furnish-
ing of services, including prior authorizations;
(D) Appeals which relate to the tax warrant in-
tercept system through the Oklahoma Health Care
Authority. Tax warrant intercept appeals will be
heard directly by the ALJ. A decision will be rendered
by the Administrative Law Judge within 20 days of
the hearing before the ALJ;
(E) Proposed administrative sanction appeals pur-
suant to OAC 317:35-13-7. Proposed administrative

sanction appeals will be heard directly by the ALJ. A
decision by the ALJ will ordinarily be rendered within
20 days of the hearing before the ALJ. This is the final
and only appeals process for proposed administrative
sanctions;
(F) Appeals which relate to eligibility determina-
tions made by OHCA;
(G) Appeals of insureds participating in Insure Ok-
lahoma which are authorized by OAC 317:45-9-8(a);
and

(2) Provider Appeals:
(A) Whether Pre-admission Screening and Resi-
dent Review (PASRR) was completed as required by
law;
(B) Denial of request to disenroll member from
provider's SoonerCare Choice panel;
(C) Appeals by Long Term Care facilities for
nonpayment of wage enhancements, determina-
tions of overpayment or underpayment of wage
enhancements, and administrative penalty deter-
minations as a result of findings made under OAC
317:30-5-131.2(b)(5), (e)(8), and (e)(12);
(D) Appeals of Professional Service Contract
awards and other matters related to the Central Pur-
chasing Act pursuant to Title 74 O. S. § 85.1;
(E) Drug rebate appeals;
(F) Proposed administrative sanction appeals pur-
suant to 317:30-3-19. Proposed administrative sanc-
tion appeals will be heard directly by the ALJ. A deci-
sion will normally be rendered by the ALJ within 20
days of the hearing before the ALJ. This is the final
and only appeals process for proposed administrative
sanctions;
(GF) Provider appeals of OHCA audit findings pur-
suant to OAC 317:2-1-7. This is the final and only ap-
peals process for appeals of OHCA audits; and
(HG) Oklahoma Electronic Health Records In-
centive program appeals related only to incentive
payments, incentive payment amounts, provider
eligibility determinations, and demonstration of
adopting, implementing, upgrading, and meaningful
use eligibility for incentives.
(IH) Supplemental Hospital Offset Payment Pro-
gram (SHOPP) annual assessment, Supplemental
Payment, fees or penalties as specifically provided in
OAC 317:2-1-15.
(I) Nursing Facility Supplemental Payment
Program (NFSPP) eligibility determinations, the
assessed amount for each component of the Intergov-
ernmental transfer, Upper Payment Limit payments,
the Upper Payment Limit Gap, and penalties specif-
ically provided in OAC 317:30-5-136. This is the
final and only process for appeals regarding NFSPP.

[OAR Docket #17-423; filed 6-15-17]
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TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 2. GRIEVANCE PROCEDURES
AND PROCESS

[OAR Docket #17-409]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
317:2-1-16. [NEW]
(Reference APA WF # 16-16A)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Section 30-101 of Title 11 of Oklahoma Statutes; Section 790.1 of Title 19 of
Oklahoma Statutes; Section 176 of Title 60 of Oklahoma Statutes; Sections
1-1902 and 1-1905 of Title 63 of Oklahoma Statutes
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

317:2-1-16. [NEW]
Gubernatorial approval:

December 29, 2016
Register publication:

34 Ok Reg 339
Docket number:

17-11
(Reference APA WF # 16-16A)

INCORPORATIONS BY REFERENCE:
n/a

GIST/ANALYSIS:
The proposed policy revisions establish grievance procedures and

processes for the supplemental payment program for nursing facilities owned
and as applicable operated by non-state government owned entities.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

317:2-1-16. Nursing Facility Supplemental Payment
Program appeals

In accordance with OAC 317:30-5-136, OHCA is autho-
rized to promulgate rules for appeals of the Nursing Facility
Supplemental Payment Program (NFSPP). The rules in this
Section describe those appeal rights.

(1) The following are appealable issues of the program:
program eligibility determination, the assessed amount for
each component of the Intergovernmental transfer, the Up-
per Payment Limit (UPL) payment, the Upper Payment
Limit Gap payment, and penalties for the providers. This
is the final and only process for appeals regarding NFSPP.
Suspensions or terminations from the program are not ap-
pealable in the administrative process.
(2) Appeals are heard by the OHCA Administrative
Law Judge (ALJ).
(3) To file an appeal, the provider (Appellant is the
provider who files an appeal) shall file an LD-2 form
within twenty (20) days from the date of the OHCA let-
ter which advises the provider of the program eligibility
determination, component of intergovernmental transfer
(IGT), UPL payment, UPL GAP and/or a penalty. An IGT
that is not received by the date specified by OHCA, or that
is not the total indicated on the NPR shall be subject to
penalty and suspension from the program. Any applica-
ble penalties must also be deducted from the UPL pay-
ment regardless of any appeal action requested by the fa-
cility. Any change in the payment amount resulting from
an appeals decision in which a recoupment or additional
allocation is necessary will be adjusted in the future from
any Medicaid payments.
(4) Consistent with Oklahoma rules of practice, the
non-state government owned (NSGO) entity must be
represented by an attorney licensed to practice within the
State of Oklahoma. Attorneys not licensed to practice in
Oklahoma must comply with 5 O.S. Art II, Sec. 5, and
rules of the Oklahoma Bar Association.
(5) The hearing will be conducted in an informal man-
ner, without formal rules of evidence or procedure. How-
ever parties who fail to appear at a hearing, after notifica-
tion of said hearing date, will have their cases dismissed
for failure to prosecute.
(6) The provider has the burden of proof by the prepon-
derance of the evidence standard as defined by the Okla-
homa Supreme Court.
(7) The docket clerk will send the Appellant and any
other necessary party a notice which states the hearing
location, date, and time.
(8) The ALJ may:

(A) Identify and rule on issues being appealed
which will be determined at the administrative hear-
ing;
(B) Require the parties to state their positions con-
cerning appeal issue(s);
(C) Require the parties to produce for examination
those relevant witnesses and documents under their
control;
(D) Rule on whether witnesses have knowledge of
the facts at issue;
(E) Establish time limits for the submission of mo-
tions or memoranda;
(F) Rule on relevant motions, requests and other
procedural items, limiting all decisions to procedure
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matters and issues directly related to the contested
determination resulting from OAC 317:30-5-136;
(G) Rule on whether discovery requests are rele-
vant;
(H) Strike or deny witnesses, documents, exhibits,
discovery requests, and other requests or motions
which are cumulative, not relevant, not material, used
as a means of harassment, unduly burdensome, or
not timely filed;
(I) Schedule pre-hearing conferences to settle,
simplify, or identify issues in a proceeding or to
consider other matters that may end the appeal;
(J) Impose appropriate sanctions against any party
failing to obey an order of the ALJ;
(K) Rule on any requests for extension of time;
(L) Dismiss an issue or appeal if:

(i) it is not timely filed or is not within the
OHCA's jurisdiction or authority;
(ii) it is moot or there is insufficient evidence
to support the allegations;
(iii) the appellant fails or refuses to appear for
a scheduled meeting; or
(iv) the appellant refuses to accept a settlement
offer which affords the relief the party could rea-
sonably expect if the party prevailed in the appeal;

(M) Set and/or limit the time frame for the hearing.
(9) After the hearing:

(A) The ALJ should attempt to make the final hear-
ing decision within ninety (90) days from the date of
the hearing and send a copy of the ALJ's decision to
both parties outlining their rights to appeal the deci-
sion. Any appeal of the final order pursuant to 12 O.S.
§ 951 must be filed with the District Court of Okla-
homa County within 30 days.
(B) It shall be the duty of the Appellant in any Dis-
trict Court appeal to order a written transcript of pro-
ceedings to be used on appeal. The transcript must
be ordered within thirty (30) days of the filing of an
appeal in the District Court and any costs associated
with the preparation of the transcript shall be borne
by the Appellant.

(10) All orders and settlements are non-precedential de-
cisions.
(11) The hearing shall be digitally recorded and closed
to the public.
(12) The case file and any audio recordings shall remain
confidential.

[OAR Docket #17-409; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 10. PURCHASING

[OAR Docket #17-414]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
317:10-1-1. [AMENDED]
317:10-1-3. [AMENDED]
317:10-1-4. [AMENDED]
317:10-1-12. [AMENDED]
317:10-1-16. [AMENDED]
(Reference APA WF # 16-22)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
OAC Title 260, Chapter 115; OAC Title 580 (Revoked); O.S Title 74
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions replace outdated references to the Oklahoma
Department of Central Services with the Office of Management and Enterprise
Services. The Oklahoma Department of Central Services was consolidated
under the Office of Management and Enterprise Services in 2011. Revisions
also clarify that supply and non-professional services acquisitions over $5,000
must be approved by the Chief Executive Officer, Executive Staff, or designee.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

317:10-1-1. Purpose
(a) The purpose of this Chapter is to describe the rules
governing the contracting and purchasing requirements of the
Oklahoma Health Care Authority (OHCA). The Contracts
and Purchasing Divisions are internal divisions of the OHCA.
These divisions provide the mechanism for the acquisition of
goods, equipment, non-professional and professional services
for the operation of the OHCA. These rules are superseded by
the Oklahoma Department of Central Services (DCS)Office
of Management and Enterprise Services (OMES) Purchasing
rules(OAC 580:16)(OAC 260:115) whenever DCSOMES has
final authority on an acquisition.
(b) Different rules apply depending on which of the above
three entities is making the acquisition and whether the pur-
chase is for professional services or non-professional services
and products. When an acquisition is made by DCSOMES,
the DCSOMES Purchasing rules at OAC 580:16OAC 260:115
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apply. When an acquisition is made by OHCA, these rules
must be read in conjunction with the DCSOMES rules.

317:10-1-3. General contracting and purchasing
provisions

(a) All acquisitions made by the Oklahoma Health Care
Authority shall be in accordance with the Oklahoma Central
Purchasing Act, 74 Okla. Stat. §§ 85.1 et seq., other applica-
ble statutory provisions, Oklahoma Department of Central
ServicesOffice of Management and Enterprise Services Cen-
tral Purchasing Rules and the Authority's approved internal
purchasing procedures.
(b) When these rules are silent on a relevant issue related
to an acquisition made by the Authority, the appropriate
DCSOMES rule applies, except that where "State Purchasing
Director" is specified, this means "the Authority CPOCertified
Procurement Officer making the acquisition and/or the CEO".
Where "Purchasing Division" is specified, this means "the
Authority".

317:10-1-4. Vendor registration
Any vendor wishing to do business with the Authority

should register on the vendor bidder list maintained by the
Central Purchasing Division of the Oklahoma Department
of Central ServicesOffice of Management and Enterprise
Services. The Authority may also send solicitations by request
to vendors that are not on the vendor bidder list.

317:10-1-12. Protest of award
(a) Protests of awards made by the Authority under 74 Okla.
Stat. § 85.5T are addressed at OAC 317:2-1-1 et seq.
(b) Bidders who wish to protest any other award shall follow
the process outlined in the Oklahoma Department of Central
ServicesOffice of Management and Enterprise Services rules
at OAC 580:16-3-21OAC 260:115-3-19.

317:10-1-16. Delegation of authority
The authority to procure needed products and services for

the Authority has been delegated to the Authority from the Ok-
lahoma Department of Central ServicesOffice of Management
and Enterprise Services, Central Purchasing Division. The
Authority Board delegates authority for expenditure of funds to
the CEO and other Authority officers and personnel according
to the dollar limits and types of products stated in (1), (2) and
(3) of this Section. Within this authority, the CEO may dele-
gate in writing to other specific individuals the responsibility
for the performance of the procurement duties.

(1) Supply and non-professional services acquisi-
tions. Each division director or supervisor may initiate
any supply or non-professional services acquisition which
is within his or her authorized division budget and ap-
proved by the CEO,associate directorCEO or designee.
Any single acquisition of this kind over $5,000 up to
$500,000 must be approved by the CEO or a designated
associate directorCEO, Executive Staff or designee.
Any single acquisition of this kind over $500,000 must be

approved by the Authority Board. A contract amendment
that would increase the total original contract acquisition
cost to an amount that equals or exceeds $500,000 for a
supply or non-professional services contract must be prior
approved by the OHCAAuthority Board. Any amendment
to a contract that would result in a 10 percent or greater
increase in the total acquisition cost originally approved
by the OHCA Board must be submitted to the OHCA
Board for prior approval.
(2) Professional service contracts. Acquisitions of
professional services must be approved by the CEO or de-
signee. All professional service contracts over $125,000
must be approved by the Authority Board. A contract
amendment that would increase the total original con-
tract acquisition cost to an amount that equals or exceeds
$125,000 for a professional service contract must be prior
approved by the OHCAAuthority Board. Any amendment
to a contract that would result in a 25 percent or greater
increase or a $250,000 or greater increase in the total ac-
quisition cost originally approved by the OHCAAuthority
Board must be submitted to the OHCAAuthority Board
for prior approval. Board approval is not required if the
increase in total contract acquisition cost results from
the exercise of a price increase methodology, option for
additional work, or option to renew that was contained in
the previously approved contract.
(3) Interagency/intergovernmental agreements. All
agreements with another state agency or public agency
must be approved by the CEO or designee, but are exempt
from the Authority Board approval.

[OAR Docket #17-414; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-400]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 3. General Provider Policies
Part 1. General Scope and Administration
317:30-3-5. [AMENDED]
(Reference APA WF # 16-03)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
42 CFR 447.56
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
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SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed revisions mirror federal regulation for cost sharing. Per
current policy, the aggregate cost sharing liabilities in a given calendar year
may not exceed five percent of the member's gross annual income. Per federal
regulation, the aggregate limit on premiums and cost sharing incurred by all
members in the Medicaid household should not exceed five percent of the
family's income applied on a monthly basis.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 3. GENERAL PROVIDER
POLICIES

PART 1. GENERAL SCOPE AND
ADMINISTRATION

317:30-3-5. Assignment and Cost Sharing
(a) Definitions. The following words and terms, when used
in subsection (c) of this Section, shall have the following mean-
ing, unless the context clearly indicates otherwise:

(1) "Fee-for-service contract" means the provider
agreement specified in OAC 317:30-3-2. This contract is
the contract between the Oklahoma Health Care Authority
(OHCA) and medical providers which provides for a fee
with a specified service involved.
(2) "Within the scope of services" means the set
of covered services defined at OAC 317:25-7 and the
provisions of the SoonerCare Choice contracts in the
SoonerCare Program.
(3) "Outside of the scope of the services" means all
medical benefits outside the set of services defined at OAC
317:25-7 and the provisions of the SoonerCare Choice
contracts in the SoonerCare Program.

(b) Assignment in fee-for-service. The OHCA's Medicaid
State Plan provides that participation in the medical program
is limited to providers who accept, as payment in full, the
amounts paid by OHCA plus any deductible, coinsurance, or
co-payment required by the State Plan to be paid by the mem-
ber and make no additional charges to the member or others.

(1) OHCA presumes acceptance of assignment upon
receipt of an assigned claim. This assignment, once made,

cannot be rescinded, in whole or in part by one party,
without the consent of the other party.
(2) Once an assigned claim has been filed, the member
must not be billed and the member is not responsible for
any balance except the amount indicated by OHCA. The
only amount a member may be responsible for is a co-pay-
ment, or the member may be responsible for services not
covered under the medical programs. In any event, the
member should not be billed for charges on an assigned
claim until the claim has been adjudicated or other notice
of action received by the provider. Any questions regard-
ing amounts paid should be directed to OHCA, Provider
Services.
(3) When potential assignment violations are detected,
the OHCA will contact the provider to assure that all
provisions of the assignment agreement are understood.
When there are repeated or uncorrected violations of the
assignment agreement, the OHCA is required to suspend
further payment to the provider.

(c) Assignment in SoonerCare. Any provider who holds
a fee for service contract and also executes a contract with a
provider in the SoonerCare Choice program must adhere to the
rules of this subsection regarding assignment.

(1) If the service provided to the member is outside
of the scope of the services outlined in the SoonerCare
Contract, then the provider may bill or seek collection
from the member.
(2) In the event there is a disagreement whether the
services are in or out of the scope of the contracts refer-
enced in (1) of this subsection, the Oklahoma Health Care
Authority shall be the final authority for this decision.
(3) Violation of this provision shall be grounds for a
contract termination in the fee-for-service and SoonerCare
programs.

(d) Cost Sharing-Copayment. Section 1902(a)(14) of
the Social Security Act permits states to require certain mem-
bers to share some of the costs of SoonerCare by imposing
upon them such payments as enrollment fees, premiums, de-
ductibles, coinsurance, co-payments, or similar cost sharing
charges. OHCA requires a co-payment of some SoonerCare
members for certain medical services provided through the fee
for service program. A co-payment is a charge which must be
paid by the member to the service provider when the service is
covered by SoonerCare. Section 1916(e) of the Act requires
that a provider participating in the SoonerCare program may
not deny care or services to an eligible individual based on
such individual's inability to pay the co-payment. A person's
assertion of their inability to pay the co-payment establishes
this inability. This rule does not change the fact that a member
is liable for these charges, and it does not preclude the provider
from attempting to collect the co-payment.

(1) Co-payment is not required of the following mem-
bers:

(A) Individuals under age 21. Each member's date
of birth is available on the REVS system or through a
commercial swipe card system.
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(B) Members in nursing facilities and intermediate
care facilities for individuals with intellectual disabil-
ities.
(C) Home and Community Based Service waiver
members except for prescription drugs.
(D) Native Americans providing documentation of
ethnicity in accordance with OAC 317:35-5-25 who
receive items and services furnished by the Indian
Health Service, an Indian Tribe, Tribal Organization,
or Urban Indian Organization or through referral
under contract health services.
(E) Individuals who are categorically eligible for
SoonerCare through the Breast and Cervical Cancer
Treatment program.
(F) Individuals receiving hospice care, as defined
in section 1905(o) of the Social Security Act.

(2) Co-payment is not required for the following ser-
vices:

(A) Family planning services. This includes all
contraceptives and services rendered.
(B) Emergency services provided in a hospital,
clinic, office, or other facility.
(C) Services furnished to pregnant women, if those
services relate to the pregnancy or to any other medi-
cal condition which may complicate the pregnancy.
(D) Smoking and Tobacco Cessation counseling
and products.
(E) Diabetic supplies.

(3) Co-payments are required in an amount not to ex-
ceed the federal allowable for the following:

(A) Inpatient hospital stays.
(B) Outpatient hospital visits.
(C) Ambulatory surgery visits including
free-standing ambulatory surgery centers.
(D) Encounters with the following rendering
providers:

(i) Physicians,
(ii) Advanced Practice Nurses,
(iii) Physician Assistants,
(iv) Optometrists,
(v) Home Health Agencies,
(vi) Certified Registered Nurse Anesthetists,
(vii) Anesthesiologist Assistants,
(viii) Durable Medical Equipment providers,
and
(ix) Outpatient behavioral health providers.

(E) Prescription drugs.
(F) Crossover claims. Dually eligible Medi-
care/SoonerCare members must make a co-payment
in an amount that does not exceed the federal al-
lowable per visit/encounter for all Part B covered
services. This does not include dually eligible HCBS
waiver members.

(4) Aggregate cost-sharing liabilities in a given calen-
dar year may not exceed 5% of the member's gross annual
income.
(4) Medicaid premiums and cost sharing incurred by
all individuals in the Medicaid household may not exceed

an aggregate limit of five percent of the family's income
applied on a monthly basis, as specified by the agency.

[OAR Docket #17-400; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-424]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 3. General Provider Policies
Part 1. General Scope and Administration
317:30-3-17. [AMENDED]
Part 3. General Medical Program Information
317:30-3-44. [AMENDED]
Subchapter 5. Individual Providers and Specialties
Part 6. Inpatient Psychiatric Hospitals
317:30-5-95.24. [AMENDED]
317:30-5-96.5. [AMENDED]
Part 35. Rural Health Clinics
317:30-5-355.1. [AMENDED]
Part 37. Advanced Practice Nurse
317:30-5-375. [AMENDED]
Part 75. Federally Qualified Health Centers
317:30-5-661.1. [AMENDED]
Part 108. Nutrition Services
317:30-5-1076. [AMENDED]
(Reference APA WF # 16-29)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
42 CFR 440.165
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions update references to the physical address
of the Oklahoma Health Care Authority, and correct formatting errors and
misspelled words. Revisions also include replacing the words "recipient"
and "patient" with the word "member." In addition, revisions add the term
"certified" to nurse midwife to mirror terminology used by the Oklahoma
Nursing Board.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.
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PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 3. GENERAL PROVIDER
POLICIES

PART 1. GENERAL SCOPE AND
ADMINISTRATION

317:30-3-17. Discrimination laws
The Oklahoma Health Care Authority has assured com-

pliance with the regulations of the Department of Health and
Human Services, Title 45, Code of Federal Regulations, Part
80 (which implements Public Law 88-352, Civil Rights Act
of 1964, Section 601), Part 84 (which implements Public Law
93-112, Rehabilitation Act of 1973, Section 504), Part 90
(which implements Public Law 94-135, Age Discrimination
Act of 1975, Section 301), Title 9 of the Education Amend-
ments of 1972; and Executive Orders 11246 and 11375.

(1) These laws and regulations prohibit excluding from
participation in, denying the benefits of, or subjecting to
discrimination, under any program or activity receiving
Federal Financial Assistance any person on the grounds
of race, color, sex, national origin, and qualified person
on the basis of handicap, or unless program-enabling
legislation permits, on the basis of age. Under these re-
quirements, payment cannot be made to vendors providing
care and/or services under FederallyassistedFederally-as-
sisted programs conducted by the Authority unless such
care and service is provided without discrimination on the
grounds of race, color, sex, national origin or handicap or
without distinction on the basis of age except as legisla-
tively permitted or required.
(2) Written complaints of noncompliance with any
of these laws should be made to the Chief Execu-
tive Officer of the Oklahoma Health Care Authority,
45454345N.North Lincoln Blvd,Boulevard,Suite 124,
Oklahoma City, Oklahoma 73105, or the Secretary of
Health and Human Services, Washington, D.C., or both.

PART 3. GENERAL MEDICAL PROGRAM
INFORMATION

317:30-3-44. Personal care
Personal care is a service provided in a recip-

ient'smember's home. To receive the service, the
recipientmember must have met the appropriate level of care
in accordance with procedures found in OAC 317:35-9. In
geographic areas designated as ADvantage Program phase
in areas, personal care services may be provided by agency
providers who contract with the Medicaid agency for the

provision of services. The service may be provided by
individual personal care providers in geographic areas where
there is insufficient agency providers to adequately serve the
population.

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 6. INPATIENT PSYCHIATRIC HOSPITALS

317:30-5-95.24. Prior Authorization of inpatient
psychiatric services for children

(a) All inpatient psychiatric services for members under
21 years of age must be prior authorized by the OHCA or its
designated agent. All inpatient acute and residential psychi-
atric services will be prior authorized for an approved length of
stay. Admission requirements for services must be provided in
accordance with Code of Federal Regulations, Title 42 Public
Health, Part 441 and 456. Additional information will be
required for a SoonerCare compensable approval on enhanced
treatment units or in special population programs.
(b) Staffing ratios shall always be present for each individual
unit not by facility or program. Patients shall be grouped for
accommodation by gender, age, and treatment needs. At a
minimum, children, adolescent, and adult treatment programs
shall be separate with distinct units for each population. A
unit is determined by separate and distinct sleeping, living, and
treatment areas often separated by walls and/or doors. A unit
that does not allow clear line of sitesight due to the presence of
walls or doors is considered a separate unit. Each individual
unit shall have assigned staff to allow for appropriate and safe
monitoring of patients and to provide active treatment.
(c) In an acute care setting, at least one Registered Nurse
(RN) must be on duty per unit at all times, with additional
RNs to meet program needs. RNs must adhere to Oklahoma
Department of Health policy at OAC 310:667-15-3 and OAC
310:667-33-2(a)(3).
(d) Regular residential treatment programs require a staffing
ratio of 1:6 during routine waking hours and 1:8 during time
residents are asleep with 24 hour nursing care supervised by an
RN for management of behaviors and medical complications.
At a minimum, the supervising RN must be available by phone
and on-site within one hour. If the supervising RN is off-site,
then an RN or LPN must be on-site to adhere to a 24 hour nurs-
ing care coverage ratio of 1:30 during routine waking hours
and 1:40 during time residents are asleep.
(e) Specialty residential treatment at this level is a longer
term treatment that requires a higher staff to member ratio
because of the need for constant, intense, and immediate re-
inforcement of new behaviors to develop an understanding
of the behaviors. The environment of specialized residential
treatment centers requires special structure and configuration
(e.g., sensory centers for autistic members) and specialized
training for the staff in the area of the identified specialty. The
physician will see the child at least one time a week.
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(f) A PRTF will not be considered a specialty treatment
program for SoonerCare without prior approval of the OHCA
behavioral health unit.
(g) A treatment program that has been approved as a spe-
cialized treatment program must maintain medical records
that document the degree and intensity of the psychiatric care
delivered to the children.
(h) Criteria for classification as a specialized PRTF will
require a staffing ratio of 1:3 at a minimum during routine
waking hours and 1:6 during time residents are asleep with 24
hour nursing care supervised by a RN for management of be-
haviors and medical complications. The PRTF will be a secure
unit, due to the complexity of needs and safety considerations.
Admissions will be restricted to children that meet the medical
necessity criteria for RTC and also meet at least two or more of
the following:

(1) Have failed at other levels of care or have not been
accepted at other levels of care;
(2) Behavioral, emotional, and cognitive problems
requiring secure residential treatment that includes 1:1,
1:2, or 1:3 staffing due to the member being a danger to
themselves and others, for impairments in socialization
problems, communication problems, and restricted, repet-
itive and stereotyped behaviors. These symptoms are
severe and intrusive enough that management and treat-
ment in a less restrictive environment places the child and
others in danger but, do not meet acute medical necessity
criteria. These symptoms which are exhibited across mul-
tiple environments must include at least two or more of the
following:

(A) Marked impairments in the use of multiple
nonverbal behaviors such as eye-to-eye gaze, facial
expression, body postures, and gestures to regulate
social interaction;
(B) Inability to regulate impulse control with
frequent displays of aggression or other dangerous
behavior toward self and/or others regularly;
(C) Failure to develop peer relationships appropri-
ate to developmental level;
(D) Lack of spontaneously seeking to share enjoy-
ment, interests, or achievements with other people;
(E) Lack of social or emotional reciprocity;
(F) Lack of attachment to caretakers;
(G) Require a higher level of assistance with activ-
ities of daily living requiring multiple verbal cues 50
percent of the time to complete tasks;
(H) Delay, or total lack of, the development of
spoken language which is not accompanied by an
attempt to compensate through alternative modes of
communication such as gesture or mime;
(I) Marked impairment in individuals with ad-
equate speech in the ability to initiate or sustain a
conversation with others;
(J) Stereotyped and repetitive use of language or
idiosyncratic language;
(K) Lack of varied, spontaneous make-believe play
or social imitative play appropriate to developmental
level;

(L) Encompassing preoccupation with one or more
stereotyped and restricted pattern and interest that is
abnormal in intensity of focus;
(M) Inflexible adherence to specific, nonfunctional
routines or rituals;
(N) Stereotyped and repetitive motor mannerisms
(e.g., hand or finger flapping or twisting or complex
whole body movements);
(O) Persistent occupation with parts of objects;

(3) Member is medically stable, but has co-morbid
medical conditions which require specialized medical care
during treatment;
(4) Full scale IQ below 40 (profound mental retardation
intellectual disability).

(i) Non-authorized inpatient psychiatric services will not be
SoonerCare compensable.
(j) The designated agent will prior authorize all services for
an approved length of stay based on the medical necessity crite-
ria described in OAC 317:30-5-95.25 through 317:30-5-95.31.
(k) Out of state placements must be approved by the agent
designated by the OHCA and subsequently approved by the
OHCA, Medical Services Behavioral Health Division. Re-
quests for admission to Psychiatric Residential Treatment
Facilities or acute care units will be reviewed for considera-
tion of level of care, availability, suitability, and proximity of
suitable services. A prime consideration for placements will
be proximity to the family or guardian in order to involve the
family or guardian in Active Treatment, including discharge
and reintegration planning. Out of state facilities are respon-
sible for insuring appropriate medical care as needed under
SoonerCare provisions as part of the per-diem rate.
(l) Inpatient psychiatric services in all acute hospitals
and psychiatric residential treatment facilities are limited to
the approved length of stay. OHCA, or its designated agent,
will approve lengths of stay using the current OHCA Behav-
ioral Health medical necessity criteria as described in OAC
317:30-5-95.25 through OAC 317:30-5-95.31. The approved
length of stay applies to both hospital and physician services.
The Child and Adolescent Level of Care Utilization System
(CALOCUS®) is a level of care assessment that will be used as
a tool to determine the most appropriate level of care treatment
for a member by LBHPs in the community.

317:30-5-96.5. Disproportionate share hospitals (DSH)
Reimbursement for DSH is determined in accordance with

the methodology for inpatient hospital services as described in
Attachment 4.19 A of the Medicaid State Plan. Copies of the
plan may be obtained by writing the Oklahoma Health Care
Authority, 45454345 North Lincoln Boulevard, Oklahoma
City, OK 73105 or may be downloaded from the OHCA web-
site.

PART 35. RURAL HEALTH CLINICS

317:30-5-355.1. Definition of services
The RHC benefit package, as described in Title 42 of

the Code of Federal Regulations (CFR), part 440.20, consists
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of two components: RHC Services and Other Ambulatory
Services.

(1) RHC services. RHC services are covered when
furnished to a member at the clinic or other location, in-
cluding the member's place of residence. These services
are described in this Section.

(A) Core services. As set out in Federal Regu-
lations at 42 CFR 440.20(b), RHC "core" services
include, but are not limited to:

(i) Physician's services;
(ii) Services and supplies incident to a physi-
cian's services;
(iii) Services of advanced practice nurses
(APNs), physician assistants (PAs), certified nurse
midwives (NMs)(CNMs) or specialized advanced
practice nurse practitioners;
(iv) Services and supplies incident to the ser-
vices of APNs and PAs (including services fur-
nished by certified nurse midwives);
(v) Visiting nurse services to the homebound;
(vi) Clinical psychologist (CP) and clinical
social worker (CSW) services;
(vii) Services and supplies incident to the ser-
vices of CPs and CSWs.

(B) Physicians' services. In addition to the profes-
sional services of a physician, and services provided
by an APN, PA and NMW which would be covered
as RHC services under Medicare, certain primary
preventive services are covered under the SoonerCare
RHC benefit. The services must be furnished by or
under the direct supervision of a RHC practitioner
who is a clinic employee:

(i) prenatal and postpartum care;
(ii) screening examination under the Early
and Periodic Screening, Diagnosis and Treatment
(EPSDT) Program for members under 21;
(iii) family planning services;
(iv) medically necessary screening mam-
mography and follow-up mammograms when
medically necessary.

(C) Services and supplies "incident to". Ser-
vices and supplies incident to the service of a physi-
cian, physician assistant, advanced practice nurse,
clinical psychologist, or clinical social worker are
covered if the service or supply is:

(i) a type commonly furnished in physicians'
offices;
(ii) a type commonly rendered either without
charge or included in the rural health clinic's bill;
(iii) furnished as an incidental, although inte-
gral, part of a physician's professional services;
(iv) Drugs and biologicals which cannot be
self-administered or are specifically covered by
Medicare law, are included within the scope of
RHC services. Drugs and biologicals commonly
used in life saving procedures, such as analgesics,
anesthetics (local), antibiotics, anticonvulsants,

antidotes and emetics, serums and toxoids are not
billed separately.

(D) Visiting nurse services. Visiting nurse ser-
vices are covered if:

(i) the RHC is located in an area in which
the Centers for Medicare and Medicaid Services
(CMS) has determined there is a shortage of home
health agencies;
(ii) the services are rendered to members who
are homebound;
(iii) the member is furnished nursing care on
a part time or intermittent basis by a registered
nurse, licensed practical nurse or licensed vo-
cational nurse who is employed by or receives
compensation for the services from the RHC; and
(iv) the services are furnished under a written
plan of treatment.

(E) RHC encounter. RHC "core" services (in-
cluding preventive services, i.e., prenatal, EPSDT
or family planning) are part of an all-inclusive visit.
A "visit" means a face-to-face encounter between
a clinic patient and a RHC health professional (i.e.,
physicians, physician assistants, advanced practice
nurses, certified nurse midwives, clinical psycholo-
gists and clinical social workers). Encounters with
more than one health professional and multiple en-
counters with the same health professional that takes
place on the same day and a single location, constitute
a single visit except when the member, after the first
encounter, suffers illness or injury requiring addi-
tional diagnosis or treatment. Payment is made for
one encounter per member per day. Medical review
will be required for additional visits for children.
Payment is also limited to four visits per member per
month for adults.
(F) Off-site services. RHC services provided
off-site of the clinic are covered as long as the RHC
has a compensation arrangement with the RHC prac-
titioner that SoonerCare reimbursement is made to
the RHC and the RHC practitioner receives his or
her compensation from the RHC. The rural health
clinic must have a written contract with the physician
and other RHC "core" practitioners that specifically
identify how the rural health clinic services provided
off-site are to be billed to SoonerCare. It is expected
that services provided in off-site settings are, in most
cases, temporary and intermittent, i.e., when the
member cannot come to the clinic due to health rea-
sons.

(2) Other ambulatory services. A Rural Health
Clinic must provide other items and services which are
not "RHC services" as described in (a)(1) of this Section,
and are separately billable to the SoonerCare program.
Coverage of services are based upon the scope of coverage
under the SoonerCare program.

(A) Other ambulatory services include, but are not
limited to:

(i) dental services for members under age 21;
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(ii) optometric services;
(iii) clinical lab tests performed in the RHC lab,
including the lab tests required for RHC certifica-
tion;
(iv) technical component of diagnostic tests
such as x-rays and EKGs (interpretation of the test
provided by the RHC physician is included in the
encounter rate);
(v) durable medical equipment;
(vi) emergency ambulance transportation;
(vii) prescribed drugs;
(viii) prosthetic devices (other than dental)
which replace all or part of an internal body organ
(including colostomy bags) and supplies directly
related to colostomy care and the replacement of
such devices;
(ix) specialized laboratory services furnished
away from the clinic;
(x) inpatient services;
(xi) outpatient hospital services.

(B) Payment is made directly to the RHC on an
encounter basis for on-site dental services by a li-
censed dentist or optometric services by a licensed
optometrist for members under age 21. Encounters
are billed as one of the following:

(i) EPSDT dental screening. An EPSDT
dental screening includes oral examination, pro-
phylaxis and fluoride treatment, charting of needed
treatment, and, if necessary, x-rays (including two
bite wing films). This service must be filed on
claim form ADM-36-D for EPSDT reporting pur-
poses.
(ii) Dental encounter. A dental encounter
consists of all dental treatment other than a den-
tal screening. This service must be billed on the
ADM-36-D.
(iii) Visual analysis. Visual analysis (ini-
tial or yearly) for a child with glasses, or a child
who needs glasses, or a medical eye exam. This
includes the refraction and medical eye health
evaluation. Glasses must be billed separately.
Payment is limited to two glasses per year. Any
glasses beyond this limit must be prior authorized
and determined to be medically necessary.

(C) Services listed in (a)(2)(A), (v)-(viii), of
this Section, furnished on-site, require separate
provider agreements with the OHCA. Service item
(a)(2)(A)(iii) does not require a separate contract
when furnished on-site, however, certain conditions
of participation apply. (Refer to OAC 317:30-5-361
for conditions.)
(D) Other ambulatory services provided off-site by
independent practitioners (through subcontracting
agreements or arrangements for services not avail-
able at the clinic) must be billed to the SoonerCare
program by the provider rendering the service. Inde-
pendent practitioners must meet provider eligibility

criteria and must have a current contract with the
OHCA.

PART 37. ADVANCED PRACTICE NURSE

317:30-5-375. Eligible providers
The Advanced Practice Nurse must be a registered nurse in

good standing with the Oklahoma Board of Nursing, and have
acquired knowledge and clinical skills through the completion
of a formal program of study approved by the Oklahoma Board
of Nursing Registration and have obtained professional cer-
tification through the appropriate National Board recognized
by the Oklahoma Board of Nursing. Advanced Practice Nurse
services are limited to the scope of their practice as defined in
59 O.S. 567.3a and corresponding rules and regulations at OAC
485:10-5-1 through 10-16-9. Rules regarding Certified Nurse
Midwives are referenced in OAC 317:30-5-225. Advanced
Practice Nurses who practice in states other than Oklahoma
must be appropriately licensed in the state in which they prac-
tice. In addition, all providers must have a current contract on
file with the Oklahoma Health Care Authority.

PART 75. FEDERALLY QUALIFIED HEALTH
CENTERS

317:30-5-661.1. Health Center core services
Health Center "core" services include:
(1) Physicians' services and services and supplies inci-
dent to a physician's services;
(2) Services of advanced practice nurse (APNs), physi-
cian assistants (PAs), certified nurse midwives (CNMs), or
specialized advanced practice nurse practitioners;
(3) Services and supplies incident to the services of
APNs, certified nurse midwives, and PAs;
(4) Visiting nurse services to the homebound;
(5) Behavior health professional services as authorized
under the FQHC State Plan pages and services and sup-
plies incident thereto;
(6) Preventive primary care services;
(7) Preventive primary dental services.

PART 108. NUTRITION SERVICES

317:30-5-1076. Coverage by category
Payment is made for Nutritional Services as set forth in

this section.
(1) Adults. Payment is made for six hours of medically
necessary nutritional counseling per year by a licensed
registered dietician. All services must be prescribed by a
physician, physician assistant, advanced practice nurse,
or certified nurse midwife and be face to face encounters
between a licensed registered dietitian and the member.
Services must be expressly for diagnosing, treating or pre-
venting, or minimizing the effects of illness. Nutritional
services for the treatment of obesity is not covered unless
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there is documentation that the obesity is a contributing
factor in another illness.
(2) Children. Payment is made for medically neces-
sary nutritional counseling as described above for adults.
Nutritional services for the treatment of obesity may be
covered for children as part of the EPSDT benefit. Ad-
ditional services which are deemed medically necessary
and allowable under federal regulations may be covered
by the EPSDT benefit found at OAC 317:30-3-65 and
317:30-3-65.11.
(3) Home and Community Based Waiver Services
for the Intellectually Disabled. All providers participat-
ing in the Home and Community Based Waiver Services
for the intellectually disabled program must have a sep-
arate contract with OHCA to provide Nutrition Services
under this program. All services are specified in the indi-
vidual's plan of care.
(4) Individuals eligible for Part B of Medicare.
Payment is made utilizing the Medicaid allowable for
comparable services. Services which are not covered
under Medicare should be billed directly to OHCA.
(5) Obstetrical patients. Payment is made for a max-
imum of six hours of medically necessary nutritional
counseling per year by a licensed registered dietitian for
members at risk for or those who have been recently diag-
nosed with gestational diabetes. The initial consultation
may be in a group setting for a maximum of two hours of
class time. Thereafter, four hours of nutritional counsel-
ing by a licensed registered dietitian may be provided to
the individual if deemed medically necessary, which may
include a post-partum visit, typically done at 6 weeks after
delivery. All services must be prescribed by a physician,
physician assistant, advanced practice nurse or a certified
nurse midwife and be face-to-face between a licensed
registered dietitian and the member(s). Services must
be solely for the prevention, diagnosis, or treatment of
gestational diabetes.

[OAR Docket #17-424; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-422]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 3. General Provider Policies
Part 1. General Scope and Administration
317:30-3-19. [REVOKED]
317:30-3-19.1. [REVOKED]
317:30-3-19.3. [NEW]
317:30-3-19.4. [NEW]
317:30-3-19.5. [NEW]
(Reference APA WF # 16-28A)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;

42 U.S.C. 1320a-7; 42 CFR 431.107; 42 CFR 455.400 - 455.470; 42 CFR
457.990; 42 CFR 424.518
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions revoke administrative sanction policy
as the language is obsolete and does not accord with current agency
practices. Proposed revisions also revoke other agency rules which have
been substantively revised to clarify what the agency may consider when
deciding whether to terminate a contract with a particular enrolled provider.
Also, proposed revisions add a new rule which explains what factors the
Oklahoma Health Care Authority may take into consideration when deciding
whether to approve an application for a new or renewing provider enrollment
contract. In addition, proposed revisions fulfills a federal requirement for all
state Medicaid agencies to institute fingerprint-based criminal background
checks for certain "high categorical risk" providers who want to contract with
the state. Proposed revisions also add a new rule which streamlines, clarifies,
and provides examples of the kinds of conduct that may serve as a basis for a
for-cause termination of a provider contract.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 3. GENERAL PROVIDER
POLICIES

PART 1. GENERAL SCOPE AND
ADMINISTRATION

317:30-3-19. Administrative sanctions [REVOKED]
(a) Definitions. The following words and terms, when used
in this Section, have the following meaning, unless the context
clearly indicates otherwise.

(1) "Abuse" means provider practices that are incon-
sistent with sound fiscal, business, or medical practices,
and result in an unnecessary cost to the Medicaid program,
or in reimbursement for services that are not medically
necessary or that fail to meet professionally recognized
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standards for health care. It also recognizes recipient prac-
tices that result in unnecessary cost to the Medicaid pro-
gram.
(2) "Conviction" or "Convicted" means a judgment
of conviction has been entered by a Federal, State, or local
court, regardless of whether an appeal from that judgment
is pending.
(3) "Exclusion" means items or services which will
not be reimbursed under Medicaid because they were fur-
nished by a specific provider who has defrauded or abused
the Medicaid program.
(4) "Fraud" means an intentional deception or mis-
representation made by a person with the knowledge that
the deception could result in some unauthorized benefit to
himself or some other person. It includes any act that con-
stitutes fraud under applicable Federal or State law.
(5) "Knowingly" means that a person, with respect to
information:

(A) has actual knowledge of the information;
(B) acts in deliberate ignorance of the truth or fal-
sity of the information; or
(C) acts in reckless disregard of the truth or falsity
of the information, and no proof of specific intent to
defraud is required.

(6) "Medical Services Providers" means:
(A) "Practitioner" means a physician or other in-
dividual licensed under State law to practice his or
her profession or a physician who meets all require-
ment for employment by the Federal Government as
a physician and is employed by the Federal Govern-
ment in an IHS facility or affiliated with a 638 Tribal
facility.
(B) "Supplier" means an individual or entity,
other than a provider or practitioner, who furnishes
health care services under Medicaid or other medical
services programs administered by the Oklahoma
Health Care Authority.
(C) "Provider" means:

(i) A hospital, skilled nursing facility, com-
prehensive outpatient rehabilitation facility, home
health agency, or a hospice that has in effect an
agreement to participate in Medicaid, or any other
medical services program administered by the Ok-
lahoma Health Care Authority, or
(ii) a clinic, a rehabilitation agency, or a public
health agency that has a similar agreement.

(D) "Laboratories" means any laboratory or place
equipped for experimental study in science or for test-
ing or analysis which has an agreement with the Ok-
lahoma Health Care Authority to receive Medicaid
monies.
(E) "Pharmacy" means any pharmacy or place
where medicines are compounded or dispensed or any
pharmacist who has an agreement with OHCA to re-
ceive Medicaid monies for the dispensing of drugs.
(F) "Any other provider" means any provider
who has an agreement with OHCA to deliver health

services, medicines, or medical services for the
receipt of Medicaid monies.

(7) "OIG" means Office of Inspector General of the
Department of Health and Human Services.
(8) "Sanctions" means any administrative decision
by OHCA to suspend or exclude a medical service
provider(s) from the Medicaid program or any other
medical services program administered by the Oklahoma
Health Care Authority.
(9) "Suspension" means items or services furnished
by a specified provider will not be reimbursed under the
Medicaid program.
(10) "Willfully" means proceeding from a conscious
motion of the will; voluntary, intending the result which
comes to pass; intentional.

(b) Basis for sanctions.
(1) The Oklahoma Health Care Authority may sanction
a medical provider who has an agreement with OHCA for
the following reasons:

(A) Knowingly or willfully made or caused to be
made any false statement or misrepresentation of ma-
terial fact in claiming, or use in determining the right
to, payment under Medicaid; or
(B) Furnished or ordered services under Medicaid
that are substantially in excess of the recipient's needs
or that fail to meet professionally recognized stan-
dards for health care; or
(C) Submitted or caused to be submitted to the
Medicaid program bills or requests for payment
containing charges or costs that are substantially
in excess of customary charges or costs. However,
the agency must not impose an exclusion under this
section if it finds the excess charges are justified
by unusual circumstances or medical complications
requiring additional time, effort, or expense in local-
ities in which it is accepted medical practice to make
an extra charge in such case.

(2) The agency may base its determination that ser-
vices were excessive or of unacceptable quality on re-
ports, including sanction reports, from any of the follow-
ing sources:

(A) The PRO for the area served by the provider or
the PRO contracted by OHCA;
(B) State or local licensing or certification author-
ities;
(C) Peer review committees of fiscal agents or con-
tractors;
(D) State or local professional societies;
(E) Surveillance and Utilization Review Section
Reports done by OHCA; or
(F) Other sources deemed appropriate by the Med-
icaid agency or the OIG.

(3) OHCA must suspend from the Medicaid program
any medical services provider who has been suspended
from participation in Medicare or Medicaid due to a con-
viction of a program related crime. This suspension must
be at a minimum the same period as the Medicare suspen-
sion.

Oklahoma Register (Volume 34, Number 23) 618 August 15, 2017



Permanent Final Adoptions

(4) OHCA must also suspend any convicted medical
services provider who is not eligible to participate in
Medicare or Medicaid whenever the OIG directs such
action. Such suspension must be, at a minimum, the same
period as the suspension by the OIG.

(c) Procedure for imposing sanctions. The procedure for
imposing a sanction under this section and the due process ac-
corded in this section is provided at OAC 317:2-1-5.

317:30-3-19.1. Revocation of enrollment and billing
privileges in the Medicaid Program
[REVOKED]

OHCA and providers have the right to terminate or sus-
pend contracts with each other. Remedies are provided in this
Section that may be used by the agency in addition to a formal
contract action against the provider. When the use of these
remedies results in a contract action, appropriate due process
protections will be afforded to the provider for that contract
action. Subsections (1) through (10) are additional remedies
under which OHCA may revoke a currently enrolled provider
or supplier's SoonerCare billing privileges and any correspond-
ing provider agreement or supplier agreement.

(1) Noncompliance. The provider or supplier is deter-
mined not to be in compliance with the enrollment require-
ments described in OAC 317:30-3-2, or in the enrollment
application applicable for its provider or supplier type. All
providers and suppliers are granted an opportunity to cor-
rect the deficient compliance requirement before a final
determination to revoke billing privileges, except for those
imposed under subsections (2), (3), (5), or (7) of this Sec-
tion.

(A) OHCA may request additional documentation
from the provider or supplier to determine compliance
if adverse information is received or otherwise found
concerning the provider or supplier.
(B) Requested additional documentation must be
submitted within 60 calendar days of request.

(2) Provider or supplier conduct. The provider or
supplier, or any owner, managing employee, authorized
or delegated official, medical director, supervising physi-
cian, or other health care personnel of the provider or
supplier is:

(A) Excluded from the Medicare, Medicaid, or any
other Federal health care program, as defined in 42
CFR 1001.2; or
(B) Is debarred, suspended, or otherwise excluded
from participating in any other Federal procurement
or nonprocurement program or activity.

(3) Felonies. The provider, supplier, or any owner of
the provider or supplier, within the 10 years preceding en-
rollment or revalidation of enrollment, was convicted of a
Federal or State felony offense that OHCA has determined
to be detrimental to the best interests of the program and
its beneficiaries. Denials based on felony convictions are
for a period to be determined by the OHCA, but not less
than 10 years from the date of conviction if the individual
has been convicted on one previous occasion for one or
more offenses. Offenses include but are not limited to:

(A) Felony crimes against persons, such as murder,
rape, assault, and other similar crimes for which the
individual was convicted, including guilty pleas and
adjudicated pretrial diversions;
(B) Financial crimes, such as extortion, embezzle-
ment, income tax evasion, insurance fraud and other
similar crimes for which the individual was convicted,
including guilty pleas and adjudicated pretrial diver-
sions;
(C) Any felony that placed the Medicaid program
or its beneficiaries at immediate risk, such as a mal-
practice suit that results in a conviction of criminal
neglect or misconduct; and
(D) Any felonies that would result in mandatory
exclusion under 42 U.S.C. § 1320a-7a of the Social
Security Act.

(4) False or misleading information. The provider or
supplier certified as "true" misleading or false information
on the enrollment application to be enrolled or maintain
enrollment in the SoonerCare program. Offenders may be
subject to either fines or imprisonment, or both, in accor-
dance with current law and regulations.
(5) On-site review. OHCA determines, upon on-site
review, that the provider or supplier is no longer opera-
tional to furnish SoonerCare covered items or services, or
is not meeting SoonerCare enrollment requirements un-
der statute or regulation to supervise treatment of, or to
provide SoonerCare covered items or services for, Soon-
erCare members.
(6) Provider and supplier screening requirements.

(A) A provider does not submit an application
fee that meets the requirements set forth in 42 CFR
455.460.
(B) Either of the following occurs:

(i) OHCA is not able to deposit the full appli-
cation amount.
(ii) The funds are not able to be credited to the
State of Oklahoma.

(C) The provider or supplier lacks sufficient funds
in the account at the banking institution whose name
is imprinted on the check or other banking instrument
to pay the application fee; or
(D) There is any other reason why OHCA is unable
to deposit the application fee.

(7) Misuse of billing number. The provider or sup-
plier knowingly sells to or allows another individual or en-
tity to use its billing number. This does not include those
providers or suppliers who enter into a valid reassignment
of benefits as specified in 42 U.S.C. § 1396a (a)(32) or
a change of ownership as outlined in 42 CFR 455.104(c)
(within 35 days of a change in ownership).
(8) Abuse of billing privileges. The provider or sup-
plier submits a claim or claims for services that could not
have been furnished to a specific individual on the date
of service. These instances include but are not limited to
situations where the beneficiary is deceased, the directing
physician or beneficiary is not in the State or country when
services were furnished, or when the equipment necessary
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for testing is not present where the testing is said to have
occurred.
(9) Failure to report. The provider or supplier did not
comply with the reporting requirements specified in the
SoonerCare provider agreement or regulations.
(10) Failure to document or provide OHCA access to
documentation.

(A) The provider or supplier did not comply with
the documentation or OHCA access requirements
specified in the SoonerCare Provider Agreement.
(B) A provider or supplier that meets the revoca-
tion criteria specified in (10)(A) of this subsection is
subject to revocation for a period of not more than 1
year for each act of noncompliance.

317:30-3-19.3. Denial of application for new or renewed
provider enrollment contract

(a) The following words and terms, when used in this
Section, shall have the following meaning, unless the context
clearly indicates otherwise:

(1) "Affiliates" means persons having a relationship
in which any of them directly or indirectly controls or has
the ability to control one or more of the others.
(2) "Applicant" means providers and/or persons with
a five percent or more direct or indirect ownership interest
therein, as well as providers' officers, directors, and man-
aging employees.
(3) "Conviction" or "convicted" means a person has
been convicted of a criminal offense pursuant to 42 U.S.C.
§ 1320a-7(i), or, for civil offenses, has had a judgment of
conviction entered against him or her by a Federal, State,
or local court, regardless of whether an appeal from the
judgment is pending.
(4) "Person" means any natural person, partnership,
corporation, not-for-profit corporation, professional cor-
poration, or other business entity.
(5) "Provider" means any person having or seeking to
obtain a valid provider enrollment contract with the Okla-
homa Health Care Authority (OHCA) for the purpose of
providing services to eligible SoonerCare members and
receiving reimbursement therefor.

(b) When deciding whether to approve an application for a
new or renewed provider enrollment contract, OHCA may con-
sider the following factors as they relate to the applicant and
any of the applicant's affiliates, including, but not limited to:

(1) any false or misleading representation or omission
of any material fact or information required or requested
by OHCA as part of the application process;
(2) any failure to provide additional information to
OHCA after receiving a written request for such addi-
tional information;
(3) any false or misleading representation or omission
of any material fact in making application for any license,
permit, certificate, or registration related to the applicant's
profession or business in any State;
(4) any fine, termination, removal, suspension, revoca-
tion, denial, consented surrender, censure, sanction, invol-
untary invalidation of, or other disciplinary action taken

against any license, permit, certificate, or registration re-
lated to the applicant's profession or business in any State;
(5) any previous or current involuntary surrender, re-
moval, termination, suspension, ineligibility, exclusion, or
otherwise involuntary disqualification from participation
in Medicaid in any State, or from participation in any other
governmental or private medical insurance program, in-
cluding, but not limited to, Medicare and Workers' Com-
pensation;
(6) any Medicaid or Medicare overpayment of which
the applicant has been notified, as determined exclusively
by OHCA that was received, but has not made reimburse-
ment, unless such reimbursement is the subject of an
OHCA reimbursement agreement that is not in default,;
(7) any previous failure to correct deficiencies in the
applicant's business or professional operations after hav-
ing received notice of the deficiencies from the OHCA or
any State or Federal licensing or auditing authority;
(8) any previous violation of any State or Federal
statute or regulation that relates to the applicant's current
or past participation in Medicaid, Medicare, or any other
governmental or private medical insurance program;
(9) any pending charge or prior conviction of any civil
or criminal offense relating to the furnishing of, or billing
for, medical care, services, or supplies, or which is con-
sidered theft, fraud, or a crime involving moral turpitude;
(10) any pending charge or prior criminal conviction for
any felony or misdemeanor offense that could reasonably
affect patient care, including, but not limited to, those of-
fenses listed in OAC 317:30-3-19.4;
(11) any denial of a new or renewed provider enrollment
contract within the past two (2) years that was based on the
applicant's or an affiliate's prior conduct;
(12) any submission of an application that conceals the
involvement in the enrolling provider's operation of a per-
son who would otherwise be ineligible to participate in
Medicaid or Medicare;
(13) any business entity that is required to register with
a State office or agency in order to conduct its operations
therein, including, but not limited to, the Oklahoma Secre-
tary of State, any failure to obtain and/or maintain a regis-
tration status that is valid, active, and/or in good standing;
and
(14) any other factor that impacts the quality or cost of
medical care, services, or supplies that the applicant fur-
nishes to SoonerCare members, or otherwise influences
the fiscal soundness, effectiveness, or efficiency of the
OHCA program.

(c) OHCA shall provide any applicant who is denied a new
or renewed provider enrollment contract a written notice of the
denial. Any denial shall become effective on the date it is sent
to the applicant.
(d) Any OHCA decision to deny a provider's contract appli-
cation in accordance with this Section shall be a final agency
decision that is not administratively appealable.
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317:30-3-19.4. Applicants subject to a fingerprint-based
criminal background check

(a) Applicants designated as "'high' categorical risk" in ac-
cordance with Federal law, including, but not limited to, 42
C.F.R. § 424.518 and 42 C.F.R. Part 455, Subpart E, or if oth-
erwise required by State and/or Federal law, shall be subject to
a fingerprint-based criminal background check as a condition
of new or renewed contract enrollment.
(b) Any applicant subject to a fingerprint-based criminal
background check as provided in subsection (a) of this Section,
shall be denied enrollment if he/she has a felonious criminal
conviction and may be denied enrollment for a misdemeanor
criminal conviction relating, but not limited, to:

(1) The provision of services under Medicare, Medic-
aid, or any other Federal or State health care program;
(2) Homicide, murder, or non-negligent manslaughter;
(3) Aggravated assault;
(4) Kidnapping;
(5) Robbery;
(6) Abuse, neglect, or exploitation of a child or vulner-
able adult;
(7) Human trafficking;
(8) Negligence and/or abuse of a patient;
(9) Forcible rape and/or sexual assault;
(10) Terrorism;
(11) Embezzlement, fraud, theft, breach of fiduciary
duty, or other financial misconduct; and/or
(12) Controlled substances, provided the conviction was
entered within the preceding ten-year period.

(c) Any OHCA decision denying an application for contract
enrollment based on the applicant's criminal history pursuant to
OAC 317:30-3-19.4 shall be a final agency decision that is not
administratively appealable. However, nothing in this section
shall preclude an applicant whose criminal conviction has been
overturned on final appeal, and for whom no other appeals are
pending or may be brought, from reapplying for enrollment.

317:30-3-19.5. Termination of provider agreements
Pursuant to the terms of OHCA's Standard Provider

Agreement, both OHCA and a provider may terminate
the agreement without cause on sixty (60) days' notice, or
for-cause on thirty (30) days' notice. In addition, OHCA
can terminate the agreement immediately in order to protect
the health and safety of members, or upon evidence of fraud
(including, but not limited to, a credible allegation of fraud as
defined by 42 C.F.R. § 455.2). Conduct that may serve as a
basis for a for-cause termination of a provider includes, but is
not limited to, any of the following:

(1) Noncompliance. The provider is determined not to
be in compliance with the enrollment requirements de-
scribed in OAC 317:30-3-2, OAC 317:30-3-19, or in the
enrollment application applicable for its provider type.
OHCA may, but is not required to, request additional doc-
umentation from the provider to determine compliance.
(2) Provider exclusion, debarment, or suspension.
The provider or any owner, managing employee, autho-
rized or delegated official, medical director, supervising
physician, or other health care personnel thereof is:

(A) Excluded from the Medicare, Medicaid, or any
other Federal health care program, as defined in 42
C.F.R § 1001.2; or
(B) Debarred, suspended, or otherwise excluded
from participating in any other Federal procurement
or nonprocurement program or activity.

(3) Convictions. Conviction of the provider or any of
its affiliates for a Federal or State offense that OHCA has
determined to be detrimental to the best interests of the
program and its members. Such offenses may include,
but are not limited to, those offenses enumerated in OAC
317:30-3-19.3 and OAC 317:30-3-19.4.
(4) False or misleading information. The provider
submitted or caused to be submitted misleading or false
information on its enrollment application to be enrolled
or to maintain enrollment in the SoonerCare program. In
addition to termination of a contract, offenders may be
referred for prosecution, which could result in fines or
imprisonment, or both, in accordance with current law
and regulations.
(5) On-site review. OHCA determines, upon on-site
review, that the provider is no longer operational, able to
furnish SoonerCare covered items, or able to safely and
adequately render services; or is not meeting SoonerCare
enrollment requirements under statute or regulation to su-
pervise treatment of, or to provide SoonerCare covered
items or services for SoonerCare members.
(6) Misuse of billing number. The provider know-
ingly sells to or allows another individual or entity to
use its billing number. This does not include those
providers who enter into a valid reassignment of benefits
as specified in 42 U.S.C. § 1396a(a)(32) or a change of
ownership as outlined in 42 C.F.R. § 455.104(c) (within
thirty-five (35) days of a change in ownership).
(7) Abuse of billing privileges. The provider submits
a claim or claims for services that reasonably could not
have been rendered, or that do not accurately reflect those
services actually rendered, to a specific individual on the
date of service. These instances include, but are not lim-
ited to: upcoding; unbundling of services; services that are
purportedly provided to a member who has died prior to
the date of service; services that are purportedly provided
on a date on which the directing physician or member is
not in the State or country or is otherwise physically inca-
pable of providing or receiving the service; or the equip-
ment necessary for testing was not present where the test-
ing is said to have occurred, or was incapable of operating
correctly at the supposed time of testing.
(8) Failure to report. The provider did not comply
with the reporting requirements specified in the Sooner-
Care Provider Agreement or any applicable State and/or
Federal statutes or regulations, including without limi-
tation, changes in the provider's licenses, certifications,
and/or accreditations provided at the time of enrollment.
Providers shall report and update a change in mailing ad-
dress within fourteen (14) days of such change.
(9) Failure to document or provide OHCA access to
documentation.
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(A) The provider did not comply with the docu-
mentation or OHCA access requirements specified in
the SoonerCare Provider Agreement.
(B) OHCA may suspend all SoonerCare payments
to a provider who refuses or fails to produce for in-
spection those financial and other records as are re-
quired by 42 C.F.R. § 431.107 and the executed Soon-
erCare Provider Agreement, until such time as all re-
quested records have been submitted to OHCA for re-
view.

(10) Adverse audit determinations. The provider re-
ceives an adverse Program Integrity audit that demon-
strates fraud, waste, abuse, and/or repeated failure or in-
ability to comply with SoonerCare billing and provision
of service requirements.

[OAR Docket #17-422; filed 6-15-17]
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The proposed Program Integrity Audits/Reviews policy revisions clarify
the Oklahoma Health Care Authority (OHCA) audit process by: explaining
that the scope of audits may include examination for fraud, waste, and/or
abuse of the SoonerCare program; establishing a clearly defined response due
date for providers who want to request an informal reconsideration and/or

formal appeal of audit findings; and by informing providers that overpayments
identified through the audit process may be withheld from future payments
if the provider fails to timely contest the underlying audit findings. Also,
proposed revisions in Uniform Electronic Transaction Act set a consistent
timeframe in which medical records must be authenticated, including those
instances in which transcription occurs. In addition, the rules have been
revised to improve reader comprehension, and make the language consistent
with other OHCA administrative rules.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 3. GENERAL PROVIDER
POLICIES

PART 1. GENERAL SCOPE AND
ADMINISTRATION

317:30-3-2.1. Program Integrity Audits/Reviews
(a) This section applies to all contractors/providers:

(1) "Contractor/provider" means any person or or-
ganization that has signed a provider agreement with the
Oklahoma Health Care Authority (OHCA).
(2) "Extrapolation" means the methodology of esti-
mating an unknown value by projecting, with a calculated
precision (i.e., margin of error), the results of a probability
sample to the universe from which the sample was drawn.
(3) "Probability sample" means the standard statisti-
cal methodology in which a sample is selected based on
the theory of probability (a mathematical theory used to
study the occurrence of random events).
(4) "Universe" means all paid claims or types of paid
claims audited/reviewed during a specified timeframe.
(5) "Sample" means a statistically valid number of
claims obtained from the universe of claims audited/re-
viewed.
(6) "Error Rate" means the percentage of dollars of
audited claims found to be billed in error.

(b) An OHCA audit/review includes the following:
(1) An examination of provider records, by either an
on-site or desk audit. Claims may be examined for com-
pliance with provider contracts, relevant federal and state
laws and regulations, including but not limited to the Ok-
lahoma Administrative Code.
(2) An initial audit/review report contains preliminary
findings. Upon receipt of the findings, a provider may
elect to:

(A) Remit the identified overpayment to OHCA;
(B) Request informal reconsideration of the initial
report per OAC 317:30-3-2.1(b)(3); or
(C) Request a formal appeal of the initial report per
OAC 317:30-3-2.1(b)(4).
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(3) An informal reconsideration period. If a provider
requests an informal reconsideration, the provider shall
provide any and all documentation or relevant information
to clear any misunderstandings and/or findings identified
in the initial report. Only claims identified by the provider
for reconsideration will be reviewed by the OHCA. Any
claims or findings not identified by the provider for recon-
sideration will be deemed waived by the provider if the
provider chooses to later appeal the reconsideration find-
ing. The reconsideration findings will replace the initial
findings and be identified as the final report.
(4) The right to a formal appeal, if requested by the
provider. A request for reconsideration does not limit a
provider's right to a formal appeal. However, all claims
not specifically identified by the provider for further au-
dit/review at reconsideration will be deemed waived by
the provider for purposes of a formal audit appeal. Addi-
tionally, the provider must specifically identify each claim
to be contested on appeal and any claim not identified in
the appeal will be deemed waived on appeal.
(5) If the provider does not request either a reconsidera-
tion or a formal appeal within the specified timeframe, the
initial report will become the final report and the provider
will be obligated to reimburse OHCA for any identified
overpayment, which amount shall be immediately due and
payable to OHCA.

(c) When OHCA conducts a probability sample audit, the
sample claims are selected on the basis of recognized and gen-
erally accepted sampling methods. If an audit reveals an error
rate exceeding 10%, OHCA shall extrapolate the error rate to
the universe of the dollar amount of the audited paid claims.

(1) When using statistical sampling, OHCA uses a
sample that is sufficient to ensure a minimum confidence
level of 95%.
(2) When calculating the amount to be recovered,
OHCA ensures that all overpayments and underpayments
reflected in the probability sample are totaled and extrap-
olated to the universe from which the sample was drawn.
(3) OHCA does not consider non-billed services or
supplies when calculating underpayments and overpay-
ments.

(d) If a probability sample audit reveals an error rate of 10%
or less, the provider will be required to reimburse OHCA for
any overpayments noted during the audit/review.
(a) This section applies to all contracted providers. The fol-
lowing words and terms, when used in this Section, shall have
the following meaning:

(1) "Contractor/provider" means any person or or-
ganization that has signed a provider agreement with the
Oklahoma Health Care Authority (OHCA).
(2) "Extrapolation" means the methodology of esti-
mating an unknown value by projecting, with a calculated
precision (i.e., margin of error), the results of a probability
sample to the universe from which the sample was drawn.
(3) "Probability sample" means the standard statisti-
cal methodology in which a sample is selected based on
the theory of probability (a mathematical theory used to
study the occurrence of random events).

(4) "Universe" means all paid claims or types of paid
claims audited/reviewed during a specified timeframe.
(5) "Sample" means a statistically valid number of
claims obtained from the universe of claims audited/re-
viewed.
(6) "Error Rate" means the percentage of dollars of
audited claims found to be billed in error.

(b) An OHCA audit/review includes an examination of
provider records, by either an on-site or desk audit. Claims
may be examined for compliance with provider contracts
and/or relevant Federal and State laws and regulations, as
well as for practices indicative of fraud, waste, and/or abuse
of the SoonerCare program, including, but not limited to,
inappropriate coding and consistent patterns of overcharging.
(c) An initial audit/review report contains preliminary find-
ings. Within twenty (20) days of the date of the audit/review
report, a provider may elect to:

(1) Remit the identified overpayment to OHCA;
(2) Request informal reconsideration of the initial audit
report per OAC 317:30-3-2.1(d); or
(3) Request a formal appeal of the initial audit report
per OAC 317:30-3-2.1(e).

(d) If a provider requests an informal reconsideration, the
provider, within twenty (20) days of the date of the audit/re-
view report, shall:

(1) Produce any and all written existing documentation
that is relevant to, and could reasonably be used to clarify
or rebut findings as identified in the initial report. Docu-
ments submitted for reconsideration shall not be altered or
created for purposes of the audit; and
(2) Specifically identify those claims and findings to
be reviewed for reconsideration. Any claims or findings
not specifically identified by the provider for reconsider-
ation will be deemed to have been waived by the provider
for purposes of both the informal reconsideration and the
formal appeal, if requested. The reconsideration findings
will replace the initial findings and be identified as the fi-
nal audit report.

(e) A request for an informal reconsideration does not limit
a provider's right to a formal appeal as long as any formal ap-
peal of the final audit report is received by the OHCA Legal
Docket Clerk within twenty (20) days of the date of the final
audit report. However, all claims and findings not specifically
identified by the provider upon an informal reconsideration re-
quest will be deemed to have been waived by the provider for
purposes of a subsequent formal audit appeal. Additionally,
the provider must specifically identify each claim to be con-
tested on appeal, and any remaining appealable claim that has
not already been waived during the informal reconsideration
and is not specifically identified in the initial appeal filing, will
be deemed waived on appeal.
(f) If the provider does not request either an informal recon-
sideration or a formal appeal within the specified timeframe,
the initial report will become the final audit report and the
provider will be obligated to reimburse OHCA for any iden-
tified overpayment, which amount shall be immediately due
and payable to OHCA. OHCA may, at its discretion, withhold
the overpayment amount from the provider's future payments.
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(g) When OHCA conducts a probability sample audit, the
sample claims are selected on the basis of recognized and gen-
erally accepted sampling methods. If an audit reveals an error
rate exceeding 10%, OHCA shall extrapolate the error rate to
the universe of the dollar amount of the audited paid claims.

(1) When using statistical sampling, OHCA uses a
sample that is sufficient to ensure a minimum confidence
level of 95%.
(2) When calculating the amount to be recovered,
OHCA ensures that all overpayments and underpayments
reflected in the probability sample are totaled and extrap-
olated to the universe from which the sample was drawn.
(3) OHCA does not consider non-billed services or
supplies when calculating underpayments and overpay-
ments.

(h) If a probability sample audit reveals an error rate of 10%
or less, the provider will be required to reimburse OHCA for
any overpayments noted during the audit/review.

317:30-3-4.1. Uniform Electronic Transaction Act
The Oklahoma Health Care Authority enacts the provi-

sions of the Uniform Electronic Transaction Act as provided
in this Section with the exception to the act as provided in this
Section.These rules regulate the format, use, and retention of
electronic records and signatures generated, sent, communi-
cated, received, or stored by the Oklahoma Health Care Au-
thority (OHCA), in conformity with the Uniform Electronic
Transaction Act, found at Section 15-101 et seq. of Title 12A
of the Oklahoma Statutes.

(1) Scope of Act. The Electronic Transaction Act ap-
plies to an electronic record and an electronic signature
created with a record that is generated, sent, communi-
cated, received or stored by the Oklahoma Health Care
Authority.
(21) Use of electronic records and electronic sig-
natures. The rules regarding electronic records and
electronic signatures apply when both parties agree to
conduct business electronically. Nothing in these regula-
tions requires parties to conduct business electronically.
However, should a party have the capability and desire to
conduct business electronically with the Oklahoma Health
Care AuthorityOHCA, then the following guidelines must
be adhered to:

(A) Only employees designated by the provider's
agency may make entries in the member's medical
record. All entries in the member's medical record
must be dated and authenticated with a method es-
tablished to identify the author. The identification
method may include computer keys, Private/Pub-
lic Key Infrastructure (PKIs), voice authentication
systems that utilize a personal identification num-
ber (PIN) and voice authentication, or other codes.
Providers must have a process in place to deactivate
an employee's access to records upon termination of
employment of the designated employee.
(B) When PKIs, computer key/code(s), voice au-
thentication systems or other codes are used, a signed

statement must be completed by the agency's em-
ployee documenting that the chosen method is under
the sole control of the person using it and further
demonstrate that:

(i) A list of PKIs, computer key/code(s), voice
authentication systems or other codes can be veri-
fied;
(ii) All adequate safeguards are maintained to
protect against improper or unauthorized use of
PKIs, computer keys, or other codes for electronic
signatures; and
(iii) Sanctions are in place for improper or
unauthorized use of computer key/code(s), PKIs,
voice authentication systems or other code types
of electronic signatures.

(C) There must be a specific action by the author to
indicate that the entry is verified and accurate. Sys-
tems requiring an authentication process include, but
are not limited to:

(i) Computerized systems that require the
provider's employee to review the document
on-line and indicate that it has been approved by
entering a unique computer key/code capable of
verification;
(ii) A system in which the provider's employee
signs off against a list of entries that must be veri-
fied in the member's records;
(iii) A mail system that sends transcripts to the
provider's employee for review;
(iv) A postcard identifying and verifying the
accuracy of the record(s) signed and returned by
the provider's employee; or
(v) A voice authentication system that clearly
identifies the author by a designated personal iden-
tification number or security code.

(D) Auto-authentication systems that authenticate
a report prior to the transcription process do not meet
the stated requirements and will not be an acceptable
method for the authentication process.
(E) The authentication of an electronic medical
record (signature and date entry) is expected on the
day the record is completed. Ifmust occur within
three (3) days of the provision of the underlying ser-
vice, including those instances in which the electronic
medical record is transcribed by someone other than
the provider, the signature of the rendering provider
and date entry is expected within three business
days from the day the record is completed. Before
any claim is submitted to OHCA for payment of a
provided service, the provider must authenticate the
electronic medical records relating to that service.
(F) Records may be edited by designated ad-
ministrators within the provider's facility. Edits
must be in the form of a correcting entry which pre-
serves entries from the original record. Edits must
be completed prior to claims submission or no later
than 45forty-five (45) days after the date of service,
whichever is lateroccurs first.
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(G) Use of the electronic signature, for clinical doc-
umentation, shall be deemed to constitute a signature
and will have the same effect as a written signature
on the clinical documentation. The section of the
electronic record documenting the service provided
must be authenticated by the employee or individual
who provided the described service.
(H) Any authentication method for electronic sig-
natures must:

(i) be unique to the person using it;
(ii) identify the individual signing the docu-
ment by name and title;
(iii) be capable of verification, assuring that the
documentation cannot be altered after the signa-
ture has been affixed;
(iv) be under the sole control of the person us-
ing it;
(v) be linked to the data in such a manner that
if the data is changed, the signature is invalidated;
and
(vi) provide strong and substantial evidence
that will make it difficult for the signer to claim
that the electronic representation is not valid.

(I) Failure to properly maintain or authenticate
medical records (i.e., signature and date entry) may
result in the denial or recoupment of SoonerCare
payments.

(32) Record retention for provider medical records.
Providers must retain electronic medical records and have
access to the records in accordance with guidelines found
at OAC 317:30-3-15.
(43) Record retention for documents submitted to
OHCA electronically.

(A) The Oklahoma Health Care Author-
ity'sOHCA's system provides that receivers of
electronic information may both print and store the
electronic information they receive. The Oklahoma
Health Care AuthorityOHCA is the custodian of the
original electronic record and will retain that record in
accordance with a disposition schedule as referenced
by the Records Destruction Act. The Oklahoma
Health Care AuthorityOHCA will retain an authorita-
tive copy of the transferable record as described in the
Electronic Transaction Act that is unique, identifiable
and unalterable.

(i) Manner and format of electronic sig-
nature. The manner and format required by the
Oklahoma Health Care AuthorityOHCA will vary
dependent upon whether the sender of the docu-
ment is a member or a provider. In the limited case
where a provider is a client, the manner and format
is dependent upon the function served by the re-
ceipt of the record. In the case the function served
is a request for services, then the format required is
that required by a recipient. In the case the func-
tion served is related to payment for services, then
the format required is that required by a provider.

(ii) RecipientMember format requirements.
The Oklahoma Health Care AuthorityOHCA will
allow members to request SoonerCare services
electronically. An electronic signature will be
authenticated after a validation of the data on the
form by another database or databases.
(iii) Provider format requirements. The Ok-
lahoma Health Care AuthorityOHCA will permit
providers to contract with the Oklahoma Health
Care AuthorityOHCA, check and amend claims
filed with the Oklahoma Health Care Author-
ityOHCA, and file prior authorization requests
with the Oklahoma Health Care AuthorityOHCA.
Providers with a social security number or federal
employer's identification number will be given a
personal identification number (PIN). After using
the PIN to access the database, a PIN will be re-
quired to transact business electronically.

(B) Providers with the assistance of the Oklahoma
Health Care AuthorityOHCA will be required to pro-
duce and enforce a security policy that outlines who
has access to their data and what transaction employ-
ees are permitted to complete as outlined in the policy
rules for electronic records and electronic signatures
contained in paragraph two (2) of this section.
(C) Third Party billers for providers will be per-
mitted to perform electronic transaction as stated in
paragraph two (2) only after the provider authorizes
access to the provider's PIN and a power of attorney
by the provider is executed.

(54) Time and place of sending and receipt. The
provisions of the Electronic Transaction Act apply to the
time and place of sending and receipt with the exception
of a power. Should a power failure, Internet interruption
or Internet virus. Should any of the exceptions in this
paragraph occur, confirmation is required by the receiving
party. occur, confirmation by the receiving party will be
required to establish receipt.
(65) Illegal representations of electronic transac-
tion. Any person who fraudulently represents facts in an
electronic transaction, acts without authority, or exceeds
theirhis or her authority to perform an electronic transac-
tion may be prosecuted under all applicable criminal and
civil laws.

317:30-3-30. Signature requirements
(a) For medical review purposes, the Oklahoma Health Care
Authority (OHCA) requires that all services provided and/or
ordered be authenticated by the author. The method used shall
be a hand writtenhandwritten signature, electronic signature,
or signature attestation statement. Stamped signatures are not
acceptable. Pursuant to federalFederal and/or stateState law,
there are some circumstances for which an order does not need
to be signed.

(1) Facsimile of original written or electronic sig-
natures are acceptable for the certifications of terminal
illness for hospice.
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(2) Orders for clinical diagnostic tests are not required
to be signed. If the order for the clinical diagnostic test
is unsigned, there must be medical documentation by the
treating physician that he/she intended the clinical diag-
nostic test be performed. This documentation showing
the intent that the test be performed must be authenticated
by the author via a hand writtenhandwritten or electronic
signature.
(3) Orders for outpatient prescription drugs are not
required to be signed. If the order for a prescription drug
is unsigned, there must be medical documentation by
the treating physician that he/she intended that the pre-
scription drug be ordered. This documentation showing
the intent that the prescription drug be ordered must be
authenticated by the author via a hand writtenhandwritten
or electronic signature.

(b) A hand writtenhandwritten signature is a mark or sign by
an individual on a document to signify knowledge, approval,
acceptance, or obligation. The authentication of a medical
record (signature and date entry) is expected on the day the
record is completed. If the medical record is transcribed by
someone other than the provider, the signature of the rendering
provider and date entry is expected within three business days
from the day the record is completed.must occur within three
(3) days of provision of the underlying service, including
those instances in which the electronic medical record is
transcribed by someone other than the provider. Before any
claim is submitted to the OHCA for payment of a provided
service, the provider must authenticate the electronic medical
records relating to that service.

(1) If a signature is illegible, the OHCA will consider
evidence in a signature log or attestation statement to de-
termine the identity of the author of a medical record entry.
(2) If the signature is missing from an order, the OHCA
will disregard the order during the review of the claim.
(3) If the signature is missing from any other medical
documentation, the OHCA will accept a signature attesta-
tion from the author of the medical record entry.

(c) Providers may include in the documentation they submit
a signature log that lists the typed or printed name of the author
associated with initials or an illegible signature.

(1) The signature log may be included on the actual
page where the initials or illegible signature are used or
may be a separate document.
(2) The OHCA will not deny a claim for a signature log
that is missing credentials.
(3) The OHCA will consider all submitted signature
logs regardless of the date they were created.

(d) Providers may include in the documentation they submit
a signature attestation statement. In order to be considered
valid for medical review purposes, an attestation statement
must be signed and dated by the author of the medical record
entry and must contain sufficient information to identify the
member.

(1) The OHCA will not consider signature attestation
statements where there is no associated medical record
entry.

(2) The OHCA will not consider signature attestation
statements from someone other than the author of the
medical record entry in question.
(3) The OHCA will consider all signature attestation
statements that meet the above requirements regardless of
the date the attestation was created, except in those cases
where the regulations or rules indicate that a signature
must be in place prior to a given event or a given date.

(e) Providers may use electronic signatures as an alternate
signature method.

(1) Providers must use a system and software products
which are protected against modification and must apply
administrative procedures which are adequate and corre-
spond to recognized standards and laws.
(2) Providers utilizing electronic signatures bear the
responsibility for the authenticity of the information being
attested to.
(3) Providers utilizing electronic signatures must com-
ply with OAC 317:30-3-4.1.

(f) Nothing in this section is intended to absolve the provider
of their obligations in accordance with the conditions set forth
in their SoonerCare contract and the rules delineated in OAC
317:30.

[OAR Docket #17-432; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-426]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 3. General Provider Policies
Part 1. General Scope and Administration
317:30-3-21. [AMENDED]
Part 3. General Medical Program Information
317:30-3-43. [AMENDED]
Subchapter 5. Individual Providers and Specialties
Part 4. Long Term Care Hospitals
317:30-5-63. [AMENDED]
Part 9. Long Term Care Facilities
317:30-5-120. [AMENDED]
317:30-5-121. [AMENDED]
317:30-5-122. [AMENDED]
317:30-5-123. [AMENDED]
317:30-5-124. [AMENDED]
317:30-5-125. [AMENDED]
317:30-5-127. [AMENDED]
317:30-5-128. [REVOKED]
317:30-5-129. [AMENDED]
317:30-5-131.2. [AMENDED]
317:30-5-132. [AMENDED]
317:30-5-133. [AMENDED]
317:30-5-133.1. [AMENDED]
(Reference APA WF # 16-31A)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Section 2002 of Title 56 of Oklahoma Statute; 42 CFR 431 Subpart D; 42 CFR
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442.15, 42 CFR 442.101, 42 CFR 442.110; 42 CFR Part 483 Subparts B, C,
and I
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions update requirements for the State Survey
Agency when they are certifying facilities with deficiencies. Revisions also
amend the change of ownership process for facilities. Both revisions are
necessary to comply with recent changes to federal and state regulation.
Revisions also clarify that nursing facilities will be afforded a hearing pursuant
to federal regulation. For nursing homes that handle trust accounts, the
Department of Human Services allows facilities to use electronic ledgers
and bank statements as source documents for inspections, accounting,
and tracking purposes. Proposed revisions update rules to align with this
practice. Further revisions amend rules governing quality of care fund
requirements to accurately reflect how these funds are calculated and assessed
as authorized by Oklahoma statutes. Proposed revisions also strike partial
federal regulation language that is used in rules. Other revisions update the
payment methodology for private nursing facilities to mirror language found
in the State Plan, and adds influenza and pneumococcal vaccines as a covered
routine service since they are not separately reimbursable. Additionally,
revisions throughout amend terminology to correctly identify individuals
residing in long term care facilities as those with intellectual disabilities and
replaces the term "patient" with "member" as appropriate. Other general
cleanup of terms include: replacing "agreement" with the term "contract,"
updating form names, revising the name of divisions, and striking references to
policy that have been revoked.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 3. GENERAL PROVIDER
POLICIES

PART 1. GENERAL SCOPE AND
ADMINISTRATION

317:30-3-21. Appeals procedures for nursing facilities
Appeal procedures for denial, failure to renew, or termi-

nation of a nursing facility agreement are described at OAC

317:2-1-8317:30-5-124(h). The Oklahoma State Department
of Health, by agreement, continues to be responsible for hear-
ings for licensure and certification as the survey agency.

PART 3. GENERAL MEDICAL PROGRAM
INFORMATION

317:30-3-43. Services in an Intermediate Care Facility
for the Mentally RetardedIndividuals
with Intellectual Disabilities(ICF/IID)

Services in an ICF/MRICF/IID facility are provided to in-
dividuals per OAC 317:30-5-122 and OAC 317:35-9-45.

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 4. LONG TERM CARE HOSPITALS

317:30-5-63. Trust funds
When a new recipientmember is admitted to a long term

care hospital, the administrator will complete and send to the
county office the Management of Recipient's Funds form to
indicate whether or not the recipientmember has requested the
administrator to handle personal funds. If the administrator
agrees to handle the recipient'smember's funds, the Manage-
ment of Recipient's Funds form will be completed each time
funds or other items of value, other than monthly income, are
received.

(1) By using the Management of Recipient's Funds
form as a source document, the facility personnel will
prepare a Ledger Sheet for Recipient's Account in a form
acceptable to the Authority, for each recipient for whom
they are holding funds or other items of value. This form
is used to keep an accurate accounting of all receipts
and expenditures and the amount of money on hand at
all times. This form is to be available in the facility
for inspection and audit.The facility may use electronic
ledgers and bank statements as the source documentation
for each member for whom they are holding funds or
other items of value. This information must be avail-
able at all times for inspection and audit purposes. The
facility must have written policies that ensure complete
accounting of the recipient'smember's personal funds. All
recipient'smember's funds which are handled by the facil-
ity must be clearly identified and maintained separately
from funds belonging to the facility or to private patients.
When the total sum of all funds for all recipientsmembers
is $250.00 or more, they must be deposited by the facility
in a local bank account designated as "Recipient's Trust
Funds.""Recipient's Trust Funds". The funds are not to be
commingled with the operating funds of the facility. Each
resident in an ICF/MR facilityintermediate care facility
for individuals with intellectual disabilities (ICF/IID)
must be allowed to possess and use money in normal ways
or be learning to do so.
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(2) The facility is responsible for notifying the county
office at any time a recipient'smember's account reaches
or exceeds the maximum reserve by use of the Account-
ing-Recipient's Personal Funds and Property form. This
form is also prepared by the facility when the recipi-
entmember dies or is transferred or discharged, and at
the time of the county eligibility review of the recipi-
entmember.
(3) The Management of Recipient's Funds form, the
Accounting-Recipient's Personal Funds and Property
form, and the Ledger Sheets for Recipient's Account can
be obtained from the local county DHS officeare available
online at www.okdhs.org.
(4) When the ownership or operation of the facility
is discontinued or where the facility is sold and the re-
cipients'members' trust funds are to be transferred to a
successor facility, the status of all recipient'smember's
trust funds must be verified by the AuthorityOHCA and/or
the buyer must be provided with written verification by an
independent public accountant of all residents' monies and
properties being transferred, and a signed receipt obtained
from the owner. All transfers of recipient'sa member's
trust funds must be acknowledged, in writing, by the trans-
ferring facility and proper receipts given by the receiving
facility.
(5) Unclaimed funds or other property of deceased
recipientsmember's, with no known heirs, must be re-
ported to the Oklahoma Tax Commission. If it remains
unclaimed for a certain period, the money or property
escheats to the State.
(6) It is permissible to use an individual trust fund
account to defray the cost of last illness, outstanding
personal debts and burial expenses of a deceased recip-
ientmember of this Authoritythe OHCA; however, any
remaining balance of unclaimed funds must be reported
to the Oklahoma Tax Commission. The Unclaimed Prop-
erty Division, Oklahoma Tax Commission, State Capitol
Complex, Oklahoma City, Oklahoma, is to be notified
for disposition instructions on any unclaimed funds or
property. No money is to be sent to the Oklahoma Tax
Commission until so instructed by the Unclaimed Prop-
erty Division.
(7) Books, records, ledgers, charge slips and receipts
must be on file in the facility for a period of six (6) years
and available at all times in the facility for inspection and
audit purposes.

PART 9. LONG TERM CARE FACILITIES

317:30-5-120. Eligible providers
Long Term Care Facilitiesterm care facilities may re-

ceive payment for the provision of nursing care under the
Title XIX Medicaid Program only when they are properly
licensed and certified by the Oklahoma Department of Health,
meet Federal and State requirements and hold a valid written
agreementcontract with the Oklahoma Health Care Authority
(Agreement to Provide Long Term Care Services under the

Medicaid Act (Agreement)(OHCA) to provide long term care
services. All long term care facility Agreementscontracts are
time limited with specific effective and expiration dates and
can be issued for no more than a twelve month period. When-
ever possible, the agreement expiration date will correspond
with the certification period by the State Survey Agency.

317:30-5-121. Coverage by category
(a) Adults. Payment is made for compensable long term
care for adults after the patientmember has been determined
medically eligible to receive such care.
(b) Children. Coverage for children is the same as adults.

317:30-5-122. Levels of care
(a) This rule sets forth the criteria used to determine whether
an individual who is seeking SoonerCare payment for long
term care services needs services at the level of Skilled Nursing
Facility, or Intermediate Care Facility for People with Mental
Retardation (ICF/MR)Individuals with Intellectual Disabil-
ities (ICF/IID). The criteria set forth in this Section must be
used when determining level of care for individuals seeking
SoonerCare coverage of either facility-based institutional long
term care services or Home and Community Based Services
(HCBS) Waivers.
(b) The level of care provided by a long term care facility or
through a HCBS Waiver is based on the nature of the person's
needs and the care, services, and treatment required from
appropriately qualified personnel. The level of care review
is a determination of an individual's physical, mental, and
social/emotional status to determine the appropriate level of
care required. In addition to level of care requirements, other
applicable eligibility criteria must be met.

(1) Skilled Nursing facility. Payment is made for the
Part A coinsurance and deductible for Medicare covered
skilled nursing facility care for dually eligible, categori-
cally needy individuals.
(2) Nursing Facility. Care provided by a nursing facil-
ity to patientsmembers who require professional nursing
supervision and a maximum amount of nonprofessional
nursing care due to physical conditions or a combination
of physical and mental conditions.
(3) Intermediate Care Facility for the Mentally Re-
tardedIndividuals with Intellectual Disabilities. Care
for persons with intellectual disabilities or related condi-
tions to provide health and/or habilitative services in a pro-
tected residential setting. To qualify for ICF/MRICF/IID
level of care, persons must have substantial functional
limitations in three or more of the following areas of major
life activity:

(A) Self-careSelf-care. The individual requires
assistance, training, or supervision to eat, dress,
groom, bathe, or use the toilet.
(B) Understanding and use of lan-
guageUnderstanding and use of language.
The individual lacks functional communication
skills, requires the use of assistive devices to
communicate, does not demonstrate an understanding
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of requestrequests, or is unable to follow two-step
instructions.
(C) LearningLearning. The individual has a valid
diagnosis of intellectual disability as defined in the
Diagnostic and Statistical Manual of Mental Disor-
ders.
(D) MobilityMobility. The individual requires
the use of assistive devices to be mobile and cannot
physically self-evacuate from a building during an
emergency without assistive device.
(E) Self-directionSelf-direction. The individual
is 7seven (7) years old or older and significantly at risk
in making age appropriate decisions or an adult who is
unable to provide informed consent for medical care,
personal safety, or for legal, financial, habilitative, or
residential issues, and/or has been declared legally
incompetent. The individual is a danger to himself or
others without supervision.
(F) Capacity for independent livingCapacity for
independent living. The individual who is 7seven
(7) years old or older and is unable to locate and use
a telephone, cross the street safely, or understand
that it is unsafe to accept rides, food, or money from
strangers.orOr an adult who lacks basic skills in the
areas of shopping, preparing food, housekeeping, or
paying bills.

317:30-5-123. PatientMember certification for long
term care

(a) Medical eligibility. Initial approval of medical eli-
gibility for long-term care is determined by the Oklahoma
Department of Human Services (OKDHS) area nurse, or nurse
designee. The certification is obtained by the facility at the
time of admission.

(1) Pre-admission screening. Federal Regula-
tionsregulations govern the State's responsibility for
Preadmission Screening and Resident Review (PASRR)
for individuals with mental illness and intellectual disabil-
ity. PASRR applies to the screening or reviewing of all
individuals for mental illness or intellectual disability or
related conditions who apply to or reside in Title XIX cer-
tified nursing facilities regardless of the source of payment
for the nursing facility(NF) services and regardless of the
individual's or resident's known diagnoses. The nursing
facility (NF)NF must independently evaluate the Level
I PASRR Screen regardless of who completes the form
and determine whether or not to admit an individual to the
facility. Nursing facilities which inappropriately admit a
person without a PASRR Screen are subject to recoupment
of funds. PASRR is a requirement for nursing facilities
with dually certified (both Medicare and Medicaid) beds.
There are no PASRR requirements for Medicare skilled
beds that are not dually certified, nor is PASRR required
for individuals seeking residency in an intermediate care
facility for the mentally retarded (ICF/MR)individuals
with intellectual disabilities (ICF/IID).
(2) PASRR Level I screen.

(A) Form LTC-300LTC-300R, Nursing Facility
Level of Care Assessment, must be completed by an
authorized NF official or designee. An authorized
NF official or designee must consist of one of the
following:

(i) The nursing facilityNF administrator or
co-administrator;
(ii) A licensed nurse, social service director, or
social worker from the nursing facilityNF; or
(iii) A licensed nurse, social service director, or
social worker from the hospital.

(B) Prior to admission, the authorized NF offi-
cial must evaluate the properly completed OHCA
Form LTC-300LTC-300R and the Minimum Data
Set (MDS), if available. Any other readily avail-
able medical and social information is also used to
determine if there currently exists any indication of
mental illness (MI), an intellectual disability, or other
related condition, or if such condition existed in the
applicant's past history. Form LTC-300LTC-300R
constitutes the Level I PASRR Screen and is utilized
in determining whether or not a Level II Assessment
is necessary prior to allowing the patientmember to be
admitted. The NF is also responsible for consulting
with the Level of Care Evaluation Unit (LOCEU)
regarding any mental illness/intellectualillness, or an
intellectual disability related condition information
that becomes known either from completion of the
MDS or throughout the resident's stay.
(C) The nursing facilityNF is responsible for
determining from the evaluation whether or not
the patientmember can be admitted to the facil-
ity. A "yes" response to any question from Form
LTC-300LTC-300R, Section E, will require the nurs-
ing facility to contact the LOCEU for a consultation to
determine if a Level II Assessment is needed. If there
is any question as to whether or not there is evidence
of mental illness, an intellectual disability, or related
condition, LOCEU should be contacted prior to ad-
mission. The original Form LTC-300LTC-300R must
be submitted by mail to the LOCEU within 10 days of
the resident admission. SoonerCare payment may not
be made for a resident whose LTC-300LTC-300R re-
quirements have not been satisfied in a timely manner.
(D) Upon receipt and review of the Form
LTC-300LTC-300R, the LOCEU may, in coordina-
tion with the OKDHS area nurse, re-evaluate whether
a Level II PASRR assessment may be required. If a
Level II Assessment is not required, the process of
determining medical eligibility continues. If a Level
II is required, a medical decision is not made until the
results of the Level II Assessment are known.

(3) Level II Assessment for PASRR.
(A) Any one of the following three circumstances
will allow a patientmember to enter the nursing facil-
ityNF without being subjected to a Level II PASRR
Assessment.
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(i) The patientmember has no current indica-
tion of mental illness or intellectual disability or
other related condition and there is no history of
such condition in the patient'smember's past.
(ii) The patientmember does not have a diag-
nosis of intellectual disability or related condition.
(iii) An individual may be admitted to an NF
if he/she has indications of mental illness or an
intellectual disability or other related condition,
but is not a danger to self and/or others, and is
being released from an acute care hospital as part
of a medically prescribed period of recovery (Ex-
empted Hospital Discharge). If an individual is
admitted to an NF based on Exempted Hospital
Discharge, it is the responsibility of the NF to en-
sure that the individual is either discharged by the
30th day or that a Level II has been requested and
is in process. Exempted Hospital Discharge is al-
lowed only if all three of the following conditions
are met:

(I) The individual must be admitted to the
NF directly from a hospital after receiving acute
inpatient care at the hospital (not including psy-
chiatric facilities);
(II) The individual must require NF ser-
vices for the condition for which he/she re-
ceived care in the hospital; and
(III) The attending physician must certify
in writing before admission to the facility that
the individual is likely to require less than 30
days of nursing facilityNF services. The NF
will be required to furnish this documentation
to OHCA upon request.

(B) If the patientmember has current indications of
mental illness or intellectual disability or other related
condition, or if there is a history of such condition in
the patient'smember's past, the patientmember cannot
be admitted to the nursing facilityNF until the LO-
CEU is contacted for consultation to determine if a
Level II PASRR Assessment must be performed. Re-
sults of any Level II PASRR Assessment ordered must
indicate that nursing facilityNF care is appropriate
prior to allowing the patientmember to be admitted.
(C) The OHCA, LOCEU, authorizes Advance
Group Determinations for the mental illness and
intellectual disability Authoritiesauthorities in the
following categories listed in (i) through (iii) of this
subparagraph. Preliminary screening by the LOCEU
may indicate eligibility for nursing facilityNF level of
care prior to consideration of the provisional admis-
sion.

(i) Provisional admission in cases of delir-
ium. Any person with mental illness, intellectual
disability, or related condition that is not a danger
to self and orand/or others, may be admitted to
a Title XIX certified NF if the individual is ex-
periencing a condition that precludes screening,
i.e., effects of anesthesia, medication, unfamiliar

environment, severity of illness, or electrolyte
imbalance.

(I) A Level II evaluation is completed
immediately after the delirium clears. The
LOCEU must be provided with written doc-
umentation by a physician that supports the
individual's condition which allows provisional
admission as defined in (i) of this subparagraph.
(II) Payment for NF services will not be
made after the provisional admission ending
date. If an individual is determined to need a
longer stay, the individual must receive a Level
II evaluation before continuation of the stay
may be permitted and payment made for days
beyond the ending date.

(ii) Provisional admission in emergency
situations. Any person with a mental illness, an
intellectual disability, or related condition, who
is not a danger to self and/or others, may be ad-
mitted to a Title XIX certified nursing facilityNF
for a period not to exceed seven days pending
further assessment in emergency situations requir-
ing protective services. The request for Level II
evaluation must be made immediately upon ad-
mission to the NF if a longer stay is anticipated.
The LOCEU must be provided with written docu-
mentation from OKDHS Adult Protective Services
which supports the individual's emergency admis-
sion. Payment for NF services will not be made
beyond the emergency admission ending date.
(iii) Respite care admission. Any person with
mental illness, an intellectual disability, or related
condition, who is not a danger to self and/or others,
may be admitted to a Title XIX certified nursing
facilityNF to provide respite to in-home caregivers
to whom the individual is expected to return fol-
lowing the brief NF stay. Respite care may be
granted up to 15 consecutive days per stay, not to
exceed 30 days per calendar year.

(I) In rare instances, such as illness of the
caregiver, an exception may be granted to allow
30 consecutive days of respite care. However,
in no instance can respite care exceed 30 days
per calendar year.
(II) Respite care must be approved by LO-
CEU staff prior to the individual's admission
to the NF. The NF provides the LOCEU with
written documentation concerning circum-
stances surrounding the need for respite care,
the date the individual wishes to be admitted
to the facility, and the date the individual is ex-
pected to return to the caregiver. Payment for
NF services will not be made after the respite
care ending date.

(4) Resident Review.
(A) The nursing facility's routine resident as-
sessment will identify those individuals previously
undiagnosed as intellectally disaledintellectually
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disabled or mentally ill. A new condition of intellec-
tual disability or mental illness must be referred to
LOCEU by the NF for determination of the need for
the Level II Assessment. The facility's failure to refer
such individuals for a Level II Assessment may result
in recoupment of funds.
(B) A Level II Resident Review may be conducted
the following year for each resident of a nursing
facilityNF who was found to experience a serious
mental illness with no primary diagnosis of dementia
on his or her pre-admission Level II, to determine
whether, because of the resident's physical and mental
condition, the resident requires the level of services
provided by a nursing facilityNF and whether the
resident requires specialized services.
(C) A significant change in a resident's mental
condition could trigger a Level II Resident Review. If
such a change should occur in a resident's condition, it
is the responsibility of the nursing facilityNF to notify
the LOCEU of the need to conduct a resident review.

(5) Results of Level II Pre-Admission Assessment
and Resident Review. Through contractual arrange-
ments between the OHCA and the mental illness/intellec-
tualillness or intellectual disability authorities, individual-
ized assessments are conducted and findings presented in
written evaluations. The evaluations determine if nursing
facilityNF services are needed, if specialized services
or less than specialized services are needed, and if the
individual meets the federal PASRR definition of men-
tal illness or intellectual disability or related conditions.
Evaluations are delivered to the LOCEU to process for-
mal, written notification to patientmember, guardian, NF,
and interested parties.
(6) Readmissions, and interfacility transfers. The
Preadmission Screening process does not apply to read-
mission of an individual to ana NF after transfer for a
continuous hospital stay, and then back to the NF. There
is no specific time limit on the length of absence from the
nursing facilityNF for the hospitalization. Inter-facility
transfers are also subject to preadmission screening. In
the case of transfer of a resident from ana NF to a hos-
pital or to another NF, the transferring NF is responsible
for ensuring that copies of the resident's most recent
LTC-300LTC-300R and any PASRR evaluations accom-
pany the transferring resident. The receiving NF must
submit an updated LTC-300LTC-300R that reflects the
resident's current status to LOCEU within 10ten (10) days
of the transfer. Failure to do so could result in possible
recoupment of funds. LOCEU should also be contacted
prior to admitting out-of-state NF applicants with mental
illness or intellectual disability or related condition, so that
PASRR needs can be ascertained. Any PASRR evalua-
tions previously completed by the referring state should be
forwarded to LOCEU as part of this PASRR consultation.
(7) PASRR appeals process.

(A) Any individual who has been adversely af-
fected by any PASRR determination made by the
State in the context of either a preadmission screening

or an annual resident review may appeal that determi-
nation by requesting a fair hearing. If the individual
does not consider the PASRR decision a proper one,
the individual or their authorized representative must
contact the local county OKDHS office to discuss a
hearing. Forms for requesting a fair hearing (OKDHS
Form 13MP001E, Request for a Fair Hearing), as well
as assistance in completing the forms, can be obtained
at the local county OKDHS office. Any request for a
hearing must be made no later than 20 days following
the date of written notice. Appeals of these decisions
are available under OAC 317:2-1-2. All individuals
seeking an appeal have the same rights, regardless of
source of payment. Level I determinations are not
subject to appeal.
(B) When the individual is found to experience
mental illness, an intellectual disability, or related
condition through the Level II Assessment, the
PASRR determination made by the intellectual dis-
ability/mental illnessmental illness or intellectual
disability authorities cannot be countermanded by
the Oklahoma Health Care AuthorityOHCA, either
in the claims process or through other utilization
control/review processes, or by the Oklahoma State
Department of Health. Only appeals determinations
made through the fair hearing process may overturn
a PASRR determination made by the intellectual dis-
ability /mental illnessmental illness or intellectual
disability authorities.

(b) Determination of Title XIX medical eligibility for
long term care. The determination of medical eligibility for
care in a nursing facilityNF is made by the OKDHS area nurse,
or nurse designee. The procedures for determining Nursing
Facility (NF)NF program medical eligibility are found in
OAC 317:35-19. Determination of ICF/MRICF/IID medical
eligibility is made by LOCEU. The procedures for obtaining
and submitting information required for a decision are outlined
below.

(1) Pre-approval of medical eligibility. Pre-approval
of medical eligibility for private ICF/MRICF/IID care is
based on results of a current comprehensive psycholog-
ical evaluation by a licensed psychologist or state staff
psychologist, documentation of intellectual disability or
related condition prior to age 22, and the need for active
treatment according to federal standards. Pre-approval is
made by LOCEU analysts.
(2) Medical eligibility for ICF/MRICF/IID services.
Within 30 calendar days after services begin, the facility
must submit the original of the Nursing Facility Level of
Care Assessment (Form LTC-300)(Form LTC-300R) to
LOCEU. Required attachments include current (within
90 days of requested approval date) medical information
signed by a physician, a current (within 12 months of re-
quested approval date) psychological evaluation, a copy of
the pertinent section of the Individual Developmental Plan
or other appropriate documentation relative to discharge
planning and the need for ICF/MRICF/IID level of care,
and a statement that the member is not an imminent threat
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of harm to self or others (i.e., suicidal or homicidal). If
pre-approval was determined by LOCEU and the above
information is received, medical approval will be entered
on MEDATS.
(3) Categorical relationship. Categorical relation-
ship must be established for determination of eligibility
for long-term medical care. If categorical relationship
to disability has not already been established, the proper
forms and medical information are submitted to LOCEU.
(Refer to OAC 317:35-5-4). In such instances, LOCEU
will render a decision on categorical relationship using
the same definition as used by the Social Security Admin-
istration (SSA). A follow-up is required by the OKDHS
worker with SSA to be sure that their disability decision
agrees with the decision of LOCEU.

317:30-5-124. Facility licensure
(a) Nursing home license required. A nursing facilityNF
must meet state nursing home licensing standards to provide,
on a regular basis, health related care and services to individu-
als who do not require hospital care.

(1) In order for long term care facilities to receive
payment from the AuthorityOHCA for the provision of
nursing care, they must be currently licensed under pro-
visions of Title 63 O.S., Nursing Home Care Act, 1995,
Section 1-19011-1900.1, et seq.
(2) The State Department of Health is responsible for
the issuance, renewal, suspension, and revocation of a
facility's license in addition to the enforcement of the stan-
dards. The denial, suspension, or revocation of a facility's
license is subject to appeal to the State Department of
Health. All questions regarding a facility's license should
be directed to the State Department of Health.

(b) Certification survey. The Oklahoma State Department
of Health is designated as the State Survey Agency and is
responsible for determining a long term care facility's compli-
ance with Title XIX requirements. The results of the survey
are forwarded to the OHCA by the State Survey Agency.
(c) Certification period. The certification period of a long
term care facility is determined by the State Survey Agency.
In the event the facility's deficiencies are found to be of such
serious nature as to jeopardize the health and safety of the
patientmember, the State Survey Agency may terminate
(de-certify) the facility's certification period and notify the Au-
thorityOHCA. Upon notification by the State Survey Agency,
the AuthorityOHCA will notify the facility by certified letter
that the Agreementcontract is being terminated. The letter
will indicate the effective date and specify the time period that
payment may continue in order to allow orderly relocation of
recipient/patientsthe members. The decision to terminate a
facility's certification by the State Survey Agency is subject
to appeal to the State Department of Health. The decision to
terminate a facility's Agreement by the Authority (for a reason
other than the facility decertification or suspension/revocation
of the facility license) is subject to appeal to the Oklahoma
Health Care Authority (see OAC 317:2-1-8 for grievance
procedures and process).
(d) Certification with deficiencies.

(1) When an ICF/MR facility is certified to be in com-
pliance with the Title XIX requirements but has deficien-
cies which must be corrected, an Agreement may be ex-
ecuted, subject to the facility's resolution of deficiencies
according to the approved plan of correction. Following
the visit by the State Survey Agency, one of two actions
may occur:

(A) The State Survey Agency will notify the Au-
thority that all deficiencies have been corrected or ac-
ceptable progress has been made toward correction.
The Authority, by letter, will notify the facility of the
action and the Agreement may run to the expiration
date; or
(B) The State Survey Agency will notify the Au-
thority that some or all of the deficiencies have not
been corrected and circumstances require that the au-
tomatic cancellation date be invoked. The Author-
ity, by certified letter, will notify the facility, owners
of the facility and regulatory agencies when the auto-
matic cancellation date is invoked.

(2) The Agreement will terminate as a result of the au-
tomatic cancellation date being invoked. In accordance
with federal regulations, payment for current residents of
the facility can continue for no more than thirty (30) days
from the date the automatic cancellation date is invoked, to
permit an orderly relocation of patients. Payment cannot
be made for patients admitted after the automatic cancel-
lation date is invoked. The decision to invoke a facility's
automatic cancellation date is subject to appeal to the State
Department of Health.

(d) Certification with deficiencies. Certification of any fa-
cility that has been found to have deficiencies by the State Sur-
vey Agency will be governed by 42 CFR 442.110 (certification
period for ICF/IID with standard-level deficiencies) or 42 CFR
442.117 (termination of certification for ICFs/IID whose defi-
ciencies pose immediate jeopardy).
(e) AgreementContract procedures.

(1) A facility participating in the Medicaid program
will be notified by letter from the AuthorityOHCA6075
days prior to the expiration of the existing Agree-
mentcontract. New Agreement forms will be sent to
be completed if the facility wishes to continue participa-
tion in the Medicaid Program.The facility must complete
a new contract to continue participation in the SoonerCare
program.
(2) Two copies of the Agreement to Provide Long Term
Care Services under the Medicaid Act (Agreement) will
be sent to the facility for completion. Both signed copies
of the Agreement (signed with original signature only of
owner, operator or administrator and properly notarized)
must be returned to the OHCA.
(32) When the Agreementcontract is received, approved
by the AuthorityOHCA, and the HCFA-1539 has been re-
ceived from the State Department of Health indicating the
facility's certification period, the Agreementcontract will
be completed. A copy of the executed Agreement will be
returned to the facility where it must be maintained for a
period of six years for inspection purposes.
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(43) Intermediate care facilities for the mentally re-
tardedindividuals with intellectual disabilities(ICF/IID)
wishing to participate in the ICF/MRICF/IID program
must be approved and certified by the State Survey
Agency as being in compliance with the ICF/MRICF/IID
regulations (42 CFR 442 Subpart C). It is the responsibil-
ity of a facility to request the State Survey Agency perform
a survey of compliance with ICF/MRICF/IID regulations.

(A) When the AuthorityOHCA has received noti-
fication of a facility's approval as an ICF/MRICF/IID
and the Title XIX survey of compliance has begun,
the Agreementcontract will be sent to the facility for
completion.
(B) A facility which has been certified as an
ICF/MRICF/IID and has an Agreementa contract
with the AuthorityOHCA will be paid only for recip-
ient/patients whomembers that have been approved
for ICF/MRICF/IID level of care. When the facility
is originally certified to provide ICF/MRICF/IID
services, payment for recipient/patientsmember's
currently residing in the facility who are approved for
a NF level of care will be made if such care is appro-
priate to the recipient/patient'smember's needs.

(f) New facilities. Any new facility in Oklahoma must re-
ceive, from the State Department of Health, a Certificate of
Need. When construction of a new facility is completed and li-
censure and certification is imminent, facilities wishing to par-
ticipate in the Title XIX Medicaid Program should request, by
letter, an Agreement form When the Authority has received
notification from the State Department of Health of the new
facility's licensure, the Agreement will be sent to the facility
for completion, if not previously sent.

(1) It is the responsibility of the new facility to request
the State Survey Agency to perform a survey for Title XIX
compliance.
(2) The effective date of the provider Agreement will
be subsequent to completion of all requirements for par-
ticipation in the Medicaid Program. In no case can pay-
ment be made for any period prior to the effective date of
the facility's certification.

(f) New facilities. Any new facility in Oklahoma must
receive a Certificate of Need from the State Department of
Health. It is the responsibility of the new facility to request
the State Survey Agency to perform a survey for Title XIX
compliance.

(1) When construction of a new facility is completed
and licensure and certification is imminent, facilities
wishing to participate in the Title XIX Medicaid Pro-
gram may apply electronically to become a Medicaid
contracted provider.
(2) In no case can payment be made for any period prior
to the effective date of the facility's certification.

(g) Change of ownership. The acquisition of a facility op-
eration, either whole or in part, by lease or purchase, or if a new
FEINFederal Employer Identification Number is required,
constitutes a change of ownership. The new owner must
follow provisions of the Nursing Home Care Act at Title 63
O.S. Section 1-1905 (D) (relating to transfers in ownership)

and OAC 310:675-3-8 (relating to notice of change), as
applicable. When such change occurs, it is necessary that a
new Agreementcontract be completed between the new owner
and the AuthorityOHCA in order that payment can continue
for the provision of nursing care. If there is any doubt about
whether a change of ownership has occurred, the facility
owner should contact the State Department of Health for a
final determination.

(1) License changes due to change of ownership.
State Law prescribes specific requirements regarding the
transfer of ownership of a nursing facilityNF from one
person to another. When a transfer of ownership is con-
templated, the buyer/seller or lessee/lessor must notify the
State Department of Health, in writing, of the forthcoming
transfer at least thirty (30) days prior to the final transfer
and apply for a new facility license.
(2) Certificate of Need. A change of ownership is
subject to review by the Oklahoma State Department of
Health. Any person contemplating the acquisition of a
nursing facilityNF should contact Certificate of Need
Division of the State Department of Health for further
information regarding Certificate of Need requirements.

(A) When a long term care facility changes own-
ership, federal regulations require automatic assign-
ment of the Agreement to the new owner. An as-
signed Agreement is subject to all applicable statutes
and regulations under which it was originally issued.
This includes but is not limited to:

(i) any existing plan of correction,
(ii) any expiration date,
(iii) compliance with applicable health and
safety regulations, and
(iv) compliance with any additional require-
ments imposed by the Medicaid agency.

(B) The new owner must obtain a Certificate of
Need as well as a new facility license from the State
Department of Health. Pending notification of licen-
sure of the new owner, no changes are made to the Au-
thority's' facility records (i.e., provider number) with
the exception of change in administrator or change in
name, if applicable.
(C) When notification and licensure from the State
Department of Health is received, procedures for
transmitting forms to the facility and completing the
Agreement, as described in Agreement Procedures
for New Facilities, will be followed.
(D) The effective date of a facility's change of own-
ership is the date specified on the new license issued
by the State Department of Health to the new owner
or lessee.
(A) The new owner must obtain a Certificate of
Need as well as a new facility license from the State
Department of Health. Pending notification of licen-
sure, no changes will be made to the OHCA's facility
records with the exception of change in administrator
or change in name, if applicable.
(B) When a change in ownership does occur, the
OHCA will automatically assign the contract to the
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new owner per federal regulation. By signing the con-
tract, the new owner is representing to the OHCA that
they meet the requirements of the contract and the
requirements for participation in the Medicaid pro-
gram. The new owner's contract is subject to the prior
owner's contract terms and conditions that were in ef-
fect at the time of transfer of ownership, including
compliance with all appropriate federal regulations.

(h) A nursing facility or ICF/IID dissatisfied with an action
taken by the OHCA that is appealable as a matter of right pur-
suant to Subpart D of Part 431 of Title 42 of the Code of Fed-
eral Regulations, shall be afforded a hearing as provided by 42
CFR 431.153 or 431.154.

317:30-5-125. Trust funds
When a new recipientmember is admitted to a nursing

facility, the administrator will complete and send to the county
office the Management of Recipient's Funds form to indicate
whether or not the recipientmember has requested the admin-
istrator to handle personal funds. If the administrator agrees
to handle the recipient'smember's funds, the Management of
Recipient's Funds form will be completed each time funds or
other items of value, other than monthly income, are received.

(1) By using the Management of Recipient's Funds
form as a source document, the facility personnel will
prepare a Ledger Sheet for Recipient's Account in a form
acceptable to the Authority, for each recipient for whom
they are holding funds or other items of value. This form
is used to keep an accurate accounting of all receipts and
expenditures and the amount of money on hand at all
times. This form is to be available in the facility for in-
spection and audit.The facility may use electronic ledgers
and bank statements as the source documentation for each
member for whom they are holding funds or other items
of value. This information must be available at all times
for inspection and audit purposes. The facility must have
written policies that ensure complete accounting of the re-
cipient'smember's personal funds. All recipient'smember
funds which are handled by the facility must be clearly
identified and maintained separately from funds belonging
to the facility or to private patients. When the total sum
of all funds for all recipientsmembers is $250.00 or more,
they must be deposited by the facility in a local bank ac-
count designated as "Recipient's Trust Funds." The funds
are not to be commingled with the operating funds of the
facility. Each resident in an ICF/MRICF/IID facility must
be allowed to possess and use money in normal ways or be
learning to do so.
(2) The facility is responsible for notifying the county
office at any time a recipient'smember's account reaches
or exceeds the maximum reserve by use of the Account-
ing-Recipient's Personal Funds and Property form. This
form is also prepared by the facility when the recipi-
entmember dies or is transferred or discharged, and at
the time of the county eligibility review of the recipi-
entmember.
(3) The Management of Recipient's Funds form, the
Accounting-Recipient's Personal Funds and Property

form, and the Ledger Sheets for Recipient's Account can
be obtained from the local county DHS officeare available
online at www.okdhs.org.
(4) When the ownership or operation of the facility
is discontinued or where the facility is sold and the re-
cipients'members' trust funds are to be transferred to a
successor facility, the status of all recipient'smembers'
trust funds must be verified by the AuthorityOHCA and/or
the buyer must be provided with written verification by an
independent public accountant of all residents' monies and
properties being transferred, and a signed receipt obtained
from the owner. All transfers of recipient'sa member's
trust funds must be acknowledged, in writing, by the trans-
ferring facility and proper receipts given by the receiving
facility.
(5) Unclaimed funds or other property of deceased
recipientsmembers, with no known heirs, must be re-
ported to the Oklahoma Tax Commission. If it remains
unclaimed for a certain period, the money or property
escheats to the State.
(6) It is permissible to use an individual trust fund
account to defray the cost of last illness, outstanding
personal debts and burial expenses of a deceased recip-
ientmember of this Authoritythe OHCA; however, any
remaining balance of unclaimed funds must be reported
to the Oklahoma Tax Commission. The Unclaimed Prop-
erty Division, Oklahoma Tax Commission, State Capitol
Complex, Oklahoma City, Oklahoma, is to be notified
for disposition instructions on any unclaimed funds or
property. No money is to be sent to the Oklahoma Tax
Commission until so instructed by the Unclaimed Prop-
erty Division.
(7) Books, records, ledgers, charge slips and receipts
must be on file in the facility for a period of six (6) years
and available at all times in the facility for inspection and
audit purposes.

317:30-5-127. Notification of nursing facility changes
It is important that the nursing facility keep the Authority's

Service Contracts Operations UnitOHCA Provider Enrollment
and Contracts Unit informed of any change in administrator,
operator, mailing address, or telephone number of the facility.
Inaccurate information can cause a delay in receipt of pay-
ments or correspondence. The facility should also report all
changes to the Oklahoma State Department of Health and the
Oklahoma State Board of Nursing Homes.

317:30-5-128. Private rooms [REVOKED]
A private room may be provided for a recipient only on

the written order of the patient's attending physician and only
if the long term care facility agrees to collect any additional
cost from someone other than the patient or spouse. The de-
termination by the attending physician that a private room is
needed will be on an individual patient basis and be for a pe-
riod of not more than thirty (30) days. The physician's signed
written order, must give full medical reasons for the need of
this special service and the order must be included as a part
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of the individual patient's record in the facility. A redetermi-
nation in writing, by the patient's attending physician must be
made for this special service each subsequent thirty (30) days
to support a charge for a private room.

317:30-5-129. Required monthly notifications
(a) The Notification Regarding Patient in a Nursing Facility
or ICF/MRICF/IID form is completed and forwarded to the
local DHS office by the facility each time a recipientmember is
admitted to or discharged from the facility except for therapeu-
tic leave or hospital leave.
(b) A Computer Generated Notice or the Notice to Client
Regarding Long-Term Medical Care form is used by the
county office to notify the recipientmember and the facility
of the amount of money, if any, the recipientmember is re-
sponsible for paying to the facility and the action taken with
respect to the patient'smember's eligibility for nursing facility
care. This form reflects dates of transfer between facilities and
termination of eligibility for any reason.

317:30-5-131.2. Quality of care fund requirements and
report

(a) Definitions. The following words and terms, when used
in this Section, have the following meaning, unless the context
clearly indicates otherwise:

(1) "Nursing Facility and Intermediate Care Facil-
ity for Individuals with Intellectual Disabilities" means
any home, establishment, or institution or any portion
thereof, licensed by the State Department of Health as
defined in Section 1-1902 of Title 63 of the Oklahoma
Statutes.
(2) "Quality of Care Fee" means the fee assessment
created for the purpose of quality care enhancements pur-
suant to Section 2002 of Title 56 of the Oklahoma Statutes
upon each nursing facility and intermediate care facility
for individuals with intellectual disabilities licensed in this
State.
(3) "Quality of Care Fund" means a revolving fund
established in the State Treasury pursuant to Section 2002
of Title 56 of the Oklahoma Statutes.
(4) "Quality of Care Report" means the monthly
report developed by the Oklahoma Health Care Authority
to document the staffing ratios, total patient gross receipts,
total patient days, and minimum wage compliance for
specified staff for each nursing facility and intermediate
care facility for individuals with intellectual disabilities
licensed in the State.
(5) "Staffing ratios" means the minimum direct-care-
staff-to-resident ratios pursuant to Section 1-1925.2 of Ti-
tle 63 of the Oklahoma Statutes and pursuant to OAC
310:675-1 et seq.
(6) "Peak In-House Resident Count" means the
maximum number of in-house residents at any point in
time during the applicable shift.
(7) "Staff Hours worked by Shift" means the number
of hours worked during the applicable shift by direct-care
staff.

(8) "Direct-Care Staff" means any nursing or ther-
apy staff who provides direct, hands-on care to residents
in a nursing facility and intermediate care facility for in-
dividuals with intellectual disabilities pursuant to Section
1-1925.2 of Title 63 of the Oklahoma Statues, pursuant to
OAC 310:675-1 et seq., and as defined in subsection (c) of
this Section.
(9) "Major Fraction Thereof" is defined as an addi-
tional threshold for direct-care-staff-to-resident ratios at
which another direct-care staff person(s) is required due
to the peak in-house resident count exceeding one-half of
the minimum direct-care-staff-to-resident ratio pursuant
to Section 1-1925.2 of Title 63 of the Oklahoma Statutes.
(10) "Minimum wage" means the amount paid per
hour to specified staff pursuant to Section 5022.1 of Title
63 of the Oklahoma Statutes.
(11) "Specified staff" means the employee positions
listed in the Oklahoma Statutes under Section 5022.1 of
Title 63 and as defined in subsection (d) of this Section.
(12) "Total Patient Days" means the monthly patient
days that are compensable for the current monthly Quality
of Care Report.
(13) "Total Gross Receipts" means all cash received
in the current Quality of Care Report month for services
rendered to all residents in the facility. Receipts should in-
clude all Medicaid, Medicare, Private Pay and Insurance
including receipts for items not in the normal per diem
rate. Charitable contributions received by the nursing fa-
cility are not included.
(14) "Service rate" means the minimum direct-care-
staff-to-resident rate pursuant to Section 1-1925.2 of Title
63 of Oklahoma Statutes and pursuant to OAC 310:675-1
et seq.
(1) "Annualize" means that the calculations, includ-
ing, for example, total patient days, gross revenue, or con-
tractual allowances and discounts, is divided by the total
number of applicable days in the relevant time period.
(2) "Direct-Care Staff" means any nursing or ther-
apy staff who provides direct, hands-on care to residents
in a nursing facility and intermediate care facility for in-
dividuals with intellectual disabilities pursuant to Section
1-1925.2 of Title 63 of the Oklahoma Statutes, pursuant
to OAC 310:675-1 et seq., and as defined in subsection (c)
of this Section.
(3) "Major Fraction Thereof" means an additional
threshold for direct-care-staff-to-resident ratios at which
another direct-care staff person(s) is required due to the
peak in-house resident count exceeding one-half of the
minimum direct-care-staff-to-resident ratio pursuant to
Section 1-1925.2 of Title 63 of the Oklahoma Statutes.
(4) "Minimum wage" means the amount paid per
hour to specified staff pursuant to Section 5022.1 of Title
63 of the Oklahoma Statutes.
(5) "Nursing Facility and Intermediate Care Fa-
cility for Individuals with Intellectual Disabilities"
means any home, establishment, or institution or any
portion thereof, licensed by the State Department of

August 15, 2017 635 Oklahoma Register (Volume 34, Number 23)



Permanent Final Adoptions

Health (OSDH) as defined in Section 1-1902 of Title 63
of the Oklahoma Statutes.
(6) "Peak In-House Resident Count" means the
maximum number of in-house residents at any point in
time during the applicable shift.
(7) "Quality of Care Fee" means the fee assessment
created for the purpose of quality care enhancements pur-
suant to Section 2002 of Title 56 of the Oklahoma Statutes
upon each nursing facility and intermediate care facility
for individuals with intellectual disabilities licensed in this
State.
(8) "Quality of Care Fund" means a revolving fund
established in the State Treasury pursuant to Section 2002
of Title 56 of the Oklahoma Statutes.
(9) "Quality of Care Report" means the monthly re-
port developed by the Oklahoma Health Care Authority
(OHCA) to document the staffing ratios, total patient gross
receipts, total patient days, and minimum wage compli-
ance for specified staff for each nursing facility and inter-
mediate care facility for individuals with intellectual dis-
abilities licensed in the State.
(10) "Service rate" means the minimum direct-care-
staff-to-resident rate pursuant to Section 1-1925.2 of Title
63 of Oklahoma Statutes and pursuant to OAC 310:675-1
et seq.
(11) "Specified staff" means the employee positions
listed in the Oklahoma Statutes under Section 5022.1 of
Title 63 and as defined in subsection (d) of this Section.
(12) "Staff Hours worked by Shift" means the number
of hours worked during the applicable shift by direct-care
staff.
(13) "Staffing ratios" means the minimum direct-care-
staff-to-resident ratios pursuant to Section 1-1925.2 of Ti-
tle 63 of the Oklahoma Statutes and pursuant to OAC
310:675-1 et seq.
(14) "Total Gross Receipts" means all cash received
in the current Quality of Care Report month for services
rendered to all residents in the facility. Receipts should
include all Medicaid, Medicare, private pay, and insurance
including receipts for items not in the normal per diem rate.
Charitable contributions receivedby thenursing facility are
not included.
(15) "Total Patient Days" means the monthly patient
days that are compensable for the current monthly Quality
of Care Report.

(b) Quality of care fund assessments.
(1) The Oklahoma Health Care Authority
(OHCA)OHCA was mandated by the Oklahoma
Legislature to assess a monthly service fee to each
Licensed Nursing Facilitylicensed nursing facility in the
State. The fee is assessed on a per patient day basis. The
amount of the fee is uniform for each facility type. The fee
is determined as six percent (6%) of the average total gross
receipts divided by the total days for each facility type.
(2) In determination of the fee for the time period be-
ginning October 1, 2000, a survey was mailed to each
licensed nursing facility requesting calendar year 1999

Total Patient Days, Gross Revenues and Contractual Al-
lowances and Discounts. This data is used to determine
the amount of the fee to be assessed for the period of
10-01-00 through 06-30-01. The fee is determined by to-
taling the "annualized" gross revenue and dividing by the
"annualized" total days of service. "Annualized" means
that the surveys received that do not cover the whole year
of 1999 are divided by the total number of days that are
covered and multiplied by 365.
(3) The fee for subsequent State Fiscal Years is deter-
mined by using the monthly gross receipts and census re-
ports for the six month period October 1 through March 31
of the prior fiscal year, annualizing those figures, and then
determining the fee as defined above. As per 56 O.S. Sec-
tion 2002, as amended, the fees are frozen at the amount
in effect at July 1, 2004. Also, the fee will be monitored
to never surpass the federal maximum.
(2) Annually the Nursing Facilities Quality of Care Fee
shall be determined by using the daily patient census and
patient gross receipts report received by the OHCA for the
most recent available twelve months and annualizing those
figures. Also, the fee will be monitored to never surpass
the federal maximum.
(43) The fee is authorized through the Medicaid State
Plan and by the Centers for Medicare and Medicaid Ser-
vices (CMS) regarding waiver of uniformity requirements
related to the fee.
(54) Monthly reports of Gross Receipts and Census are
included in the monthly Quality of Care Report. The data
required includes, but is not limited to, the Total Gross
Receipts and Total Patient Days for the current monthly
report.
(65) The method of collection is as follows:

(A) The Oklahoma Health Care AuthorityOHCA
assesses each facility monthly based on the reported
patient days from the Quality of Care Report filed
two months prior to the month of the fee assessment
billing. As defined in this subsection, the total assess-
ment is the fee times the total days of service. The
Oklahoma Health Care AuthorityOHCA notifies the
facility of its assessment by the end of the month of
the Quality of Care Report submission date.
(B) Payment is due to the Oklahoma Health Care
AuthorityOHCA by the 15th of the following month.
Failure to pay the amount by the 15th or failure to
have the payment mailing postmarked by the 13th

will result in a debt to the State of Oklahoma and is
subject to penalties of 10% of the amount and interest
of 1.25% per month. The Quality of Care Fee must
be submitted no later than the 15th of the month. If the
15th falls upon a holiday or weekend (Saturday-Sun-
day), the fee is due by 5 p.m. (Central Standard Time)
of the following business day (Monday-Friday).
(C) The monthly assessment, including applicable
penalties and interest, must be paid regardless of any
appeals action requested by the facility. If a provider
fails to pay the AuthorityOHCA the assessment
within the time frames noted on the second invoice to
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the provider, the assessment, applicable penalty, and
interest will be deducted from the facility's payment.
Any change in payment amount resulting from an
appeals decision will be adjusted in future payments.
Adjustments to prior months' reported amounts for
gross receipts or patient days may be made by filing
an amended part C of the Quality of Care Report.
(D) The Quality of Care fee assessments excluding
penalties and interest are an allowable cost for Okla-
homa Health Care AuthorityOHCA Cost Reporting
purposes.
(E) The Quality of Care fund, which contains
assessments collected excludingincluding penalties
and interest as described in this subsection and any
interest attributable to investment of any money in
the fund, must be deposited in a revolving fund estab-
lished in the State Treasury. The funds will be used
pursuant to Section 2002 of Title 56 of the Oklahoma
Statutes.

(c) Quality of care direct-care-staff-to resident-ratios.
(1) Effective September 1, 2000, allAll nursing fa-
cilities and intermediate care facilities for individuals
with intellectual disabilities (ICFs/IID) subject to the
Nursing Home Care Act, in addition to other state and
federal staffing requirements, must maintain the minimum
direct-care-staff-to-resident ratios or direct-care service
rates as cited in Section 1-1925.2 of Title 63 of the Okla-
homa Statutes and pursuant to OAC 310:675-1 et seq.
(2) For purposes of staff-to-resident ratios, direct-care
staff are limited to the following employee positions:

(A) Registered Nurse
(B) Licensed Practical Nurse
(C) Nurse Aide
(D) Certified Medication Aide
(E) Qualified Intellectual Disability Professional
(ICFs/IID only)
(F) Physical Therapist
(G) Occupational Therapist
(H) Respiratory Therapist
(I) Speech Therapist
(J) Therapy Aide/Assistant

(3) The hours of direct care rendered by persons filling
non-direct care positions may be used when those persons
are certified and rendering direct care in the positions
listed in OAC 317:30-5-131.2(c)(2) when documented in
the records and time sheets of the facility.
(4) In any shift when the direct-care-staff-to-resident
ratio computation results in a major fraction thereof, di-
rect-care staff is rounded to the next higher whole number.
(5) To document and report compliance with the provi-
sions of this subsection, nursing facilities and intermediate
care facilities for individuals with intellectual disabilities
must submit the monthly Quality of Care Report pursuant
to subsection (e) of this Section.

(d) Quality of care minimum wage for specified staff.
Effective November 1, 2000, allAll nursing facilities and
private intermediate care facilities for individuals with intel-
lectual disabilities receiving Medicaid payments, in addition to

other federal and state regulations, must pay specified staff not
less than in the amount of $6.65 per hour. Employee positions
included for purposes of minimum wage for specified staff are
as follows:

(1) Registered Nurse
(2) Licensed Practical Nurse
(3) Nurse Aide
(4) Certified Medication Aide
(5) Other Social Service Staff
(6) Other Activities Staff
(7) Combined Social Services/Activities
(8) Other Dietary Staff
(9) Housekeeping Supervisor and Staff
(10) Maintenance Supervisor and Staff
(11) Laundry Supervisor and Staff

(e) Quality of care reports. Effective September 1, 2000,
allAll nursing facilities and intermediate care facilities for indi-
viduals with intellectual disabilities must submit a monthly re-
port developed by the Oklahoma Health Care AuthorityOHCA,
the Quality of Care Report, for the purposes of documenting the
extent to which such facilities are compliant with the minimum
direct-care-staff-to-resident ratios or direct-care service rates.

(1) The monthly report must be signed by the preparer
and by the Owner, authorized Corporate Officer, or Ad-
ministrator of the facility for verification and attestation
that the reports were compiled in accordance with this
section.
(2) The Owner or authorized Corporate Officer of the
facility must retain full accountability for the report's ac-
curacy and completeness regardless of report submission
method.
(3) Penalties for false statements or misrepresentation
made by or on behalf of the provider are provided at 42
U.S.C. Section 1320a-7b which states, in part, "Who-
ever...(2) at any time knowingly and willfully makes or
causes to be made any false statement of a material
fact for use in determining rights to such benefit or
payment...shall (i) in the case of such statement, represen-
tation, concealment, failure, or conversion by any person
in connection with furnishing (by that person) of items or
services for which payment is or may be made under this
title (42 U.S.C. §1320 et seq.), be guilty of a felony and
upon conviction thereof fined not more than $25,000 or
imprisoned for not more than five years or both, or (ii) in
the case of such a statement, representation, concealment,
failure or conversion by any other person, be guilty of a
misdemeanor and upon conviction thereof fined not more
than $10,000 or imprisoned for not more than one year,
or both.".
(4) The Quality of Care Report must be submitted by 5
p.m. (CST) on the 15th of the following month. If the 15th

falls upon a holiday or a weekend (Saturday-Sunday), the
report is due by 5 p.m. (CST) of the following business
day (Monday - Friday).
(5) The Quality of Care Report will be made available
in an electronic version for uniform submission of the
required data elements.
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(6) Facilities must submit the monthly report through
the OHCA Provider Portal.
(7) Should a facility discover an error in its submitted
report for the previous month only, the facility must pro-
vide to the Long Term Care Financial Management Unit
written notification with adequate, objective, and substan-
tive documentation within five business days following
the submission deadline. Any documentation received
after the five business day period will not be considered in
determining compliance and for reporting purposes by the
Oklahoma Health Care AuthorityOHCA.
(8) An initial administrative penalty of $150.00 is
imposed upon the facility for incomplete, unauthorized,
or non-timely filing of the Quality of Care Report. Ad-
ditionally, a daily administrative penalty will begin upon
the AuthorityOHCA notifying the facility in writing that
the report was not complete or not timely submitted as
required. The $150.00 daily administrative penalty ac-
crues for each calendar day after the date the notification
is received. The penalties are deducted from the Medicaid
facility's payment. For 100% private pay facilities, the
penalty amount(s) is included and collected in the fee
assessment billings process. Imposed penalties for incom-
plete reports or non-timely filing are not considered for
Oklahoma Health Care AuthorityOHCA Cost Reporting
purposes.
(9) The Quality of Care Report includes, but is not
limited to, information pertaining to the necessary re-
porting requirements in order to determine the facility's
compliance with subsections (b) and (c) of this Section.
Such reported information includes, but is not limited to:
total gross receipts, patient days, available bed days, direct
care hours, Medicare days, Medicaid days, number of em-
ployees, monthly resident census, and tenure of Certified
Nursing Assistantscertified nursing assistants, nurses,
directors of nursing, and administrators.
(10) Audits may be performed to determine compliance
pursuant to subsections (b), (c), and (d) of this Section.
Announced/unannounced on-site audits of reported infor-
mation may also be performed.
(11) Direct-care-staff-to-resident information and
on-site audit findings pursuant to subsection (c), will be re-
ported to the Oklahoma State Department of HealthOSDH
for their review in order to determine "willful" non-com-
pliance and assess penalties accordingly pursuant to Title
63 Section 1-1912 through Section 1-1917 of the Ok-
lahoma Statutes. The Oklahoma State Department of
HealthOSHD informs the Oklahoma Health Care Au-
thorityOHCA of all final penalties as required in order to
deduct from the Medicaid facility's payment. Imposed
penalties are not considered for Oklahoma Health Care
AuthorityOHCA Cost Reporting purposes.
(12) If a Medicaid provider is found non-compliant
pursuant to subsection (d) based upon a desk audit and/or
an on-site audit, for each hour paid to specified staff that
does not meet the regulatory minimum wage of $6.65, the
facility must reimburse the employee(s) retroactively to
meet the regulatory wage for hours worked. Additionally,

an administrative penalty of $25.00 is imposed for each
non-compliant staff hour worked. For Medicaid facilities,
a deduction is made to their payment. Imposed penalties
for non-compliance with minimum wage requirements
are not considered for Oklahoma Health Care Author-
ityOHCA Cost Reporting purposes.
(13) Under OAC 317:2-1-2, Long Term Care facility
providers may appeal the administrative penalty described
in (b)(5)(B) and (e)(8) and (e)(12) of this section.
(14) Facilities that have been authorized by the Okla-
homa State Department of Health (OSDH)OSDH to
implement flexible staff scheduling must comply with
OAC 310:675-1 et seq. The authorized facility is required
to complete the flexible staff scheduling section of Part
A of the Quality of Care Report. The Owner, authorized
Corporate Officer or Administrator of the facility must
complete the flexible staff scheduling signature block,
acknowledging their OSDH authorization for Flexible
Staff Scheduling.

317:30-5-132. Cost reports
Each Medicaid-participating long term care facility is

required to submit an annual uniform cost report, designed by
OHCA, for the state fiscal year just completed. The state fiscal
year is July 1 through June 30. The reports must be submitted
to the OHCA on or before the last day of October of the subse-
quent year.

(1) The report must be prepared on the basis of gener-
ally accepted accounting principles and the accrual basis
of accounting, except as otherwise specified in the cost
report instructions.
(2) The cost report must be filed using the Secure Web-
site. The instructions and data entry screen simulations
will be made available on the OHCA public website under
the Provider/Long Term Care Facility/Cost Reporting
options.
(3) When there is a change of operation or ownership,
the selling or closing ownership is required to file a cost
report for that portion of the fiscal year it was in operation.
The successor ownership is correspondingly required to
file a cost report for that portion of the fiscal year it was
in operation. These "Partial Year Reports" must be filed
on paper or electronically by e-mail (not on the secure
website system) to the Finance Division of the OHCA
on the forms and by the instructions found on the OHCA
public website (see directions as noted above).
(4) Cost report instructions are available on the pub-
lic website at OKHCA.org/Provider/Opportunitiesforliv-
ing life/longtermcarefacilities.
(54) Normally, all ordinary and necessary expenses
net of any offsets of credits incurred in the conduct of an
economical and efficiently operated business are recog-
nized as allowable. Allowable costs include all items of
Medicaid-covered expense which nursing facilities incur
in the provision of routine services. "Routine services"
include, but are not limited to, regular room, dietary and
nursing services, minor medical and surgical supplies,
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over-the-counter medications, transportation, dental ex-
aminations, dentures and related services, eye glasses,
routine eye examinations, and the use and maintenance
of equipment and facilities essential to the provision of
routine care. Allowable costs must be considered rea-
sonable, necessary and proper, and shall include only
those costs that are considered allowable for Medicare
purposes and that are consistent with federal Medicaid
requirements. (The guidelines for allowable costs in the
Medicare program are set forth in the Medicare Provider
Reimbursement Manual ("PRM"), HCFA-Pub. 15.) An-
cillary items reimbursed outside the nursing facility rate
are not included in the cost report and are not allowable
costs.
(65) All reports are subject to on-site audits and are
deemed public records.

317:30-5-133. Payment methodologies
(a) Private Nursing Facilities.

(1) Facilities. Private Nursing Facilities include:
(A) Nursing Facilities serving adults (NF),
(B) Nursing Facilities serving Aids Patients
(NF-Aids),
(C) Nursing Facilities serving Ventilator Patients
(NF-Vents),
(D) Intermediate Care Facilities for Individuals
with Intellectual Disabilities (ICF/IID),
(E) Intermediate Care Facilities with 16
beds or less serving Severelyseverely or
Profoundlyprofoundly intellectually disabled
Patients (Acute ICF/IID)members, and
(F) Payment will be made for non-routine nursing
facility services identified in an individual treatment
plan prepared by the State MRIntellectual Disabilities
(ID) Authority. Services are limited to individuals
approved for NF and specialized services as the result
of a PASRR/MRPASRR/ID Level II screen. The
per diem add-on is calculated as the difference in the
statewide average standard private MRID base rate
and the statewide NF facility base rate. If the standard
private ID average base rate falls below the standard
NF base rate or equals the standard facility base rate
for regular NFs, the payment will not be adjusted for
specialized services.

(2) Reimbursement calculations. Rates for Private
Nursing Facilitiesprivate NFs will be reviewed periodi-
cally and adjusted as necessary through a public process.
Payment will be made to Private Nursing Facilitieprivate
NFs pursuant to the methodology described in the Okla-
homa Title XIX State Plan.

(b) Public Nursing Facilities. Reimbursement for public
Intermediate Care Facilities for Individuals with Intellec-
tual Disabilities(ICFs/IID)ICFs/IID shall be based on each
facility's reasonable cost and shall be paid on an interim basis
with an annual retroactive adjustment. Reasonable costs shall
be based on Medicare principles of cost reimbursement as set
forth in the provider reimbursement manual.

317:30-5-133.1. Routine services
(a) Nursing facility care includes routine items and services
that must be provided directly or through appropriate arrange-
ment by the facility when required by SoonerCare residents.
Charges for routine services may not be made to resident's
personal funds or to resident family members, guardians, or
other parties who have responsibility for the resident. If re-
imbursement is available from Medicare or another public or
private insurance or benefit program, those programs are billed
by the facility. In the absence of other available reimburse-
ment, the facility must provide routine services from the funds
received from the regular SoonerCare vendor payment and the
SoonerCare resident's applied income, or spend down amount.
(b) The Oklahoma Health Care AuthorityOHCA will
review the listing periodically for additions or deletions, as
indicated. Routine services are patientmember specific and
provided in accordance with standard medical care. Routine
Servicesservices include, but are not limited to:

(1) Regular room;.
(2) Dietary Services:

(A) regular diets,;
(B) special diets,;
(C) salt and sugar substitutes,;
(D) supplemental feedings,;
(E) special dietary preparations,;
(F) equipment required for preparing and dispens-
ing tube and oral feedings,; and
(G) special feeding devices (furnished or arranged
for);.

(3) Medically related social services to attain or main-
tain the highest practicable physical, mental and psycho
socialpsycho-social well-being of each resident, nursing
care, and activities programs (costs for a private duty nurse
or sitter are not allowed);.
(4) Personal services - personal laundry services for
residents (does not include dry cleaning);.
(5) Personal hygiene items (personal care items
required to be provided does not include electrical ap-
pliances such as shavers and hair dryers, or individual
personal batteries), to include:

(A) shampoo, comb, and brush;
(B) bath soap;
(C) disinfecting soaps or specialized cleansing
agents when indicated to treat or prevent special skin
problems or to fight infection;
(D) razor and/or shaving cream;
(E) nail hygiene services; and
(F) sanitary napkins, douche supplies, perineal irri-
gation equipment, solutions, and disposable douches;.

(6) Routine oral hygiene items, including:
(A) toothbrushes ;
(B) toothpaste ;
(C) dental floss ;
(D) lemon glycerin swabs or equivalent products ;
and
(E) denture cleaners, denture adhesives, and
containers for dental prosthetic appliances such as
dentures and partial dentures.
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(7) Necessary items furnished routinely as needed to
all patientsmembers, e.g., water pitcher, cup and tray, tow-
els, wash cloths, hospital gowns, emesis basin, bedpan,
and urinal.
(8) The facility will furnish as needed items such as
alcohol, applicators, cotton balls, tongue depressors. Also
and, first aid supplies, including small bandages, oint-
ments and preparations for minor cuts and abrasions, and
enema supplies, including disposable enemas, gauze, 4 x
4's ABD pads, surgical and micropore tape, telfa gauze,
ace bandages, etc.
(9) Over the counter drugs (non-legend) not covered
by the prescription drug program (PRN or routine). In
general, nursing facilities are not required to provide any
particular brand of non-legend drugs, only those items
necessary to ensure appropriate care.

(A) If the physician orders a brand specific non-leg-
end drug with no generic equivalent, the facility must
provide the drug at no cost to the patientmember. If
the physician orders a brand specific non-legend drug
that has a generic equivalent, the facility may choose
a generic equivalent, upon approval of the ordering
physician;
(B) If the physician does not order a specific type or
brand of non-legend drug, the facility may choose the
type or brand;
(C) If the member, family, or other responsible
party (excluding nursing facility)(excluding the
nursing facility) prefers a specific type or brand of
non-legend drug rather than the ones furnished by
the facility, the member, family or responsible party
may be charged the difference between the cost of the
brand the resident requests and the cost of the brand
generally provided by the facility. (Facilities are not
required to provide an unlimited variety of brands of
these items and services. It is the required assessment
of resident needs, not resident preferences, that will
dictate the variety of products facilities need to pro-
vide);
(D) Before purchasing or charging for the preferred
items, the facility must secure written authorization
from the member, family member, or responsible
party indicating his or her desired preference, as well
as the date and signature of the person requesting the
preferred item. The signature may not be that of an
employee of the facility. The authorization is valid
until rescinded by the maker of the instrument;.

(10) The facility will furnish or obtain any necessary
equipment to meet the needs of the patientmember upon
physician order. Examples include: trapeze bars and
overhead frames, foot and arm boards, bed rails, cradles,
wheelchairs and/or geriatric chairs, foot stools, adjustable
crutches, canes, walkers, bedside commode chairs, hot
water bottles or heating padpads, ice bags, sand bags,
traction equipment, IV stands, etc.;
(11) Physician prescribed lotions, ointments, powders,
medications and special dressings for the prevention and

treatment of decubitus ulcers, skin tears and related condi-
tions, when medications are not covered under the Vendor
Drug Program or other third party payer;.
(12) Supplies required for dispensing medications,
including needles, syringes including insulin syringes,
tubing for IVs, paper cups, medicine containers, etc.;
(13) Equipment and supplies required for simple tests
and examinations, including scales, sphygmomanometers,
stethoscopes, clinitest, acetest, dextrostix, pulse oxime-
ters, blood glucose meters and test strips, etc.;
(14) Underpads and diapers, waterproof sheeting and
pants, etc., as required for incontinence or other care.

(A) If the assessment and care planning process de-
termines that it is medically necessary for the resident
to use diapers as part of a plan to achieve proper man-
agement of incontinence, and if the resident has a cur-
rent physician order for adult diapers, then the facility
must provide the diapers without charge;
(B) If the resident or the family requests the use
of disposable diapers and they are not prescribed or
consistent with the facility's methods for incontinent
care, the resident/family would be responsible for the
expense;.

(15) Oxygen for emergency use, or intermittent use as
prescribed by the physician for medical necessity;.
(16) Other physician ordered equipment to adequately
care for the patientmember and in accordance with stan-
dard patient care, including infusion pumps and supplies,
and nebulizers and supplies, etc.
(17) Dentures and Related Services. Payment for the
cost of dentures and related services is included in the
daily rate for routine services. The projected schedule
for routine denture services must be documented on the
Admission Plan of Care and on the Annual Plan of Care.
The medical records must also contain documentation
of steps taken to obtain the serviceservices. When the
provision of denture services is medically appropriate,
the nursing facility must make timely arrangements for
the provision of these services by licensed dentists. In
the event denturesdenture services are not medically ap-
propriate, the treatment plan must reflect the reason the
service isservices are not considered appropriate, i.e.e.g.,
the patientmember is unable to ingest solid nutrition, or
is comatose, etc. When the need for dentures is identi-
fied, one set of complete dentures or partial dentures and
one dental examination is considered medically appro-
priate every three years. One rebase and/or one reline is
considered appropriate eachevery three years. It is the
responsibility of the nursing facility to ensure that the
member has adequate assistance in the proper care, main-
tenance, identification and replacement of these items.
The nursing facility cannot set up payment limits which
result in barriers to obtaining denture services. However,
the nursing facility may restrict the providers of denture
services to providers who have entered into payment ar-
rangements with the facility. The facility may also choose
to purchase a private insurance dental coverage product for
each SoonerCare member. TheAt a minimum, the policy
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must cover at a minimum all denture services included
in routine services. The member cannot be expected to
pay any co-payments and/or deductibles. If a difference
of opinion occurs between the nursing facility, member,
and/or family regarding the provision of dentures services,
the OHCA will be the final authority. All members and/or
families must be informed of their right to appeal at the
time of admission and yearly thereafter. The member
cannot be denied admission to a facility because of the
need for denture services.
(18) Vision Services. Routine eye examinations for the
purpose of medical screening or prescribing or changing
glasses and the cost of glasses are included in the daily rate
for routine services. This does not include follow-up or
treatment of known eye disease such as diabetic retinopa-
thy, glaucoma, conjunctivitis, corneal ulcers, iritis, etc.
Treatment of known eye disease is a benefit of the pa-
tient'smember's medical plan. The projected schedule for
routine vision care must be documented on the Admission
Plan of Care and on the Annual Plan of Care. The medical
record must contain documentation of the steps that have
been taken to access the service. When vision services are
not appropriate, documentation of why vision services are
not medically appropriate must be included in the treat-
ment plan. For example, patientthe member is comatose,
unresponsive, blind, etc. Nursing Home providers may
contract with individual eye care providers, providers
groups or a vision plan to provide routine vision services
to their members. The member cannot be expected to pay
any co-payments and/or deductibles.

(A) The following minimum level of services must
be included:

(i) Individuals 21 to 40 years of age are eligi-
ble for one routine eye examination and one pair of
glasses every 36 months (three years).
(ii) Individuals 41 to 64 years of age are eligi-
ble for one routine eye examination and one pair of
glasses every 24 months (2 years).
(iii) Individuals Individuals 65 years of age
or older are eligible for one routine eye examina-
tion and one pair of glasses eachevery 12 months
(yearly).

(B) It is the responsibility of the nursing facility
to ensure that the member has adequate assistance in
the proper care, maintenance, identification and re-
placement of these items. When vision services have
been identified as a needed service, nursing facility
staff will make timely arrangements for provision of
these services by licensed ophthalmologists or op-
tometrists. If a difference of opinion occurs between
the nursing facility, member, and/or family regarding
the provision of vision services, the OHCA will be
the final authority. All members and/or families must
be informed of their right to appeal at admission and
yearly thereafter. The member cannot be denied ad-
mission to the facility because of the need for vision
services.

(19) An attendant to accompany SoonerCare eligible
members during SoonerRide Non-Emergency Transporta-
tion (NET). Please refer to OAC 317:30-5-326 through
OAC 317:30-5-327.9 for SoonerRide rules regarding
members residing in a nursing facility. And
(20) Influenza and pneumococcal vaccinations.

[OAR Docket #17-426; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-411]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 3. General Provider Policies
Part 1. General Scope and Administration
317:30-3-27. [AMENDED]
Subchapter 5. Individual Providers and Specialties
Part 3. Hospitals
317:30-5-47. [AMENDED]
Part 35. Rural Health Clinics
317:30-5-361. [AMENDED]
Part 75. Federally Qualified Health Centers
317:30-5-664.10. [AMENDED]
(Reference APA WF # 16-18)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
36 O.S. Sections 6801 - 6804; OK H.B. No. 2547
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

Subchapter 3. General Provider Policies
Part 1. General Scope and Administration
317:30-3-27 [AMENDED]

Gubernatorial approval:
December 29, 2016

Register publication:
34 Ok Reg 341

Docket number:
17-14
(Reference APA WF # 16-18)

INCORPORATIONS BY REFERENCE:
n/a

GIST/ANALYSIS:
The proposed policy revisions update language to reflect the repeal

of The Oklahoma Telemedicine Act, which eliminates the informed
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consent requirement from Oklahoma statutes. Additional revisions replace
telemedicine with telehealth which allow flexibility for the use of telehealth
technologies. In addition, new revisions define telehealth and specific
telehealth technologies.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 3. GENERAL PROVIDER
POLICIES

PART 1. GENERAL SCOPE AND
ADMINISTRATION

317:30-3-27. TelemedicineTelehealth
(a) Definitions. The following words and terms, when used
in this Section, shall have the following meaning, unless the
context clearly indicates otherwise.

(1) "Remote patient monitoring" means the use of
digital technologies to collect medical and other forms of
health data (e.g. vital signs, weight, blood pressure, blood
sugar) from individuals in one location and electronically
transmit that information securely to health care providers
in a different location for assessment and recommenda-
tions.
(2) "Store and forward" means the acquisition (stor-
ing) of clinical information (e.g. data, document, image,
sound, video) that is then electronically transmitted (for-
warded to or retrieved by) to another site for clinical eval-
uation.
(3) "Telehealth" means the mode of delivering
healthcare services via information and communication
technologies to facilitate the diagnosis, consultation,
treatment, education, care management, and self-manage-
ment of patients, at a distance from health care providers.

(ab) Applicability and scope. The purpose of this Section
is to implement telemedicinetelehealth policy that improves
access to health care services, while complying with all
applicable federalFederal and stateStatestatuteslaws and
regulations. TelemedicineTelehealth services are not an ex-
pansion of SoonerCare covered services but an option for the
delivery of certain covered services. However, if there are
technological difficulties in performing an objective thorough
medical assessment or problems in the member's understand-
ing of telemedicinetelehealth, hands-on-assessment and/or in
person care must be provided for the member. Any service
delivered using telehealth technology must be appropriate for
telemedicinetelehealth delivery and be of the same quality and
otherwise on par with the same service delivered in person. A
telemedicinetelehealth encounter must comply with the Health
Information Portability and Accountability Act (HIPAA). For

purposes of SoonerCare reimbursement telemedicinetelehealth
is the use of interactive audio, video or other electronic media
for the purpose of diagnosis, consultation or treatment that
occur in real-time and when the member is actively partici-
pating during the transmission. TelemedicineTelehealth does
not include the use of audio only telephone, electronic mail,
or facsimile transmission. Transfer of data from one site to
another through the use of a camera or similar device that
records (stores) an image that is sent (forwarded) via telecom-
munication to another site for consultation. Asynchronous
or "store and forward" applications would not be considered
telemedicine but may be utilized to deliver services.
(bc) Conditions. The following conditions apply to all
services rendered via telemedicinetelehealth.

(1) Interactive audio and video telecommunications
must be used, permitting encrypted real-time commu-
nication between the physician or practitioner and the
SoonerCare member. The telecommunication service
must be secure and adequate to protect the confidentiality
and integrity of the telemedicinetelehealth information
transmitted. As a condition of payment the member must
actively participate in the telemedicinetelehealth visit.
(2) The telemedicinetelehealth equipment and trans-
mission speed and image must be technically sufficient to
support the service billed. If a peripheral diagnostic scope
is required to assess the member, it must provide adequate
resolution or audio quality for decision making. Staff
involved in the telemedicinetelehealth visit need to be
trained in the use of the telemedicinetelehealth equipment
and competent in its operation.
(3) The medical or behavioral health related service
must be provided at an appropriate site for the deliv-
ery of telemedicinetelehealth services. An appropriate
telemedicine telehealth site is one that has the proper
security measures in place; the appropriate adminis-
trative, physical and technical safeguards should be in
place that ensureensures the confidentiality, integrity,
and security of electronic protected health information.
The location of the room for the encounter at both ends
should ensure comfort, privacy, and confidentiality. Both
visual and audio privacy are important, placement and
selection of the rooms should consider this. Appropriate
telemedicinetelehealth equipment and networks must be
used considering factors such as appropriate screen size,
resolution, and security. Providers and/or members may
provide or receive telemedicinetelehealth services outside
of Oklahoma when medically necessary.
(4) The provider must be contracted with SoonerCare
and appropriately licensed for the service to be provided.
If the provider is outside of Oklahoma, the provider must
comply with all laws and regulations of the provider's
location, including health care and telemedicinetelehealth
requirements.
(5) The health care practitioner must obtain written
consent from the SoonerCare member that states he or
she agrees to participate in the telemedicine-based office
visit. The consent form must include a description of the
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risks, benefits and consequences of telemedicine and be
included in the member's medical record.
(65) If the member is a minor child, a parent/guardian
must present the minor child for telemedicinetelehealth
services unless otherwise exempted by State or Fed-
eral law. The parent/guardian need not attend the
telemedicinetelehealth session unless attendance is
therapeutically appropriate.
(76) The member retains the right to withdraw at any
time.
(87) All telemedicinetelehealth activities must comply
with the HIPAA Security Standards, OHCA policy, and
all other applicable stateState and federalFederal laws and
regulations.
(98) The member has access to all transmitted medical
information, with the exception of live interactive video as
there is often no stored data in such encounters.
(109) There will be no dissemination of any member
images or information to other entities without written
consent from the member.

(cd) Reimbursement.
(1) Health care services delivered by telehealth such
as Remote Patient Monitoring, Store and Forward, or
any other telehealth technology, must be compensable by
OHCA in order to be reimbursed.
(12) Services provided by telemedicinetelehealth must
be billed with the appropriate modifier.
(23) If the technical component of an X-ray, ultrasound
or electrocardiogram is performed during a telemedicine
telehealth transmission, the technical component can be
billed by the provider that provided that service. The pro-
fessional component of the procedure and the appropriate
visit code should be billed by the provider that rendered
that service.
(34) The cost of telemedicinetelehealth equipment and
transmission is not reimbursable by SoonerCare.

(de) Documentation.
(1) Documentation must be maintained by the render-
ing provider to substantiate the services rendered.
(2) Documentation must indicate the services were
rendered via telemedicinetelehealth, and the location of
the services.
(3) All other SoonerCare documentation guidelines
apply to the services rendered via telemedicinetelehealth.
Examples include but are not limited to:

(A) Chart notes;
(B) Start and stop times;
(C) Service provider's credentials; and
(D) Provider's signature.

(ef) The OHCA has discretion and the final authority to
approve or deny any telemedicinetelehealth services based on
agency and/or SoonerCare members' needs.

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 3. HOSPITALS

317:30-5-47. Reimbursement for inpatient hospital
services

Reimbursement will be made for inpatient hospital ser-
vices in the following manner:

(1) Covered inpatient services provided to eligible
SoonerCare members admitted to in-state acute care and
critical access hospitals will be reimbursed the lesser of
the billed charges or the Diagnosis Related Group (DRG)
amount. In addition to the billed charges or DRG pay-
ment, whichever is less, an outlier payment may be made
to the hospital for very high cost stays. Additional outlier
payment is applicable if either the amount billed by the
hospital or DRG payment, whichever applies, is less than
a threshold amount of the hospital cost. Each inpatient
hospital claim is tested to determine whether the claim
qualified for a cost outlier payment. Payment is equal to a
percentage of the cost after the threshold is met.
(2) The lesser of the billed charges or DRG amount and
outlier, if applicable, represent full reimbursement for all
non-physician services provided during the inpatient stay.
Payment includes but is not limited to:

(A) laboratory services;
(B) prosthetic devices, including pacemakers,
lenses, artificial joints, cochlear implants, im-
plantable pumps;
(C) technical component on radiology services;
(D) transportation, including ambulance, to and
from another facility to receive specialized diagnostic
and therapeutic services;
(E) pre-admission diagnostic testing performed
within 72 hours of admission; and
(F) organ transplants.

(3) Hospitals may submit a claim for payment only
upon the final discharge of the patient or upon completion
of a transfer of the patient to another hospital.
(4) Covered inpatient services provided to eligible
members of the Oklahoma SoonerCare program, when
treated in out-of-state hospitals will be reimbursed in the
same manner as in-state hospitals.
(5) Cases which indicate transfer from one acute care
hospital to another will be monitored under a retrospective
utilization review policy to help ensure that payment is not
made for inappropriate transfers.
(6) The transferring hospital will be paid the lesser
of the calculated transfer fee or the DRG base payment
amount for a non-transfer.
(7) If the transferring or discharge hospital or unit is
exempt from the DRG, that hospital or unit will be reim-
bursed according to the method of payment applicable to
the particular facility or units.
(8) Covered inpatient services provided in out-of-state
specialty hospitals may be reimbursed at a negotiated
rate not to exceed 100% of the cost to provide the service.
Negotiation of rates will only be allowed when the OHCA
determines that the specialty hospital or specialty unit
provides a unique (non-experimental) service required by
SoonerCare members and the provider will not accept the
DRG payment rate. Prior authorization is required.
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(9) New providers entering the SoonerCare program
will be assigned a peer group and will be reimbursed at the
peer group base rate for the DRG payment methodology
or the statewide median rate for per diem methods.
(10) When services are delivered via telemedicine to
hospital inpatients, the originating site facility fee will be
paid outside the DRG payment.
(1110) All inpatient services are reimbursed per the
methodology described in this section and/or as approved
under the Oklahoma State Medicaid Plan.

PART 35. RURAL HEALTH CLINICS

317:30-5-361. Billing
(a) Encounters. Payment is made for one encounter per
member per day. Medical review will be required for addi-
tional visits for children. Payment is also limited to four visits
per member per month for adults. Rural health clinics must
bill the combined fees of all "core" services provided during an
encounter on the appropriate claim form. Claims must include
reasonable and customary charges.

(1) RHC. The appropriate revenue code is required.
No HCPC or CPT code is required.
(2) Mental health. Mental health services must in-
clude a revenue code and a HCPCS code.
(3) Obstetrical care. The appropriate revenue code
and HCPCS code are required. The date the member is
first seen is required. The primary pregnancy diagnosis
code is also required. Secondary diagnosis codes are used
to describe complications of pregnancy. Delivery must be
billed by the independent practitioner who has a contract
with the OHCA.
(4) Family planning. Family planning encounters re-
quire a revenue code, HCPCS code, and a family planning
diagnosis.
(5) EPSDT screening. EPSDT screenings must be
billed by the attending provider using the appropriate
Preventative Medicine procedure code from the Current
Procedural Terminology Manual (CPT).
(6) Dental. Dental services for children must be billed
on the appropriate dental claim form.
(7) Visual analysis. Optometric services for chil-
dren are billed using the appropriate revenue code and a
HCPCS code.

(b) Services billed separately from encounters. Other am-
bulatory services and preventive services itemized separately
from encounters must be billed using the appropriate revenue,
HCPC and/or CPT codes. Claims must include reasonable and
customary charges.

(1) Laboratory. The rural health clinic must be CLIA
certified for specialized laboratory services performed.
Laboratory services must be itemized separately using the
appropriate CPT or HCPCS code.
(2) Radiology. Radiology must be identified using
the appropriate CPT or HCPC code with the technical
component modifier. Radiology services are paid at the

technical component rate. The professional component is
included in the encounter rate.
(3) Immunizations. The administration fee for immu-
nizations provided on the same day as the EPSDT exam is
billed separately.
(4) Contraceptives. Contraceptives are billed inde-
pendently from the family planning encounter. A revenue
code and the appropriate CPT or HCPC codes are required.
The following are examples:

(A) DepoProvera 150 mg. (Medroxyprogesterone
Acetate).
(B) Insertion and implantation of a subdermal con-
traceptive device.
(C) Removal, implantable contraceptive devices.
(D) Removal, with reinsertion, implantable contra-
ceptive device.
(E) Insertion of intrauterine device (IUD).
(F) Removal of intrauterine device.
(G) ParaGard IUD.
(H) Progestasert IUD.

(5) GlassesEyeglasses. GlassesEyeglasses prescribed
by a licensed optometrist are billed using the appropriate
revenue code and HCPCS code. Payment is limited to two
glasseseyeglasses per year. Any glasseseyeglasses beyond
this limit must be prior authorized and determined to be
medically necessary.
(6) Telemedicine. The originating site facility fee for
telemedicine services is not a rural health clinic service.
When a rural health clinic serves as the originating site,
the originating site facility fee is paid separately from the
clinic's all-inclusive rate.

PART 75. FEDERALLY QUALIFIED HEALTH
CENTERS

317:30-5-664.10. Health Center reimbursement
(a) In accordance with Section 702 of the Medicare, Med-
icaid and SCHIP Benefits Improvement and Protection Act
(BIPA) of 2000, reimbursement is provided for core services
and other health services at a Health Center facility-specific
Prospective Payment System (PPS) rate per visit (encounter)
determined according to the methodology described in OAC
317:30-5-664.12.
(b) As claims/encounters are filed, reimbursement for Soon-
erCare Choice members is made for all medically necessary
covered primary care and other approved health services at the
PPS rate.
(c) The originating site facility fee for telemedicine services
is not a Federally Qualified Health Center (FQHC) service.
When a FQHC serves as the originating site, the originating
site facility fee is paid separately from the center's all-inclusive
rate. Refer to OAC 317:30-3-27 for other specific coverage and
exclusion requirements.
(dc) Primary and preventive behavioral health services ren-
dered by health care professionals authorized in the FQHC
approved state plan pages will be reimbursed at the PPS en-
counter rate.
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(ed) Vision services provided by Optometrists within the
scope of their licensure for non-dual eligible members and
allowed under the Medicaid State Plan are reimbursed pursuant
to the SoonerCare fee-for-service fee schedule.

[OAR Docket #17-411; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-404]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 1. Physicians
317:30-5-2. [AMENDED]
(Reference APA WF # 16-12)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
42 CFR 455.410; OAC 435:10-11-3.1; Section 1902 of Social Security Act; 42
CFR 435.116; 42 CFR 440.50; 42 CFR 440.60
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

Subchapter 5. Individual Providers And Specialties
Part 1. Physicians
317:30-5-2 [AMENDED]

Gubernatorial approval:
November 22, 2016

Register publication:
34 Ok Reg 188

Docket number:
16-877
(Reference APA WF # 16-12)

INCORPORATIONS BY REFERENCE:
n/a

GIST/ANALYSIS:
The proposed policy revisions clarify medical necessity requirements for

molecular pathology services and identify the appropriate provider types that
are allowed to order testing. The current rules outline requirements for genetic
testing and proposed amendments clarify that these rules apply to all molecular
pathology services. Molecular pathology and genetic testing are terms that
are often used interchangeably, although molecular pathology can include a
broader array of laboratory services.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 1. PHYSICIANS

317:30-5-2. General coverage by category
(a) Adults. Payment for adults is made to physicians for
medical and surgical services within the scope of the Okla-
homa Health Care Authority's (OHCA) SoonerCare program,
provided the services are reasonable and necessary for the
diagnosis and treatment of illness or injury, or to improve
the functioning of a malformed body member. Coverage of
certain services must be based on a determination made by the
OHCA's medical consultant in individual circumstances.

(1) Coverage includes the following medically neces-
sary services:

(A) Inpatient hospital visits for all SoonerCare
covered stays. All inpatient services are subject to
post-payment review by the OHCA, or its designated
agent.
(B) Inpatient psychotherapy by a physician.
(C) Inpatient psychological testing by a physician.
(D) One inpatient visit per day, per physician.
(E) Certain surgical procedures performed in a
Medicare certified free-standing ambulatory surgery
center (ASC) or a Medicare certified hospital that
offers outpatient surgical services.
(F) Therapeutic radiology or chemotherapy on
an outpatient basis without limitation to the number
of treatments per month for members with proven
malignancies.
(G) Direct physician services on an outpatient ba-
sis. A maximum of four visits are allowed per month
per member in office or home regardless of the num-
ber of physician s providing treatment. Additional
visits per month are allowed for those services re-
lated to emergency medical conditions and for ser-
vices in connection with Family Planning. Sooner-
Care Choice members are exempt from the four visits
per month limitation.
(G) Physician services on an outpatient basis in-
clude:

(i) A maximum of four primary care visits per
member per month, with the exception of Sooner-
Care Choice members, or
(ii) A maximum of four specialty visits per
member per month.
(iii) Additional visits are allowed per month for
treatment related to emergency medical conditions
and Family Planning services.
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(H) Direct physician services in a nursing facil-
ity for those members residing in a long-term care
facility. A maximum of two nursing facility visits
per month are allowed. To receive payment for a
second nursing facility visit in a month denied by
Medicare for a Medicare/SoonerCare member, attach
the EOMB from Medicare showing denial and mark
"carrier denied coverage".
(I) Diagnostic x-ray and laboratory services.
(J) Mammography screening and additional fol-
low-up mammograms as per current guidelines.
(K) Obstetrical care.
(L) Pacemakers and prostheses inserted during the
course of a surgical procedure.
(M) Prior authorized examinations for the purpose
of determining medical eligibility for programs ad-
ministered by OHCA. A copy of the authorization,
OKDHS form 08MA016E, Authorization for Exami-
nation and Billing, must accompany the claim.
(N) If a physician renders direct care to a member
on the same day as a dialysis treatment, payment is
allowed for a separately identifiable service unrelated
to the dialysis.
(O) Family planning includes sterilization proce-
dures for legally competent members 21 years of age
and over who voluntarily request such a procedure
and execute the federally mandated consent form
with his/her physician. A copy of the consent form
must be attached to the claim form. Separate payment
is allowed for the insertion and/or implantation of
contraceptive devices during an office visit. Certain
family planning products may be obtained through
the Vendor Drug Program. Reversal of sterilization
procedures for the purposes of conception is not
allowed. Reversal of sterilization procedures are
allowed when medically indicated and substantiating
documentation is attached to the claim.
(P) Genetic counseling.
(Q) Laboratory testing.
(R) Payment for ultrasounds for pregnant women
as specified in OAC 317:30-5-22.
(S) Payment to the attending physician in a teach-
ing medical facility for compensable services when
the physician signs as claimant and renders personal
and identifiable services to the member in conformity
with federal regulations.
(T) Payment to the attending physician for the
services of a currently Oklahoma licensed physician
in training when the following conditions are met.;

(i) Attending physician performs chart review
and signs off on the billed encounter;
(ii) Attending physician is present in the
clinic/or hospital setting and available for consul-
tation; and
(iii) Documentation of written policy and appli-
cable training of physicians in the training program
regarding when to seek the consultation of the at-
tending physician.

(U) Payment to the attending physician for the out-
patient services of an unlicensed physician in a train-
ing program when the following conditions are met:

(i) The member must be at least minimally ex-
amined by the attending physician or a licensed
physician under the supervision of the attending
physician;
(ii) The contact must be documented in the
medical record.

(U) Payment for services rendered by medical res-
idents in an outpatient academic setting when the fol-
lowing conditions are met:

(i) the resident has obtained a medical license
or a special license for training from the appropri-
ate regulatory state medical board; and
(ii) has the appropriate contract on file with the
OHCA to render services within the scope of their
licensure.

(V) The payment to a physician for medically
directing the services of a CRNA or for the direct
supervision of the services of an Anesthesiologist
Assistant (AA) is limited. The maximum allowable
fee for the services of both providers combined is lim-
ited to the maximum allowable had the service been
performed solely by the anesthesiologist.
(W) Screening and follow up Pap Smears as per cur-
rent guidelines.
(X) Medically necessary solid organ and bone mar-
row/stem cell transplantation services for children
and adults are covered services based upon the condi-
tions listed in (i)-(iv) of this subparagraph:

(i) Transplant procedures, except kidney and
cornea, must be prior authorized to be compens-
able.
(ii) To be prior authorized all procedures are
reviewed based on appropriate medical criteria.
(iii) To be compensable under the SoonerCare
program, all organ transplants must be performed
at a facility which meets the requirements con-
tained in Section 1138 of the Social Security Act.
(iv) Procedures considered experimental or
investigational are not covered.

(Y) Donor search and procurement services are
covered for transplants consistent with the methods
used by the Medicare program for organ acquisition
costs.
(Z) Donor expenses incurred for complications are
covered only if they are directly and immediately at-
tributable to the donation procedure. Donor expenses
that occur after the 90 day global reimbursement pe-
riod must be submitted to the OHCA for review.
(AA) Total parenteral nutritional therapy (TPN) for
identified diagnoses and when prior authorized.
(BB) Ventilator equipment.
(CC) Home dialysis equipment and supplies.
(DD) Ambulatory services for treatment of mem-
bers with tuberculosis (TB). This includes, but is
not limited to, physician visits, outpatient hospital
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services, rural health clinic visits and prescriptions.
Drugs prescribed for the treatment of TB beyond the
prescriptions covered under SoonerCare require prior
authorization by the University of Oklahoma College
of Pharmacy Help Desk using form "Petition for TB
Related Therapy". Ambulatory services to members
infected with TB are not limited to the scope of the
SoonerCare program, but require prior authorization
when the scope is exceeded.
(EE) Smoking and Tobacco Use Cessation Coun-
seling for treatment of members using tobacco.

(i) Smoking and Tobacco Use Cessation
Counseling consists of the 5As:

(I) Asking the member to describe their
smoking use;
(II) Advising the member to quit;
(III) Assessing the willingness of the mem-
ber to quit;
(IV) Assisting the member with referrals
and plans to quit; and
(V) Arranging for follow-up.

(ii) Up to eight sessions are covered per year
per individual.
(iii) Smoking and Tobacco Use Cessation
Counseling is a covered service when performed
by physicians, physician assistants, advanced
registered nurse practitioners, certified nurse mid-
wives, dentists, Oklahoma State Health Depart-
ment and FQHC nursing staff, and Maternal/Child
Health Licensed Clinical Social Workers with a
certification as a Tobacco Treatment Specialist
Certification (CTTS). It is reimbursed in addition
to any other appropriate claimsglobal payments
for obstetrical care, PCP care coordination pay-
ments, evaluation and management codes, or other
appropriate services rendered. It must be a signif-
icant, separately identifiable service, unique from
any other service provided on the same day.
(iv) Chart documentation must include a sep-
arate note that addresses the 5A's and office note
signature along with the member specific informa-
tion addressed in the five steps and the time spent
by the practitioner performing the counseling.
Anything under three minutes is considered part of
a routine visit and not separately billable.

(FF) Immunizations as specified by the Advisory
Committee on Immunization Practices (ACIP) guide-
lines.
(GG) Genetic testing isand other molecular pathol-
ogy services are covered when medically necessary.
Genetic testing may be considered medically neces-
sary when the following conditions are met:

(i) The member displays clinical features of a
suspected genetic condition or, is at direct risk of
inheriting the genetic condition in question (e.g.,
a causative familial variant has been identified);
and or has been diagnosed with a condition where

identification of specific genetic changes will
impact treatment or management; and
(ii) Clinical studies published in peer-reviewed
literature have established strong evidence that the
result of the test will positively impact the clinical
decision-making or clinical outcome for the mem-
ber; and
(iii) The testing method is proven to be scien-
tifically valid for the identification of a specific
genetically-linked inheritable disease or clinically
important molecular marker; and
(iv) A medical geneticist, physician, or li-
censed genetic counselor provides documentation
that supports the recommendation for testing based
on a review of risk factors, clinical scenario, and
family history.

(2) General coverage exclusions include the following:
(A) Inpatient admission for diagnostic studies that
could be performed on an outpatient basis.
(B) Services or any expense incurred for cosmetic
surgery.
(C) Services of two physicians for the same type of
service to the same member on the same day, except
when supplemental skills are required and different
specialties are involved.
(D) Routine eye examinations for the sole purpose
of prescribing glasses or visual aids, determination
of refractive state, treatment of refractive errors or
purchase of lenses, frames or visual aids.
(E) Pre-operative care within 24 hours of the day
of admission for surgery and routine post-operative
care as defined under the global surgery guidelines
promulgated by Current Procedural Terminology
(CPT) and the Centers for Medicare and Medicaid
Services (CMS).
(F) Payment to the same physician for both an
outpatient visit and admission to hospital on the same
date.
(G) Sterilization of members who are under 21
years of age, mentally incompetent, or institution-
alized or reversal of sterilization procedures for the
purposes of conception.
(H) Non-therapeutic hysterectomies.
(I) Medical services considered experimental or
investigational.
(J) Payment for more than four outpatient vis-
its per monthmember (home or office) per mem-
bermonth, except those visits in connection with
family planning or, services related to emergency
medical conditions., or primary care services pro-
vided to SoonerCare Choice members.
(K) Payment for more than two nursing facility vis-
its per month.
(L) More than one inpatient visit per day per physi-
cian.
(M) Physician services which are administrative in
nature and not a direct service to the member includ-
ing such items as quality assurance, utilization review,
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treatment staffing, tumor board review or multidisci-
plinary opinion, dictation, and similar functions.
(N) Charges for completion of insurance forms, ab-
stracts, narrative reports or telephone calls.
(O) Payment for the services of social workers,
licensed family counselors, registered nurses or other
ancillary staff, except as specifically set out in OHCA
rules.
(P) Induced abortions, except when certified in
writing by a physician that the abortion was necessary
due to a physical disorder, injury or illness, including
a life-endangering physical condition caused by or
arising from the pregnancy itself, that would place
the woman in danger of death unless an abortion is
performed, or that the pregnancy is the result of an
act of rape or incest. (Refer to OAC 317:30-5-6 or
317:30-5-50.)
(Q) Speech and Hearing services.
(R) Mileage.
(S) A routine hospital visit on the date of discharge
unless the member expired.
(T) Direct payment to perfusionist as this is consid-
ered part of the hospital reimbursement.
(U) Inpatient chemical dependency treatment.
(V) Fertility treatment.
(W) Payment for removal of benign skin lesions.
(X) Sleep studies.

(b) Children. Payment is made to physicians for medical
and surgical services for members under the age of 21 within
the scope of the Authority's SoonerCare program, provided
the services are medically necessary for the diagnosis and
treatment of illness or injury, or to improve the functioning of
a malformed body member. Medical and surgical services for
children are comparable to those listed for adults. For services
rendered to a minor child, the child's parent or court-appointed
legal guardian must provide written authorization prior to
the service being rendered, unless there is an explicit state
or federal exception to this requirement. In addition to those
services listed for adults, the following services are covered for
children.

(1) Pre-authorization of inpatient psychiatric ser-
vices. All inpatient psychiatric services for members
under 21 years of age must be prior authorized by an
agency designated by the Oklahoma Health Care Author-
ity. All psychiatric services are prior authorized for an
approved length of stay. Non-authorized inpatient psychi-
atric services are not SoonerCare compensable.

(A) All residential and acute psychiatric services
are authorized based on the medical necessity criteria
as described in OAC 317:30-5-95.25,317:30-5-95.27
and 317:30-5-95.29.
(B) Out of state placements are not authorized un-
less it is determined that the needed medical services
are more readily available in another state or it is a
general practice for members in a particular border
locality to use resources in another state. If a med-
ical emergency occurs while a member is out of the
State, treatment for medical services is covered as if

provided within the State. A prime consideration for
placements is proximity to the family or guardian in
order to involve the family or guardian in discharge
and reintegration planning.

(2) General acute care inpatient service limitations.
All general acute care inpatient hospital services for mem-
bers under the age of 21 are not limited. All inpatient care
must be medically necessary.
(3) Procedures for requesting extensions for inpa-
tient services. The physician and/or facility must provide
necessary justification to enable OHCA, or its desig-
nated agent, to make a determination of medical necessity
and appropriateness of treatment options. Extension re-
quests for psychiatric admissions must be submitted to
the OHCA or its designated agent. Extension requests
must contain the appropriate documentation validating the
need for continued treatment in accordance with the med-
ical necessity criteria described in OAC 317:30-5-95.26,
317:30-5-95.28 and 317:30-5-95.30. Requests must be
made prior to the expiration of the approved inpatient stay.
All decisions of OHCA or its designated agent are final.
(4) Utilization control requirements for psychi-
atric beds. Utilization control requirements for inpatient
psychiatric services for members under 21 years of age
apply to all hospitals and residential psychiatric treatment
facilities.
(5) Early and periodic screening diagnosis and
treatment program. Payment is made to eligible
providers for Early and Periodic Screening, Diagnosis,
and Treatment (EPSDT) of members under age 21. These
services include medical, dental, vision, hearing and
other necessary health care. Refer to OAC 317:30-3-65.2
through 317:30-3-65.11 for specific guidelines.
(6) Child abuse/neglect findings. Instances of child
abuse and/or neglect discovered through screenings and
regular exams are to be reported in accordance with State
Law. Section 7103 of Title 10 of the Oklahoma Statutes
mandates reporting suspected abuse or neglect to the Ok-
lahoma Department of Human Services. Section 7104
of Title 10 of the Oklahoma Statutes further requires re-
porting of criminally injurious conduct to the nearest law
enforcement agency.
(7) General exclusions. The following are excluded
from coverage for members under the age of 21:

(A) Inpatient admission for diagnostic studies that
could be performed on an outpatient basis.
(B) Services or any expense incurred for cosmetic
surgery unless the physician certifies the procedure
emotionally necessary.
(C) Services of two physicians for the same type of
service to the same member on the same day, except
when supplemental skills are required and different
specialties are involved.
(D) Pre-operative care within 24 hours of the day
of admission for surgery and routine post-operative
care as defined under the global surgery guidelines
promulgated by Current Procedural Terminology
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(CPT) and the Centers for Medicare and Medicaid
Services (CMS).
(E) Payment to the same physician for both an
outpatient visit and admission to hospital on the same
date.
(F) Sterilization of members who are under 21
years of age, mentally incompetent, or institution-
alized or reversal of sterilization procedures for the
purposes of conception.
(G) Non-therapeutic hysterectomies.
(H) Medical Services considered experimental or
investigational.
(I) More than one inpatient visit per day per physi-
cian.
(J) Induced abortions, except when certified in
writing by a physician that the abortion was necessary
due to a physical disorder, injury or illness, including
a life-endangering physical condition caused by or
arising from the pregnancy itself, that would place
the woman in danger of death unless an abortion is
performed, or that the pregnancy is the result of an
act of rape or incest. (Refer to OAC 317:30-5-6 or
317:30-5-50.)
(K) Physician services which are administrative in
nature and not a direct service to the member includ-
ing such items as quality assurance, utilization review,
treatment staffing, tumor board review or multidisci-
plinary opinion, dictation, and similar functions.
(L) Payment for the services of social workers,
licensed family counselors, registered nurses or other
ancillary staff, except as specifically set out in OHCA
rules.
(M) Direct payment to perfusionist as this is consid-
ered part of the hospital reimbursement.
(N) Charges for completion of insurance forms, ab-
stracts, narrative reports or telephone calls.
(O) Mileage.
(P) A routine hospital visit on date of discharge un-
less the member expired.

(c) Individuals eligible for Part B of Medicare. Payment
is made utilizing the OHCA allowable for comparable services.
Claims filed with Medicare Part B should automatically cross
over to OHCA. The explanation of Medicare Benefits (EOMB)
reflects a message that the claim was referred to SoonerCare.
If such a message is not present, a claim for coinsurance and
deductible must be filed with the OHCA within 90 days of the
date of Medicare payment and within one year of the date of
service in order to be considered timely filed.

(1) In certain circumstances, some claims do not au-
tomatically "cross over". Providers must file a claim for
coinsurance and/or deductible to SoonerCare within 90
days of the Medicare payment and within one year from
the date of service.
(2) If payment was denied by Medicare Part B and the
service is a SoonerCare covered service, mark the claim

"denied by Medicare" and attach the Medicare EOMB
showing the reason for the denial.

[OAR Docket #17-404; filed 6-15-17]
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PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 1. PHYSICIANS

317:30-5-11. Psychiatric services
(a) Payment is made for procedure codes listed in the Psy-
chiatry section of the most recent edition of the American
Medical Association Current Procedural Terminology code-
book. The codes in this service range are accepted services
within the SoonerCare program for children and adults with
the following exceptions:

(1) Psychiatric evaluation of hospital records, other
psychiatric reports, psychometric and/or projective tests,
and other accumulated data for medical diagnostic pur-
poses.
(2) Interpretation or explanation of results of psychi-
atric, other medical examinations and procedures, or other
accumulated data to family or other responsible persons,
or advising them how to assist the patient.
(3) Preparation of report of patient's psychiatric status,
history, treatment, or progress (other than for legal or con-
sultative purposes) for other physicians, agencies, or insur-
ance carriers.
(4) Unlisted psychiatric service or procedure.

(b) All services must be medically necessary and appropriate
and include a Diagnostic and Statistical Manual (DSM) multi
axial diagnosis completed for all five axesat least one Diag-
nostic and Statistical Manual (DSM) diagnosis from the most
recent version of the DSM.
(c) Services in the psychiatry section of the CPT manual
must be provided by a board eligible or board certified psychi-
atrist or a physician, physician assistant, or nurse practitioner
with additional training that demonstrates the knowledge to
conduct the service performed.
(d) Psychiatric services performed via telemedicine are sub-
ject to the requirements found in OAC 317:30-3-27.

PART 21. OUTPATIENT BEHAVIORAL HEALTH
AGENCY SERVICES

317:30-5-241. Covered Services
(a) Outpatient behavioral health services are covered for
adults and children as set forth in this Section when provided
in accordance with a documented individualized service plan,
developed to treat the identified behavioral health and/or sub-
stance use disorder(s), unless specified otherwise.
(b) All services are to be for the goal of improvement of
functioning, independence, or well-being of the member.
The services and service plans are to be recovery focused,
trauma and co-occurring specific. The member must be able
to actively participate in the treatment. Active participation
means that the member must have sufficient cognitive abilities,
communication skills, and short-term memory to derive a
reasonable benefit from the treatment.
(c) In order to be reimbursed for services, providers must
submit a completed Customer Data Core (CDC) to OHCA or
its designated agent. The CDC must be reviewed, updated and
resubmitted by the provider every six months. Reimbursement
is made only for services provided while a current CDC is on
file with OHCA or its designated agent. For further informa-
tion and instructions regarding the CDC, refer to the Behavioral
Health Provider ManualPrior Authorization Manual.
(d) All outpatient BH services must be provided follow-
ing established medical necessity criteria. Some outpatient
behavioral health services may require authorization. For
information regarding services requiring authorization and
the process for obtaining them, refer to the Behavioral Health
Provider ManualPrior Authorization Manual. Authorization
of services is not a guarantee of payment. The provider is
responsible for ensuring that the eligibility, medical necessity,
procedural, coding, claims submission, and all other state and
federal requirements are met. OHCA does retain the final
administrative review over both authorization and review of
services as required by 42 CFR 431.10.
(e) Services to nursing facility residents. Reimbursement
is not allowed for outpatient behavioral health services pro-
vided to members residing in a nursing facility. Provision of
these services is the responsibility of the nursing facility and
reimbursement is included within the rate paid to the nursing
facility for the member's care.
(f) Services to members during an inpatient stay. Unless
otherwise specified in rules, reimbursement is not allowed for
outpatient behavioral health services provided to members who
are considered to be in "inpatient status" as defined in OAC
317:30-5-41.
(g) In addition to individual service limitations, reimburse-
ment for outpatient behavioral health services is limited to
35 hours per rendering provider per week. Service hours will
be calculated using a rolling four week average. Services not
included in this limitation are:

(1) Assessments;
(2) Testing;
(3) Service plan development; and
(4) Crisis intervention services.

317:30-5-241.1. Screening, assessment and service plan
All providers must comply with the requirements as set

forth in this Section.
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(1) Screening.
(A) Definition. Screening is for the purpose of de-
termining whether the member meets basic medical
necessity and need for further BH assessment and
possible treatment services.
(B) Qualified professional. Screenings can be
performed by any credentialed staff members as listed
under OAC 317:30-5-240.3.
(C) Target population and limitations. Screen-
ing is compensable on behalf of a member who is
seeking services for the first time from the contracted
agency. This service is not compensable if the mem-
ber has previously received or is currently receiving
services from the agency, unless there has been a gap
in service of more than six (6) months. To qualify
for reimbursement, the screening tools used must be
evidence basedevidence-based or otherwise approved
by OHCA and ODMHSAS and appropriate for the
age and/or developmental stage of the member.

(2) Assessment.
(A) Definition. Gathering and assessment of his-
torical and current bio-psycho-social information
which includes face-to-face contact with the person
and/or the person's family or other informants, or
group of personsperson(s) resulting in a written sum-
mary report, diagnosis and recommendations. All
agencies must assess the medical necessity of each
individual to determine the appropriate level of care.
(B) Qualified practitioners. This service is per-
formed by an LBHP or Licensure Candidate.
(C) Target population and limitations. The Be-
havioral Health Assessment by a Non-Physician,
moderate complexity, is compensable on behalf of
a member who is seeking services for the first time
from the contracted agency. This service is not com-
pensable if the member has previously received or is
currently receiving services from the agency, unless
there has been a gap in service of more than six (6)
months and it has been more than one (1) year since
the previous assessment.
(D) Documentation requirements. The assess-
ment must include all elements and tools required by
the OHCA. In the case of children under the age of
18eighteen (18), it is performed with the direct, active
face-to-face participation of the parent or guardian.
The child's level of participation is based on age,
developmental and clinical appropriateness. The
assessment must include at least one DSM diagnosis
from the most recent DSM edition. The information
in the assessment must contain but is not limited to the
following:

(i) Behavioral, including substance use,
abuse, and dependence;
(ii) Emotional, including issues related to past
or current trauma;
(iii) Physical;
(iv) Social and recreational;
(v) Vocational;

(vi) Date of the assessment sessions as well as
start and stop times;
(vii) Signature of parent or guardian par-
ticipating in face-to-face assessment. Signa-
tureSignatures are required for members over the
age of 14fourteen (14); and
(viii) Signature and credentials of the practi-
tioner who performed the face-to-face behavioral
assessment

(3) Behavioral Health Services Plan Development.
(A) Definition. The Behavioral Health Service
Plan is developed based on information obtained in
the assessment and includes the evaluation of all perti-
nent information by the practitioners and the member.
It includes, including a discharge plan. It is a process
whereby an individualized plan is developed that
addresses the member's strengths, functional assets,
weaknesses or liabilities, treatment goals, objectives
and methodologies that are specific and time lim-
ited, and defines the services to be performed by the
practitioners and others who comprise the treatment
team. Behavioral Health Service Plan Development
is performed with the direct active participation of the
member and a member support person or advocate if
requested by the member. In the case of children un-
der the age of 18eighteen (18), it is performed with the
participation of the parent or guardian and the child
as age and developmentally appropriate, and must ad-
dress school and educational concerns and assisting
the family in caring for the child in the least restrictive
level of care. For adults, it is focused on recovery
and achieving maximum community interaction and
involvement including goals for employment, inde-
pendent living, volunteer work, or training. A Service
Plan Development, Low Complexity is required every
6six (6) months and must include an update to the
bio-psychosocial assessment and re-evaluation of
diagnosis.
(B) Qualified practitioners. This service is per-
formed by an LBHP or Licensure Candidate.
(C) Time requirements. Service Plan updates
must be conducted face-to-face and are required
every six (6) months during active treatment. Up-
datesHowever, updates can be conducted whenever
it is clinically needed as determined by the qualified
practitioner and member, but are only compensable
twice in one year.
(D) Documentation requirements. Comprehen-
sive and integrated service plan content must address
the following:

(i) member strengths, needs, abilities, and
preferences(SNAP) (SNAP);
(ii) identified presenting challenges, problems,
needs and diagnosis;
(iii) specific goals for the member;
(iv) objectives that are specific, attainable, real-
istic, and time-limited;
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(v) each type of service and estimated fre-
quency to be received;
(vi) the practitioner(s) name and credentials
that will be providing and responsible for each
service;
(vii) any needed referrals for service;
(viii) specific discharge criteria;
(ix) description of the member's involvement
in, and responses to, the service plan, and his/her
signature and date;
(x) service plans are not valid until all sig-
natures are present (signatures are required from
the member, if 14 or over), the parent/guardian (if
younger than 18 or otherwise applicable), and the
primary LBHP or Licensure Candidate; and
(xi) all changes in a service plan must be docu-
mented in either a scheduled six (6) month service
plan update (low complexity) or within the exist-
ing service plan through an amendment until time
for the update (low complexity). Any changes to
the existing service plan must, prior to implemen-
tation, be signed and dated by the member (if 14
or over), the parent/guardian (if younger than 18
or otherwise applicable), and the lead LBHP or
Licensure Candidate.
(xii) Updates to goals, objectives, service
provider, services, and service frequency, must be
documented within the service plan until the six
month review/update is due.
(xiii) Service plan updates must address the fol-
lowing:

(I) update to the bio-psychosocial assess-
ment, re-evaluation of diagnosis service plan
goals and/ or objectives;
(II) progress, or lack of, on previous ser-
vice plan goals and/or objectives;
(III) a statement documenting a review of
the current service plan and an explanation if
no changes are to be made to the service plan;
(IV) change in goals and/or objectives
(including target dates) based upon member's
progress or identification of new need, chal-
lenges and problems;
(V) change in frequency and/or type of ser-
vices provided;
(VI) change in practitioner(s) who will be
responsible for providing services on the plan;
(VII) change in discharge criteria;
(VIII) description of the member's involve-
ment in, and responses to, the service plan, and
his/her signature and date; and
(IX) service plans are not valid until all sig-
natures are present. The required signatures
are: from the member (if 14 or over), the par-
ent/guardian (if younger than 18 or otherwise
applicable), and the primary LBHP or Licen-
sure Candidate.

(xii) Amendment of an existing service plan to
revise or add goals, objectives, service provider,
service type, and service frequency, may be com-
pleted prior to the scheduled six (6) month re-
view/update. A plan amendment must be docu-
mented through an addendum to the service plan,
dated and signed prior to the implementation, by
the member (if 14 or over), the parent/guardian (if
younger than 18 or otherwise applicable), and the
lead LBHP or Licensure Candidate.
(xiii) Behavioral health service plan develop-
ment, low complexity, must address the following:

(I) update to the bio-psychosocial assess-
ment, re-evaluation of diagnosis service plan
goals and/ or objectives;
(II) progress, or lack of, on previous ser-
vice plan goals and/or objectives;
(III) a statement documenting a review of
the current service plan and an explanation if
no changes are to be made to the service plan;
(IV) change in goals and/or objectives
(including target dates) based upon member's
progress or identification of new need, chal-
lenges and problems;
(V) change in frequency and/or type of ser-
vices provided;
(VI) change in practitioner(s) who will be
responsible for providing services on the plan;
(VII) change in discharge criteria;
(VIII) description of the member's involve-
ment in, and responses to, the service plan, and
his/her signature and date; and
(IX) service plan updates (low complexity)
are not valid until all signatures are present. The
required signatures are: from the member (if 14
or over), the parent/guardian (if younger than
18 or otherwise applicable), and the primary
LBHP or Licensure Candidate.

(E) Service limitations:
(i) Behavioral Health Service Plan Devel-
opment, Moderate complexityComplexity (i.e.,
pre-admission procedure code group) areis limited
to 1one (1) per member, per provider, unless more
than aone (1) year has passed between services,
then another onein which case, one can be re-
quested and may beperformed, if authorized by
OHCA or its designated agent.
(ii) Behavioral Health Service Plan Devel-
opment, Low Complexity: Service Plan updates
are required every six (6) months during active
treatment. Updates, however, can be conducted
whenever clinically needed as determined by the
provider and member, but are only reimbursable
twice in one (1) year. The date of service is when
the service plan is complete and the date the last
required signature is obtained. Services should
always be age, developmentally, and clinically
appropriate.
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(4) Assessment/Evaluation testing.
(A) Definition. Assessment/Evaluation testing is
provided by a clinician utilizing tests selected from
currently accepted assessment test batteries. Test
results must be reflected in the Service Plan. The
medical record must clearly document the need for
the testing and what the testing is expected to achieve.
(B) Qualified practitioners. Assessment/Eval-
uation testing will be provided by a psychologist,
certified psychometrist, psychological technician of
a psychologist, an LBHP or Licensure Candidate.
For assessments conducted in a school setting, the
Oklahoma State Department of Education (OSDE)
requires that a licensed supervisor sign the assess-
ment. Each qualified professional must have a
current contract with the Oklahoma Health Care
AuthorityOHCA.
(C) Documentation requirements. All psycho-
logical services must be reflected by documenta-
tiondocumented in the member's record. All assess-
ment, testing, and treatment services/units billed must
include the following:

(i) date;
(ii) start and stop time for each session/unit
billed and physical location where service was
provided;
(iii) signature of the provider;
(iv) credentials of provider;
(v) specific problem(s), goals and/or objec-
tives addressed;
(vi) methods used to address problem(s), goals
and objectives;
(vii) progress made toward goals and objectives;
(viii) patient response to the session or interven-
tion; and
(ix) any new problem(s), goals and/or objec-
tives identified during the session.

(D) Service Limitations. Testing for a child
younger than three (3) must be medically necessary
and meet established Child (0-36 months of Ageage)
criteria as set forth in the Behavioral Health Provider
ManualPrior Authorization Manual. Evaluation and
testing is clinically appropriate and allowable when
an accurate diagnosis and determination of treatment
needs is needed. Eight (8) hours/units of testing per
patient over the age of three (3), per provider is al-
lowed every 12twelve (12) months. There may be
instances when further testing is appropriate based on
established medical necessity criteria found in the Be-
havioral Health Provider ManualPrior Authorization
Manual. Justification for additional testing beyond
allowed amount as specified in this section must be
clearly explained and documented in the medical
record. Testing units must be billed on the date the
actual testing, interpretation, scoring, and reporting
are performed. A maximum of 12twelve (12) hours
of therapy and testing, per day per rendering provider
are allowed. A child who is being treated in an acute

inpatient setting can receive separate psychological
services by a physician or psychologist as the inpa-
tient per diem is for "non-physician" services only. A
child receiving Residentialresidential level treatment
in either a therapeutic foster care home, or group
home may not receive additional individual, group
or family counseling or psychological testing unless
allowed by the OHCA or its designated agent. Psy-
chologists employed in State and Federal Agencies,
who are not permitted to engage in private practice,
cannot be reimbursed for services as an individually
contracted provider. For assessment conducted in a
school setting the Oklahoma State Department of
EducationOSDE requires that a licensed supervisor
sign the assessment. IndividualsFor individuals who
qualify for Part B of Medicare: Payment, payment
is made utilizing the SoonerCare allowable for com-
parable services. Payment is made to physicians,
LBHPs or psychologists with a license to practice in
the state where the services is performed or to practi-
tioners who have completed education requirements
and are under current board approved supervision to
become licensed.

317:30-5-241.6. Behavioral Health Case Management
Payment is made for behavioral health case management

services as set forth in this Section.
(1) Description of behavioral health case manage-
ment services. Services under behavioral health case
management are not comparable in amount, duration
and scope. The target group for behavioral health case
management services are persons under age 21twenty-one
(21) who are in imminent risk of out-of-home place-
ment for psychiatric or substance abuse reasons or are in
out-of-home placement due to psychiatric or substance
abuse reasons and chronically and/or severely mentally ill
adults who are institutionalized or are at risk of institution-
alization. All behavioral health case management services
will be subject to medical necessity criteria.

(A) Behavioral health case management services
are provided to assist eligible individuals in gain-
ing access to needed medical, social, educational
and other services essential to meeting basic human
needs. The behavioral health case manager provides
assessment of case management needs, development
of a case management care plan, referral, linkage,
monitoring and advocacy on behalf of the member
to gain access to appropriate community resources.
The behavioral health case manager must monitor the
progress in gaining access to services and continued
appropriate utilization of necessary community re-
sources. Behavioral case management is designed to
promote recovery, maintain community tenure, and to
assist individuals in accessing services for themselves
following the case management guidelines estab-
lished by ODMHSAS. In order to be compensable,
the service must be performed utilizing the Strengths
Based model of case management. This model of
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case management assists individuals in identifying
and securing the range of resources, both environ-
mental and personal, needed to live in a normally
interdependent way in the community. The focus for
the helping process is on strengths, interests, abili-
ties, knowledge and capacities of each person, not on
their diagnosis, weakness or deficits. The relation-
ship between the service member and the behavioral
health case manager is characterized by mutuality,
collaboration, and partnership. Assistive activities
are designed to occur primarily in the community,
but may take place in the behavioral health case man-
ager's office, if more appropriate. The provider will
coordinate with the member and family (if applica-
ble) by phone or face-to-face, to identify immediate
needs for return to home/community no more than
72seventy-two (72) hours after notification that the
member/family requests case management services.
For members discharging from a higher level of care
than outpatient, the higher level of care facility is re-
sponsible for scheduling an appointment with a case
management agency for transition and post discharge
services. The case manager will make contact with
the member and family (if applicable) for transition
from the higher level of care than outpatient back
to the community, within 72seventy-two (72) hours
of discharge, and then conduct a follow-up appoint-
ment/contact within seven days. The case manager
will provide linkage/referral to physicians/medica-
tion services, psychotherapy services, rehabilitation
and/or support services as described in the case man-
agement service plan. Case Managers may also
provide crisis diversion (unanticipated, unscheduled
situation requiring supportive assistance, face-to-face
or telephone, to resolve immediate problems before
they become overwhelming and severely impair the
individual's ability to function or maintain in the
community) to assist member(s) from progression
to a higher level of care. During the follow-up phase
of these referrals or links, the behavioral health case
manager will provide aggressive outreach if appoint-
ments or contacts are missed within two business days
of the missed appointments. Community/home based
case management to assess the needs for services will
be scheduled as reflected in the case management
service plan, but not less than one time per month.
The member/parent/guardian has the right to refuse
behavioral health case management and cannot be
restricted from other services because of a refusal of
behavioral health case management services.
(B) An eligible member/parent/guardian will not
be restricted and will have the freedom to choose a
behavioral health case management provider as well
as providers of other medical care.
(C) In order to ensure that behavioral health case
management services appropriately meet the needs
of the member and family and are not duplicated,
behavioral health case management activities will be

provided in accordance with an individualized plan of
care.
(D) The individual plan of care must include gen-
eral goals and objectives pertinent to the overall
recovery of the member's (and family, if applicable)
needs. Progress notes must relate to the individual
plan of care and describe the specific activities to
be performed. The individual plan of care must be
developed with participation by, as well as, reviewed
and signed by the member, the parent or guardian (if
the member is under 18), the behavioral health case
manager, and a Licensed Behavioral Health Profes-
sional or Licensure Candidate as defined in OAC
317:30-5-240.3(a) and (b).
(E) SoonerCare reimbursable behavioral health
case management services include the following:

(i) Gathering necessary psychological, educa-
tional, medical, and social information for the pur-
pose of individual plan of care development.
(ii) Face-to-face meetings with the member
and/or the parent/guardian/family member for
the implementation of activities delineated in the
individual plan of care.
(iii) Face-to-face meetings with treatment or
service providers, necessary for the implementa-
tion of activities delineated in the individual plan
of care.
(iv) Supportive activities such as non-face-to-
face communication with the member and/or par-
ent/guardian/family member.
(v) Non face-to-face communication with
treatment or service providers necessary for the
implementation of activities delineated in the indi-
vidual plan of care.
(vi) Monitoring of the individual plan of care to
reassess goals and objectives and assess progress
and or barriers to progress.
(vii) Crisis diversion (unanticipated, unsched-
uled situation requiring supportive assistance,
face-to-face or telephone, to resolve immediate
problems before they become overwhelming and
severely impair the individual's ability to function
or maintain in the community) to assist member(s)
from progression to a higher level of care.
(viii) Behavioral Health Case Management is
available to individuals transitioning from institu-
tions to the community (except individuals ages
22 to 64 who reside in an institution for mental
diseases (IMD) or individuals who are inmates of
public institutions). Individuals are considered
to be transitioning to the community during the
last 30thirty (30) consecutive days of a covered
institutional stay. This time is to distinguish case
management services that are not within the scope
of the institution's discharge planning activities
from case management required for transitioning
individuals with complex, chronic, medical needs
to the community. Transition services provided
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while the individual is in the institution are to be
claimed as delivered on the day of discharge from
the institution.

(2) Levels of Case Management.
(A) Resource coordination services are targeted to
adults with serious mental illness and children and
adolescents with mental illness or serious emotional
disturbance, and their families, who need assistance
in accessing, coordination, and monitoring of re-
sources and services. Services are provided to assess
an individual's strengths and meet needs in order to
achieve stability in the community. Standard man-
agers have caseloads of 30 - 35 members. Basic
case management/resource coordination is limited to
25twenty-five (25) units per member per month.
(B) Intensive Case Management (ICM) is targeted
to adults with serious and persistent mental illness
(including members in PACT programs) and Wrap-
around Facilitation Case Management (WFCM) is
targeted to children with serious mental illness and
emotional disorders (including members in a System
of Care Network) who are deemed high risk and in
need of more intensive CM services. It is designed to
ensure access to community agencies, services, and
people whose functions are to provide the support,
training and assistance required for a stable, safe,
and healthy community life, and decreased need for
higher levels of care. To produce a high fidelity wrap-
around process, a facilitator can facilitate between
8eight (8) and 10ten (10) families. To ensure that
these intense needs are met, case manager caseloads
are limited between 10-15 caseloads. The ICM shall
be a Certified Behavioral Health Case Manager, have
a minimum of 2two (2) years Behavioral Health Case
Management experience, crisis diversion experience,
must have attended the ODMHSAS 6six (6) hours
ICM training, and 24twenty-four (24) hour availabil-
ity is required. ICM/WFCM is limited to 54fifty-four
(54) units per member per month.

(3) Excluded Services. SoonerCare reimbursable
behavioral health case management does not include the
following activities:

(A) physically escorting or transporting a member
or family to scheduled appointments or staying with
the member during an appointment; or
(B) managing finances; or
(C) providing specific services such as shopping or
paying bills; or
(D) Deliveringdelivering bus tickets, food stamps,
money, etc.; or
(E) counseling, rehabilitative services, psychiatric
assessment, or discharge planning; or
(F) filling out forms, applications, etc., on behalf of
the member when the member is not present; or
(G) filling out SoonerCare forms, applications,
etc.;
(H) mentoring or tutoring;

(I) provision of behavioral health case manage-
ment services to the same family by two separate
behavioral health case management agencies;
(J) non-face-to-face time spent preparing the as-
sessment document and the service plan paperwork;
(K) monitoring financial goals;
(L) services to nursing home residents;
(M) psychotherapeutic or rehabilitative services,
psychiatric assessment, or discharge; or
(N) services to members residing in ICF/IID facili-
ties.

(4) Excluded Individuals. The following SoonerCare
members are not eligible for behavioral health case man-
agement services:

(A) children/families for whom behavioral health
case management services are available through
OKDHS/OJA staff without special arrangements with
OKDHS, OJA, and OHCA;
(B) members receiving Residential Behavior Man-
agement Services (RBMS) in a foster care or group
home setting unless transitioning into the community;
(C) residents of ICF/IID and nursing facilities un-
less transitioning into the community;
(D) members receiving services under a Home and
Community Based services (HCBS) waiver program.;
or
(E) members receiving services in the Health
Home program.

(5) Filing Requirements. Case management services
provided to Medicare eligible members should be filed
directly with the fiscal agent.
(6) Documentation requirements. The service plan
must include general goals and objectives pertinent to the
overall recovery needs of the member. Progress notes
must relate to the service plan and describe the specific
activities performed. Behavioral health case manage-
ment service plan development is compensable time if
the time is spent communicating with the member and
it must be reviewed and signed by the member, the be-
havioral health case manager, and a licensed behavioral
health professional or licensure candidate as defined at
OAC 317:30-5-240.3(a) and (b). All behavioral health
case management services rendered must be reflected by
documentation in the records. In addition to a complete
behavioral health case management service, plan docu-
mentation of each session must include but is not limited
to:

(A) date;
(B) person(s) to whom services are rendered;
(C) start and stop times for each service;
(D) original signature or the service provider (orig-
inal signatures for faxed items must be added to the
clinical file within 30 days);
(E) credentials of the service provider;
(F) specific service plan needs, goals and/or objec-
tives addressed;
(G) specific activities performed by the behavioral
health case manager on behalf of the child related
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to advocacy, linkage, referral, or monitoring used to
address needs, goals and/or objectives;
(H) progress and barriers made towards goals,
and/or objectives;
(I) member (family when applicable) response to
the service;
(J) any new service plan needs, goals, and/or ob-
jectives identified during the service; and
(K) member satisfaction with staff intervention.

(7) Case Management Travel Time. The rate for
case management services assumes that the case manager
will spend some amount of time traveling to the member
for the face-to-face service. The case manager must only
bill for the actual face-to-face time that they spend with
the member and not bill for travel time. This would be
considered duplicative billing since the rate assumes the
travel component already.

[OAR Docket #17-431; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-420]
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PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 1. Physicians
317:30-5-20. [AMENDED]
(Reference APA WF # 16-26)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
42 CFR 440.30
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions clarify medical necessity criteria for
molecular pathology services and specify which provider types can
order testing. In addition, proposed Laboratory Services policy clarifies
reimbursement requirements for molecular pathology tests that examine
multiple genes in a single test panel. Providers must utilize a one code for one

test approach to billing molecular pathology tests. If an appropriate code is
not available, providers are permitted to bill one unit of an unlisted molecular
pathology procedure code.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 1. PHYSICIANS

317:30-5-20. Laboratory services
This Section covers the guidelines for payment of lab-

oratory services by a provider in his/her office, a certified
laboratory and for a pathologist's interpretation of laboratory
procedures.

(1) Compensable services. Providers may be reim-
bursed for compensable clinical diagnostic laboratory
services only when they personally perform or supervise
the performance of the test. If a provider refers specimen
to a certified laboratory or a hospital laboratory serving
outpatients, the certified laboratory or the hospital must
bill for performing the test.

(A) Reimbursement for lab services is made in
accordance with the Clinical Laboratory Improve-
ment Amendment of 1988 (CLIA). These regulations
provide that payment may be made only for services
furnished by a laboratory that meets CLIA condi-
tions, including those furnished in physicians' offices.
Eligible providers must be certified under the CLIA
program and have obtained a CLIA ID number from
CMS and have a current contract on file with the
OHCA.
(B) Only medically necessary laboratory services
are compensable.

(2) Non-compensable laboratory services.
(A) Separate payment is not made for blood spec-
imens obtained by venipuncture or urine specimens
collected by a laboratory. These services are consid-
ered part of the laboratory analysis.
(B) Claims for inpatient full service laboratory pro-
cedures are not covered since this is considered a part
of the hospital rate.
(C) Billing multiple units of nucleic acid detection
for individual infectious organisms when testing for
more than one infectious organism in a specimen
is not permissible. Instead, OHCA considers it ap-
propriate to bill a single unit of a procedure code
indicated for multiple organism testing.
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(D) Laboratory services must be medically indi-
cated to be compensable.
(D) Billing multiple Current Procedural Terminol-
ogy (CPT) codes or units for molecular pathology
tests that examine multiple genes or incorporate mul-
tiple types of genetic analysis in a single run or report
is not permissible. Instead, OHCA considers it appro-
priate to bill a single CPT code for such test. If an ap-
propriate code does not exist, then one unit for an un-
listed molecular pathology procedure may be billed.

(3) Covered services by a pathologist.
(A) A pathologist may be paid for the interpretation
of inpatient surgical pathology specimen when the ap-
propriate CPT procedure code and modifier is used.
(B) Full service or interpretation of surgical pathol-
ogy for outpatient surgery performed in an outpatient
hospital or Ambulatory Surgery Center setting.

(4) Non-compensable services by a pathologist. The
following are non-compensable pathologist services:

(A) Experimental or investigational procedures.
(B) Interpretation of clinical laboratory proce-
dures.

[OAR Docket #17-420; filed 6-15-17]
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Part 19. Certified Nurse Midwives
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Part 75. Federally Qualified Health Centers
317:30-5-664.8. [AMENDED]
(Reference APA WF # 16-15A)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care
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CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017

FINAL ADOPTION:
June 13, 2017

EFFECTIVE:
September 1, 2017

SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

Subchapter 5. Individual Providers and Specialties
Part 1. Physicians
317:30-5-22 [AMENDED]
Part 19. Certified Nurse Midwives
317:30-5-226 [AMENDED]
317:30-5-229 [AMENDED]
Part 35. Rural Health Clinics
317:30-5-356 [AMENDED]
Part 75. Federally Qualified Health Centers
317:30-5-664.8 [AMENDED]

Gubernatorial approval:
November 22, 2016

Register publication:
34 Ok Reg 192

Docket number:
16-878
(Reference APA WF # 16-15A)

INCORPORATIONS BY REFERENCE:
n/a

GIST/ANALYSIS:
The proposed policy revisions add the term certified to the title nurse

midwives to align rules with terminology used by the Oklahoma Board of
Nursing. Revisions remove the requirement for providers to submit the paper
form CH-17 to the Oklahoma Health Care Authority as part of the prior
authorization process for obtaining high risk obstetrical services. The prior
authorization process is online and the form is duplicative of documentation
that is now required to be submitted for approval.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 1. PHYSICIANS

317:30-5-22. Obstetrical care
(a) Providers of obstetrical services must bill each antepar-
tum visit separately, utilizing the appropriate evaluation and
management service code. The OHCA does not recognize the
codes for "global obstetrical care" which bundle these services
under a single procedure code. Delivery only and postpar-
tum care services are also billed separately by the rendering
provider.
(b) The following routine obstetrical services are covered as
detailed below:
(a) Obstetrical (OB) care is billed using the appropriate CPT
codes for Maternity Care and Delivery. The date of delivery is
used as the date of service for charges for total obstetrical care.
Inclusive dates of care should be indicated on the claim form
as part of the description. Payment for total obstetrical care
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includes all routine care, and any ultrasounds performed by the
attending physician provided during the maternity cycle unless
otherwise specified in this Section. For payment of total OB
care, a physician must have provided care for more than one
trimester. To bill for prenatal care only, the claim is filed after
the member leaves the provider's care. Payment for routine
or minor medical problems will not be made separately to the
OB physician outside of the antepartum visits. The antepartum
care during the prenatal care period includes all care by the OB
attending physician except major illness distinctly unrelated to
the pregnancy.
(b) Procedures paid separately from total obstetrical care are
listed in (1) - (8) of this subsection.

(1) The completion of an American College of Ob-
stetricians and Gynecologist (ACOG) assessment form
or form covering same elements as ACOG and the most
recent version of the Oklahoma Health Care Authority's
Prenatal Psychosocial Assessment are reimbursable when
both documents are included in the prenatal record. Soon-
erCare allows one assessment per provider and no more
than two per pregnancy.
(2) Medically necessary real time antepartum diagnos-
tic ultrasounds will be paid in addition to antepartum care,
delivery and postpartum obstetrical care under defined
circumstances. To be eligible for payment, all ultrasound
reports must meet the guideline standards published by the
American Institute of Ultrasound Medicine (AIUM).

(A) One abdominal or vaginal ultrasound will be
covered in the first trimester of pregnancy. The ultra-
sound must be performed by a Board Eligible/Board
Certified Obstetrician-Gynecologist (OB-GYN),
Radiologist, or a Board Eligible/Board Certified
Maternal-Fetal Medicine specialist. In addition, this
ultrasound may be performed by a Certified Nurse
Midwife, Family Practice Physician or Advance
Practice Nurse Practitioner in Obstetrics with a certi-
fication in obstetrical ultrasonography.
(B) One ultrasound after the first trimester will
be covered. This ultrasound must be performed by
a Board Eligible/Board Certified Obstetrician-Gy-
necologist (OB-GYN)OB-GYN, Radiologist, or
a Board Eligible/Board Certified Maternal-Fetal
Medicine specialist. In addition, this ultrasound may
be performed by a Certified Nurse Midwife, Family
Practice Physician or Advance Practice Nurse Prac-
titioner in Obstetrics with certification in obstetrical
ultrasonography.
(C) One additional detailed ultrasound is allowed
by a Board Eligible/Board Certified Maternal Fetal
Specialist or general obstetrician with documented
specialty training in performing detailed ultrasounds.
This additional ultrasound is allowed to identify or
confirm a suspected fetal/maternal anomaly. This
additional ultrasound does not require prior autho-
rization. Any subsequent ultrasounds will require
prior authorization.

(3) Standby attendance at Cesarean Section (C-Sec-
tion), for the purpose of attending the baby, is compens-
able when billed by a physician or qualified health care
provider not participating in the delivery.
(4) Anesthesia administered by the attending physician
is a compensable service and may be billed separately
from the delivery.
(5) Amniocentesis is not included in routine obstetrical
care and is billed separately. Payment may be made for
an evaluation and management service and a medically
indicated amniocentesis on the same date of service. This
is an exception to general information regarding surgery
found at OAC 317:30-5-8.
(6) Additional payment is not made for the delivery of
multiple gestations. If one fetus is delivered vaginally and
additional fetus(es)are delivered by C-section by the same
physician, the higher level procedure is paid. If one fetus
is delivered vaginally and additional fetus(es)are delivered
by C-Section, by different physicians, each should bill the
appropriate procedure codes without a modifier. Payment
is not made to the same physician for both standby and
assistant at C-Section.
(7) Reimbursement is allowed for nutritional coun-
seling in a group setting for members with gestational
diabetes. Refer to OAC 317:30-5-1076(5).

(c) Assistant surgeons are paid for C-Sections which include
only in-hospital post-operative care. Family practitioners who
provide prenatal care and assist at C-Section may bill sepa-
rately for the antenatalprenatal and the six weeks postpartum
office visitsvisit.
(d) Procedures listed in (1) - (5) of this subsection are not
separately reimbursablepaid or not covered separately from
total obstetrical care.

(1) Non stress test, unless the pregnancy is determined
medically high risk. See OAC 317:30-5-22.1.
(2) Standby at C-Section is not compensable when
billed by a physician participating in delivery.
(3) Payment is not made for an assistant surgeon for
obstetrical procedures that include prenatal or postpartum
care.
(34) An additional allowance is not made for induction
of labor, double set-up examinations, fetal stress tests, or
pudendal anesthetic. Providers must not bill separately for
these procedures.
(45) Fetal scalp blood sampling is considered part of
DRG reimbursementthe total OB care.

(e) Obstetrical coverage for children is the same as for
adults. Additional procedures may be covered under EPSDT
provisions if determined to be medically necessary.

(1) Services deemed medically necessary and allow-
able under federal Medicaid regulations are covered by
the EPSDT/OHCA Child Health Program even though
those services may not be part of the Oklahoma Health
Care Authority SoonerCare program. Such services must
be prior authorized.
(2) Federal Medicaid regulations also require the State
to make the determination as to whether the service is
medically necessary and do not require the provision of
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any items or services that the State determines are not safe
and effective or which are considered experimental.

317:30-5-22.1. Enhanced services for medically high risk
pregnancies

(a) Enhanced services. Enhanced services are available for
pregnant women eligible for SoonerCare and are in addition to
services for uncomplicated maternity cases. Women deemed
high risk based on criteria established by the OHCA must
receive prior authorization for medically necessary enhanced
benefits which include:

(1) prenatal at risk antepartum management;
(2) a combined maximum of five fetal non stress test(s)
and biophysical profiles (additional units can be prior
authorized for multiple fetuses)with one test per week be-
ginning at 32 weeks gestation and continuing to 38 weeks;
and
(3) a maximum of three follow-up ultrasounds not cov-
ered under OAC 317:30-5-22(b)(2).

(b) Prior authorization. To receive enhanced services,
the following documentation must be received by the OHCA
Medical Authorizations Unit for review and approval:

(1) ACOG or other comparable comprehensive prena-
tal assessment; and
(2) chart note identifying and detailing the qualifying
high risk condition;and
(3) an OHCA High Risk OB Treatment Plan/Prior
Authorization Request (CH-17) signed by a Board Eli-
gible/Board Certified Maternal Fetal Medicine (MFM)
specialist, or Board Eligible/Board Certified Obstetri-
cian-Gynecologist (OB-GYN).
(2) appropriate documentation supporting medical ne-
cessity from a Board Eligible/Board Certified Maternal
Fetal Medicine (MFM) specialist, or Board Eligible/Board
Certified Obstetrician-Gynecologist (OB-GYN). The doc-
umentation must include information identifying and de-
tailing the qualifying high risk condition.

(c) Reimbursement. When prior authorized, enhanced
benefits will be reimbursed as follows:

(1) Antepartum management for high risk is reim-
bursed to the primary obstetrical provider. If the primary
provider of obstetrical care is not the MFM and wishes to
request authorization of the antepartum management fee,
the OHCA CH-17treatment plan must be signed by the
primary provider of OB care. Additionally, reimburse-
ment for enhanced at risk antepartum management is not
made during an in-patient hospital stay.
(2) Non stress tests, biophysical profiles and ul-
trasounds [in addition to those covered under OAC
317:30-5-22(a)(2) subparagraphs (A) through (C)] are
reimbursed when prior authorized.
(3) Reimbursement for enhanced at risk antepartum
management is not available to physicians who already
qualify for enhanced reimbursement as state employed
physicians.

PART 19. CERTIFIED NURSE MIDWIVES

317:30-5-226. Coverage by category
(a) Adults and children 21 and under. Payment is made
for certified nurse midwife services within the scope of prac-
tice as defined by state law including obstetrical care such as
antepartum care, delivery, postpartum care, and care of the
normal newborn during the first 28 days of life. Obstetrical
care should be billed using the appropriate evaluation and
management codes for antepartum care, as well as the ap-
propriate delivery only and postpartum care services when
rendered. Ultrasounds and other procedures for obstetrical
care are paid in accordance with OAC 317:30-5-22(b).

(1) Obstetrical care should be billed using the appro-
priate CPT codes for Maternity Care and Delivery. The
date of delivery should be used as the date of service for
charges for total obstetrical care. Inclusive dates of care
should be indicated on the claim form as part of the de-
scription. The date the patient was first seen must be on
the claim form. Payment for total obstetrical care includes
all routine care. Ultrasounds and other procedures reim-
bursed separately from total obstetrical care are paid in ac-
cordance with provisions found at OAC 317:30-5-22(b).
(2) For payment of total OB care, the provider must
have provided care for more than one trimester. To bill
for prenatal care only, the claim is filed after the mem-
ber leaves the provider's care. Payment for routine or mi-
nor medical problems will not be made separately to the
OB provider outside of antepartum visits. The antepar-
tum care during the prenatal care period includes all care
by the OB provider except major illness distinctly unre-
lated to the pregnancy.

(b) Newborn. Payment to certified nurse midwives for ser-
vices to newborn is the same as for adults and children under
21. A newborn is an infant during the first 28 days following
birth.

(1) Providers must use OKDHS Form FSS-NB-1, or
the eNB1 application on the Secure Website to notify the
county DHS office of the child's birth. A claim may then
be filed for charges for the baby under the case number and
the baby's name and assigned person code.
(2) Charges billed on the mother's person code for ser-
vices rendered to the child will be denied.

(c) Individuals eligible for Part B of Medicare. Payment
is made utilizing the Medicaid allowable for comparable ser-
vices.

317:30-5-229. Reimbursement
In accordance with the Omnibus Budget Reconciliation

Act of 1993, effective October 1, 1993, certified nurse midwife
services include maternity services, as well as services outside
the maternity cycle within the scope of their practice under
state law.

(1) Medical verification of pregnancy is required. A
written statement from the physician or certified nurse
midwife verifying the applicant is pregnant and the ex-
pected date of delivery is acceptable. Pregnancy may also
be verified by submission of a copy of a laboratory report
indicating the individual is pregnant.
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(2) Newborn charges billed on the mother's person
code will be denied.
(3) Providers must use OKDHS Form FSS-NB-1 or
the eNB1 application on the Secure Website to notify the
county DHS office of the child's birth.
(4) Obstetrical care should be billed using the appro-
priate evaluation and management codes for antepartum
care, as well as the appropriate delivery only and postpar-
tum care services when rendered.Obstetrical care should
be billed using the appropriate CPT codes for Maternity
Care and Delivery. The date of delivery should be used as
the date of service for charges for total obstetrical care. In-
clusive dates of care should be indicated on the claim form
as part of the description. The date the patient was first
seen must be on the claim form. Payment for total obstet-
rical care includes all routine care performed by the attend-
ing provider. For payment of total OB care, the provider
must have provided care for more than one trimester. To
bill for prenatal care only, the claim is filed after the mem-
ber leaves the provider's care. Payment for routine or mi-
nor medical problems will not be made separately to the
OB provider outside of antepartum visits. The antepar-
tum care during the prenatal care period includes all care
by the OB provider except major illness distinctly unre-
lated to the pregnancy.

PART 35. RURAL HEALTH CLINICS

317:30-5-356. Coverage for adults
Payment is made to rural health clinics for adult services as

set forth in this Section.
(1) RHC services. Payment is made for one encounter
per member per day. Payment is also limited to four visits
per member per month. Refer to OAC 317:30-1, General
Provisions, and OAC 317:30-3-65.2 for exceptions to the
four visit limit for children under the Early and Periodic
Screening, Diagnosis and Treatment Program (EPSDT).
Additional preventive service exceptions include:

(A) Obstetrical care. A Rural Health Clinic
should have a written contract with its physician,
certified nurse midwife, advanced practice nurse, or
physician assistant that specifically identifies how
obstetrical care will be billed to SoonerCare, in order
to avoid duplicative billing situations. The agreement
should also specifically identify the physician's com-
pensation for rural health and non-rural health clinic
(other ambulatory) services.

(i) If the clinic compensates the physician,
certified nurse midwife or advanced practice nurse
to provide obstetrical care, then the clinic must bill
the SoonerCare program for each prenatal visit
using the appropriate CPT evaluation and manage-
ment codes.
(ii) If the clinic does not compensate its
practitioners to provide obstetrical care, then the
independent practitioner must bill the Sooner-
Care program for each prenatal visit using the

appropriate CPT code described in the Soon-
erCare provider specific rules for physicians,
certified nurse midwives, physician assistants,
and advanced practice nurses (refer to OAC
317:30-5-22).If the clinic does not compensate
its practitioners to provide obstetrical care, then
the independent practitioner must bill the OHCA
for prenatal care according to the global method
described in the SoonerCare provider specific
rules for physicians, certified nurse midwives,
physician assistants, and advanced practice nurses
(refer to OAC 317:30-5-22).
(iii) Under both billing methods, payment for
prenatal care includes all routine or minor medical
problems. No additional payment is made to the
prenatal provider except in the case of a major ill-
ness distinctly unrelated to pregnancy.

(B) Family planning services. Family planning
services are available only to members with reproduc-
tive capability. Family planning visits do not count as
one of the four RHC visits per month.

(2) Other ambulatory services. Services defined as
"other ambulatory" services are not considered a part of a
RHC visit and are therefore billable to the SoonerCare pro-
gram by the RHC or provider of service on the appropriate
claim forms. Other ambulatory services are subject to
the same scope of coverage as other SoonerCare services
billed to the program, i.e., limited adult services and some
services for under 21 subject to same prior authorization
process. Refer to OAC 317:30-1, General Provisions,
and OAC 317:30-3-57, 317:30-5-59, and 317:30-3-60 for
general coverage and exclusions under the SoonerCare
program. Some specific limitations are applicable to other
ambulatory services as set forth in specific provider rules
and excerpted as follows: Coverage under optometrists
for adults is limited to treatment of eye disease not related
to refractive errors. There is no coverage for eye exams
for the purpose of prescribing eyeglasses, contact lenses or
other visual aids. (See OAC 317:30-5-431.)

PART 75. FEDERALLY QUALIFIED HEALTH
CENTERS

317:30-5-664.8. Obstetrical care provided by Health
Centers

(a) Billing written agreement. In order to avoid duplica-
tive billing situations, a Health Center must have a written
agreement with its physician, certified nurse midwife, ad-
vanced practice nurse, or physician assistant that specifically
identifies how obstetrical care will be billed. The agreement
must specifically identify the service provider's compensation
for Health Center core services and other health services that
may be provided by the Center.
(b) Prenatal or postpartum services.

(1) If the Health Center compensates the physician,
certified nurse midwife or advanced practice nurse for
the provision of obstetrical care, then the Health Center
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bills the OHCA for each prenatal and postpartum visit
separately using the appropriate CPT evaluation and man-
agement code(s) as provided in the Health Center billing
manual.
(2) If the clinic does not compensate its practitioners
to provide obstetrical care, then the independent practi-
tioner must bill the SoonerCare program for each prena-
tal visit using the appropriate CPT code described in the
SoonerCare provider specific rules for physicians, certi-
fied nurse midwives, physician assistants, and advanced
practice nurses (refer to OAC 317:30-5-22).If the clinic
does not compensate the provider for the provision of ob-
stetrical care, then the provider must bill the OHCA for
prenatal care according to the global method described
in the SoonerCare Traditional provider specific rules for
physicians, certified nurse midwives, physician assistants,
and advanced practice nurses (refer to OAC 317:30-5-22).
(3) Under both billing methods, payment for prenatal
care includes all routine or minor medical problems. No
additional payment is made to the prenatal provider except
in the case of a major illness distinctly unrelated to preg-
nancy.

(c) Delivery services. Delivery services are billed using
the appropriate CPT codes for delivery. If the clinic does
not compensate the provider for the provision of obstetrical
care, then the provider must be individually enrolled and bill
for those services using his or her assigned provider number.
The costs associated with the delivery must be excluded from
the cost settlement/encounter rate setting process (see OAC
317:300-5-664.11)(see OAC 317:30-5-664.11).
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THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
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SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 21. OUTPATIENT BEHAVIORAL HEALTH
AGENCY SERVICES

317:30-5-241.2. Psychotherapy
(a) Psychotherapy.

(1) Definition. Psychotherapy is a face-to-face treat-
ment for mental illnesses and behavioral disturbances,
in which the clinician, through definitive therapeutic
communication, attempts to alleviate the emotional distur-
bances, reverse or change maladaptive patterns of behavior
and encourage growth and development. Insight oriented,
behavior modifying and/or supportive psychotherapy
refers to the development of insight of affective under-
standing, the use of behavior modification techniques,
the use of supportive interactions, the use of cognitive
discussion of reality, or any combination of these items to
provide therapeutic change. Ongoing assessment of the
member's status and response to treatment as well as psy-
cho-educational intervention are appropriate components
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of individual therapy. The therapy must be goal directed,
utilizing techniques appropriate to the service plan and the
member's developmental and cognitive abilities.
(2) Interactive Complexity. Psychotherapy is con-
sidered to involve "interactive complexity" when there
are communication factors during a visit that complicate
delivery of the psychotherapy by the qualified practitioner.
Sessions typically involve members who have other in-
dividuals legally responsible for their care (i.e. minors
or adults with guardians); members who request others
to be involved in their care during the session (i.e. adults
accompanied by one or more participating family mem-
bers or interpreter or language translator); or members that
require involvement of other third parties (i.e. child wel-
fare, juvenile justice, parole/probation officers, schools,
etc.). Psychotherapy should only be reported as involving
interactive complexity when at least one of the following
communication factors is present:

(A) The need to manage maladaptive communi-
cation (i.e. related to high anxiety, high reactivity,
repeated questions, or disagreement) among partici-
pants that complicate delivery of care.
(B) Caregiver emotions/behavior that interfere
with implementation of the service plan.
(C) Evidence/disclosure of a sentinel event and
mandated report to a third party (i.e. abuse or neglect
with report to state agency) with initiation of discus-
sion of the sentinel event and/or report with patient
and other visit participants.
(D) Use of play equipment, physical devices, inter-
preter or translator to overcome barriers to therapeutic
interaction with a patient who is not fluent in the same
language or who has not developed or lost expressive
or receptive language skills to use or understand typi-
cal language.

(3) Qualified practitioners. Psychotherapy must be
provided by a Licensed Behavioral Health Professional
(LBHP) or Licensure Candidate in a setting that protects
and assures confidentiality.
(4) Limitations. A maximum of 6four (4) units per
day per member is compensable. A cumulative maximum
of eight (8) units of individual psychotherapy and family
psychotherapy per week per member is compensable.
Except for psychotherapy involving interactive complex-
ity as described in this Section, only the member and the
qualified practitioner should be present during the session.
Psychotherapy for a child younger than three must be
medically necessary and meet established Child (0-36
months of Age) criteria as set forth in the Prior Authoriza-
tion Manual. Limitations exclude outpatient behavioral
health services provided in a foster care setting.

(b) Group Psychotherapy.
(1) Definition. Group psychotherapy is a method of
treating behavioral disorders using the interaction between
the qualified practitioner and two or more individuals to
promote positive emotional or behavioral change. The
focus of the group must be directly related to the goals
and objectives in the individual member's current service

plan. This service does not include social or daily living
skills development as described under Behavioral Health
Rehabilitation Services.
(2) Group sizes. Group Psychotherapy is limited to
a total of eight (8) adult (18 and over) individuals except
when the individuals are residents of an ICF/IID where the
maximum group size is six (6). For all children under the
age of 18eighteen (18), the total group size is limited to six
(6).
(3) Multi-family and conjoint family therapy. Ses-
sions are limited to a maximum of eight (8) families/units.
Billing is allowed once per family unit, though units may
be divided amongst family members.
(4) Qualified practitioners. Group psychotherapy
will be provided by an LBHP or Licensure Candidate.
Group Psychotherapy must take place in a confidential
setting limited to the qualified practitioner, an assistant
or co-therapist, if desired, and the group psychotherapy
participants.
(5) Limitations. A maximum of 12six (6) units per
day per member is compensable, not to exceed twelve (12)
units per week. Group Psychotherapy is not reimbursable
for a child younger than the age of three (3). Limitations
exclude outpatient behavioral health services provided in
a foster care setting.

(c) Family Psychotherapy.
(1) Definition. Family Psychotherapy is a face-to-face
psychotherapeutic interaction between anqualified a
qualified practitioner and the member's family, guardian,
and/or support system. It is typically inclusive of the iden-
tified member, but may be performed if indicated without
the member's presence. When the member is an adult,
his/her permission must be obtained in writing. Family
psychotherapy must be provided for the direct benefit of
the SoonerCare member to assist him/her in achieving
his/her established treatment goals and objectives and
it must take place in a confidential setting. This service
may include the Evidence Based Practice titled Family
Psychoeducation.
(2) Qualified practitioners. Family Psychotherapy
must be provided by an LBHP or Licensure Candidate.
(3) Limitations. A maximum of 12four (4) units
per day per member/family unit is compensable. A cu-
mulative maximum of eight (8) units of individual
psychotherapy and family psychotherapy per week per
member is compensable. The practitioner may not bill any
time associated with note taking and/or medical record
upkeep. The practitioner may only bill the time spent in
direct face-to-face contact. Practitioner must comply with
documentation requirements listed in OAC 317:30-5-248.
Limitations exclude outpatient behavioral health services
provided in a foster care setting.

(d) Multi-Systemic Therapy (MST).
(1) Definition. MST intensive outpatient program ser-
vices are limited to children within an Office of Juvenile
Affairs (OJA) MST treatment program which provides
an intensive, family and community-based treatment tar-
geting specific BH disorders in children with SED who
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exhibit chronic, aggressive, antisocial, and/or substance
abusing behaviors, and are at risk for out of home place-
ment. Case loads are kept low due to the intensity of the
services provided.
(2) Qualified professionals. Masters level profession-
als who work with a team that may include bachelor level
staff.
(3) Documentation requirements. Providers
must comply with documentation requirements in
317:30-5-248.
(4) Service limitations. Partial billing is not allowed,
when only one service is provided in a day, providers
should not bill for services performed for less than 8eight
(8) minutes.

(e) Children/Adolescent Partial Hospitalization Pro-
gram (PHP).

(1) Definition. Partial hospitalization services are
services that (1) Are reasonable and necessary for the
diagnosis or active treatment of the member's condition;
(2) Are reasonably expected to improve the member's
condition and functional level and to prevent relapse or
hospitalization and (3) Include the following:

(A) Assessment, diagnostic and service plan ser-
vices for mental illness and/or substance use disorders
provided by LBHPs or Licensure Candidates.
(B) Individual/Group/Family (primary purpose is
treatment of the member's condition) psychotherapies
provided by LBHPs or Licensure Candidates.
(C) Substance use disorder specific services are
provided by LBHPs or Licensure Candidates quali-
fied to provide these services.
(D) Drugs and biologicals furnished for therapeutic
purposes.
(E) Family counseling, the primary purpose of
which is treatment of the member's condition.
(F) Behavioral health rehabilitation services to the
extent the activities are closely and clearly related
to the member's care and treatment, provided by a
Certified Behavioral Health Case Manager II, Certi-
fied Alcohol and Drug Counselor (CADC), LBHP,
or Licensure Candidate who meets the professional
requirements listed in 317:30-5-240.3.
(G) Care Coordination of behavioral health ser-
vices provided by certified behavioral health case
managers.

(2) Qualified practitioners.
(A) All services in the PHP are provided by a clini-
cal team, consisting of the following required profes-
sionals:

(i) A licensed physician;
(ii) Registered nurse; and
(iii) One or more of the licensed behavioral
health professionals (LBHP) or Licensure Candi-
dates listed in 30-5-240.3(a) and (b).

(B) The clinical team may also include a Certified
Behavioral Health Case Manager.
(C) The service plan is directed under the supervi-
sion of a physician and the number of professionals

and paraprofessionals required on the clinical team is
dependent on the size of the program.

(3) Qualified providers. Provider agencies for PHP
must be accredited by one of the national accrediting
bodies; The Joint Commission (TJC), Commission on
Accreditation of Rehabilitation Facilities (CARF) or The
Council on Accreditation (COA) for partial hospitalization
and enrolled in SoonerCare. Staff providing these services
are employees or contractors of the enrolled agency.
(4) Limitations. Services are limited to children 0-20
only. Children under age 6six (6) are not eligible for
behavioral health rehabilitation services, unless a prior
authorization for children ages 4four (4) and 5five (5) has
been granted by OHCA or its designated agent based on
a finding of medical necessity. Services must be offered
at a minimum of 3three (3) hours per day, 5five (5) days
per week. Therapeutic services are limited to 4four (4)
billable hours per day. PHP services are all inclusive
with the exception of physician services and drugs that
cannot be self-administered, those services are separately
billable. Group size is limited to a maximum of 8eight
(8) individuals as clinically appropriate given diagnostic
and developmental functioning. Occupational, Physical
and Speech therapy will be provided by the Independent
School District (ISD). Academic instruction, meals, and
transportation are not covered.
(5) Service requirements.

(A) Therapeutic Services are to include the follow-
ing:

(i) Psychiatrist/physician face-to-face visit
2two (2) times per month;
(ii) Crisis management services available 24
hours a day, 7seven (7) days a week;

(B) Psychotherapies to be provided a minimum of
four (4) hours per week and include the following:

(i) Individual therapy - a minimum of 1one (1)
session per week;
(ii) Family therapy - a minimum of 1one (1)
session per week; and
(iii) Group therapy - a minimum of 2two (2)
sessions per week;

(C) Interchangeable services which include the fol-
lowing:

(i) Behavioral Health Case Management
(face-to-face);
(ii) Behavioral health rehabilitation ser-
vices/alcohol and other drug abuse education
(except for children under age 6, unless a prior
authorization has been granted for children ages
4 and 5);except for children under age six (6),
unless a prior authorization has been granted for
children ages four (4) and five (5);
(iii) Medication Training and Support; and
(iv) Expressive therapy.

(6) Documentation requirements. Documentation
needs to specify active involvement of the member's
family, caretakers, or significant others involved in the
individual's treatment. A nursing health assessment must
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be completed within 24 hours of admission. A physical
examination and medical history must be coordinated
with the Primary Care Physician. Service plan updates are
required every three (3) months or more frequently based
on clinical need. Records must be documented according
to Section OAC 317:30-5-248.
(7) Staffing requirements. Staffing requirements
must consist of the following:

(A) RN trained and competent in the delivery of
behavioral health services as evidenced by education
and/or experience that is available onsite during pro-
gram hours to provide necessary nursing care and/or
psychiatric nursing care (1one (1) RN at a minimum
can be backed up by an LPN but an RN must always
be onsite). Nursing staff administers medications,
follows up with families on medication compliance,
and restraint assessments.
(B) Medical director must be a licensed psychia-
trist.
(C) A psychiatrist/physician must be available 24
hours a day, 7seven (7) days a week.

(f) Children/Adolescent Day Treatment Program.
(1) Definition. Day Treatment Programs are for the
stabilization of children and adolescents with severe
emotional and/or behavioral disturbances. Treatment is
designed for children who have difficulty functioning in
mainstream community settings such as classrooms, and
who need a higher intensity of services than outpatient
counseling provides. Treatment is time limited and in-
cludes therapeutically intensive clinical services geared
towards reintegration to the home, school, and community.
(2) Qualified practitioners. All services in Day Treat-
ment are provided by a team, which must be composed
of one or more of the following participants: physician,
registered nurse, licensed behavioral health professional
(LBHP) or Licensure Candidate, a case manager, or other
certified Behavioral Health/Substance Abuse parapro-
fessional staff. Services are directed by an LBHP or
Licensure Candidate.
(3) Qualified providers. Provider agencies for Day
Treatment must be accredited to provide Day Treatment
services by one of the national accrediting bodies; The
Joint Commission (TJC), Commission on Accreditation
of Rehabilitation Facilities (CARF) or The Council on
Accreditation (COA).
(4) Limitations. Services must be offered at a mini-
mum of 4four (4) days per week at least 3three (3) hours
per day. Behavioral Health Rehabilitation Group size is
limited to a maximum of 8eight (8) individuals as clin-
ically appropriate given diagnostic and developmental
functioning. Children under age 6six (6) are not eligible
for behavioral health rehabilitation services, unless a prior
authorization for children ages 4four (4) and 5five (5) has
been granted by OHCA or its designated agent based on a
finding of medical necessity.
(5) Service requirements. On-call crisis intervention
services must be available 24 hours a day, 7seven (7) days
a week (When members served have psychiatric needs,

psychiatric services are available which include the avail-
ability of a psychiatrist 24 hours a day, 7seven (7) days
a week. A psychiatrist can be available either on site or
on call but must be available at all times). Day treatment
program will provide assessment and diagnostic services
and/or medication monitoring, when necessary.

(A) Treatment activities are to include the follow-
ing every week:

(i) Family therapy at least one (1) hour per
week (additional hours of FT may be substituted
for other day treatment services);
(ii) Group therapy at least two (2) hours per
week; and
(iii) Individual therapy at least one (1) hour per
week.

(B) Additional services are to include at least one
of the following services per day:

(i) Medication training and support (nursing)
once monthly if on medications;
(ii) Behavioral health rehabilitation ser-
vices to include alcohol and other drug educa-
tion if the child meets the criteria established in
317:30-5-241.3 and is clinically necessary and ap-
propriate (except for children under age 6, unless
a prior authorization has been granted for children
ages 4 and 5);except for children under age six
(6), unless a prior authorization has been granted
for children ages four (4) and five (5);
(iii) Behavioral health case management as
needed and part of weekly hours for member;
(iv) Occupational therapy as needed and part of
weekly hours for member; and
(v) Expressive therapy as needed and part of
weekly hours for the member.

(6) Documentation requirements. Service plans are
required every three (3) months.

[OAR Docket #17-401; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-428]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 3. Hospitals
317:30-5-40. [AMENDED]
317:30-5-49. [AMENDED]
Part 23. Podiatrists
317:30-5-260. [AMENDED]
Part 29. Renal Dialysis Facilities
317:30-5-305. [AMENDED]
Part 45. Optometrists
317:30-5-430. [AMENDED]
Part 87. Birthing Centers
317:30-5-890. [AMENDED]
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(Reference APA WF # 16-32)
AUTHORITY:

The Oklahoma Health Care Authority Board; The Oklahoma Health Care
Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes,
Section 1-2-101 of Title 10A of Oklahoma Statutes; Section 58 of Title 22 of
Oklahoma Statutes; Section 10-104 of Title 43A of Oklahoma Statutes
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions mirror the Oklahoma Health Care Authority
(OHCA) contracting requirements for Optometrists, Renal Dialysis Facilities,
and Podiatrists. Birthing Center policy is also amended to add language that
clarifies a contract with the OHCA is required to be reimbursed for services.
The proposed change will align Birthing Centers policy with all other provider
types. In addition, proposed revisions update Hospital policy to mirror the
OHCA contracting requirements, revise outdated statutes for reporting abuse,
and amend abuse reporting requirements.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 3. HOSPITALS

317:30-5-40. Eligible providers
(a) All general medical/surgical hospitals and critical access
hospitals eligible for reimbursement under this Part must be
licensed by the appropriate state survey agency, meet Medicare
conditions of participation, and have a current contract on file
with the Oklahoma Health Care Authority (OHCA).
(b) Children specialty hospitals must be appropriately
licensed and certified and have a current contract with the
OHCA.
(c) Eligibility requirements for specialized rehabilitation
hospitals are covered in OAC 317:30-5-110; inpatient psychi-
atric hospitals are covered in OAC 317:30-5-95. Requirements

for; and long term care hospitals are foundcovered in OAC
317:30-5-60.
(d) Certain providers who provide professional and other
services within an inpatient or outpatient hospital require
separate contracts with the OHCA.
(e) Reimbursement for laboratory services is made in accor-
dance with the Clinical Laboratory Improvement Amendment
of 1988 (CLIA). These regulations provide that payment may
be made only for services furnished by a laboratory that meets
CLIA conditions. Eligible providers must be certified under
the CLIA program and have obtained a CLIA ID number from
the Center for Medicare and Medicaid Services (CMS) and
have a current contract on file with this Authority.

317:30-5-49. Child abuseReporting suspected abuse
(a) Instances of child abuse and/or neglect are to be reported
in accordance with State Law. Section 7103 of Title 10 of the
Oklahoma Statutes mandates reporting suspected abuse or ne-
glect to the Oklahoma Department of Human Services. Sec-
tion 7104 of Title 10 of the Oklahoma Statutes further requires
reporting of criminally injurious conduct to the nearest law en-
forcement agency.
(b) Each hospital must designate a person, or persons, within
the facility who is responsible for reporting suspected instances
of medical neglect, including instances of withholding of med-
ically indicated treatment (including appropriate nutrition, hy-
dration and medication) from disabled infants with life-threat-
ening conditions. The hospital must report the name of the
individual so designated to this agency, which is responsible
for administering this provision within the State of Oklahoma.
The hospital administrator is assumed to be the contact person
unless someone else is specifically designated.
(c) The Child Abuse Unit of the Oklahoma Child Welfare
Unit is responsible for coordination and consultation with the
individual designated. In turn, the hospital is responsible for
prompt notification to the Child Abuse Unit of any case of sus-
pected medical neglect or withholding of medically-indicated
treatment from disabled infants with life-threatening condi-
tions. This information must be communicated to Child Abuse
Unit, Child Welfare Services, P.O. Box 25352, Oklahoma City,
OK 73125, Telephone: (405) 521-2283. Should a report need
to be made when the office is closed, telephone the statewide
toll-free Child Abuse Hot Line: 1-800-522-3511.
(d) Each Hospital should provide the name, title and tele-
phone number of the designated individual and return it to the
OHCA. This information is updated annually as part of the con-
tract renewal. Should the designation change before that time,
OHCA should be furnished revised information.Instances of
child abuse and/or neglect are to be reported in accordance with
State law. Any person suspecting child abuse or neglect shall
immediately report it to the Oklahoma Department of Human
Services (OKDHS) hotline, at 1-800-522-3511. Any person
suspecting abuse, neglect, or exploitation of a vulnerable adult
shall immediately report it to the local OKDHS County Office,
municipal or county law enforcement authorities, or, if the re-
port occurs after normal business hours, the OKDHS hotline.
10A O.S. § 1-2-101; 43A O.S. § 10-104. Health care profes-
sionals who are requested to report incidents of domestic abuse
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by adult victims with legal capacity shall promptly make a re-
port to the nearest law enforcement agency, per 22 O.S. § 58.

PART 23. PODIATRISTS

317:30-5-260. Eligible providers
Payment is made for compensable services to podiatrists

licensed in the state where they practice. Each podiatrist must
have a current contract with the Oklahoma Health Care Au-
thority (OHCA).Payment can be made to a podiatrist licensed
in the state where they practice, who has a current contract on
file with the Oklahoma Health Care Authority.

PART 29. RENAL DIALYSIS FACILITIES

317:30-5-305. Eligible providers
Payment is made to Medicare certified Renal Dialysis

Centers which have a current contract with the Oklahoma
Health Care Authority for compensable services provided on
or after June 1, 1987.Payment can be made to a Medicare
certified Renal Dialysis Center when its clinical services are
under the medical direction of a physician licensed by the
Oklahoma State Board of Medical Licensure and Supervision,
the Oklahoma Board of Osteopathic Examiners, or the appro-
priate licensing body of the state where the provider is located.
Renal Dialysis Centers must also have a current contract on
file with the Oklahoma Health Care Authority.

PART 45. OPTOMETRISTS

317:30-5-430. Eligible providers
Payment can be made to a licensed optometrist who has a

current Memorandum of Agreementcontract on file with the
Oklahoma Health Care Authority (OHCA) for services within
the scope of Optometric practice as defined in state law.by con-
trolling State law; provided, however, that services performed
by out-of-state providers shall only be compensable to the
extent that they are covered services.

PART 87. BIRTHING CENTERS

317:30-5-890. Eligible providers
Eligible providers are birthing centers that are currently li-

censed by the Oklahoma State Health Department and meet the
requirements listed in (1) - (4)(1)-(5) of this subsection:

(1) Have a current written agreement with a board
certified OB/GYNObstetrician-Gynecologist (OB-GYN)
to provide coverage for consultation, collaboration or
referral services as defined by the American College of
Nurse-Midwives.
(2) Have a current medical director who is a board
certified OB/GYNOB-GYN and is responsible for estab-
lishing patient protocols and other functions as defined
in requirements for state licensure. This individual may,

or may not, be the physician providing individual patient
coverage for consultation, collaborative or referral service.
(3) Have a written agreement with a referral hospital
which is a Class II hospital. Class II hospital is defined as
a facility with 24 hour availability of OB/GYNOB-GYN
and capability of performing a C-section within 30 min-
utes of the decision to operate. The 30 minute timeframe
is subject to each hospital's unique circumstance, logis-
tical issues that include, but are not limited to, obtaining
informed consent, transporting the patient, and any other
potential problems that may arise.
(4) Must be accredited by the Commission for the
Accreditation of Freestanding Birth Centers.
(5) Have a current contract on file with the Oklahoma
Health Care Authority.

[OAR Docket #17-428; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-410]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 9. Long Term Care Facilities
317:30-5-136. [NEW]
(Reference APA WF # 16-16B)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Section 30-101 of Title 11 of Oklahoma Statutes; Section 790.1 of Title 19 of
Oklahoma Statutes; Section 176 of Title 60 of Oklahoma Statutes; Sections
1-1902 and 1-1905 of Title 63 of Oklahoma Statutes
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

Subchapter 5. Individual Providers and Specialties
Part 9. Long Term Care Facilities
317:30-5-136. [NEW]

Gubernatorial approval:
December 29, 2016

Register publication:
34 Ok Reg 343

Docket number:
17-13
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(Reference APA WF # 16-16B)
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions establish a supplemental payment
program for nursing facilities owned and as applicable operated by
non-state government owned (NSGO) entities. The proposed revisions
establish requirements and criteria for supplemental payments to be made
to participating NSGOs up to the allowable Medicare upper payment limit.
In addition, proposed revisions define terms related to the program and set
forth criteria and eligibility requirements. Rules are also added to outline cost
reporting, change in ownership, and disbursement of payment. Additionally,
revisions clarify eligibility requirements and care criteria for nursing facilities.
Further references for appeal requirements are added. Additional revisions
require the Agreement of Participation application be submitted at minimum
30 days prior to the start of the program. Further revisions require the
submission of supporting documentation for care criteria metrics and the
submission of said documentation and forms within five business days after
the quarter end.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 9. LONG TERM CARE FACILITIES

317:30-5-136. Nursing Facility Supplemental Payment
Program

(a) Purpose. The Nursing Facility Supplemental Payment
Program is a supplemental payment, up to the Medicare upper
payment limit, made to a non-state government owned entity
that owns and as applicable has operating responsibility for a
nursing facility(ies).
(b) Definitions. The following words and terms, when used
in this Section have the following meaning, unless the context
clearly indicates otherwise:

(1) "Funds" means a sum of money or other resources,
as outlined in 42 Code of Federal Regulations 433.51, ap-
propriated directly to the State or local Medicaid agency,
or funds that are transferred from other public agencies
(including Indian tribes) to the State or local agency and
under its administrative control, or funds certified by the
contributing public agency as representing expenditures
eligible for Federal Financial Participation (FFP).
(2) "Intergovernmental transfer (IGT)" means a
transfer of state share funds from a non-state government
owned entity to the Oklahoma Health Care Authority.
(3) "Non-state government-owned (NSGO)" means
an entity owned and as applicable operated by a unit of
government other than the state and approved by OHCA
as a qualified NSGO. Pursuant to federal and OHCA ap-
proval an NSGO may include public trusts pursuant to the

Trust Authorities established under Oklahoma Statute Ti-
tle 60.
(4) "Resource Utilization Groups (RUGs)" means
the system used to set Medicare per diem payments for
skilled nursing facilities, as the basis to demonstrate a
Medicare payment estimate for use in the upper payment
limit calculation.
(5) "Supplemental payment calculation period"
means the calendar quarter for which supplemental pay-
ment amounts are calculated based on adjudicated claims
for days of service provided in the qualifying quarter.
Note, in the event there are no paid days in the quarter as a
result of the time in which the claims are adjudicated, the
supplemental payment will be calculated on days billed
in a subsequent quarter.
(6) "Upper payment limit (UPL)" means a reason-
able estimate of the amount that would be paid for the
services furnished by a facility under Medicare payment
principles.

(c) Eligible nursing facilities. A nursing facility that is
owned and as applicable under the operational responsibility
of an NSGO is eligible for participation when the following
conditions are met:

(1) the nursing facility is licensed and certified by the
Oklahoma State Department of Health;
(2) the participating NSGO has provided proof that it
holds the facility's license and has complete operational
responsibility for the facility;
(3) the participating NSGO has completed and submit-
ted the Agreement of Participation application at mini-
mum thirty (30) days prior to the start of the participation
quarter and received approval from OHCA for participa-
tion;
(4) the NSGO has signed an attestation that a plan to-
wards the reduction and mitigation of unnecessary Return
to Acute Admissions (RTA) will be implemented within
six (6) months of program participation start date;
(5) the facility is an active participant in the Focus on
Excellence program; and
(6) the facility and NSGO comply with care criteria
requirements. All facilities must provide supporting doc-
umentation (e.g., baselines, written plan, improvement
summary, data sources) for the care criteria metrics.

(d) NSGO participation requirements. The following
conditions are required of the NSGO:

(1) must execute a nursing facility provider contract as
well as an agreement of participation with the OHCA;
(2) must provide and identify the state share dollars'
source of the IGT;
(3) must pay the calculated IGT to OHCA by the re-
quired deadline;
(4) must provide proof of ownership, if applicable (i.e.
Change of Ownership) as Licensed Operator of the nurs-
ing facility;
(5) must provide OHCA with an executed Manage-
ment Agreement between the NSGO and the facility Man-
ager;
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(6) must provide proof of district authority for nursing
facility participants which include proximity requirements
of no greater than one hundred fifty (150) miles of NSGO.
Exceptions may be made at the sole discretion of OHCA;
and
(7) must provide per facility, the per patient per Medic-
aid day (PPMD) IGT within specified timeframe of receipt
of the Notice of Program Reimbursement (NPR) as indi-
cated below:

(A) For the first year-$6.50 PPMD.
(B) For the second year-$7.50 PPMD.
(C) For the third year-$8.50 PPMD, or the equiva-
lent of ten percent (10%) of nursing facility budget of
the current fiscal year, whichever is less. This amount
excludes any IGT for actual administration cost asso-
ciated with the nursing home UPL supplemental pro-
gram. Any remaining IGT after administration cost
will be distributed through the rate setting methodol-
ogy process. Distribution will occur once escrowed
funds reach an amount sufficient to distribute as de-
termined by OHCA.

(e) Care Criteria.
(1) Each facility will be required to meet or exceed
at minimum two (2) of the five (5) established care cri-
teria metrics contained in paragraphs (A) through (E) of
this section. The facility will be required to develop and
implement a plan and identify the current baseline for
each criterion. Each facility must demonstrate ongoing
progress through baseline outcomes, performance sum-
mary and goals. Care criteria data and forms must be
completed and submitted within five (5) business day after
quarter end.

(A) Facilities must develop and implement a writ-
ten plan for the mitigation of unnecessary Return to
Acute Admissions (RTA) within six (6) months of
participation. The plan will include the RTA for the
trailing twelve (12) month period. The resulting out-
come is to improve the efficiency and care avoidance
cost to the overall SoonerCare program. A written
plan must be developed and must include the follow-
ing:

(i) the RTA management tool which identifies
those residents at high risk for the potential return
to acute;
(ii) the RTA management tools to support ef-
fective communications;
(iii) advance directive planning and implemen-
tation; and
(iv) application of Quality Assurance/Program
Integrity (QA/PI) methodology in review of RTAs
for the root cause analysis and teaching needs.

(B) Facilities are required to implement a pro-ac-
tive Pneumonia/Flu Vaccination program which will
result in improved vaccination scores above the facil-
ity specific baseline at or above the national average,
as measured using the CMS Quality Metrics. The
resulting outcome is to improve efficiency and care
avoidance costs to the overall SoonerCare program.

A written plan must be developed and must include
the following:

(i) the latest available three quarter average of
CMS measure code 411 (% of long-stay residents
assessed and appropriately given the seasonal in-
fluenza vaccine) and 415 (% of long-stay residents
assessed and appropriately given the pneumococ-
cal vaccine) to establish baseline;
(ii) the current measure code 411 and 415
score; and
(iii) the written plan for flu and pneumonia vac-
cination program to address new admissions and
current residents.

(C) Facilities are required to participate in the Ok-
lahoma Healthy Aging Initiative. The resulting out-
come is to improve the quality of care and health of
members. Facilities must attest to elevate healthy ag-
ing in Oklahoma by implementing a plan that accom-
plishes at least one of the following strategies:

(i) preventing and reducing of falls;
(ii) improving of nutrition;
(iii) increasing physical activity; or
(iv) reducing depression.

(D) Facilities are required to actively take part in
an OHCA approved satisfaction survey. The resulting
outcome is to improve the quality of care being deliv-
ered to members. A written plan must be developed
and implemented and must include the following:

(i) the satisfaction survey results;
(ii) analysis of satisfaction survey with iden-
tification of, at minimum, one area for improve-
ment; and
(iii) plan of action towards identified areas of
improvement.

(E) Facilities are required to demonstrate im-
provement above the facility specific baseline in the
five (5) Star Quality Measures Composite scoring.
Metrics will be determined based upon CMS Nursing
Home Compare composite score over the trailing
twelve (12) month period. Facilities with Quality
Measures star rating of three (3) or better for the most
recent quarter or showing improvement in composite
scoring with no two (2) quarters consistently below
three (3), will be recognized as meeting the care
criteria. The resulting outcome is to improve the
quality of care being provided.

(i) Facilities must provide the most recent
three (3) quarter average of the CMS quality
measure star rating to establish baseline.
(ii) Facilities are required to have a star rating
of (3) or better or must demonstrate improvement
over previous quarter with no two (2) quarters be-
low three (3) stars.

(2) The care criteria measures may be evaluated at the
discretion of OHCA on an annual basis after each fiscal
year, following implementation of the program. However,
OHCA reserves the right to conduct intermittent evalua-
tions within any given year based on the quality, care and
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safety of SoonerCare members. The evaluation may be
conducted by an independent evaluator. In addition, care
criteria metrics may be internally evaluated after each fis-
cal year at the discretion of OHCA, in collaboration with
an advisory committee composed of OHCA agency staff
and provider representatives. The OHCA may make ad-
justments to the care criteria measures based on findings
and recommendations as a result of the independent or in-
ternal evaluation.

(f) Supplemental Payments.
(1) The nursing facility supplemental payments to a
NSGO under this program shall not exceed Medicare pay-
ment principles pursuant to 42 CFR 447.272. Payments
are made in accordance with the following criteria:

(A) The methodology utilized to calculate the up-
per payment limit is the RUGs.
(B) The eligible supplemental amount is the differ-
ence/gap between the SoonerCare payment and the
Medicare upper payment limit as determined based
on compliance with the Care Criteria metrics.

(2) The amount of the eligible supplemental payment is
associated with improvement of care of SoonerCare nurs-
ing facility residents as demonstrated through the care cri-
teria. NSGO participants receive payment under the pro-
gram based on earned percentages related to the care cri-
teria. The NSGO must meet or exceed at least two (2) of
the five (5) established care criteria metrics to be eligible
for UPL payment for each quarter. After at least two (2)
of the five (5) metrics have been met, the NSGO is eligi-
ble for eighty-five percent (85%) of the total eligible UPL
amount for participating nursing facilities. The NSGO
may qualify for the remaining fifteen percent (15%) of the
total UPL by attribution in five percent (5%) increments
for each additional care criterion that is met resulting in
the full one hundred percent (100%) of the eligible UPL
amount.

(g) Change in ownership.
(1) A nursing facility participating in the supplemen-
tal payment program must notify the OHCA of changes
in ownership (CHOW) that may affect the nursing facil-
ity's continued eligibility within thirty (30) days after such
change.
(2) For a nursing facility that changes ownership on or
after the first day of the SoonerCare supplemental pay-
ment limit calculation period, the data used for the calcula-
tions will include data from the facility for the entire upper
payment limit calculation period relating to payments for
days of service provided under the prior owner, pro-rated
to reflect only the number of calendar days during the cal-
culation period that the facility is owned by the new owner.

(h) Disbursement of payment to facilities. Facilities must
secure allowable Intergovernmental Transfer funds (IGT) from
a NSGO to fund the non-federal share amount. The method is
as follows:

(1) The OHCA or its designee will notify the NSGO of
the non-federal share amount to be transferred by an IGT,
via a designated portal and NPR, for purposes of seeking

federal financial participation (FFP) for the UPL supple-
mental payment, within twenty-five (25) business days af-
ter the end of the quarter. This amount will take into ac-
count the percentage of metrics achieved under the care
criteria requirement. The NSGO will have five (5) busi-
ness days to sign the participant agreement and make pay-
ment of the state share in the form of an IGT either in per-
son or via mail. In addition, the NSGO will be responsi-
ble to also remit, upon receipt of the NPR, the applicable
PPMD IGT in full, pursuant to (d)(7) above.
(2) If the total transfer and PPMD IGT are received
within five (5) business days, the UPL payment will then
be disbursed to the NSGO by OHCA within ten (10)
business days in accordance with established payment cy-
cles. An IGT that is not received by the date specified by
OHCA, or that is not the total indicated on the NPR shall
be subject to penalty and suspension from the program.

(i) Penalties/Adjustments. Failure by an NSGO to remit
the full IGT indicated on the NPR by OHCA or its designee
within the defined timeframes below indicates the NSGO has
voluntarily elected to withdraw participation for that current
quarter and may reapply for participation in the program in
subsequent quarter(s).

(1) The total IGT must be received within five (5) busi-
ness days from receipt of the NPR uploaded by OHCA or
its designee in the program portal.

(A) Receipt of the total IGT within five (5) business
days is not subject to penalty.
(B) The date the NPR is uploaded to the portal is
the official date the clock starts to measure the five
(5) business days.

(2) Any IGT received after the fifth business day but
with an OHCA date stamp or mailing postal mark on or
prior to five (5) business days from the official date of the
uploaded NPR in the portal will not be subject to penalty;
however, payment will be disbursed during the next avail-
able OHCA payment cycle.
(3) Any IGT with an OHCA date stamp or mailing
postal mark received with a date after five (5) business
days of receipt of the NPR, but not exceeding eight (8)
business days of receipt of the NPR will be deemed late
and subject to a penalty in accordance with (3)(B) below.

(A) Any NSGO that remits payment of the total
IGT under the above circumstances will receive pay-
ment during the next available OHCA payment cycle
including an assessed penalty as described below.
(B) A five percent (5%) penalty will be assessed
for total IGT payments received after five (5) busi-
ness days but within eight business days of receipt of
the NPR of assessed amount. The five percent (5%)
penalty will be assessed on the total eligible supple-
mental payment for the quarter in which the IGT is
late and assessed to the specific NSGO as applicable.
(C) The OHCA will notify the NSGO of the as-
sessed penalty via invoice. If the provider fails to
pay the OHCA the assessed penalty within the time
frame noted on the invoice to the NSGO, the assessed
penalty will be deducted from the nursing facility's
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Medicaid payment. The penalty must be paid regard-
less of any appeals action requested by the NSGO.
Should an appeals decision result in a disallowance
of a portion or the entire assessed penalty, reimburse-
ment to the NSGO will be made to future nursing fa-
cility Medicaid payments.

(4) If a nursing facility fails to achieve at a minimum,
two (2) of the care criteria metrics for two (2) consecutive
quarters, the facility will be suspended for two (2) sub-
sequent quarters and will not be eligible to participate in
the program during suspended quarters. A facility that has
been suspended for a total of four (4) quarters within a two
(2) year period due to non-compliance with the Care Crite-
ria will be terminated from the program, and if the facility
wishes to participate again, it will be required to reapply.
Reentry into the program is at the sole discretion of the
OHCA, taking into consideration input from the advisory
committee and/or stakeholders. If the facility is readmit-
ted to the program, terms of participation may include a
probationary period with defined requirements as it relates
to care.

(j) Appeals. Applicant and participant appeals may be
filed in accordance with grievance procedures found at OAC
317:2-1-2(b) and 317:2-1-16.

[OAR Docket #17-410; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-402]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 26. Licensed Behavioral Health Providers
317:30-5-281. [AMENDED]
(Reference APA WF # 16-05)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Article 10, Section 23 of the Oklahoma Constitution
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017

SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

Subchapter 5. Individual Providers and Specialties
Part 26. Licensed Behavioral Health Providers
317:30-5-281. [AMENDED]

Gubernatorial approval:
May 31, 2016

Register publication:
33 Ok Reg 548

Docket number:
16-404
(Reference APA WF # 16-05)

INCORPORATIONS BY REFERENCE:
n/a

GIST/ANALYSIS:
The proposed policy revisions decrease the monthly limits of

psychotherapy reimbursable by SoonerCare for independently practicing
Licensed Behavioral Health Professionals. The limits are reduced to four
units/sessions per month.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Twyanda.Cox@okhca.org

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 26. LICENSED BEHAVIORAL HEALTH
PROVIDERS

317:30-5-281. Coverage by Category
(a) Outpatient Behavioral Health Services. Outpatient
behavioral health services are covered as set forth in this Sec-
tion, and when provided in accordance with a documented
individualized service plan and/or medical record, developed
to treat the identified behavioral health and/or substance use
disorder(s), unless specified otherwise.

(1) All services are to be for the goal of improvement
of functioning, independence, or wellbeing of the mem-
ber. The services and treatment plans are to be recovery
focused, trauma and co-occurring specific. The mem-
ber must be able to actively participate in the treatment.
Active participation means that the member must have
sufficient cognitive abilities, communication skills, and
short-term memory to derive a reasonable benefit from the
treatment.
(2) In order to be reimbursed for services, providers
must submit a completed Customer Data Core (CDC)
to OHCA or its designated agent. The CDC must be re-
viewed, updated and resubmitted by the provider every
six (6) months. Reimbursement is made only for services
provided while a current CDC is on file with OHCA or its
designated agent. For further information and instructions
regarding the CDC, refer to the Prior Authorization Man-
ual.
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(3) Some outpatient behavioral health services may
require authorization. For information regarding services
requiring authorization and the process for obtaining them,
refer to the Prior Authorization Manual. Authorization
of services is not a guarantee of payment. The provider is
responsible for ensuring that the eligibility, medical neces-
sity, procedural, coding, claims submission, and all other
state and federal requirements are met. OHCA does retain
the final administrative review over both authorization and
review of services as required by 42 CFR 431.10.

(b) Adults. Coverage for adults by aOutpatient behavioral
health coverage for adults rendered by a LBHP is limited to
Bio-Psycho-Social Assessments bio-psycho-social assess-
ments when required by OHCA as part of a preoperative prior
authorization protocol for organ transplant or bariatric surgical
procedures.

(1) The interview and assessment is defined as a
face-to-face interaction with the member. Assessment
includes a history, mental status, full bio-psycho-social
evaluation, a disposition, communications with family
or other sources, review of laboratory or other pertinent
medical information, and medical/clinical consultations
as necessary. The pre-op evaluation should aim to assess
the member's psychological well-being, ability to make
informed decisions, and willingness to participate actively
in postoperative treatment.
(2) For bariatric preoperative assessments, issues
to address include, but are not limited to: depression,
self-esteem, stress management, coping skills, binge
eating, change in eating habits, other eating disorders,
change in social roles, changes associated with return to
work/school, body image, sexual function, lifestyle issues,
personality factors that may affect treatment and recovery,
alcohol or substance use disorders, ability to make lasting
behavior changes, and need for further support and coun-
seling.

(c) Children. Coverage for children includes the following
services:

(1) Bio-Psycho-Social and Level of Care Assess-
ments.Bio-psycho-social and level of care assessments.

(A) The interview and assessment is defined as a
face-to-face interaction with the member. Assess-
ment includes a history, mental status, full bio-psy-
cho-social evaluation, a disposition, communications
with family or other sources, review of laboratory
or other pertinent medical information, and medi-
cal/clinical consultations as necessary.
(B) Assessments for Children's Level of
Carechildren's level of care determination of medical
necessity must follow a specified assessment process
through OHCA or their designated agent. Only one
assessment is allowable per provider per member. If
there has been a break in service over a six (6) month
period, or the assessment is conducted for the purpose
of determining a child's need for inpatient psychiatric
admission, then an additional unit can be authorized
by OHCA, or their designated agent.

(2) Psychotherapy in an outpatient setting including an
office, clinic, or other confidential setting. The services
may be performed at the residence of the member if it
is demonstrated that it is clinically beneficial, or if the
member is unable to go to a clinic or office. Individual
psychotherapy is defined as a one to one treatment us-
ing a widely accepted modality or treatment framework
suited to the individual's age, developmental abilities and
diagnosis. It may include specialized techniques such as
biofeedback or hypnosis. Psychotherapy is considered to
involve "interactive complexity" when there are communi-
cation factors during a visit that complicate delivery of the
psychotherapy by the LBHP. Sessions typically involve
members who have other individuals legally responsi-
ble for their care (i.e. minors or adults with guardians);
members who request others to be involved in their care
during the session (i.e. adults accompanied by one or
more participating family members or interpreter or lan-
guage translator); or members that require involvement
of other third parties (i.e. child welfare, juvenile justice,
parole/probation officers, schools, etc.). Psychotherapy
should only be reported as involving interactive complex-
ity when at least one of the following communication
factors is present:

(A) The need to manage maladaptive communi-
cation (i.e. related to high anxiety, high reactivity,
repeated questions, or disagreement) among partici-
pants that complicate delivery of care.
(B) Caregiver emotions/behavior that interfere
with implementation of the treatment plan.
(C) Evidence/disclosure of a sentinel event and
mandated report to a third party (i.e. abuse or neglect
with report to state agency) with initiation of discus-
sion of the sentinel event and/or report with patient
and other visit participants.
(D) Use of play equipment, physical devices, inter-
preter or translator to overcome barriers to therapeutic
interaction with a patient who is not fluent in the same
language or who has not developed or lost expressive
or receptive language skills to use or understand typi-
cal language.

(3) Family Psychotherapy is performed in an outpatient
setting limited to an office, clinic, or other confidential set-
ting. Family therapy is a face-to-face interaction between
a therapist and the patient/family to facilitate emotional,
psychological or behavioral changes and promote com-
munication and understanding. Family therapy must be
provided for the benefit of the member as a specifically
identified component of an individual treatment plan.
(4) Group and/or Interactive Group psychotherapy
in an outpatient setting must be performed in an office,
clinic, or other confidential setting. Group therapy is a
face-to-face interaction between a therapist and two or
more unrelated patients (though there may be siblings in
the same group, just not siblings only) to facilitate emo-
tional, psychological, or behavioral changes. All group
therapy records must indicate group size. Maximum total
group size is six (6) for ages four (4) up to 18eighteen
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(18). Groups 18-20 year olds can include eight (8) indi-
viduals. Group therapy must be provided for the benefit
of the member as a specifically identified component of
an individual treatment plan. Multi-family group therapy
size is limited to eight (8) family units.
(5) Assessment/EvaluationAssessment/evaluation
and testing is provided by a psychologist, certified psy-
chometrist, psychological technician of a psychologist or
a LBHP utilizing tests selected from currently accepted
assessment test batteries. For assessments conducted
in a school setting, the Oklahoma State Department of
Education requires that a licensed supervisor sign the
assessment. Eight (8) hours/units of testing per patient
(over the age of three), over the age of three (3), per
provider is allowed every 12twelve (12) months. There
may be instances when further testing is appropriate based
on established medical necessity criteria found in the Prior
Authorization Manual. Justification for additional testing
beyond allowed amount as specified in this section must be
clearly explained and documented in the medical record.
Test results must be reflected in the service plan or medical
record. The service plan must clearly document the need
for the testing and what the testing is expected to achieve.
Testing units must be billed on the date the testing, inter-
pretation, scoring, and/or reporting was performed and
supported by documentation.
(6) Crisis intervention services for the purpose of
stabilization and hospitalization diversion as clinically
appropriate.
(7) Payment for therapy services provided by a
LBHP to any one member is limited to eightfour (4)
sessions/units per month. A maximum of 12twelve (12)
sessions/units of therapy and testing services per day per
provider are allowed. A maximum of 35thirty-five (35)
hours of therapy per week per provider are allowed. The
weekly service hour limitation will be calculated using a
rolling four (4) week average. Case Management services
are considered an integral component of the behavioral
health services listed above.
(8) A child receiving Residential Behavioral Man-
agementresidential behavioral management in a foster
home, also known as therapeutic foster care, or a child
receiving Residential Behavioral Managementresidential
behavioral management in a group home, also known
as therapeutic group home, may not receive individual,
group or family counseling or testing unless allowed by
the OHCA or their designated agent.

(d) Home and Community Based Waiver Services for
the Intellectually Disabled. All providers participating in the
Home and Community Based Waiver Services for the intellec-
tually disabled program must have a separate contract with this
Authority to provide services under this program. All services
are specified in the individual's plan of care.
(e) Individuals eligible for Part B of Medicare. Payment
is made utilizing the Medicaid allowable for comparable ser-
vices.

(f) Nursing Facilities. Services provided to members resid-
ing in nursing facilities may not be billed to SoonerCare.

[OAR Docket #17-402; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-421]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 3. Hospitals
317:30-5-42.16. [AMENDED]
Part 61. Home Health Agencies
317:30-5-546. [AMENDED]
(Reference APA WF # 16-27)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
42 CFR 440.70
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions add language in accordance with federal
regulation that directs the ordering physician and/or qualified provider
to conduct and document a face-to-face encounter with a member for the
initiation of home health services. The revisions are applicable to home health
services that are billed by home health agencies under Title XIX program.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES
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PART 3. HOSPITALS

317:30-5-42.16. Related services
(a) Ambulance. Ambulance services furnished by the facil-
ity are covered separately if otherwise compensable under the
Authority's Medical Programs.
(b) Home health care. Hospital based home health
providers must be Medicare certified and have a current
Home Health Agency contract with the OHCA._For home
health services, a qualified provider must conduct and docu-
ment a face-to-face encounter with the member in accordance
with provisions of 42 CFR 440.70.

(1) Payment is made for home health services provided
in a member's residence to all categorically needy individ-
uals.
(2) Payment is made for a maximum of 36 visits per
year for eligible members 21 years of age or older. Pay-
ment for any combination of skilled and home health aide
visits can not exceed 36 visits per year.
(3) Payment is made for standard medical supplies.
(4) Payment is made on a rental or purchase basis for
equipment and appliances suitable for use in the home.
(5) Non-covered items include sales tax, enteral ther-
apy and nutritional supplies, and electro-spinal orthosis
systems (ESO).
(6) Payment may be made to home health agencies for
prosthetic devices.

(A) Coverage of oxygen includes rental of liquid
oxygen systems, gaseous oxygen systems and oxy-
gen concentrators when prior authorized. Purchase
of oxygen systems may be made where unusual cir-
cumstances exist and purchase is considered most
appropriate.
(B) Payment is made for permanent indwelling
catheters, drain bags, insert trays and irrigation trays.
Male external catheters are also covered.
(C) Sterile tracheotomy trays are covered.
(D) Payment Payment is made for colostomy and
urostomy bags and accessories.
(E) Payment is made for hyperalimentation, in-
cluding supplements, supplies and equipment rental
on behalf of persons having permanently inoperative
internal body organ dysfunction. Information regard-
ing the member's medical condition that necessitates
the hyperalimentation and the expected length of
treatment, should be attached when requesting prior
authorization.
(F) Payment is made for ventilator equipment and
supplies when prior authorized.
(G) Payment for medical supplies, oxygen, and
equipment is made when using appropriate HCPCS
codes which are included in the HCPCS Level II Cod-
ing Manual.

(c) Hospice Services. Hospice is defined as palliative
and/or comfort care provided to the member family when a
physician certifies that the member has a terminal illness and
has a life expectancy of six months or less. A hospice program

offers palliative and supportive care to meet the special needs
arising out of the physical, emotional and spiritual stresses
which are experienced during the final stages of illness and
death. Hospice services must be related to the palliation and
management of the member's illness, symptom control, or to
enable the individual to maintain activities of daily living and
basic functional skills.

(1) Payment is made for home based hospice services
for terminally ill individuals under the age of 21 with a
life expectancy of six months or less when the member
and/or family has elected hospice benefits. Hospice ser-
vices are available to eligible members without forgoing
any other service to which the member is entitled under
SoonerCare for curative treatment of the terminal illness.
Once the member has elected hospice care, the hospice
medical team assumes responsibility for the member's
medical care for the terminal illness in the home environ-
ment. Hospice providers are not responsible for curative
treatments for members that elect such services while
on hospice. Hospice care includes nursing care, physi-
cian services, medical equipment and supplies, drugs for
symptom control and pain relief, home health aide and
personal care, physical, occupational and/or speech ther-
apy, medical social services, dietary counseling and grief
and bereavement counseling to the member and/or family.
(2) Hospice care is available for two initial 90-day
periods and an unlimited number of subsequent 60-day
periods during the remainder of the member's lifetime.
Beginning January 1, 2011, a hospice physician or nurse
practitioner must have a face to face encounter with the
member to determine if the member's terminal illness ne-
cessitates continuing hospice care services. The encounter
must take place prior to the 180th day recertification and
each subsequent recertification thereafter; and attests that
such visit took place. The member and/or the family may
voluntarily terminate hospice services.
(3) Hospice services must be reasonable and necessary
for the palliation or management of a terminal illness or
related conditions. A certification that the member is ter-
minally ill must be completed by the member's attending
physician or the Medical Director of an Interdiscipli-
nary Group. Nurse practitioners serving as the attending
physician may not certify the terminal illness; however, ef-
fective January 1, 2011, nurse practitioners may re-certify
the terminal illness.
(4) Services must be prior authorized. A written plan
of care must be established before services are provided.
The plan of care should be submitted with the prior autho-
rization request.

PART 61. HOME HEALTH AGENCIES

317:30-5-546. Coverage by category
Payment is made for home health services as set forth in

this Section.section when a face to face encounter has occurred
in accordance with provisions of 42 CFR 440.70.
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(1) Adults. Payment is made for home health services
provided in the patient'smember's residence to all categor-
ically needy individuals. Coverage for adults is as follows.

(A) Covered items.
(i) Part-time or intermittent nursing services;
(ii) Home health aide services;
(iii) Standard medical supplies;
(iv) Durable medical equipment (DME) and
appliances; and
(v) Items classified as prosthetic devices.

(B) Non-covered items. The following are not
covered:

(i) Sales tax;
(ii) Enteral therapy and nutritional supplies;
(iii) Electro-spinal orthosis system (ESO); and
(iv) Physical therapy, occupational therapy,
speech pathology, or audiological services.

(2) Children. Home Health Services are covered for
persons under age 21.
(3) Individuals eligible for Part B of Medicare. Pay-
ment is made utilizing the Medicaid allowable for compa-
rable services.

[OAR Docket #17-421; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-416]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 55. Respite Care
317:30-5-518. [AMENDED]
(Reference APA WF # 16-24A)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Director of Human Services; Section 162 of Title 56 of the Oklahoma Statues
(56 O.S. 162); 42 CFR 441.301, 44.710, 441.715, 441.720, and 441.740
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a

INCORPORATIONS BY REFERENCE:
n/a

GIST/ANALYSIS:
The proposed revisions to the Developmental Disabilities Services policy

cleanup language, which adds the acronym for agency companion services
and replaces the Oklahoma Department of Human Services acronym from
"OKDHS" to "DHS." In addition, revisions change the name of the OKDHS
Children and Family Services Division to DHS Child Welfare Services.
Finally, revisions add the correct reference for agency companion services
limits.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 55. RESPITE CARE

317:30-5-518. Coverage limitations
(a) Payment is not made for daily respite care and special-
ized foster care or agency companion services (ACS) for the
same member on the same date of service.
(b) Respite care:

(1) is not available to members in theOklahoma De-
partment of Human Services (DHS) custody of the
Oklahoma Department of Human Services (OKDHS)
andor in out-of-home placement funded by the OKDHS
Children and Family Services Division;DHS Child Wel-
fare Services; and
(2) for members not receiving ACS, is limited to 30
days or 720 hours annually per member, except as ap-
proved by the DHS Developmental Disabilities Services
Division director and authorized in the member's Plan of
Care; or
(3) for members receiving ACS, is limited in accor-
dance with OAC 317:40-5-8.per Oklahoma Administra-
tive Code 317:40-5-3.

[OAR Docket #17-416; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-415]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 75. Federally Qualified Health Centers
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317:30-5-660.3. [AMENDED]
317:30-5-661.4. [AMENDED]
317:30-5-664.1. [AMENDED]
Part 110. Indian Health Services, Tribal Programs, and Urban Indian

Clinics (I/T/Us)
317:30-5-1087. [AMENDED]
317:30-5-1090. [AMENDED]
317:30-5-1094. [AMENDED]
317:30-5-1098. [AMENDED]
(Reference APA WF # 16-23)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
The Oklahoma Telemedicine Act of 1997; 42 CFR Part 136; 42 CFR Subpart X
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

Subchapter 5. Individual Providers and Specialties
Part 110. Indian Health Services, Tribal Programs, and Urban Indian

Clinics (I/T/Us)
317:30-5-1090. [AMENDED]
317:30-5-1098. [AMENDED]

Gubernatorial approval:
December 29, 2016

Register publication:
34 Ok Reg 346

Docket number:
17-12
(Reference APA WF # 16-13)

INCORPORATIONS BY REFERENCE:
n/a

GIST/ANALYSIS:
The proposed policy revisions remove the minimum 45-50 minute time

requirement for outpatient behavioral health encounters. Rules are also added
to indicate that behavioral health services must be billed on an appropriate
claim form using appropriate Current Procedural Code and guidelines. In
addition, rules clarify that prescription drugs are now billed pursuant to the
changes made to our Chapter 30 rules that adhere with federal guidelines.
Those changes modified the pharmacy pricing methodology and now allow the
I/T/U pharmacies to be reimbursed at the Federal Office of Management and
Budget (OMB) encounter rate. Further, revisions reference a section of policy
related to home health services that were changed to now require a face to face
encounter prior to the ordering of services. In addition, rules are revised to
replace the term telemedicine with telehealth to be more inclusive of an array
of telehealth technologies that could potentially be used to deliver healthcare
services to SoonerCare members.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 75. FEDERALLY QUALIFIED HEALTH
CENTERS

317:30-5-660.3. Health Center enrollment requirements
for specialty behavioral health services

(a) For the provision of behavioral health related case man-
agement services and psychosocial rehabilitation services,
Health Centers must contract as an outpatient behavioral health
agency and meet the requirements found at OAC 317:30-5-240
through 317:30-5-249.317:30-5-241.3 and 317:30-5-241.6.
(b) Health Centers which provide substance abuseuse
treatment services must also be certified by the Oklahoma
Department of Mental Health and Substance Abuse Services
(ODMHSAS).

317:30-5-661.4. Behavioral health professional services
provided at Health Centers and other
settings

(a) Medically necessary behavioral health services that
are primary, preventive, and therapeutic and that would be
covered if provided in another setting may be provided by
Health Centers. Services provided by a Health Center (re-
fer to OAC 317:30-5-240.3317:30-5-241 for a description
of services) must meet the same requirements as services
provided by other behavioral health providers. Rendering
providers must be eligible to individually enroll or meet the
requirements as an agency/organization provider specified in
OAC 317:30-5-240.2 and 317:30-5-280. Behavioral Health
Services include:

(1) Assessment/Evaluation;
(2) Crisis Intervention Services;
(3) Individual/Interactive Psychotherapy;
(4) Group Psychotherapy;
(5) Family Psychotherapy;
(6) Psychological Testing; and
(7) Case Management (as an integral component of ser-
vices 1-6 above).

(b) Medically necessary behavioral health professional
therapy services are covered when provided in accordance with
a documented individualized treatment plan, developed to treat
the identified behavioral health disorder(s). A minimum of a
45 to 50 minuteA one-on-one standard clinical session must
be completed by ana health care professional authorized in
the approved FQHC State Plan pages in order to bill the PPS
encounter rate for the session. Services rendered by providers
not authorized under the approved FQHC state plan pages to
bill the PPS encounter rate will be reimbursed pursuant to the
SoonerCare fee-for-service fee schedule and must comply
with rules found at OAC 317:30-5-280 through 317:30-5-283.
Behavioral health services must be billed on an appropriate
claim form using appropriate Current Procedural Terminology
(CPT) procedure code and guidelines. The time indicated
on the claim form must be the time actually spent with the
member.
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(c) Centers are reimbursed the PPS rate for services when
rendered by approved health care professionals, as authorized
under FQHC state plan pages, if the Health Center receives
funding pursuant to Section 330 or is otherwise funded under
Public Law to provide primary health care services at locations
off-site (not including satellite or mobile locations) to Health
Center patients on a temporary or intermittent basis, unless
otherwise limited by Federal law.
(d) Health Centers that operate day treatment programs
in school settings must meet the requirements found at OAC
317:30-5-240.2(b)(7).
(e) In order to support the member's access to behavioral
health services, these services may take place in settings away
from the Health Center. Off-site behavioral health services
must take place in a confidential setting.

317:30-5-664.1. Provision of other health services outside
of the Health Center core services

(a) If the Center chooses to provide other SoonerCare State
Plan covered health services which are not included in the
Health Center core service definition in OAC 317:30-5-661.1,
the practitioners of those services are subject to the same pro-
gram coverage limitations, enrollment and billing procedures
described by the OHCA, and these services (e.g., home health
services) are not included in the PPS settlement methodology
in OAC 317:30-5-664.12.
(b) Other health services include, but are not limited to:

(1) dental services (refer to OAC 317:30-5-696) except
for primary preventive dental services;
(2) eyeglasses (refer to OAC 317:30-5-450); (OAC
317:30-5-430 and OAC 317:30-5-450);
(3) clinical lab tests performed in the Center lab (other
than the specific laboratory tests set out for Health Centers'
certification and covered as Health Center services);
(4) technical component of diagnostic tests such as
x-rays and EKGs (interpretation of the test provided by
the Center physician is included as physician professional
services);
(5) durable medical equipment (refer to OAC
317:30-5-210);
(6) emergency ambulance transportation (refer to OAC
317:30-5-335);
(7) prescribed drugs (refer to OAC 317:30-5-70);
(8) prosthetic devices (other than dental) which replace
all or part of an internal body organ (including colostomy
bags) and supplies directly related to colostomy care and
the replacement of such devices;
(9) specialized laboratory services furnished away
from the clinic;
(10) Psychosocial Rehabilitation Services [refer to OAC
317:30-5-241(a)(7)][refer to OAC 317:30-5-241.3]; and
(11) behavioral health related case management services
(refer to OAC 317:30-5-240 through 317:30-5-249).(refer
to OAC 317:30-5-241.6).

PART 110. INDIAN HEALTH SERVICES, TRIBAL
PROGRAMS, AND URBAN INDIAN CLINICS

(I/T/US)

317:30-5-1087. Terms and definitions
The following words and terms, when used in this Part,

have the following meaning, unless the context clearly indi-
cates otherwise:

(1) "American Indian/Alaska Native (AI/AN)"
means an individual of Native American descent who has
or is eligible for a Certificate of Degree of Indian Blood
(CDIB) card.
(2) "Behavioral Health services" means professional
medical services for the treatment of a mental health
and/or addiction disorder(s).substance use disorder.
(3) "CFR" means the Code of Federal Regulations.
(4) "CMS" means the Centers for Medicare and Med-
icaid Services.
(5) "Encounter" means a face to face contact between
a health care professional and an IHS eligible Sooner-
Care member for the provision of medically necessary
Title XIX or Title XXI covered services through an IHS
or Tribal 638 facility or an urban Indian clinic within a
24-hour period ending at midnight, as documented in the
patient's record.
(6) "Licensed Behavioral Health Professional
(LBHP)" means a licensed psychologist, licensed clin-
ical social worker(LCSW), licensed marital and family
therapist (LMFT), licensed professional counselor (LPC),
licensed behavioral practitioner (LBP) or licensed alcohol
and drug counselor (LADC).
(7) "OHCA" means the Oklahoma Health Care Au-
thority.
(8) "OMB rate" means the Medicaid reimbursement
rate negotiated between CMS and IHS. Inpatient and out-
patient Medicaid reimbursement rates for I/T/USI/T/Us
are published annually in the Federal Register or Federal
Register Notices. The outpatient rate is also known as the
I/T/U encounter rate. The encounter rate is available only
to I/T/U facilities that appear on the IHS maintained listing
of IHS-operated and Indian health care facilities operating
under a 638 agreement. It is the sole responsibility of the
facility to petition IHS for placement on this list.
(9) "Physician" means a doctor of medicine or os-
teopathy legally authorized to practice medicine and
surgery or who is a licensed physician employed by the
Federal Government in an IHS facility or who provides
services in a 638 Tribal Facility.
(10) "State Administering Agency (SAA)" is the
Oklahoma Health Care Authority.
(11) "638 Tribal Facility" is a facility that is operated
by a tribe or tribal organization and funded by Title I or
Title III of the Indian Self Determination and Education
Assistance Act (Public Law 93-638).
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317:30-5-1090. Provision of other health services outside
of the I/T/U encounter

(a) Medically necessary SoonerCare covered services that
are not included in the I/T/U outpatient encounter rate may
be billed outside the encounter rate within the scope of the
SoonerCare fee-for-service contract. The services will be re-
imbursed at the fee-for-service rate, and will be subject to any
limitations, restrictions or prior authorization requirements.
Examples of these services include but are not limited to:

(1) pharmaceuticals/drugs;
(21) durable medical equipment;
(32) glasses;
(43) ambulance;
(54) home health; [refer to OAC 317:30-5-546];
(65) inpatient practitioner services;
(76) non-emergency transportation [refer to OAC
317:35-3-2];
(87) behavioral health case management [refer to OAC
317:30-5-240 through 317:30-5-249]; [refer to OAC
317:30-5-241.6];
(98) psychosocial rehabilitative services [refer to OAC
317:30-5-240 through 317:30-5-249]; [refer to OAC
317:30-5-241.3]; and
(109) psychiatric residential treatment facility services
[refer to OAC 317:30-5-96.3].[refer to OAC 317:30-5,
Part 6, Inpatient Psychiatric Hospitals].

(b) If the I/T/U facility chooses to provide other SoonerCare
State Plan covered health services which are not included in
the I/T/U encounter definition, those service providers must be
contracted with OHCA and bill for those services under their
assigned provider number consistent with program coverage
limitations and billing procedures described by the OHCA.

317:30-5-1094. Behavioral health services provided at
I/T/USI/T/Us

(a) Behavioral health services that are primary, preventive,
and therapeutic and would be covered if provided in another
setting may be provided by I/T/U providers. Services provided
by an I/T/U (refer to OAC 317:30-5-241 for a description of
services) must meet the same requirements as services pro-
vided by another provider. Services include:

(1) Mental Health and/or Substance Use Assess-
ment/Evaluation and Testing;
(2) Alcohol and/or Substance Abuse Services Assess-
ment and TreatmentService Plan Development;
(3) Crisis Intervention Services;
(4) Medication Training and Support;
(5) Individual/interactiveInteractive Psychotherapy;
(6) Group Psychotherapy; and
(7) Family Psychotherapy.

(b) Behavioral health professional therapy services are
covered when provided in accordance with a documented
individualized treatment plan, developed to treat the identified
mental health and/or substance abuseuse disorder(s). A min-
imum of a 45 to 50 minute standard clinical session must
be completed by an I/T/U in order to bill an encounter for
the session. Treatment must be documented in accordance
with OAC 317:30-5-248. Behavioral health services must

be billed on an appropriate claim form using appropriate
Current Procedural Terminology (CPT) procedure code and
guidelines. The time indicated on the claim form must be the
time actually spent with the member.
(c) In order to support access to mental health services,
these services may be provided in settings outside of the I/T/U.
Offsite services must take place in a confidential setting.
(d) The outpatient behavioral health services' provider en-
rollment and reimbursement process in no way changes the
OHCA's policy with regard to reimbursement of practitioners.
Licensed clinical social workers (LCSW), licensed marital and
family therapists (LMFT), licensed professional counselors
(LPC), licensed behavioral practitioners (LBP), licensed alco-
hol and drug counselors (LADC), and licensure candidates are
not eligible for direct reimbursement as practitioners. Their
services are compensable only when billed by their employers
and when provided in those clinical settings in which they are
currently approved to render services. Licensure candidates
must meet the requirements contained in OAC 317:30-5-240.3.
(e) For the provision of behavioral health related
case management services, I/T/U providers must meet
the requirements found at OAC 317:30-5-240 through
317:30-5-249,317:30-5-241.6, and be contracted as such.
The provision of these services is considered to be outside of
the I/T/U encounter. Contracted behavioral health case man-
agement providers are responsible for obtaining all necessary
prior authorizations, if needed, and will be paid at the current
fee-for-service rate.
(f) For the provision of psychosocial rehabilitation ser-
vices, I/T/U facilities meet the requirements found at OAC
317:30-5-240 through 317:30-5-249,317:30-5-241.3, and
must contract as an outpatient behavioral health agency. The
provision of these services is considered to be outside of the
I/T/U encounter. Contracted psychosocial rehabilitation
service providers are responsible for obtaining all necessary
prior authorizations, if needed, and will be paid at the current
fee-for-service rate.

317:30-5-1098. I/T/U outpatient encounters
(a) I/T/U outpatient encounters that are billed to the OHCA
must meet the definition in this Section and are limited to
services covered by the OHCA. These services include health
services included in the State Plan under Title XIX or Title XXI
of the Social Security Act.
(b) The following words and terms have the following mean-
ing unless the context clearly indicates otherwise:

(1) An I/T/U encounter means a face to face or
telemedicinetelehealth contact between a health care
professional and an IHS eligible SoonerCare member for
the provision of medically necessary Title XIX or Title
XXI covered services through an IHS or Tribal 638 facility
or an urban Indian clinic within a 24-hour period ending at
midnight, as documented in the patient's record.
(2) An I/T/U outpatient encounter means outpatient
services that may be covered when furnished to a patient
by a contracted SoonerCare provider employed by the
I/T/U facility and rendered at the I/T/U facility or other
location, including the patient's place of residence.

August 15, 2017 677 Oklahoma Register (Volume 34, Number 23)



Permanent Final Adoptions

(cb) The following services may be considered reimbursable
encounters subject to the limitations of the Oklahoma State
Plan and include any related medical supplies provided during
the course of the encounter:

(1) Medical;
(2) Diagnostic;
(3) Behavioral Health services [refer to OAC 317:30-5-
1094];
(4) Dental, Medical and Mental Health Screenings;
(5) Vision;
(6) Physical Therapy;
(7) Occupational Therapy;
(8) Podiatry;
(9) Speech;
(10) Hearing;
(11) Visiting Nurse Service [refer to OAC 317:30-5-
1093];
(12) Smoking and Tobacco Use Cessation Counseling;
(13) Other Title XIX or XXI services as allowed under
OHCA's SoonerCare State Plan and OHCA Administra-
tive Rules;
(14) Drugs or medication treatments provided during a
clinic visit are part of the encounter rate. For example, a
member has come into the clinic with high blood pressure
and is treated at the clinic with a hypertensive drug or
drug sample. Drug samples are included in the encounter
rate. Prescriptions are not included in the encounter rate
and must be billed through the pharmacy program by
a qualified enrolled pharmacy; Prescription drugs are
reimbursed pursuant to OAC 317:30-5-78(b)(4)(B).
(15) Encounters with a registered professional nurse
or a licensed practical nurse and related medical supplies
(other than drugs and biologicals) furnished on a part-time
or intermittent basis to home-bound members; and
(16) I/T/U Multiple Outpatient Encounters.

(A) OHCA will cover one medically necessary
outpatient medical encounter per member per day un-
less if due to an emergency, the same member returns
on the same day for a second visit with a different
diagnosis. Then, a second encounter is allowed.
(B) OHCA will cover one dental encounter per
member per day regardless of how many procedures
are done or how many providers are seen unless if
due to an emergency, the same member returns on
the same day for a second visit and has a different
diagnosis. Then, a second encounter is allowed.
(C) OHCA will cover one behavioral health pro-
fessional outpatient encounter per member per day
unless if due to an emergency, the same member
returns on the same day for a second visit and has
a different diagnosis. Then, a second encounter is
allowed.
(D) Each service must have distinctly different
diagnoses in order to meet the criteria for multiple
I/T/U outpatient encounters.

(dc) More than one outpatient visit with a medical profes-
sional within a 24-hour period for distinctly different diagnoses
may be reported as two encounters. This does not imply that if

a member is seen at a single office visit with multiple problems
that multiple encounters can be billed. For example, a member
comes to the clinic in the morning for an immunization, and in
the afternoon, the member falls and breaks an arm. This would
be considered multiple medical encounters and can be billed as
two encounters. However, a member who comes to the I/T/U
facility for a diabetic wellness screening and is then referred to
a podiatrist within the clinic for diabetes-related follow-up on
the same date of service would not be considered a distinctly
different diagnosis and can only be billed as a single encounter.
(ed) The following services may be considered as separate or
multiple encounters when two or more services are provided on
the same date of service with distinctly different diagnoses:

(1) Medical Services;
(2) Dental Services;
(3) Mental Health and addiction services with similar
diagnoses can only be billed as one encounter. In addition,
if the member is also seen for a medical office visit with a
mental health or addiction diagnosis, then it is considered
a single encounter;
(4) Physical or occupational therapy (PT/OT). If this
service is also performed on the same date of service as
the medical encounter that determined the need for PT/OT
(initial referral), then it is considered a single encounter;
(5) Administration of immunizations. If no other med-
ical office visit occurs on the same date of services; and
(6) Tobacco cessation limited to state plan services.
If no other medical or addiction encounter occurs on the
same date of service.

(fe) I/T/U outpatient encounters for IHS eligible SoonerCare
members whether medical, dental, or behavioral health, are
not subject to prior authorization. Other State Plan covered
services that the I/T/U facility chooses to provide but which
are not part of the I/T/U encounter are subject to all applicable
SoonerCare regulations which govern the provision and cover-
age for that service.

[OAR Docket #17-415; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-418]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 85. Advantage Program Waiver Services
317:30-5-761. [AMENDED]
317:30-5-762. [AMENDED]
317:30-5-763. [AMENDED]
317:30-5-764. [AMENDED]
(Reference APA WF # 16-25A)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Director of Human Services; Section 162 of Title 56 of the Oklahoma Statues
(56 O.S. 162); 42 CFR 430 and 431
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ADOPTION:

March 23, 2017
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LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:
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FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed ADvantage program policy revisions add language to
comply with new Centers for Medicare & Medicaid Services rules regarding
Adult Day Health providers in Home and Community Based settings.
Revisions clarify the required processes for case management monitoring and
reporting activities for all waiver services. Revisions update commonly used
terms and replace "plan of care" with the term "person-centered service plan."
Additional revisions clarify that the Consumer-Directed Personal Assistance
Services and Supports (CD-PASS) option is available in every Oklahoma
County. Further language is added that is consistent with the Physical Therapy
Act. The proposed amendments specify maximum billing units per day for
skilled nursing services. Revisions also clarify that the minimum of eight units
is equivalent to two hours and that the 28 maximum billing units is equivalent
to seven hours. Revisions update services that are provided by the ADvantage
waiver program and remove those services no longer available. Revisions
clarify the provider contract processes and those providers that are required
to have annual audits. In addition, Adult Day Health and Assisted Living are
added to the list of providers and are included in the periodic programmatic
audit. Further revisions remove reference for the CD-PASS and Advanced
Person Services Assistants to be documented through the Electronic Visit
Verification System solely for reimbursement. Finally, language regarding
speech and language therapy services is revoked as it is no longer offered in the
ADvantage waiver.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 85. ADVANTAGE PROGRAM WAIVER
SERVICES

317:30-5-761. Eligible providers
Advantage Program service providers, except pharmacy

providers, must be certified by the ADvantage Program AD-
vantage Administration (AA) and all providers must have a
current signed SoonerCare contract on file with the Medicaid

Agency (Oklahoma Health Care Authority).the Oklahoma
Health Care Authority (OHCA), the State Medicaid Agency.

(1) The provider programmatic certification process
must verify that the provider meets licensure, certification
and training standards as specified in the waiverWaiver
document and agrees to ADvantage Program Conditions
of Participation. Providers must obtain programmatic
certification to be ADvantage Program certified.
(2) The provider financial certification process
must verify that the provider uses sound business
management practices and has a financially stable
business. All providers, except for NFnursing facil-
ity (NF)Respite,respite,Medical Equipmentmedical
equipment and Supplies,supplies, and Environmental
Modificationenvironmental modification providers, must
obtain financial certification to be ADvantage Program
certified.
(3) Providers may fail to gain or may lose ADvantage
Program certification due to failure to meet either pro-
grammatic or financial standards.
(4) At a minimum, provider financial certification is
reevaluated annually.
(5) The Oklahoma Department of Human Services
(OKDHS)/Aging Services Division (ASD)(DHS) Ag-
ing Services (AS) evaluates Adult Day Careadult day
health and Home Delivered Mealhome-delivered meal
providers for compliance with ADvantage programmatic
certification requirements. When an adult day health or
home-delivered meal provider does not have a contract
with AS the provider must obtain programmatic certifi-
cation to be ADvantage program certified. For Assisted
Living Servicesassisted living services provider pro-
grammatic certification, the ADvantage program relies in
part upon the Oklahoma State Department of Health/Pro-
tectiveHealth Protective Health Services for review and
verification of provider compliance with ADvantage
standards for Assisted Living Servicesassisted living
services providers. Providers of Medical Equipment and
Supplies, Environmental Modifications, Personal Emer-
gency Response Systems, Hospice, CD-PASS, and NF
Respitemedical equipment and supplies, environmental
modification, personal emergency response systems,
hospice, Consumer-Directed personal Assistance Ser-
vices and Supports (CD-PASS), and NF respite services
do not have a programmatic evaluation after the initial
certification.
(6) OKDHS/ASD willDHS AS does not authorize
a legal guardian for a member or an active Power of
Attorneypower of attorney for a member to be that mem-
ber's Consumer-Directed Personal Assistance Services
and Supports (CD-PASS)CD-PASS member's services
provider of services.
(7) OKDHS/ASD willDHS AS may authorize a legally
responsible spouse of a membermember's legally-respon-
sible spouse to be SoonerCare reimbursed under theper
1915(c) ADvantage Program as a service provider.
(8) OKDHS/ASDDHS AS may authorize a member's
legal guardian of a member to be SoonerCare reimbursed

August 15, 2017 679 Oklahoma Register (Volume 34, Number 23)



Permanent Final Adoptions

under theper 1915(c) ADvantage Program as a service
provider except as a provider of CD-PASS services.
Authorization for eithera spouse or legal guardian as a
provider requires the following criteria in (A) through (D)
and monitoring provisions to be met:.

(A) Authorization for a spouse or legal guardian
to be the care provider for a member may occur only
ifwhen the member is offered a choice of providers
and documentation demonstrates that:

(i) either no other provider is available; or
(ii) available providers are unable to provide
necessary care to the member; or
(iii) the member's needs of the member are so
extensive that the spouse or legal guardian who
providesproviding the care is prohibited from
working outside of the home due to the member's
need for care.

(B) The service must:
(i) meet the definition of a service/sup-
port as outlined in the federally approved
waiverfederally-approved Waiver document;
(ii) be necessary to avoid institutionalization;
(iii) be a service/support that is specified in the
individualperson-centered service plan;
(iv) be provided by a person who meets the
provider qualifications and training standards
specified in the waiverWaiver for that service;
(v) be paid at a rate that does not exceed that
which would otherwise be paid to a provider of
a similar service and does not exceed what is al-
lowed by the State Medicaid AgencyOHCA for
the payment of personal care or personal assistance
services; and
(vi) not be an activity that the spouse or legal
guardian would ordinarily perform or is respon-
sible to perform. IfWhen any of the following
criteria are met, assistance or care provided by
the spouse or guardian will beis determined to
exceed the extent and/or nature of the assistance
they would behe or she is expected to ordinarily
provide in their role as spouse or guardian:. The
spouse or guardian:

(I) spouse or guardian has resigned from
full-time/part-timepart-time or full-time em-
ployment to provide care for the member; or
(II) spouse or guardian has reduced em-
ployment from full-time to part-timepart-time
or full-time to provide care for the member; or
(III) spouse or guardian has takentook a
leave of absence without pay to provide care for
the member; or
(IV) spouse or guardian provides assis-
tance/careassistance and/or care for the mem-
ber 35 or more hours per week without pay
and the member has remaining unmet needs
because no otheranother provider is avail-
ableunavailable due to the nature of the as-
sistance/care,assistance and/or care, special

language or communication,communication
needs, or the member's intermittent hours of
care requirements of the member.

(C) The spouse or legal guardian who is a service
provider will complycomplies with the following:

(i) not provideproviding more than 40 hours
of services in a seven dayseven-day period;
(ii) planned work schedules that must be avail-
able in advance tofor the member's Case Man-
ager,case manager and variations to the schedule
must be noted and supplied to the case manager
two weeks in advance to the Case Manager unless
the change is due to an emergency;
(iii) maintainmaintaining and sub-
mitsubmitting time sheets and other required
documentation for hours paid; and
(iv) beis documented in the person-centered
service plan as the member's care provider.

(D) In addition to case management, monitoring,
and reporting activities required for all waiverWaiver
services, the state is obligated to additional monitor-
ing requirements when members elect to use a spouse
or legal guardian as a paid service provider. The AA
will monitormonitors through documentation submit-
ted by the Case Manager the following:case manager,
at least quarterly: expenditures, monthly home visits
with member, and the health safety, and welfare
status of the individual member.

(i) at least quarterly reviews by the Case Man-
ager of expenditures and the health, safety, and
welfare status of the individual member; and
(ii) face-to-face visits with the member by the
Case Manager on at least a semi annual basis.

(9) Providers of durable medical equipment and sup-
plies must comply with OACOklahoma Administrative
Code 317:30-5-210(2) regarding proof of delivery for
items shipped to the member's residence.
(10) The OKDHS Aging Service Division
(OKDHS/ASD)DHS AS periodically performs a
programmatic audit of adult day health, assisted
living,Case Management,case management, Home
Carehome care(providers of Skilled Nursing, State
Plan Personal Care, In-Home Respite, Advanced
Supportive/Restorative Assistance and Therapy
Services)(providers of skilled nursing, personal care,
in-home respite and advanced supportive/restorative
assistance and therapy services) and CD-PASS providers.
If due to a programmatic audit, a provider Plan of
Correction is required, the AA stopsmay stop new
casecases and referrals to the provider until the Plan of
Correction has beenis approved, and implemented. and
follow-up review occurs. Depending on the nature and
severity of problems discovered during a programmatic
audit, at the discretion of the OKDHS/ASD,DHS AS,
members determined to be at risk for health or safety
may be transferred from a provider requiring a Plan of
Correction to another provider.
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317:30-5-762. Coverage
Individuals receiving ADvantage Program services must

have beenbe determined to be eligible for the program and
must have an approved plan of care.person-centered service
plan. Any ADvantage Program service provided must be listed
on the approved plan of care and must be necessaryperson-cen-
tered service plan to prevent institutionalization of the member.
Waiver services whichthat are expansions of Oklahoma Medic-
aid State Plan services may only be provided after the member
has exhausted these services available under the State Plan.

(1) To allow for development of administrative
structures and provider capacity to adequately de-
liver Consumer-Directed Personal Assistance Services
and Supports (CD-PASS), availability of CD-PASS is
limited to ADvantage Program members that reside
in counties that have sufficient provider capacity to
offer the CD-PASS service option as determined by
OKDHS/ASD.services are available to ADvantage Pro-
gram members in every county.
(2) ADvantage Case Managers within the CD-PASS
approved area willcase managers provide information
and materials that explain the CD-PASS service option to
their members. The AAADvantage Administration (AA)
provides information and material on CD-PASS to Case
Managerscase managers for distribution to members.
(3) The member may request CD-PASS services from
their Case Managerhis or her case manager or call an AA
maintainedAA-maintained toll-free number to request
CD-PASS services.
(4) The AA uses the following criteria to determine an
ADvantage member's service eligibility to participate in
CD-PASS:, the:

(A) residence in the CD-PASS approved area;
(BA) member's health and safety with CD-PASS
services can reasonably be assured based on a review
of service history records and a review of membera
member's capacity and readiness to assume Em-
ployeremployer responsibilities under CD-PASS with
any one of the following findings as basis to deny a re-
quest for CD-PASS due to inability to assure member
health and safety;, when the member:

(i) the member does not have the ability to
make decisions about his/her care ofor service
planning and the member's "authorized repre-
sentative"authorized representative is not will-
ingunwilling to assume CD-PASS responsibili-
ties,; or
(ii) the member is not willingis unwilling
to assume responsibility, or to enlist an "autho-
rized representative"authorized representative
to assume responsibility, in one or more areas of
CD-PASS, such as in service planning, or in as-
suming the role of employer of the PSApersonal
services assistant (PSA) or APSAadvanced per-
sonal services assistant (APSA) provider, or in
monitoring and managing health or in preparation
for emergency backup,; or

(iii) the membermember has a recent history of
self-neglect or self-abuse as evidenced by Adult
Protective Services intervention within the past 12
months and does not have an "authorized represen-
tative"authorized representative with capacity to
assist with CD-PASS responsibilities;

(CB) member voluntarily makes an informed
choice to receive CD-PASS services. As part of
the informed choice decision-making process for
CD-PASS, the AA staff or the Case Managercase
manager provides consultation and assistance as the
member completes a self-assessment of preparedness
to assume the role of Employer of their Personal Ser-
vices Assistant.employer of his or her PSA or APSA.
The orientation and enrollment process will pro-
videprovides the member with a basic understanding
of what will beis expected of them under CD-PASS,
the supports available to assist them to successfully
perform Employeremployer responsibilities and an
overview of the potential risks involved.

(5) The AA uses the following criteria to determine that
based upon documentation, a person is no longer allowed
to participate in CD-PASS:

(A) the member does not have the ability to make
decisions about his/herhis or her care or service
planning and the member's "authorized representa-
tive"authorized representative is not willingunwilling
to assume CD-PASS responsibilities; or
(B) the member is not willingunwilling to assume
responsibility, or to enlist an "authorized represen-
tative"authorized representative to assume responsi-
bility, in one or more areas of CD-PASS, such as in
service planning, or in assuming the role of employer
of the PSA or APSA provider, or in monitoring and
managing health or in preparation for emergency
backup; or
(C) the member has a recent history of self-neglect
or self-abuse as evidenced by Adult Protective Ser-
vices intervention and does not have an "authorized
representative"authorized representative with capac-
ity to assist with CD-PASS responsibilities; or
(D) the member abuses or exploits theirthe em-
ployee; or
(E) the member falsifies time-sheets or other work
records; or
(F) the member, even with CM/CDA and Financial
Management Services assistance, is unable to operate
within theirhis or her Individual Budget Allocation; or
(G) inferior quality of services provided by mem-
ber/employer's employee, orthe member's PSA
or APSA provider(s), inability of the member/em-
ployer's employee PSA or APSA provider(s) to
provide the number of service units the member re-
quires, jeopardizes jeopardizing the member's health
and/or safety.

317:30-5-763. Description of services
Services included in the ADvantage Program are:
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(1) Case management.
(A) Case management services, regardless of
payment source assist a member in gainingto gain
access to medical, social, educational, or other ser-
vices, regardless of payment source that may benefit
the member in maintaininghim or her to maintain
health and safety. Case managers:initiate and oversee
necessary assessments and reassessments to estab-
lish or reestablish Waiver program eligibility. Case
managers develop the member's comprehensive ser-
vice plan, listing only services necessary to prevent
institutionalization of the member, as determined
through the assessments. Case managers initiate
the addition of necessary services or deletion of
unnecessary services, as dictated by the member's
condition and available support. Case managers
monitor the member's condition to ensure delivery
and appropriateness of services and initiate service
plan reviews. Case managers submit an individual-
ized Form 02CB014, Services Backup Plan, on all
initial service plans, annually at reassessment, and on
updates as appropriate throughout the year, reflecting
risk factors and measures in place to minimize risks.
When a member requires hospital or nursing facility
services, the case manager assists the member in
accessing institutional care and, as appropriate, peri-
odically monitors the member's progress during the
institutional stay, helps the member transition from
institution to home by updating the service plan, and
preparing services to start on the date the member is
discharged from the institution. Case managers must
meet ADvantage Program minimum requirements for
qualification and training prior to providing services
to ADvantage members. Providers of ADvantage
services for the member, or for those who have
an interest in, or are employed by an ADvantage
provider for the member must not provide case man-
agement or develop the person-centered service plan,
except when the AA demonstrates the only willing
and qualified entity to provide case management
and/or develop person-centered service plans in a
geographic area, also provides other ADvantage
services. Prior to providing services to members
receiving Consumer-Directed Personal Assistance
Services and Supports (CD-PASS), case manager
supervisors and case managers are required to receive
training and demonstrate knowledge regarding the
CD-PASS service delivery model, "Independent Liv-
ing Philosophy," and demonstrate person-centered
planning competency.

(i) initiate and oversee necessary assessments
and reassessments to establish or reestablish
Waiver program eligibility;
(ii) develop the member's comprehensive per-
son-centered service plan, listing only the services
necessary to prevent institutionalization of the
member, as determined through the assessments;

(iii) initiate the addition of necessary services
or deletion of unnecessary services, as dictated by
the member's condition and available support;
(iv) monitor the member's condition to ensure
delivery and appropriateness of services and
initiate person-centered service plan reviews.
Case managers submit an individualized Form
02CB014, Services Backup Plan, on all initial
service plans, annually at reassessment, and on
updates as appropriate throughout the year, re-
flecting risk factors and measures in place to
minimize risks. When a member requires hospital
or nursing facility (NF) services, the case man-
ager:

(I) assists the member in accessing insti-
tutional care and, as appropriate, periodically
monitors the member's progress during the in-
stitutional stay;
(II) helps the member transition from insti-
tution to home by updating the person-centered
service plan;
(III) prepares services to start on the date
the member is discharged from the institution;
and
(IV) must meet ADvantage Program mini-
mum requirements for qualification and train-
ing prior to providing services to ADvantage
members.

(B) Providers of ADvantage services for the mem-
ber or for those who have an interest in or are em-
ployed by an ADvantage provider for the member
must not provide case management or develop the
person-centered service plan, except when the AA
demonstrates the only willing and qualified entity to
provide case management and/or develop person-cen-
tered service plans in a geographic area, also provides
other ADvantage services. Prior to providing ser-
vices to members receiving Consumer-Directed Per-
sonal Assistance Services and Supports (CD-PASS),
case manager supervisors, and case managers are re-
quired to receive training and demonstrate knowledge
regarding the CD-PASS service delivery model, "In-
dependent Living Philosophy," and demonstrate com-
petency person-centered planning.
(BC) Providers may only claim time for billable
case management activities, described as:

(i) any task or function per Oklahoma Ad-
ministrative Code (OAC) 317:30-5-763(1)(A) that
only an ADvantage case manager because of skill,
training, or authority can perform on behalf of a
member; and
(ii) ancillary activities, such as clerical tasks
including, but not limited to, mailing, copying,
filing, faxing, driving time, or supervisory and
administrative activities are not billable case man-
agement activities. The administrative cost of
these activities and other normal and customary
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business overhead costs are included in the reim-
bursement rate for billable activities.

(CD) Case management services are prior autho-
rized and billed per 15-minute unit of service using
the rate associated with the location of residence of
the member served.

(i) Standard rate: Casecase management
services are billed using a standard rate for reim-
bursement for billable service activities provided
to a member who resides in a county with a popu-
lation density greater than 25 persons per square
mile.
(ii) Very rural/difficult service area rate:
Casecase management services are billed using
a very rural/difficult service area rate for billable
service activities provided to a member who re-
sides in a county with a population density equal
to, or less than 25 persons per square mile. Ex-
ceptions are services to members who reside in
Oklahoma Department of Human Services Ag-
ing Services(DHS AS)DHS AS identified zipZip
codes in Osage County adjacent to the metropoli-
tan areas of Tulsa and Washington Counties.
Services to these members are prior authorized and
billed using the standard rate.
(iii) The latest United States Census, Oklahoma
Counties population data is the source for deter-
mination of whether a member resides in a county
with a population density equal to, or less than 25
persons per square mile, or resides in a county with
a population density greater than 25 persons per
square mile.

(2) Respite.
(A) Respite services are provided to members
who are unable to care for themselves. Services are
provided on a short-term basis due to the primary
caregiver's absence or need for relief. Payment for
respite care does not include room and board costs
unless more than seven hours are provided in a nurs-
ing facility. Respite care is only utilized when other
sources of care and support are exhausted. Respite
care is only listed on the service plan when it is nec-
essary to prevent institutionalization of the member.
Units of services are limited to the number of units
approved on the service plan.
(B) In-home respite services are billed per
15-minute units of service. Within any one-day
period, a minimum of eight units (2 hours) must be
provided with a maximum of 28 units (7 hours) pro-
vided. The service is provided in the member's home.
(C) Facility-based extended respite is filed for a
per diem rate when provided in a nursing facility. Ex-
tended respite must be at least eight hours in duration.
(D) In-home extended respite is filed for a per diem
rate. A minimum of eight hours must be provided in
the member's home.

(3) Adult day health (ADH) care.

(A) Adult day health careADH is furnished on
a regularly scheduledregularly-scheduled basis for
one or more days per week in an outpatient setting. It
provides both health and social services necessary to
ensure the member's optimal functioning. Physical,
occupational, and speech therapies are only provided
as an enhancement to the basic adult day health care
service when authorized by the service plan and are
billed as a separate procedure. Meals provided as
part of this service do not constitute a full nutritional
regimen. Personal care service enhancement in adult
day health care is assistance in bathing, hair care,
or laundry service, authorized by the service plan
and billed as separate procedures. Most assistance
with activities of daily living (ADL), such as eating,
mobility, toileting, and nail care are integral services
to adult day health care service and are covered by
the adult day health care basic reimbursement rate.
Assistance with bathing, hair care, or laundry service
is not a usual and customary adult day health care
service. Enhanced personal care in adult day health
care for assistance with bathing, hair care, or laundry
service is authorized when an ADvantage Waiver
member who uses adult day health care requires as-
sistance with bathing, hair care, or laundry service to
maintain his or her health and safety.Most assistance
with activities of daily living (ADLs), such as eating,
mobility, toileting, and nail care are integral services
to ADH care service and are covered by the ADH
care basic reimbursement rate.
(B) Adult day healthADH care is a 15-minute unit
of service. No more than eight hours, 32 units, (eight
hours) are authorized per day. The number of units
of service a member may receive is limited to the
number of units approved on the member's approved
service plan.
(C) Physical, occupational, and speech therapies
are only provided as an enhancement to the basic
ADH care service when authorized by the service
plan and are billed as a separate procedure.Adult day
healthADH care therapy enhancement is a maximum
of one session unit per day of service.
(D) Adult day health personal care enhancement
is a maximum of one unit per day of bathing, hair
care, or laundry service.Meals provided as part of this
service do not constitute a full nutritional regimen.
One meal, that contains at least one-third of the cur-
rent daily dietary recommended intake (DRI) as es-
tablished by the Food and Nutrition Board of the In-
stitute of Medicine of the National Academy of Sci-
ences, is provided to those participants who are in the
center for four or more hours per day, and does not
constitute a full nutritional regimen. Member's access
to food at any time must also be available in addition
to the required meal and is consistent with an individ-
ual not receiving Medicaid-funded services and sup-
ports.
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(E) Personal care service enhancement in ADH is
assistance in bathing, hair care, or laundry service,
authorized by the person-centered service plan and
billed as separate procedures. This service is autho-
rized when as ADvantage Waiver member who uses
ADH requires assistance with bathing, hair care, or
laundry to maintain health and safety. Assistance
with bathing, hair care, or laundry service is not a
usual and customary ADH care service. ADH per-
sonal care enhancement is a maximum of one unit per
day of bathing, hair care, or laundry service.
(F) DHS Home and Community-Based Services
(HCBS) Waiver settings have qualities defined in fed-
eral regulation per Section 441.301 (c)(4) of Title 42
of Code of Federal Regulations [42 CFR § 441.301
(c)(4)] based on the needs of the individual defined in
the member's authorized service plan.

(i) The ADH center is integrated and supports
full access of ADvantage members to the greater
community, including opportunities to:

(I) seek employment and work in compet-
itive integrated ADH Center, not a requirement
for persons that are retirement age;
(II) engage in community life;
(III) control personal resources; and
(IV) receive services in the community, to
the same degree as individuals not receiving
ADvantage Program or other Medicaid HBCS
Waiver services.

(ii) The ADH is selected by the member from
all available service options and given the oppor-
tunity to visit and understand the options.
(iii) The ADH ensures the member's rights of
privacy, dignity, respect, and freedom from coer-
cion and restraint.
(iv) The ADH optimizes the member's initia-
tive, autonomy, and independence in making life
choices including, but not limited to:

(I) daily activities;
(II) the physical environment; and
(III) with whom to interact.

(v) The ADH facilitates the member's choice
regarding services and supports, including the
provider.
(vi) Each member has the freedom and support
to control his or her own schedules, activities, and
access to food at any time.
(vii) Each member may have visitors whenever
he or she chooses.
(viii) The ADH center is physically accessible to
the member.

(G) ADH centers that are presumed not to be
Home and Community-Based settings per 42 CFR §
441.301(c)(5)(v) include:

(i) ADH centers in a publicly or privately-
owned facility providing inpatient treatment;
(ii) ADH centers on the grounds of or adjacent
to a public institution;

(iii) ADH centers with the effect of isolating in-
dividuals from the broader community of individ-
uals not receiving ADvantage Program or another
Medicaid HCBS;

(H) If the ADH is presumed not HCBS, according
to 42 CFR § 441.301(c)(5)(v), it may be subject to
heightened scrutiny by AA, OHCA, and CMS. The
ADH must provide evidence that the ADH portion
of the facility has clear administrative, financial, pro-
grammatic, and environmental distinctions from the
institution and comply with additional monitoring by
the AA.

(4) Environmental modifications.
(A) Environmental modifications are physical
adaptations to the home, required by the member's
person-centered service plan that are necessary to en-
sure the health, welfare, and safety of the member or
enable the member to function with greater indepen-
dence in the home, and that without such, the member
would require institutionalization. Adaptations or
improvements to the home not of direct medical or
remedial benefit to the Waiver member are excluded.
(B) All services require prior authorization.

(5) Specialized medical equipment and supplies.
(A) Specialized medical equipment and supplies
are devices, controls, or appliances specified in the
person-centered service plan that enable members to
increase their abilities to perform ADLs,Activities of
Daily Living (ADLs), or to perceive, control, or com-
municate with the environment in which they live.
Necessary items for life support, ancillary supplies,
and equipment necessary for the proper functioning
of such items, and durable and non-durable medical
equipment not available under the Medicaid state plan
are also included. This service excludes any equip-
ment and/or supply items not of direct medical or
remedial benefit to the Waiver member. This service
is necessary to prevent institutionalization.
(B) Specialized medical equipment and supplies
are billed using the appropriate HealthCare Com-
mon Procedure Code (HCPC). Reoccurring supplies
shipped and delivered to the member are compensable
only when the member remains eligible for Waiver
services, continues to reside in the home, and is not
institutionalized in a hospital, skilled nursing facility,
or nursing home. It is the provider's responsibility
to verify the member's status prior to shipping and
delivering these items. Payment for medical supplies
is limited to the SoonerCare rate ifwhen established,
to the Medicare rate, or to actual acquisition cost, plus
30 percent. All services must have prior authoriza-
tion.

(6) Advanced supportive/restorative assistance.
(A) Advanced supportive/restorative assistance
services are maintenance services used to assist a
member who has a chronic, yet stable, condition.
These services assist with ADLs that require devices
and procedures related to altered body functions.
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These services are for maintenance only and are not
utilized as treatment services.
(B) Advanced supportive/restorative assistance
service is billed per 15-minute unit of service. The
number of units of service a member may receive is
limited to the number of units approved on the per-
son-centered service plan.

(7) Nursing.
(A) Nursing services are services listed in the per-
son-centered service plan that are within the scope of
the Oklahoma Nursing Practice Act. These services
are provided by a registered nurse (RN), a licensed
practical nurse (LPN), or a licensed vocational nurse
(LVN) under the supervision of an RN licensed to
practice in the state. Nursing services may be pro-
vided on an intermittent or part-time basis or may
be comprised of continuous care. The provision of
the nursing service works to prevent or postpone the
institutionalization of the member.
(B) Nursing services are services of a maintenance
or preventative nature provided to members with
stable, chronic conditions. These services are not in-
tended to treat an acute health condition and may not
include services reimbursable under either Medicaid
or the Medicare Home Health Program. This service
primarily provides nurse supervision to the personal
care assistant or to the advanced supportive/restora-
tive assistance aide and assesses the member's health
and prescribed medical services to ensure they meet
the member's needs as specified in the person-cen-
tered service plan. A nursing assessment/evaluation,
on-site visit is made to each member for whom, with
additional visits for members with advanced sup-
portive/restorative assistance services are authorized
to evaluate the condition of the member and medical
appropriateness of services. An assessment/evalua-
tion visit report is madeforwarded to the ADvantage
Program case manager in accordance with review
schedule determined between the case manager and
nurse,outlined in the member's person-centered ser-
vice plan, to report the member's condition or other
significant information concerning each advanced
supportive/restorative careADvantage member.

(i) The ADvantage Program case manager
may recommend authorization of nursing services
as part of the interdisciplinary team planning for
the member's person-centered service plan and/or
assessment/evaluation of the:

(I) member's general health, functional
ability, and needs; and/or
(II) adequacy of personal care and/or
advanced supportive/restorative assistance ser-
vices to meet the member's needs, including
providing on-the-job training and compe-
tency testing for personal care or advanced
supportive/restorative care aides per rules and
regulations for the delegation of nursing tasks
established by the Oklahoma Board of Nursing.

(ii) In addition to assessment/evaluation, the
ADvantage Program case manager may recom-
mend authorization of nursing services to:

(I) prepare a one-week supply of insulin
syringes for a person who is blind and has dia-
betes, who can safely self-inject the medication
but cannot fill his or her own syringe. This
service includes monitoring the member's con-
tinued ability to self-administer the insulin;
(II) prepare oral medications in divided
daily compartments for a member who self-ad-
ministers prescribed medications but needs
assistance and monitoring due to a minimal
level of disorientation or confusion;
(III) monitor a member's skin condition
when a member is at risk for skin breakdown
due to immobility or incontinence or the mem-
ber has a chronic stage II decubitus ulcer requir-
ing maintenance care and monitoring;
(IV) provide nail care for the member with
diabetes or member who has circulatory or neu-
rological compromise; and
(V) provide consultation and education to
the member, member's family, or other informal
caregivers identified in the person-centered ser-
vice plan, regarding the nature of the member's
chronic condition. Skills training, including
return skills demonstration to establish compe-
tency, to the member, family, or other informal
caregivers as specified in the person-centered
service plan for preventive and rehabilitative
care procedures are also provided.

(C) Nursing service includes interdisciplinary
team planning and recommendations for the mem-
ber's person-centered service plan development
and/or assessment/evaluation, or for other services
within the scope of the Oklahoma Nursing Practice
Act, including private duty nursing. Nursing services
are billed per 15-minute unit of service. A specific
procedure code is used to bill for interdisciplinary
team planning and recommendations for the mem-
ber's person-centered service plan and for performing
assessment/evaluations, anotherother procedure code
iscodes may be used to bill for all other authorized
nursing services. A maximum of eight units, two
hours, per day of nursing for service plan develop-
ment and assessment evaluation are allowed. An
agreement by a provider to perform a nurse evaluation
is also an agreement to provide the Medicaid in-home
care services for which the provider is certified and
contracted. Reimbursement for a nurse evaluation
is denied when the provider that produced the nurse
evaluation fails to provide the nurse assessment iden-
tified in the Medicaid in-home care services for which
the provider is certified and contracted.

(8) Skilled nursing services.
(A) Skilled nursing services listed in the per-
son-centered service plan that are within the scope
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of the state's Nurse Practice Act and are ordered by
a licensed physician, osteopathic physician, physi-
cian assistant, or an advanced practice nurse and are
provided by an RN, or an LPN, or LVN under the
supervision of a registered nurse,an RN, licensed
to practice in the state. Skilled nursing services pro-
vided in the member's home or other community
setting are services requiring the specialized skills
of a licensed nurse. The scope and nature of these
services are intended for treatment of a disease or a
medical condition and are beyond the scope of AD-
vantage nursing services. These intermittent nursing
services are targeted toward a prescribed treatment or
procedure that must be performed at a specific time or
other predictable rate of occurrence. The RN contacts
the member's physician to obtain necessary informa-
tion or orders pertaining to the member's care. When
the member has an ongoing need for service activities
requiring more or less units than authorized, the RN
must recommend, in writing, that the service plan be
revised.
(B) Skilled nursing services are provided on an in-
termittent or part-time basis, and billed per 15-minute
units of service. Skilled nursing services are pro-
vided when nursing services are not available through
Medicare or other sources or when SoonerCare plan
nursing services limits are exhausted. Amount, fre-
quency, and duration of services are prior-authorized
in accordance with the member's person-centered
service plan.

(9) Home deliveredHome-delivered meals.
(A) Home deliveredHome-delivered meals provide
one meal per day. A home deliveredhome-delivered
meal is a meal prepared in advance and brought to
the member's home. Each meal must have a nutri-
tional content equal to at least one-third of the dietary
reference intakes as established by the Food and Nu-
trition Board of the National Academy of Sciences.
MealsHome-delivered meals are only provided to
members who are unable to prepare meals and lack an
informal provider to do meal preparation.
(B) Home deliveredHome-delivered meals are
billed per meal, with one meal equaling one unit of
service. The limit of the number of units a member is
allowed to receive is in accordance with the member's
person-centered service plan. The provider must
obtain a signature from the member or the member's
representative at the time the meal is delivered. In the
event the member is temporarily unavailable, such
as at a doctor's appointment and the meal is left at
the member's home, the provider must document the
reason a signature was not obtained. The signature
logs must be available for review.

(10) Occupational therapy services.
(A) Occupational therapy services are services
that increase functional independence by enhancing
the development of adaptive skills and performance
capacities of members with physical disabilities and

related psychological and cognitive impairments.
Services are provided in the member's home and are
intended to help the member achieve greater indepen-
dence enabling him or her to reside and participate in
the community. Treatment involves the therapeutic
use of self-care, work, and play activities, and may in-
clude modification of the tasks or environment to en-
able the member to achieve maximum independence,
prevent further disability, and maintain health. Under
a physician's order, a licensed occupational therapist
evaluates the member's rehabilitation potential and
develops an appropriate written, therapeutic regimen.
The regimen utilizes paraprofessional occupational
therapy assistant services, within the limitations of
his or her practice, working under the supervision of
a licensed occupational therapist. The regimen in-
cludes education and training for informal caregivers
to assist with and/or maintain services when appropri-
ate. The occupational therapist ensures monitoring
and documentation of the member's rehabilitative
progress and reports to the member's case manager
and physician to coordinate the necessary addition or
deletion of services, based on the member's condition
and ongoing rehabilitation potential.
(B) Occupational therapy services are billed per
15-minute unit of service. Payment is not allowed
solely for written reports or record documentation.

(11) Physical therapy services.
(A) Physical therapy services are those services
that maintain or improve physical disability through
the evaluation and rehabilitation of members disabled
by pain, disease, or injury. Services are provided
in the member's home and are intended to help the
member achieve greater independence to reside and
participate in the community. Treatment involves the
use of physical therapeutic means, such as massage,
manipulation, therapeutic exercise, cold and/or heat
therapy, hydrotherapy, electrical stimulation, and
light therapy. Under a physician's order, a licensed
physical therapist evaluates the member's rehabilita-
tion potential and develops an appropriate, written,
therapeutic regimen. Under the Physical Therapy
Act, a physical therapist may evaluate a member's
rehabilitation potential and develop and implement
an appropriate, written, therapeutic regimen without
a referral from a licensed health care practitioner
for a period not to exceed 30-calendar days. Any
treatment required after the 30-calendar day period
requires a prescription from a physician or the physi-
cian's assistant of the licensee. The regimen utilizes
paraprofessional physical therapy assistant services,
within the limitations of his or her practice, working
under the supervision of the licensed physical ther-
apist. The regimen includes education and training
for informal caregivers to assist with and/or maintain
services when appropriate. The licensed physical
therapist ensures monitoring and documentation of
the member's rehabilitative progress and reports to the
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member's case manager and physician to coordinate
the necessary addition or deletion of services, based
on the member's condition and ongoing rehabilitation
potential.
(B) Physical therapy services are billed per
15-minute units of service.authorized as ADH
care therapy enhancement and are a maximum of
one session unit per day of service. Payment is not
allowed solely for written reports or record documen-
tation.

(12) Speech and language therapy services.
(A) Speech and language therapy services are those
that maintain or improve speech and language com-
munication disabilityand swallowing disorders/dis-
ability through the evaluation and rehabilitation of
members disabled by pain, disease, or injury. Ser-
vices are provided in the member's home and are
intended to help the member achieve greater inde-
pendence to reside and participate in the community.
Services involve the use of therapeutic means, such
as evaluation, specialized treatment, or development,
and oversight of a therapeutic maintenance pro-
gram. Under a physician's order, a licensed speech
and language pathologist evaluates the member's
rehabilitation potential and develops an appropriate,
written, therapeutic regimen. The regimen utilizes
paraprofessional therapy assistantSpeech Language
Pathology Assistant services within the limitations of
his or her practice, working under the supervision of
the licensed speech and language pathologist.Speech
and Language Pathologist. The regimen includes
education and training for informal caregivers to as-
sist with, and/or maintain services when appropriate.
The speech and language pathologistSpeech and
Language Pathologist ensures monitoring and docu-
mentation of the member's rehabilitative progress and
reports to the member's case manager and physician
to coordinate the necessary addition and/or deletion
of services, based on the member's condition and
ongoing rehabilitation potential.
(B) Speech and language therapy services are
billed per 15-minute unit of service.authorized as
ADH care therapy enhancement and are a maximum
of one session unit per day of service. Payment is not
allowed solely for written reports or record documen-
tation.

(13) Hospice services.
(A) Hospice services are palliative and comfort
care provided to the member and his or her family
when a physician certifies the member has a terminal
illness, with a life expectancy of six months or less,
and orders hospice care. ADvantage hospice care
is authorized for a six-month period, and requires
physician certification of a terminal illness and orders
of hospice care. When the member requires more
than six months of hospice care, a physician or nurse
practitioner must have a face-to-face visit with the
member 30-calendar days prior to the initial hospice

authorization end date, and re-certify that the member
has a terminal illness, has six months or less to live,
and orders additional hospice care. After the initial
authorization period, additional periods of ADvan-
tage hospice may be authorized for a maximum of
60-calendar day increments with physician certifi-
cation that the member has a terminal illness and six
months or less to live. A member's person-centered
service plan that includes hospice care must comply
with Waiver requirements to be within total per-
son-centered service plan cost limits.
(B) A hospice program offers palliative and sup-
portive care to meet the special needs arising out of
the physical, emotional, and spiritual stresses ex-
perienced during the final stages of illness, through
the end of life, and bereavement. The member signs
a statement choosing hospice care instead of rou-
tine medical care with the objective to treat and cure
the member's illness. Once the member has elected
hospice care, the hospice medical team assumes
responsibility for the member's medical care for
the illness in the home environment. Hospice care
services include nursing care, physician services,
medical equipment and supplies, drugs for symptom
and pain relief, home health aide and personal care
services, physical, occupational and speech therapies,
medical social services, dietary counseling, and grief
and bereavement counseling to the member and/or the
member's family.
(C) A hospice plan of careperson-centered service
plan must be developed by the hospice team in con-
junction with the member's ADvantage case manager
before hospice services are provided. The hospice
services must be related to the palliation or man-
agement of the member's terminal illness, symptom
control, or to enable the member to maintain ADL
and basic functional skills. A member who is eligible
for Medicare hospice provided as a Medicare Part A
benefit, is not eligible to receive ADvantage hospice
services.
(D) Hospice services are billed per diem of service
for days covered by a hospice plan of careperson-cen-
tered service plan and while the hospice provider is
responsible for providing hospice services as needed
by the member or member's family. The maximum
total annual reimbursement for a member's hospice
care within a 12-month period is limited to an amount
equivalent to 85 percent of the Medicare hospice cap
payment, and must be authorized on the member's
person-centered service plan.

(14) ADvantage personal care.
(A) ADvantage personal care is assistance to a
member in carrying out ADLs, such as bathing,
grooming, and toileting or in carrying out instru-
mental activities of daily living (IADLs), such as
preparing meals and laundry service, to ensure the
member's personal health and safety, or to prevent or
minimize physical health regression or deterioration.
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Personal care services do not include service provi-
sion of a technical nature, such as tracheal suctioning,
bladder catheterization, colostomy irrigation, or the
operation and maintenance of equipment of a techni-
cal nature.
(B) ADvantage home care agency skilled nursing
staff working in coordination with an ADvantage case
manager areis responsible for the development and
monitoring of the member's personal care services.
(C) ADvantage personal care services are prior-au-
thorized and billed per 15-minute unit of service, with
units of service limited to the number of units on the
ADvantage approved person-centered service plan.

(15) Personal emergency response system.
(A) Personal emergency response system (PERS)
is an electronic device that enables members at high
risk of institutionalization, to secure help in an emer-
gency. Members may also wear a portable "help"
button to allow for mobility. PERS is connected to the
person's phone and programmed to signal, per mem-
ber preference, a friend, relative, or a response center,
once the "help" button is activated. For an ADvantage
member to be eligible for PERS service, the member
must meet all of the service criteria in (i) through (vi).
The:

(i) member has a recent history of falls as a re-
sult of an existing medical condition that prevents
the member from getting up unassisted from a fall;
(ii) member lives alone and without a regu-
lar caregiver, paid or unpaid, and therefore is left
alone for long periods of time;
(iii) member demonstrates the capability to
comprehend the purpose of and activate the PERS;
(iv) member has a health and safety plan detail-
ing the interventions beyond the PERS to ensure
the member's health and safety in his or her home;
(v) member has a disease management plan
to implement medical and health interventions
that reduce the possibility of falls by managing the
member's underlying medical condition causing
the falls; and
(vi) ThePERS service avoids premature or un-
necessary institutionalization of the member.

(B) PERS services are billed using the appropri-
ate HCPCHealthcare Common Procedure Coding
(HCPC) procedure code for installation, monthly
service, or PERS purchase. All services are prior
authorized in accordance withper the ADvantage
approved service plan.

(16) Consumer-Directed Personal Assistance Ser-
vices and Support (CD-PASS). CD-PASS.

(A) CD-PASS are personal services assistance
(PSA) and advanced personal services assistance
(APSA) that enable a member in need of assistance to
reside in theirhis or her home and community of their
choosingchoice, rather than in an institution; and to
carry out functions of daily living, self-care, and mo-
bility. CD-PASS services are delivered as authorized

on the person-centered service plan. The member
becomes the employer of record and employs the
PSA and the APSA. The member is responsible, with
assistance from ADvantage Program Administrative
Financial Management Services (FMS), for ensuring
the employment complies with state and federal la-
bor law requirements. The member/employer may
designate an adult family member or friend, who is
not a PSA or APSA to the member, as an "authorized
representative" to assist in executing the employer
functions. The member/employer:

(i) recruits, hires and, as necessary, discharges
the PSA or APSA;
(ii) is solely responsible to provide instruction
and training to the PSA or APSA on tasks and
works with the consumer directed agent/case man-
ager (CDA) to obtain ADvantage skilled nursing
services assistance with training, when necessary.
Prior to performing an APSA task for the first time,
the APSA must demonstrate competency in the
tasks in an on-the-job training session conducted
by the member and the member must document the
attendant's competency in performing each task in
the APSA's personnel file;
(iii) determines where and how the PSA or
APSA works, hours of work, what is to be accom-
plished and, within individual budget allocation
limits, wages to be paid for the work;
(iv) supervises and documents employee work
time; and
(v) provides tools and materials for work to be
accomplished.

(B) The services the PSA may provide include:
(i) assistance with mobility and transferring in
and out of bed, wheelchair, or motor vehicle, or all;
(ii) assistance with routine bodily functions
that may include:, such as:

(I) bathing and personal hygiene;
(II) dressing and grooming; and
(III) eating, including meal preparation and
cleanup;

(iii) assistance with home services that may in-
clude, such as shopping, laundry service, cleaning,
and seasonal chores;
(iv) companion assistance,that may in-
cludesuch as letter writing, reading mail, and
providing escort or transportation to participate in
approved activities or events. "Approved activities
or events," means community, civic participation
guaranteed to all citizens including, but not limited
to, exercise of religion, voting or participation in
daily life activities in which exercise of choice and
decision making is important to the member, and
may include shopping for food, clothing, or other
necessities, or for participation in other activities
or events specifically approved on the person-cen-
tered service plan.
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(C) An APSA provides assistance with ADLs to
a member with a stable, chronic condition, when
such assistance requires devices and procedures re-
lated to altered body function if such activities, in the
opinion of the attending physician or licensed nurse,
may be performed if the member were physically
capable, and the procedure may be safely performed
in the home. Services provided by the APSA are
maintenance services and are never used as thera-
peutic treatment. Members who develop medical
complications requiring skilled nursing services
while receiving APSA services are referred to his
or her attending physician, who appropriate, order
home health services. APSA includes assistance with
health maintenance activities that may include:

(i) routine personal care for persons with os-
tomies, including tracheotomies, gastrostomies,
and colostomies with well-healed stoma, external,
indwelling, and suprapubic catheters that include
changing bags and soap and water hygiene around
the ostomy or catheter site;
(ii) removing external catheters, inspecting
skin, and reapplication of same;
(iii) administering prescribed bowel program,
including use of suppositories and sphincter stim-
ulation, and enemas (pre-packaged only without
contraindicating rectal or intestinal conditions;
(iv) applying medicated (prescription)prescrip-
tion lotions or ointments and dry, non-sterile dress-
ings to unbroken skin;
(v) using a lift for transfers;
(vi) manually assisting with oral medications;
(vii) providing passive range of motion (non-re-
sistive flexion of joint) therapy, delivered in accor-
dance with the person-centered service plan unless
contraindicated by underlying joint pathology;
(viii) applying non-sterile dressings to superfi-
cial skin breaks or abrasions; and
(ix) using universal precautions as defined by
the Centers for Disease Control and Prevention.

(D) FMS are program administrative services pro-
vided to participating CD-PASS members/employers
by DHS AS.AA. FMS are employer-related assis-
tance that provides Internal Revenue Service (IRS)
fiscal reporting agent and other financial management
tasks and functions including, but not limited to:

(i) processing employer payroll, after the
member/employer has verified and approved
the employee timesheet, at a minimum of
semi-monthly, and associated withholding for
taxes, or for other payroll withholdings performed
on behalf of the member as employer of the PSA
or APSA;
(ii) other employer related payment disburse-
ments as agreed to with the member/employer
and in accordance with the member/employer's
individual budget allocation;

(iii) responsibility for obtaining criminal and
abuse registry background checks on prospective
hires for PSAs or APSAsPSA or APSA on the
member/employer's behalf;
(iv) providing orientation and training regard-
ing employer responsibilities, as well employer
information and management guidelines, materi-
als, tools, and staff consultant expertise to support
and assist the member in successfully perform-
ingperform employer-related functions; and
(v) making Hepatitis B vaccine and vaccina-
tion series available to PSA and APSA employees
in compliance with Occupational Safety and
Health Administration (OSHA) standards.

(E) The PSA service is billed per 15-minute unit of
service. The number of units of PSA a member may
receive is limited to the number of units approved on
the person-centered service plan.
(F) The APSA service is billed per 15-minute unit
of service. The number of units of APSA a member
may receive is limited to the number of units approved
on the person-centered service plan.

(17) Institutional transition services.
(A) Institutional transition services are those ser-
vices necessary to enable a member to leave the
institution and receive necessary support through
ADvantage Waiver services in his or her home and
community.
(B) Transitional case management services are
services per OACOklahoma Administrative Code
(OAC) 317:30-5-763(1) required by the member and
included on the member's person-centered service
plan that are necessary to ensure the health, welfare,
and safety of the member, or to enable the member
to function with greater independence in the home,
and without which, the member would continue to
require institutionalization. AdvantageADvantage
transitional case management services assist institu-
tionalized members who are eligible to receive AD-
vantage services in gaining access to needed Waiver
and other State plan services, as well as needed medi-
cal, social, educational, and other services to assist in
the transition, regardless of the funding source for the
services to which access is gained. Transitional case
management services may be authorized for periodic
monitoring of an ADvantage member's progress dur-
ing an institutional stay and for assisting the member
transition from institution to home by updating the
person-centered service plan, including necessary
institutional transition services to prepare services
and supports to be in place or to start on the date the
member is discharged from the institution. Transi-
tional case management services may be authorized
to assist individuals that have not previously received
ADvantage services, but were referred by DHS AS
to the case management provider for assistance in
transitioning from the institution to the community
with ADvantage services support.
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(i) Institutional transition case manage-
ment services are prior authorized and billed
per 15-minute unit of service using the appropriate
HCPCHealthcare Common Procedure Coding
(HCPC) procedure code and modifier associ-
ated with the location of residence of the member
served per OAC 317:30-5-763(1)(C).
(ii) A unique modifier code is used to distin-
guish transitional case management services from
regular case management services.

(C) Institutional transition services may be autho-
rized and reimbursed per the conditions in (i) through
(iv).

(i) The service is necessary to enable the
member to move from the institution to his or her
home.
(ii) The member is eligible to receive ADvan-
tage services outside of the institutional setting.
(iii) Institutional transition services are pro-
vided to the member within 180 calendar-days of
discharge from the institution.
(iv) servicesServices provided while the mem-
ber is in the institution are claimed as delivered on
the day of discharge from the institution.

(D) When the member receives institutional tran-
sition services but fails to enter the Waiver, any
institutional transition services provided are not reim-
bursable.

(18) Assisted living services.(ALS).
(A) Assisted living services (ALS)ALS are per-
sonal care and supportive services furnished to Waiver
members who reside in a homelike, non-institutional
setting that includes 24-hour, on-site response capa-
bility to meet scheduled or unpredictable member
needs and to provide supervision, safety, and secu-
rity. Services also include social and recreational
programming and medication assistance, to the ex-
tent permitted under State law. The ALS provider
is responsible for coordinating services provided by
third parties to ADvantage members in the assisted
living center. Nursing services are incidental rather
than integral to the provision of ALS. ADvantage
reimbursement for ALS includes services of per-
sonal care, housekeeping, laundry service, meal
preparation, periodic nursing evaluations, nursing su-
pervision during nursing intervention, intermittent or
unscheduled nursing care, medication administration,
assistance with cognitive orientation, assistance with
transfer and ambulation, planned programs for so-
cialization, activities, and exercise, and for arranging
or coordinating transportation to and from medical
appointments. Services, except for planned programs
for socialization, activities, and exercise are to meet
the member's specific needs as determined through
the individualized assessment and documented on the
member's person-centered service plan.
(B) The ADvantage ALS philosophy of service
delivery promotes member choice, and to the greatest

extent possible, member control. A member has con-
trol over his or her living space and his or her choice
of personal amenities, furnishings, and activities in
the residence. The ADvantage member must have the
freedom to control his or her schedule and activities.
The ALS provider's documented operating philoso-
phy, including policies and procedures, must reflect
and support the principles and values associated
with the ADvantage assisted living philosophy and
approach to service delivery emphasizing member
dignity, privacy, individuality, and independence.
(C) ADvantage ALS required policies for admis-
sion and termination of services and definitions.

(i) ADvantage-certified assisted living centers
(ALC) are required to accept all eligible ADvan-
tage members who choose to receive services
through the ALC, subject only to issues relating to,
one or more of the following:

(I) rental unit availability;
(II) the compatibility of the member with
other residents;
(III) the center's ability to accommodate
residents who have behavior problems, wander,
or have needs that exceed the services the center
provides; or
(IV) restrictions initiated by statutory limi-
tations.

(ii) The ALC may specify the number of units
the provider is making available to service AD-
vantage members. The number of rental units
available to service the ADvantage participants
may be altered based upon written request from
the provider and acceptance by the ADvantage
Administration (AA).At minimum, the ALC must
designate 10 residential units for ADvantage
members. Residential units designated for AD-
vantage may be used for other residents at the
ALC if there are no pending ADvantage members
for those units. Exceptions may be requested in
writing subject to the approval of AA.
(iii) Mild or moderate, cognitive impairment
of the applicant is not a justifiable reason to deny
ALC admission. Centers are required to specify
whether they are able to accommodate members
who have behavior problems or wander. Denial of
admission due to a determination of incompatibil-
ity must be approved by the case manager and the
ADvantage Administration (AA). Appropriate-
ness of placement is not a unilateral determination
by the ALC. The ADvantage case manager, the
member, or member's designated representative,
and the ALC in consultation determine the appro-
priateness of placement.
(iv) The ALC is responsible for meeting the
member's needs for privacy, dignity, respect, and
freedom from coercion and restraint. The ALC
must optimize the member's initiative, autonomy
and independence in making life choices. The
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ALC must facilitate member choices regarding
services and supports, and who provides them.
Inability to meet those needs is not recognized as
a reason for determining an ADvantage member's
placement is inappropriate. The ALC agrees to
provide or arrange and coordinate all of the ser-
vices listed in the Oklahoma State Department of
Health regulations per(OAC 310:663-3-3),OAC
310:663-3-3, except for specialized services.
(v) In addition, the ADvantage participating
ALC agrees to provide or coordinate the services
listed in (I) through (III).

(I) Provide an emergency call system for
each participating ADvantage member.
(II) Provide up to three meals per day
plus snacks sufficient to meet nutritional re-
quirements, including modified special diets,
appropriate to the member's needs and choices;
and provide members with 24-hour access to
food by giving members control in the selection
of the foods they eat, by allowing the member
to store personal food in his or her room, by
allowing the member to prepare and eat food
in his or her room, and allowing him or her to
decide when to eat.
(III) Arrange or coordinate transportation
to and from medical appointments. The ALC
must assist the member with accessing trans-
portation for integration into the community,
including opportunities to seek employment
and work in competitive integrated settings,
engage in community life, and control his or
her personal resources and receive services in
the community to the same degree of access as
residents not receiving ADvantage services.

(vi) The provider may offer any specialized ser-
vice or rental unit for members with Alzheimer's
disease and related dementias, physical disabili-
ties, or other special needs the facility intends to
market. Heightened scrutiny, through additional
monitoring of the ALC by AA, will be utilized for
those ALC's that also provide inpatient treatment;
settings on the grounds of or adjacent to a public
institution and/or other settings that tend to iso-
late individuals from the community. The ALC
must include evidence that the ALC portion of the
facility has clear administrative, financial, pro-
grammatic and environmental distinctions from
the institution.
(vii) When the provider arranges and coor-
dinates services for members, the provider is
obligated to assureensure the provision of those
services.
(viii) Per OAC 310:663-1-2, "personal care"
is defined as "assistance with meals, dressing,
movement, bathing or other personal needs or
maintenance, or general supervision of the physi-
cal and mental well-being of a person, and includes

assistance with toileting." For ADvantage ALS,
assistance with "other personal needs" in this def-
inition includes assistance with grooming and
transferring. The term "assistance" is clarified to
mean hands-on help, in addition to supervision.
(ix) The specific ALS assistance provided
along with amount and duration of each type of as-
sistance is based upon the member's assessed need
for service assistance and is specified in the ALC's
service plan that is incorporated as supplemental
detail into the ADvantage comprehensive per-
son-centered service plan. The ADvantage case
manager in cooperation with ALC professional
staff, develops the person-centered service plan to
meet member needs. As member needs change,
the person-centered service plan is amended con-
sistent with the assessed, documented need for
change in services.
(x) Placement, or continued placement of an
ADvantage member in an ALC is inappropriate
ifwhen any one or more of the conditions exist.

(I) The member's needs exceed the level
of services the center provides. Documentation
must support ALC efforts to provide or arrange
for the required services to accommodate par-
ticipant needs.
(II) The member exhibits behavior or
actions that repeatedly and substantially inter-
fereinterferes with the rights or well-being of
other residents and the ALC has documented
efforts to resolve behavior problems including
medical, behavioral, and increased staffing in-
terventions. Documentation must support the
ALC attempted interventions to resolve behav-
ior problems.
(III) The member has a complex, unstable,
or unpredictable medical condition and treat-
ment cannot be developed and implemented
appropriately in the assisted living environ-
ment. Documentation must support the ALC
attempts to obtain appropriate member care.
(IV) The member fails to pay room and
board charges and/or DHS determined vendor
payment obligation.

(xi) Termination of residence when inappro-
priately placed. Once a determination is made
that a member is inappropriately placed, the ALC
must inform the member and the member's repre-
sentative, ifwhen any, the AA and the member's
ADvantage case manager. The ALC must develop
a discharge plan in consultation with the mem-
ber, the member's representative, the ADvantage
case manager, and the AA. The ALC and case
manager must ensure the discharge plan includes
strategies for providing increased services, when
appropriate, to minimize risk and meet the higher
care needs of members transitioning out of the
ALC, when the reason for discharge is inability
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to meet member needs. IfWhen voluntary ter-
mination of residency is not arranged, the ALC
must provide written notice to the member and
to the member's representative, with a copy to
the member's ADvantage case manager and the
AA, giving the member 30 calendar-days,30-cal-
endar days written notice of the ALC's intent to
terminate the residency agreement and move the
member to an appropriate care provider. The 30
calendar-day30-calendar day requirement must
not apply when emergency termination of the res-
idency agreement is mandated by the member's
immediate health needs or when the termination of
the residency agreement is necessary for the phys-
ical safety of the member or other ALC residents.
The written notice of involuntary termination of
residency for reasons of inappropriate placement
must include:

(I) a full explanation of the reasons for the
termination of residency;
(II) the notice date;
(III) the date notice was given to the mem-
ber and the member's representative, the AD-
vantage Case Manager, and the AA;
(IV) the date the member must leave ALC;
and
(V) notification of appeal rights and the
process for submitting appeal of termination of
Medicaid ALS to OHCA.

(D) ADvantage ALS provider standards in addition
to licensure standards.

(i) Physical environment.
(I) The ALC must provide lockable doors
on the entry door of each rental unit and an
attached, lockable compartment within each
member unit for valuables. Members must
have exclusive rights to his or her unit with
lockable doors at the entrance of the individ-
ual or shared rental unit. Keys to rooms may
be held by only appropriate ALC staff as des-
ignated by the member's choice. Rental units
may be shared only when a request to do so
is initiated by the member. Members must be
given the right to choose his or her roommate.
(II) The member has a legally enforceable
agreement,(lease)lease, with the ALC. The
member must have the same responsibilities
and protections from eviction as all tenants un-
der the landlord tenant law of the state, county,
city, or other designated entity.
(III) The ALC must provide each rental unit
with a means for each member to control the
temperature in the residential unit through the
use of a damper, register, thermostat, or other
reasonable means that is under the control of the
member and that preserves privacy, indepen-
dence, and safety, provided that the Oklahoma

State Department of Health may approve an al-
ternate means based on documentation that the
design of the temperature control is appropriate
to the special needs of each member who has an
alternate temperature control.
(IV) For ALCs built prior to January 1,
2008, each ALC individual residential unit
must have a minimum total living space, in-
cluding closets and storage areas, of 250 square
feet; for ALCs built after December 31, 2007,
each ALC individual residential unit must have
a minimum total living space, including closets
and storage areas, of 360 square feet.
(V) The ALC must provide a private bath-
room for each living unit that must be equipped
with one lavatory, one toilet, and one bathtub or
shower stall.
(VI) The ALC must provide at a minimum,
a kitchenette, defined as a space containing a
refrigerator, adequate storage space for uten-
sils, and a cooking appliance, a microwave is
acceptable.
(VII) The member is responsible for furnish-
ing the rental unit. IfWhen a member is unable
to supply basic furnishings defined as a bed,
dresser, nightstand, chairs, table, trash can, and
lamp, or if member supplied furnishings pose a
health or safety risk, the member's ADvantage
case manager in coordination with the ALC,
must assist the member in obtaining basic fur-
nishings for the rental unit. The member must
have the freedom to furnish and decorate the
rental unit within the scope of the lease or resi-
dency agreement.
(VIII) The ALC must meet the requirements
of all applicable federal and state laws and
regulations including, but not limited to, state
and local sanitary codes, state building and fire
safety codes, and laws and regulations govern-
ing use and access by persons with disabilities.
(IX) The ALC must ensure the design of
common areas accommodates the special needs
of the resident population and that the rental
unit accommodates the special needs of the
member in compliance with the Americans
with Disabilities Act accessibility guidelines
per 28 Code of Federal Regulations, Part 36,
Appendix A, at no additional cost to the mem-
ber.
(X) The ALC must provide adequate and
appropriate social and recreational space for
residents and the common space must be pro-
portionate to the number of residents and ap-
propriate for the resident population.
(XI) The ALC must provide appropriately
monitored outdoor space for resident use.
(XII) The ALC must provide the member
with the right to have visitors of his or her
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choosing at any time. Overnight visitation is
allowed, but may be limited by the ALC to the
extent to which a visitor may stay overnight.
(XIII) The ALC must be physically accessi-
ble to members.

(ii) Sanitation.
(I) The ALC must maintain the facility,
including its individual rental units that are in a
clean, safe, sanitary,and sanitary manner, that
are insect and rodent free, odorless, and in good
repair at all times.
(II) The ALC must maintain buildings and
grounds in a good state of repair, in a safe and
sanitary condition, and in compliance with the
requirements of applicable regulations, bylaws,
and codes.
(III) The ALC stores clean laundry in
a manner that prevents contamination and
changes linens at time intervals necessary to
avoid health issues.
(IV) The ALC must provide housekeeping
in member rental units to maintain a safe, clean,
and sanitary environment.
(V) The ALC must have policies and pro-
cedures for members' pets.

(iii) Health and Safety.
(I) The ALC must provide building se-
curity that protects members from intruders
with security measures appropriate to building
design, environmental risk factors, and the resi-
dent population.
(II) The ALC must respond immediately
and appropriately to missing members, acci-
dents, medical emergencies, or deaths.
(III) The ALC must have a plan in place to
prevent, contain, and report any diseases con-
sidered to be infectious or are listed as diseases
that must be reported to the Oklahoma State
Department of Health (OSDH).
(IV) The ALC must adopt policies for the
prevention of abuse, neglect, and exploitation
that include screening, training, prevention,
investigation, protection during investigation,
and reporting.
(V) The ALC must provide services and
facilities that accommodate the needs of mem-
bers to safely evacuate in the event of fires or
other emergencies.
(VI) The ALC must ensure staff is trained to
respond appropriately to emergencies.
(VII) The ALC must ensure that fire safety
requirements are met.
(VIII) The ALC must offer meals that provide
balanced and adequate nutrition for members.
(IX) The ALC must adopt safe practices for
the preparation and delivery of meals.

(X) The ALC must provide a 24-hour
response to personal emergencies that is appro-
priate to the needs of the resident population.
(XI) The ALC must provide safe transporta-
tion to and from ALC sponsored social or recre-
ational outings.

(iv) Staff to resident ratios.
(I) The ALC must ensure a sufficient
number of trained staff are on duty, awake, and
present at all times, 24 hours a day, and seven
days a week, to meet the needs of residents
and to carry out all of the processes listed in
the ALC's written emergency and disaster pre-
paredness plan for fires and other disasters.
(II) The ALC must ensure staffing is suf-
ficient to meet the needs of the ADvantage
Program members in accordance with each
member's ADvantage person-centered service
plan.
(III) The ALC must have plans in place to
address situations where there is a disruption to
the ALC's regular work force.

(v) Staff training and qualifications.
(I) The ALC must ensure staff has quali-
fications consistent with their job responsibili-
ties.
(II) All staff assisting in, or responsible
for, food service must have attended a food ser-
vice training program offered or approved by
OSDH.
(III) The ALC must provide staff orienta-
tion and ongoing training to develop and main-
tain staff knowledge and skills. All direct care
and activity staff receive at least eight hours of
orientation and initial training within the first
month of employment and at least four hours
annually thereafter. Staff providing direct care
on a dementia unit must receive four additional
hours of dementia specific training. Annual
first aid and cardiopulmonary resuscitation
(CPR) certification do not count toward the four
hours of annual training.

(vi) Staff supervision.
(I) The ALC must ensure delegation of
tasks to non-licensed staff must beis consis-
tent and in compliance with all applicable
state regulations including, but not limited to,
the Oklahoma Nurse Practice Act and OSDH
Nurse Aide Certification rules.
(II) The ALC must ensure that, where the
monitoring of food intake or therapeutic diets
is provided at the prescribed services level, a
registered dietitian monitors member health
and nutritional status.

(vii) Resident rights.
(I) The ALC must provide to each mem-
ber and each member's representative, at the

August 15, 2017 693 Oklahoma Register (Volume 34, Number 23)



Permanent Final Adoptions

time of admission, a copy of the resident statu-
tory rights listed in Section 1-1918 of Title 63
of the Oklahoma Statutes (O.S. 63-1-1918)
amended to include additional rights and the
clarification of rights as listed in the ADvantage
Member Assurances. A copy of resident rights
must be posted in an easily accessible, con-
spicuous place in the facility. The facility must
ensure that staff is familiar with and observes,
the resident rights.
(II) The ALC must conspicuously post for
display in an area accessible to residents, em-
ployees, and visitors, the assisted living center's
complaint procedures and the name, address,
and telephone number of a person authorized
to receive complaints. A copy of the complaint
procedure must also be given to each mem-
ber, the member's representative, or the legal
guardian. The ALC must ensure all employees
comply with the ALC's complaint procedure.
(III) The ALC must provide to each mem-
ber and member's representative, at the time
of admission, information about Medic-
aid grievance and appeal rights, including a
description of the process for submitting a
grievance or appeal of any decision that de-
creases Medicaid services to the member.

(viii) Incident reporting.
(I) The ALC must maintain a record of
incidents that occur and report incidents to
the member's ADvantage case manager and
to the AA, utilizing the AA Critical Incident
Reporting form. Incident reports are also to be
made to Adult Protective Services (APS) and
to the Oklahoma State Department of Health
(OSDH),OSDH, as appropriate, in accordance
with the ALC'sper ALC licensure rules, utiliz-
ing the specific reporting forms required.
(II) Incidents requiring report by licensed
ALC are those defined by OSDH per OAC
310:663-19-1 and listed on the AA Critical In-
cident Reporting Form.
(III) Reports of incidents must be made to
the member's ADvantage case manager and to
the AA via facsimile or mailelectronic submis-
sion within one business day of the reportable
incident's discovery utilizing the AA Critical
Incident Reporting form. IfWhen required, a
follow-up report of the incident must be submit-
ted via facsimile or mailelectronic submission
to the member's ADvantage case manager and
to the AA. The follow upfollow-up report must
be submitted within five business5-business
days of the incident. The final report must
be filed with the member's ADvantage case
manager and the AA when the investigation is
complete, not to exceed 10 business10-business
days after the incident.

(IV) Each ALC having reasonable cause to
believe that a member is suffering from abuse,
neglect, exploitation, or misappropriation of
member property must make a report to DHS
Adult Protective Services (APS)APS as soon as
the person is aware of the situation per O.S. 43A
§ 10-104.A. Reports are also made to OSDH, as
appropriate, per ALC licensure rules.
(V) The preliminary incident report must at
the minimum, include who, what, when, where,
and the measures taken to protect the member
and resident(s) during the investigation. The
follow-up report must at the minimum, include
preliminary information, the extent of the in-
jury or damage, ifwhen any, and preliminary
investigation findings. The final report at a
minimum, includes preliminary and follow-up
information, a summary of investigative ac-
tions representing a thorough investigation,
investigative findings and conclusions based
on findings, and corrective measures to prevent
future occurrences. When it is necessary to
omit items, the final report must include why
such items were omitted and when they will be
provided.

(ix) Provision of or arrangement for necessary
health services. The ALC must:

(I) The ALC must arrange or coordinate
transportation for members to and from medical
appointments.
(II) The ALC must provide or coordinate
with the member and the member's ADvan-
tage case manager for delivery of necessary
health services. The ADvantage case manager
is responsible for monitoring all health-related
services required by the member as identified
through assessment and documented on the
person-centered service plan, are provided in
an appropriate and timely manner. The mem-
ber has the freedom to choose any available
provider qualified by licensure or certifica-
tion to provide necessary health services in the
ALC.

(E) ALS are billed per diem of service for days
covered by the ADvantage member's person-centered
service plan and during which the ALS provider is
responsible for providing ALS for the member. The
per diem rate for ADvantage assisted living services
for a member is one of three per diem rate levels
based on a member's need for type of, intensity of,
and frequency of service to address member ADLs,
IADLs, and health care needs. The rate level is based
on the Universal Comprehensive Assessment Tool
(UCAT) assessment by the member's ADvantage case
manager employed by a case management agency
independent of the ALS provider. The determination
of the appropriate per diem rate is made by the AA
clinical review staff.
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(F) The ALC must notify AA 90-calendar days be-
fore terminating or not renewing the ALC's ADvan-
tage contract.

(i) The ALC must give notice in writing to
the member, the member's representative(s), the
AA, and the member's ADvantage Case Manager
90-calendar days before:

(I) voluntary cessation of the ALC's AD-
vantage contract; or
(II) closure of all or part of the ALC.

(ii) The notice of closure must state:
(I) the proposed ADvantage contract ter-
mination date;
(II) the termination reason;
(III) an offer to assist the member secure an
alternative placement;
(IV) advise the member or member's rep-
resentative, and the member's ADvantage case
manager on available housing alternatives;
(V) the facility must comply with all ap-
plicable laws and regulations until the closing
date, including those related to resident trans-
fer or discharge.

(iii) Following the last move of the last ADvan-
tage member, the ALC must provide in writing to
the AA:

(I) the effective date of closure based on
the discharge date of the last resident;
(II) a list of members transferred or dis-
charged and where they relocated,; and
(III) the plan for storage of resident records
per OAC 310:663-19-3(g), relating to preserva-
tion of resident records and the name, address,
and phone numbers of the person responsible
for the records.

317:30-5-764. Reimbursement
(a) Rates for waiverWaiver services are set in accordance
with the rate settingrate-setting process by the State Plan
Amendment and Rate Committee (SPARC) and approved by
the Oklahoma Health Care Authority Board.

(1) The rate for NF RespiteNursing Facility (NF)
respite is set equivalent to the rate for routine level of care
nursing facilityNF services that require providers having
equivalent qualifications;
(2) The rate for daily units for Adult Day Health Care
areis set equivalent to the rate established by the Oklahoma
Department of Human Services (DHS) for the equivalent
services provided for the OKDHS(DHS) Adult Day Ser-
vice Program that requirerequires providers havinghave
equivalent qualifications;.
(3) The rate for units of Home-Delivered Mealshome-
delivered meals is are set equivalent to the rate established
by the Oklahoma Department of Human ServicesDHS
for the equivalent services provided for the OKDHSDHS
Home-Delivered Meals Program that require providers
having equivalent qualifications;.

(4) The rates for units of ADvantage Personal Care
and In-Home Respite are set equivalent to State Plan
Agency Personal Care unit rate which requirethat requires
providers havinghave equivalent qualifications;.
(5) The rates for Advanced Supportive/Restorative As-
sistance is set equivalent to 1.077 of the State Plan Agency
Personal Care unit rate;
(6) CD-PASSConsumer-Directed Personal Assistance
Services and Supports (CD-PASS) rates are determined
using the Individual Budget Allocation (IBA) Expendi-
ture Accounts Determination process for each member.
The IBA Expenditure Accounts Determination process
includes consideration and decisions about the follow-
ing:the items listed in (A) - (C) of this paragraph.

(A) The Individual Budget Allocation (IBA) Ex-
penditure Accounts Determination constrains total
Medicaid reimbursement for CD-PASS services to be
less than expenditures for equivalent services using
agency providers.
(B) The PSA and APSA service unit rates are
calculated by the OKDHS/ASDDHS Aging Ser-
vices (AS) during the CD-PASS service eligibility
determination process. The OKDHS/ASDDHS AS
sets the PSA and APSA unit rates at a level that is
not less than 80 percent and not more than 95 per-
cent of the comparable Agency Personal Care (for
PSA)(PSA) or Advanced Supportive/Restorative
(for APSA)(APSA)service rate.rates. The alloca-
tion of portions of the PSA and/or APSA raterates to
cover salary, mandatory taxes, and optional benefits
(including Worker's Compensation insurance, if
available)including Worker's Compensation insur-
ance, when available, is determined individually
for each member using the CD-PASS Individualized
Budget Allocation (IBA) Expenditure Accounts De-
termination Process.
(C) The IBA Expenditure Accounts Determina-
tion process defines the level of program financial
resources required to meet the member's need for
CD-PASS services. IfWhen the member's need for
services changes due to a change in health/disabil-
ity status and/or a change in the level of support
available from other sources to meet needs, the Case
Manager,case manager, based upon an updated as-
sessment, amends the person-centered service plan to
increase CD-PASS service units appropriate to meet
additional member need. The OKDHS/ASD,DHS
AS, upon favorable review, authorizes the amended
person-centered service plan and updates the mem-
ber's IBA. Service amendments based on changes in
member need for services do not change an existing
PSA or APSA rate. The member, with assistance
from the FMS, reviews and revises the IBA Expendi-
ture Accounts calculation annually or more often to
the extent appropriate and necessary.

(7) Three per diem reimbursement rate levels for the
ADvantage assisted living services are set. Different rate
per diem levels are established to adequately reimburse
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the provider for the provision of different levels of service
to accommodate different level of member need for ser-
vices-type, intensity and frequency to address member
ADL/IADLActivities of Daily Living and Instrumen-
tal Activities of Daily Living (ADL/IADL) and health
care needs. Rounded to the nearest cent, the lowest level
Assisted Living Services per diem rate is set equivalent
to 11.636 times the State Plan Agency Personal Care
unit rate; the mid-level per diem rate is set equivalent to
15.702 times the State Plan Agency Personal Care unit
rate; and the highest level Assisted Living Services per
diem rate is set equivalent to 21.964 times the State Plan
Agency Personal Care unit rate. The specific rate level
appropriate to a particular member's service is determined
by UCATUniform Comprehensive Assessment Tool, Part
III (UCAT III) assessment by the member's ADvantage
Case Managercase manager employed by a Case Manage-
mentcase management agency that is independent of the
Assisted Living Services provider. ADvantage payment
is not made for 24-hour skilled care in an Assisted Living
Center.assisted living center. Federal financial participa-
tion is not available for room and board, items of comfort
or convenience, or the costs of facility maintenance, up-
keep and improvement. Separate payment is not made
for ADvantage services of personal care, advanced sup-
portive/restorative assistance, skilled nursing, Personal
Emergency Response System, home-delivered meals,
adult day carehealth or environmental modifications to a
member while receiving Assisted Living Servicesassisted
living services since these services are integral to and
inherent in the provision of Assisted Living Service.as-
sisted living service. However, separate payment may
be made for Medicaid State Plan and/or Medicare Home
Health benefits to members receiving ADvantage Assisted
Living.assisted living. Separate payment is not made for
ADvantage respite to a member while receiving Assisted
Living Servicesassisted living services since by definition
Assisted Living Servicesassisted living services assume
the responsibility for 24-hour oversight/monitoring of the
member, eliminating the need for informal support respite.
The member is responsible for room and board costs; how-
ever, for an ADvantage member, the ADvantage Assisted
Living Servicesassisted living services provider is allowed
to charge a maximum for room and board that is no more
than 90%90 percent of the SSISupplemental Security
Income (SSI) Federal Benefit Rate. If in accordance
withWhen, per OAC 317:35-17-1(b) and 317:35-17-11,
the member has a vendor payment obligation, the provider
is responsible for collecting the vendor payment from the
member.
(7) The maximum total annual reimbursement for a
member's Hospicemember's hospice care within a twelve
month12-month period is limited to an amount equivalent
to 85%85 percent of the Medicare Hospice Cap payment.

(b) The OKDHS/ASDDHS AS approved ADvantage per-
son-centered service plan is the basis for the MMISMedicaid
Management Information Systems (MMIS) service prior
authorization, specifying:specifying the:

(1) service;
(2) service provider;
(3) units authorized; and
(4) begin and end dates of service authorization.

(c) Service time for Personal Care, Case Management, Case
Management services for Institution Transitioning, Nursing,
Skilled Nursing, Advanced Supportive/Restorative Assistance,
In-Home Respite, CD-PASS Personal Services Assistance,
and Advanced Personal Services Assistancepersonal care,
case management services for institution transitioning, nurs-
ing, skilled nursing, supportive/restorative assistance, and
in-home respite, is documented solely through the use of the
Electronic Visit Verification System (EVV), previously known
as Interactive Voice Response Authentication (IVRA) system,
when services are provided in the home. Providers are required
to use the IVRAEVV system after access to the system is made
available by OKDHS.DHS. The IVRAEVV system provides
alternate backup solutions should the automated system be
unavailable. In the event of IVRAEVV backup system failure,
the provider will documentdocuments time in accordance
with their agency backup plan. The agency's backup proce-
duresplans are only permitted when the IVRAEVV system is
unavailable.
(d) As part of ADvantage quality assurance, provider audits
evaluate whether paid claims are consistent with service plan
authorizations and documentation of service provision. Ev-
idence of paid claims that are not supported by service plan
authorization and/orand documentation of service provisions
will be turned overare given to theOHCA's Program Integrity
Unit for follow-up investigation.

[OAR Docket #17-418; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-403]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 103. Qualified Schools as Providers of Health Related Services
317:30-5-1027. [AMENDED]
Part 104. School-Based Case Management Services
317:30-5-1033. [AMENDED]
(Reference APA WF # 16-11)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Section 1905(a)(24) of Social Security Act; 42 CFR 440.167; 42 CFR 447.45
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
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SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions correct the number of units authorized
for personal care services. The rules currently allow for 32 units yearly;
however the 32 units which are in 10 minute increments have a daily limit
rather than a yearly limit. In addition, rules are updated to reflect that claims
must be received within six months from the date of service. This change
was inadvertently missed during a previous change to the timely filing
requirements.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 103. QUALIFIED SCHOOLS AS
PROVIDERS OF HEALTH RELATED SERVICES

317:30-5-1027. Billing
(a) Each service has a specified unit of service (unit) for
billing purposes which represents the actual time spent provid-
ing a direct service. Direct service must be face-to face with
the child. There is no reimbursement for time reviewing/com-
pleting paperwork and/or documentation related to the service
or for staff travel to/from the site of service, unless otherwise
specified.

(1) Most units of service are time-based, meaning that
the service must be of a minimum duration in order to be
billed. A unit of service that is time-based is continuous
minutes; the time cannot be aggregated throughout the
day.
(2) There are no minimum time requirements for eval-
uation services, for which the unit of service is generally a
completed evaluation. The only exception is the Psycho-
logical Evaluation, which is billed in hourly increments.

(b) The following units of service are billed on the appropri-
ate claim form:

(1) Service: Child Health Screening; Unit: Completed
comprehensive screening.
(2) Service: Interperiodic Child Health Screening;
Unit: Completed interperiodic screening.

(3) Service: Child Health Encounter; Unit: per en-
counter; limited to 3 encounters per day.
(4) Service: Individual Treatment Encounter; Unit: 15
minutes, unless otherwise specified.

(A) Hearing and Vision Services.
(B) Speech Language Therapy; Unit: per session,
limited to one per day.
(C) Physical Therapy.
(D) Occupational Therapy.
(E) Nursing Services; Unit: up to 15 minutes;
maximum 32 units per day.
(F) Psychotherapy Services; maximum 8 units per
day.
(G) Assistive Technology.
(H) Therapeutic Behavioral Services.

(5) Service: Group Treatment Encounter; no more
than 5 members per group, Unit: 15 minutes, unless oth-
erwise specified. A daily log/list must be maintained and
must identify the SoonerCare participants for each group
therapy session.

(A) Hearing and Vision Services.
(B) Speech Language Therapy; Unit: per session,
limited to one per day.
(C) Physical Therapy.
(D) Occupational Therapy.
(E) Psychotherapy Services; maximum 8 units per
day.

(6) Service: Administration only, Immunization; Unit:
one administration.
(7) Service: Hearing Evaluation; Unit: Completed
Evaluation.
(8) Service: Hearing Aid Evaluation; Unit: Completed
Evaluation.
(9) Service: Audiometric Test (Impedance); Unit:
Completed Test (Both Ears).
(10) Service: Tympanometry and acoustic reflexes.
(11) Service: Ear Impression Mold; Unit: 2 molds (one
per ear).
(12) Service: Vision Screening; Unit: one examination,
by state licensed O.D., M.D., or D.O.
(13) Service: Speech Language Evaluation; Unit: one
evaluation.
(14) Service: Physical Therapy Evaluation; Unit: one
evaluation.
(15) Service: Occupational Therapy Evaluation; Unit:
one evaluation.
(16) Service: Psychological Evaluation and Testing;
Unit: one hour.
(17) Service: Personal Care Services; Unit: 10 minutes,
32 units yearlydaily.
(18) Service: Nursing Assessment/Evaluation (Acute
episodic care); Unit: one assessment/evaluation, 18
yearly.
(19) Service: Psychological Evaluation and Testing;
Unit: per hour of psychologist time, 8 hours yearly.

PART 104. SCHOOL-BASED CASE
MANAGEMENT SERVICES
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317:30-5-1033. Billing
Claims should not be submitted until SoonerCare eligibil-

ity of the individual has been determined. However, a claim
must be received by OHCA within 12six (6) months of the
date of service. If the eligibility of the individual has not been
determined after 10four (4) months from the date of service, a
claim should be submitted in order to assure that the claim is
filed and reimbursement can be made should the individual be
determined eligible at a later date.

[OAR Docket #17-403; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-399]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 3. Hospitals
317:30-5-42.17. [AMENDED]
Part 45. Optometrists
317:30-5-432.1. [AMENDED]
(Reference APA WF # 16-02)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
42 CFR 440.120
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

November 22, 2016
COMMENT PERIOD:

December 16, 2016 through January 15, 2017
PUBLIC HEARING:

January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

Subchapter 5. Individual Providers and Specialties
Part 3. Hospitals
317:30-5-42.17 [AMENDED]
Part 45. Optometrists
317:30-5-432.1 [AMENDED]

Gubernatorial approval:
September 22, 2016

Register publication:
34 Ok Reg 56

Docket number:
16-753
(Reference APA WF # 16-02)

INCORPORATIONS BY REFERENCE:
n/a

GIST/ANALYSIS:
The proposed policy revisions continue to allow SoonerCare contracted

providers of vision services to be reimbursed separately for refraction in an eye
exam. Previously approved revisions also specified that all non-high-index
lenses must be polycarbonate. In addition, the revisions allow SoonerCare
contracted suppliers of eyeglasses to be paid a fitting fee if the requirements of
a fitting fee are met.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 3. HOSPITALS

317:30-5-42.17. Non-covered services
In addition to the general program exclusions [OAC

317:30-5-2(a)(2)] the following are excluded from coverage:
(1) Inpatient admission for diagnostic studies that
could be performed on an outpatient basis.
(2) Procedures that result in sterilization which do not
meet the guidelines set forth in this Chapter of rules.
(3) Reversal of sterilization procedures for the pur-
poses of conception are not covered.
(4) Medical services considered experimental or inves-
tigational.
(5) Payment for removal of benign skin lesions for
adults.
(6) Refractions and visualVisual aids.
(7) Charges incurred while the member is in a skilled
nursing or swing bed.
(8) Sleep studies for adults.

PART 45. OPTOMETRISTS

317:30-5-432.1. Corrective lenses and optical supplies
(a) When medically necessary, payment will be made for
lenses, frames, low vision aids and certain tints for children.
Coverage includes lenses and frames to protect children with
monocular vision. Coverage includes two sets of non-high-in-
dex polycarbonate lenses and frames per year. Any high-index
lenses or frameslenses and frames beyond this limit must be
prior authorized and determined to be medically necessary. All
non-high-index lenses must be polycarbonate.
(b) Corrective lenses must be based on medical need. Med-
ical need includes a significant change in prescription or
replacement due to normal lens wear.
(c) SoonerCare provides frames when medically neces-
sary. Frames are expected to last at least one year and must
be reusable. If a lens prescription changes, the same frame
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must be used if possible. Payment for frames includes the
dispensing fee.
(d) Providers must accept SoonerCare's pay-
mentSoonerCare reimbursement as payment in full for
services rendered, except when authorized by SoonerCare
(e.g., copayments, other cost sharing arrangements authorized
by the State).

(1) Providers must be able to dispense standard eye-
glasseslenses and frames which SoonerCare would fully
reimburse with no cost to the eligible member.
(2) If the member wishes to select eyeglasseslenses
and frames with special features which exceed the Soon-
erCare allowable fee, and are not medically necessary, the
member may be billed the excess cost. The provider must
obtain signed consent from the member acknowledging
that they are selecting eyeglasseslenses and/or frames that
will not be covered in full by SoonerCare and that they will
be responsible to pay the excess cost. The signed consent
must be included in the member's medical record.

(e) Replacement of or additional lenses and frames are
allowed when medically necessary. The OHCA does not cover
lenses or frames meant as a backup for the initial lenses/frames.
Prior authorization is not required unless the number of glasses
exceeds two per year. The provider must always document
in the patientmember record the reason for the replacement
or additional eyeglasseslenses and frames. The OHCA or
its designated agent will conduct ongoing monitoring of re-
placement frequencies to ensure OHCA policy is followed.
Payment adjustments will be made on claims not meeting these
requirements.
(f) A fitting fee will be paid if there is documentation in
the record that the provider or technician took measurements
of the member's anatomical facial characteristics, recorded lab
specifications and made final adjustment of the spectacles to
the visual axes and anatomical topography. A fitting fee can
only be paid in conjunction with a pair of covered lenses and
frames.
(fg) Bifocal lenses for the treatment of accommodative es-
otropia are a covered benefit. Progressive lenses, trifocals,
photochromic lenses and tints for children require prior au-
thorization and must satisfy the medical necessity standard.
Polycarbonate lenses are covered for children when med-
ically necessary.Payment is limited to two glasses per year.
Any glasses beyond this limit must be prior authorized and
determined to be medically necessary.
(gh) Progressive lenses, aspheric lenses, tints, coatings and
photochromic lenses for adults are not compensable and may
be billed to the patient.
(hi) Replacement of lenses and frames due to abuse and
neglect by the member is not covered.
(ij) Bandage contact lenses are a covered benefit for adults
and children. Contact lenses for medically necessary treatment
of conditions such as aphakia, keratoconus, following kerato-
plasty, aniseikonia/anisometropia or albinism are a covered

benefit for adults and children. Other contact lenses for chil-
dren require prior authorization and must satisfy the medical
necessity standard.

[OAR Docket #17-399; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE

[OAR Docket #17-430]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 79. Dentists
317:30-5-696. [AMENDED]
317:30-5-698. [AMENDED]
317:30-5-700.1. [AMENDED]
(Reference APA WF # 16-34)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
OAC 485:10-15-8; 42 CFR 440.100
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed Dental policy revisions add language allowing dental
providers to submit the diagnostic cast or photographic images as evidence
of medical necessity for dental services. The procedure is a necessary part of
many dental practices, including orthodontics, and the change allows providers
to bill for a necessary service. In addition, revisions add the term "certified" to
nurse midwife to mirror terminology used by the Oklahoma Nursing Board.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:
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SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 79. DENTISTS

317:30-5-696. Coverage by category
Payment is made for dental services as set forth in this Sec-

tion.
(1) Adults.

(A) Dental coverage for adults is limited to:
(i) medically necessary extractions and ap-
proved boney adjustments. Tooth extraction must
have medical need documented;
(ii) Smoking and Tobacco Use Cessation
Counseling; and
(iii) medical and surgical services performed
by a dentist or physician to the extent such services
may be performed under State law when those
services would be covered if performed by a physi-
cian.

(B) Payment is made for dental care for adults
residing in private Intermediate Care Facilities for In-
dividuals with Intellectual Disabilities (ICF/IID) and
who have been approved for ICF/IID level of care,
similar to the scope of services available to individu-
als under age 21.
(C) Limited dental services are available for mem-
bers who meet all medical criteria, but need den-
tal clearance to obtain organ transplant approval.
Providers must obtain prior authorization before
delivery of dental service, with the exception of eval-
uation and extractions. All requests must be filed on
the currently approved ADAAmerican Dental As-
sociation (ADA) form and must include diagnostic
images, six-point periodontal charting, narratives and
comprehensive treatment plans. The OHCA will no-
tify the provider of determination using OHCA Prior
Authorization Request Decision form. Prior autho-
rized services must be billed exactly as they appear on
the prior authorization request. The following dental
services are available:

(i) Comprehensivecomprehensive oral evalu-
ation,
(ii) two image bitewings,
(iii) prophylaxis,
(iv) fluoride application,
(v) limited restorative procedures, and
(vi) periodontal scaling/root planing.

(2) Home and community based waiver services
(HCBWS) for the intellectually disabled. All providers
participating in the HCBWS must have a separate contract
with the OHCA to provide services under the HCBWS.
Dental services are defined in each waiver and must be
prior authorized.
(3) Children. The OHCA Dental Program provides
the basic medically necessary treatment. The services
listed below are compensable for members under 21

years of age without prior authorization. All other dental
services must be prior authorized. Anesthesia services
are covered for children in the same manner as adults.
All providers performing preventive services must be
available to perform needed restorative services for those
members receiving any evaluation and preventive ser-
vices.

(A) Comprehensive oral evaluation. This pro-
cedure should precede any images, and chart docu-
mentation must include image interpretations, caries
risk assessment and both medical and dental health
history of member. The comprehensive treatment
plan should be the final results of this procedure.
(B) Periodic oral evaluation. This procedure may
be provided for a member of record if not seen by any
dentist for more than six months. An examination
should precede any images, and chart documenta-
tion must include images interpretations, caries risk
assessment and both medical and dental health his-
tory of member. The comprehensive treatment plan
should be the final results of this procedure.
(C) Limited oral evaluation. This procedure is
only compensable to the same dentist or practice for
two visits prior to a comprehensive or periodic evalu-
ation examination being completed.
(D) Images. To be SoonerCare compensable,
images must be of diagnostic quality and medically
necessary. A clinical examination must precede any
images, and chart documentation must include mem-
ber history, prior images, caries risk assessment and
both dental and general health needs of the member.
The referring dentist is responsible for providing
properly identified images of acceptable quality with
a referral, if that provider chooses to expose and sub-
mit for reimbursement prior to referral. Periapical
images must include at least three millimeters beyond
the apex of the tooth being imaged. Panoramic films
and two bitewings are considered full mouth im-
ages. Full mouth images as noted above or traditional
(minimum of 12 periapical films and two posterior
bitewings) are allowable once in a three year period
and must be of diagnostic quality. Individually listed
intraoral images by the same dentist/dental office are
considered a complete series if the number of individ-
ual images equals or exceeds the traditional number
for a complete series. Panoramic films are only com-
pensable when chart documentation clearly indicates
reasons for the exposure based on clinical findings.
This type of exposure is not to rule out or evaluate
caries. Prior authorization and a detailed medical
need narrative are required for additional panoramic
films taken within three years of the original set.
(E) Dental sealants. Tooth numbers 2, 3, 14, 15,
18, 19, 30 and 31 must be caries free on the inter-
proximal and occlusal surfaces to be eligible for this
service. This service is available through 18 years
of age and is compensable once every 36 months if
medical necessity is documented.
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(F) Dental prophylaxis. This procedure is pro-
vided once every 184 days including topical applica-
tion of fluoride.
(G) Stainless steel crowns for primary teeth. The
use of any stainless steel crowns is allowed as follows:

(i) Stainless steel crowns are allowed if:
(I) the child is five years of age or under;
(II) 70 percent or more of the root structure
remains; or
(III) the procedure is provided more than 12
months prior to normal exfoliation.

(ii) Stainless steel crowns are treatment of
choice for:

(I) primary teeth treated with pulpal ther-
apy, if the above conditions exist;
(II) primary teeth where three surfaces of
extensive decay exist; or
(III) primary teeth where cuspal occlusion
is lost due to decay or accident.

(iii) Preoperative periapical images and/or writ-
ten documentation explaining the extent of decay
must be available for review, if requested.
(iv) Placement of a stainless steel crown is al-
lowed once for a minimum period of 24 months.
No other restoration on that tooth is compensable
during that period of time. A stainless steel crown
is not a temporizing treatment to be used while a
permanent crown is being fabricated.

(H) Stainless steel crowns for permanent teeth.
The use of any stainless steel crowns is allowed as
follows:

(i) Stainless steel crowns are the treatment of
choice for:

(I) posterior permanent teeth that have
completed endodontic therapy if three or more
surfaces of tooth is destroyed;
(II) posterior permanent teeth that have
three or more surfaces of extensive decay; or
(III) where cuspal occlusion is lost due to
decay prior to age 16 years.

(ii) Preoperative periapical images and/or writ-
ten documentation explaining the extent of decay
must be available for review, if requested.
(iii) Placement of a stainless steel crown ex-
cludes placement of any other type of crown for a
period of 24 months. No other restoration on that
tooth is compensable during that period of time.

(I) Pulpotomies and pulpectomies.
(i) Therapeutic pulpotomies and pulpal de-
bridement are allowable once per lifetime. Pre-and
post-operative periapical images must be available
for review, if requested. Therapeutic pulpotomies
and pulpal debridement is available for the follow-
ing:

(I) Primary molars having at least 70 per-
cent or more of their root structure remaining
or more than 12 months prior to normal exfoli-
ation;

(II) Tooth numbers O and P before age five
years;
(III) Tooth numbers E and F before six
years;
(IV) Tooth numbers N and Q before five
years;
(V) Tooth numbers D and G before five
years.

(ii) Therapeutic pulpotomies and pulpal de-
bridement are allowed for primary teeth if exfolia-
tion of the teeth is not expected to occur for at least
one year or if 70 percent or more of root structure
is remaining.

(J) Endodontics. Payment is made for the ser-
vices provided in accordance with the following:

(i) This procedure is allowed when there are
no other missing anterior teeth in the same arch
requiring replacement.
(ii) The provider documents history of mem-
ber's improved oral hygiene and flossing ability in
records.
(iii) Prior authorization is required for members
who have a treatment plan requiring more than two
anterior and/or two posterior root canals.
(iv) Pre and post-operative periapical images
must be available for review.
(v) Pulpal debridement may be performed for
the relief of pain while waiting for the decision
from the OHCA.
(vi) Providers are responsible for any follow-up
treatment required due to a failed root canal ther-
apy for 24 month post completion.
(vii) Endodontically treated teeth should be re-
stored to limited occlusal function and all contours
should be replaced. These teeth are not automati-
cally approved for any type of crown.

(K) Space maintainers. Certain limitations apply
with regard to this procedure. Providers are respon-
sible for recementation of any maintainer placed by
them for six months post insertion.

(i) Band and loop type space maintenance.
This procedure must be provided in accordance
with the following guidelines:

(I) This procedure is compensable for all
primary molars where permanent successor is
missing or where succedaneous tooth is more
than 5mm below the crest of the alveolar ridge.
(II) First primary molars are not allowed
space maintenance if the second primary and
first permanent molars are present and in cuspal
interlocking occlusion regardless of the pres-
ence or absence of normal relationship.
(III) If there are missing posterior teeth
bilaterally in the same arch, under the above
guidelines, bilateral space maintainer is the
treatment of choice.
(IV) The teeth numbers shown on the claim
should be those of the missing teeth.
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(V) Post-operative bitewing images must
be available for review.
(VI) Bilateral band and loop space main-
tainer is allowed if member does not have
eruption of the four mandibular anterior teeth
in position or if sedation case that presents lim-
itations to fabricate other space maintenance
appliances.

(ii) Lingual arch bar. Payment is made for
the services provided in accordance with the fol-
lowing:

(I) Lingual arch bar is used when per-
manent incisors are erupted and the second
primary molar (K or T) is missing in the same
arch.
(II) The requirements are the same as for
band and loop space maintainer.
(III) Pre and post-operative images must be
available.

(L) Analgesia. Analgesia services are reim-
bursable in accordance with the following:

(i) Inhalation of nitrous oxide. Use of ni-
trous oxide is compensable for four occurrences
per year and is not separately reimbursable, if pro-
vided on the same date by the same provider as IV
sedation, non-intravenous conscious sedation, or
general anesthesia. The medical need for this ser-
vice must be documented in the member's record.
(ii) Non-intravenous conscious sedation.
Non-intravenous conscious sedation is not sepa-
rately reimbursable, if provided on the same date
by the same provider as analgesia, anxiolysis, in-
halation of nitrous oxide, IV sedation, or general
anesthesia. Non-intravenous conscious sedation
is reimbursable when determined to be medically
necessary for documented handicapped members,
uncontrollable members or justifiable medical
or dental conditions. The report must detail the
member's condition. No services are reimbursable
when provided primarily for the convenience of
the member and/or the dentist, it must be medically
necessary.

(M) Pulp caps. Indirect and direct pulp cap must
be ADA accepted calcium hydroxide or Mineral
Trioxide Aggregate materials, not a cavity liner or
chemical used for dentinal hypersensitivity. Indirect
and direct pulp cap codes require specific narrative
support addressing materials used, intent and reasons
for use. Application of chemicals used for dentinal
hypersensitivity is not allowed as indirect pulp cap.
Utilization of these codes is verified by post payment
review.
(N) Protective restorations. This restoration
includes removal of decay, if present, and is re-
imbursable for the same tooth on the same date of
service with a direct or indirect pulp cap, if needed.
Permanent restoration of the tooth is allowed after

60 days unless the tooth becomes symptomatic and
requires pain relieving treatment.
(O) Smoking and Tobacco Use Cessation Coun-
seling. Smoking and Tobacco Use Cessation Coun-
seling is covered when performed utilizing the five
intervention steps of asking the member to describe
his/her smoking, advising the member to quit, assess-
ing the willingness of the member to quit, assisting
with referrals and plans to quit, and arranging for
follow-up. Up to eight sessions are covered per year
per individual who has documented tobacco use. It
is a covered service when provided by physicians,
physician assistants, nurse practitioners, certified
nurse midwives, Oklahoma State Health Department
and FQHC nursing, and Maternal/Child Health Li-
censed Clinical Social Workers with a certification as
a Tobacco Treatment Specialist Certification (CTTS)
staff in addition to other appropriate services ren-
dered. Chart documentation must include a separate
note that addresses the 5A's, separate signature, and
the member specific information addressed in the five
steps and the time spent by the practitioner perform-
ing the counseling. Anything under three minutes is
considered part of a routine visit.
(P) Diagnostic casts and oral/facial images. Di-
agnostic casts or oral/facial images may be requested
by OHCA or representatives of OHCA. If cast or im-
ages are received they will be considered supporting
documentation and may be used to make a determi-
nation for authorization of services. Submitted doc-
umentation used to base a decision will not be re-
turned. Providers will be reimbursed for either the
study model or images.

(i) Documentation of photographic images
must be kept in the client's medical record and
medical necessity identified on the submitted
electronic or paper claim.
(ii) Oral/facial photographic images are al-
lowed under the following conditions:

(I) When radiographic images do not
adequately support the necessity for requested
treatment.
(II) When photo images better support
medical necessity for the requested treatment
rather than diagnostic models.
(III) If a comprehensive orthodontic
workup has not been performed.

(iii) For photographic images, the oral/facial
portfolio must include a view of the complete
lower arch, complete upper arch, and left and right
maximum intercuspation of teeth.

(I) Maximum intercuspation refers to the
occlusal position of the mandible in which the
cusps of the teeth of both arches fully interpose
themselves with the cusps of the teeth of the
opposing arch.
(II) Intercuspation defines both the ante-
rior-posterior and lateral relationships of the
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mandible and the maxilla, as well as the supe-
rior-inferior relationship known as the vertical
dimension of occlusion.

(iv) Study models or photographic images not
in compliance with the above described diagnostic
guidelines will not be compensable. The provider
may be allowed to resubmit new images that ad-
here to the diagnostic guidelines. If the provider
does not provide appropriate documentation, the
request for treatment will be denied.

317:30-5-698. Services requiring prior authorization
(a) Providers must have prior authorization for certain
specified services before delivery of that service, unless
the service is provided on an emergency basis[See OAC
317:30-5-695(d)(2)]. Requests for dental services requir-
ing prior authorization must be accompanied by sufficient
documentation. Images with an indication of the left side
of member, six point periodontal charting and copy of the
comprehensive treatment plans are required. Study models
are usually not required, but models and narratives may be
requested by OHCA or representatives of OHCA. If the
quality of the supporting material is such that a determination
of authorization cannot be made, the material is returned to
the provider. Any new documentation must be provided at the
provider's expense. Submitted documentation used to base a
decision will not be returned.
(b) Requests for prior authorization are filed on the currently
approved ADA form. OHCA notifies the provider on the
determination of prior authorization using OHCA Prior Au-
thorization Request Decision form. Prior authorized services
must be billed exactly as they appear on the prior authorization.
Payment is not made for any services provided prior to receiv-
ing authorization except for the relief of pain.
(c) Prosthodontic services provided to members who have
become ineligible mid-treatment are covered if the member
was eligible for SoonerCare on the date the final impressions
were made.
(d) Listed below are examples of services requiring prior
authorization for members under 21 and eligible ICF/IID res-
idents. Minimum required records to be submitted with each
request are right and left mounted bitewings and periapical
films or images of tooth/teeth involved or the edentulous ar-
eas if not visible in the bitewings. Images must be submitted
with film mounts and each film or print must be of diagnostic
quality. Images must be identified by the tooth number and
include date of exposure, member name, member ID, provider
name, and provider ID. All images, regardless of the media,
must be submitted together with a completed and signed com-
prehensive treatment plan that details all needed treatment at
the time of examination, and a completed current ADA form
requesting all treatments requiring prior authorization. The
images, digital media, photographs, or printouts must be of
sufficient quality to clearly demonstrate for the reviewer, the
pathology which is the basis for the authorization request. If
radiographs are not taken, provider must include in narrative
sufficient information to confirm diagnosis and treatment plan.

(1) Endodontics. Root canal therapy is not consid-
ered an emergency procedure unless due to trauma to an
anterior tooth. The provider must document the member's
oral hygiene and flossing ability in the member's records.
Pulpal debridement may be performed for the relief of
pain while waiting for the decision from the OHCA on
request for endodontics.

(A) Prior authorization is required for members
who have a treatment plan requiring more than two
root canals. All rampant, active caries must be re-
moved prior to requesting anterior endodontics.
Payment is made for services provided in accordance
with the following:

(i) Permanent teeth only.
(ii) Accepted ADA materials must be used.
(iii) Pre and post-operative periapical images
must be available for review.
(iv) Providers are responsible for any follow-up
treatment required by a failed endodontically
treated tooth within 24 months post completion.
(v) A tooth will not be approved if it appears
there is not adequate natural tooth structure re-
maining to establish good tooth/restorative mar-
gins or if crown to root ratio is poor.
(vi) An endodontic procedure may not be ap-
proved if the tooth requires a post and core to retain
a crown.

(B) Posterior endodontics. The guidelines for
this procedure are as follows:

(i) The provider must document the member's
oral hygiene and flossing ability in the member's
records.
(ii) Teeth that require pre-fabricated post and
cores to retain a restoration due to lack of natural
tooth structure should not be treatment planned for
root canal therapy.
(iii) Pre and post-operative periapical images
must be available for review.
(iv) Providers are responsible for any follow-up
treatment required by a failed endodontically
treated tooth within 24 months post completion.
(v) A tooth will not be approved if it appears
there is not adequate natural tooth structure re-
maining to establish good tooth/restorative mar-
gins or if there is a poor crown to root ratio or
weakened root furcation area. Approval of second
molars is contingent upon proof of medical neces-
sity.
(vi) Only ADA accepted materials are accept-
able under the OHCA policy.
(vii) Posterior endodontic procedure may not be
approved if the tooth requires a post and core in or-
der to present adequate structure to retain a crown.
(viii) Endodontics will not be considered if:

(I) an opposing tooth has super erupted;
(II) loss of tooth space is one third or
greater;
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(III) opposing second molars are involved
unless prior authorized; or
(IV) the member has multiple teeth failing
due to previous inadequate root canal therapy
or follow-up;
(V) all rampant, active caries must be
removed prior to requesting posterior endodon-
tics.

(ix) Endodontically treated teeth must be re-
stored to limited occlusal function and all contours
must be replaced. Core build-up code is only
available for use if other restorative codes are not
sufficient. These teeth will not be approved for
a crown if it appears the apex is not adequately
sealed.

(2) Crowns for permanent teeth. Crowns are com-
pensable for restoration of natural teeth for members who
are 16 years of age or older and adults residing in private
Intermediate Care Facilities for Individuals with Intellec-
tual Disabilities (ICF/IID) and who have been approved
for (ICF/IID) level of care. Certain criteria and limitations
apply.

(A) The following conditions must exist for ap-
proval of this procedure.

(i) All rampant, active caries must be removed
prior to requesting any type of crown.
(ii) The tooth must be decayed to such an ex-
tent to prevent proper cuspal or incisal function.
(iii) The clinical crown is fractured or destroyed
by one-half or more.
(iv) Endodontically treated teeth must have
three or more surfaces restored or lost due to cari-
ous activity to be considered for a crown.

(B) The conditions listed in (A)(i) through (A)(iv)
of this paragraph should be clearly visible on the sub-
mitted images when a request is made for any type of
crown.
(C) Routine build-up(s) for authorized crowns are
included in the fee for the crown. Non authorized
restorative codes may be used if available.
(D) A crown will not be approved if adequate tooth
structure does not remain to establish cleanable mar-
gins, there is invasion of the biologic width, poor
crown to root ratio, or the tooth appears to retain in-
sufficient amounts of natural tooth structure. Cast
dowel cores are not allowed for molar or pre-molar
teeth.
(E) Preformed post(s) and core build-up(s) are not
routinely provided with crowns for endodontically
treated teeth.
(F) Provider is responsible for replacement or
repair of all crowns if failure is caused by poor labora-
tory processes or procedure by provider for 48 months
post insertion.

(3) Cast frame partial dentures. This appliance is
the treatment of choice for replacement of missing an-
terior permanent teeth or two or more missing posterior
teeth in the same arch for members 16 through 20 years of

age. Provider must indicate which teeth will be replaced.
Members must have improved oral hygiene documented
for at least 12 months in the provider's records and sub-
mitted with prior authorization request to be considered.
Provider is responsible for any needed follow up for a
period of two years post insertion.
(4) Acrylic partial. This appliance is the treatment
of choice for replacement of three or more missing teeth
in the same arch for members 12 through 16 years of age.
Provider must indicate tooth numbers to be replaced. This
appliance includes all necessary clasps and rests.
(5) Occlusal guard. Narrative of medical necessity
must be sent with prior authorization. Model should not
be made or sent unless requested.
(6) Fixed cast non-precious metal or porce-
lain/metal bridges. Only members 17 through 20 years
of age will be considered for this treatment. Destruction
of healthy teeth to replace a single missing tooth is not
considered medically necessary. Members must have
excellent oral hygiene documented for at least 18 months
in the requesting provider's records and submitted with
prior authorization request to be considered. Provider is
responsible for any needed follow up until member loses
eligibility.
(7) Periodontal scaling and root planing. Procedure
is designed for the removal of calculus or tissue that is
contaminated and requires anesthesia and some soft tissue
removal. This procedure requires that each tooth have
three or more of the six point measurements five millime-
ters or greater, or have multiple areas of image supported
bone loss, subgingival calculus and must involve two or
more teeth per quadrant for consideration. This proce-
dure is not allowed on members under the age 12. This
procedure is not allowed in conjunction with any other
periodontal surgery.

317:30-5-700.1. Orthodontic prior authorization
(a) The following records and documentation, plainly la-
beled with the member's full name, recipient identification
number (RID), and the orthodontist's name are required for
prior authorization of orthodontic services and must be sub-
mitted to the Dental Unit of the OHCA when the member has
a total score of not less than 30 points or meets other eligibility
criteria in paragraph (d).

(1) Completed currently approved ADA dental claim
form;
(2) Complete and scored Handicapping Labio-Lingual
Deviations
Index with Diagnosis of Angle's classification;
(3) Detailed description of any oral maxillofacial
anomaly;
(4) Estimated length of treatment;
(5) Intraoral photographs showing teeth in centric
occlusion and/or photographs of trimmed anatomically
occluded diagnostic casts. A lingual view of casts may be
included to verify impinging overbites;
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(6) Cephalometric images with tracing, and panoramic
film, with a request for prior authorization of comprehen-
sive orthodontic treatment;
(7) If diagnosed as a surgical case, submit an oral
surgeon's written opinion that orthognathic surgery is
indicated and the surgeon is willing to provide this service;
(8) Additional pertinent information as determined
necessary by the orthodontist or as requested by the
OHCA.

(b) All images and required documentation must be sub-
mitted in one package. OHCA is not responsible for lost or
damaged materials.
(c) All records and documentation submitted in a request
for prior authorization for orthodontic treatment are reviewed
by the OHCA Orthodontic Consultant for compensability and
length of treatment. Any documentation on which a decision is
made will not be returned.
(d) Some children not receiving a minimum score of 30
on the Handicapping Labio-Lingual Deviation Index (HLD)
may have other conditions to be considered. In the event an
orthodontist believes there are other medical, social, or emo-
tional conditions impacting the general health of the child,
he/she refers to the conditions listed on the EPSDTEarly and
Periodic Screening, Diagnosis and Treatment (EPSDT) ex-
ception section found on the HLD. The following guidelines
and restrictions apply to other conditions:

(1) Other medical, social, or emotional conditions are
limited to those conditions that affect the medical, social
or emotional function of the child.
(2) Other medical, social, or emotional conditions are
not scored if the sole condition sought to be improved is
the cosmetic appearance of the child.
(3) Such other medical, social, or emotional condi-
tions must be demonstrated by objective evidence such as
supported documentation outside the child's immediate
family (i.e.e.g., a child's teacher, primary care physician,
behavioral health provider, school counselor).
(4) Objective evidence must be submitted with the
HLD.
(5) When such other medical, social, or emotional con-
ditions are reflected on the HLD, the OHCA Orthodontic
Consultant must review the data and use his or her profes-
sional judgment to score the value of the conditions.
(6) The OHCA Orthodontic Consultant may consult
with and utilize the opinion of the orthodontist who com-
pletes the form.

(e) If it is determined that the malocclusion is not severe
enough to warrant medically necessary orthodontic services
or the member's age precludes approval, a computer generated
notice is issued to the provider and member with notice of the
denial, the reason for the denial, and appeal rights (see OAC
317:2-1 for grievance procedures and process).
(f) Orthodontic treatment and payment for the services
are approved within the scope of SoonerCare. If orthodontic
treatment is approved, a computer generated notice is issued
authorizing the first year of treatment.

(1) Approval of orthodontic treatment is given in accor-
dance with the following:

(A) Authorization for the first year begins on the
date of banding and includes the placement of appli-
ances, arch wires, and a minimum of six adjustments.
It is expected that orthodontic members be seen every
four to eight weeks for the duration of active treat-
ment.
(B) Subsequent adjustments will be authorized in
one year intervals and the treating orthodontist must
provide a comprehensive progress report at the 24
month interval.
(C) All approved treatment is included on the orig-
inal prior authorization and will include the total pay-
ment for that treatment year.

(2) Claim and payment are made as follows:
(A) Payment for comprehensive treatment includes
the banding, wires, adjustments as well as all ancillary
services, including the removal of appliances, and the
construction and placing of retainers.
(B) Payment is not made for comprehensive treat-
ment beyond 36 months.

(g) If the member moves from the geographic area or shows
a need to change their provider, then the provider who received
the yearly payment is financially responsible until completion
of that member's orthodontic treatment for the current year.
(h) If the provider who received yearly payment does not
agree to be financially responsible, then the Oklahoma Health
Care Authority will recoup funds paid for the member's or-
thodontic treatment.
(i) All orthodontic services are subject to post-utilization
review. This review may include a request by the OHCA to
submit medical documentation necessary to complete the
review. After review is completed, these materials are returned
to the orthodontist.
(j) Study models or oral/facial images must be diagnostic
and meet the following requirements:

(1) Study models must be properly poured and ade-
quately trimmed without large voids or positive bubbles
present.
(2) Centric occlusion must be clearly indicated by pen-
cil lines on the study models, making it possible to occlude
the teeth on the models in centric occlusion.
(3) 3-D model images are preferred.
(4) Study models not in compliance with the above
described diagnostic guidelines are not accepted. The
provider may send new images that meet these require-
ments. If the provider does not respond, the request for
treatment is denied.
(54) All measurements are made or judged on the ba-
sis of greater than or more than the minimal criteria.
Measurement, counting, recording, or consideration is
performed only on teeth that have erupted and may be seen
on the study models.
(5) For photographic images, the oral/facial portfolio
must show a view of the complete lower arch, complete
upper arch, and left and right maximum intercuspation of
teeth.

(A) Maximum intercuspation refers to the occlusal
position of the mandible in which the cusps of the
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teeth of both arches fully interpose themselves with
the cusps of the teeth of the opposing arch.
(B) Intercuspation defines both the anterior-poste-
rior and lateral relationships of the mandible and the
maxilla, as well as the superior-inferior relationship
known as the vertical dimension of occlusion.
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per facility per day regardless of the number of prescriptions dispensed to the
member on that day. Revisions also remove limitations for cessation benefits
to align with current practice.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 5. PHARMACIES

317:30-5-72.1. Drug benefit
OHCA administers and maintains an Open Formulary

subject to the provisions of Title 42, United States Code
(U.S.C.), Section 1396r-8. The OHCA covers a drug that has
been approved by the Food and Drug Administration (FDA)
and whose manufacturers have entered into a drug rebate agree-
ment with the Centers for Medicare and Medicaid Services
(CMS), subject to the following exclusions and limitations.

(1) The following drugs, classes of drugs, or their med-
ical uses are excluded from coverage:

(A) Agents used to promote fertility.
(B) Agents primarily used to promote hair growth.
(C) Agents used for cosmetic purposes.
(D) Agents used primarily for the treatment of
anorexia or weight gain. Drugs used primarily for the
treatment of obesity, such as appetite suppressants are
not covered. Drugs used primarily to increase weight
are not covered unless otherwise specified.
(E) Agents that are investigational, experimental or
whose side effects make usage controversial.
(F) Covered outpatient drugs which the manu-
facturer seeks to require as a condition of sale that
associated tests or monitoring services be purchased
exclusively from the manufacturer or designee.
(G) Agents when used for the treatment of sexual
or erectile dysfunction, unless such agents are used
to treat a condition, other than sexual or erectile dys-
function, for which the agents have been approved by
the Food and Drug Administration.

(2) The drug categories listed in (A) through (E)(D) of
this paragraph are covered at the option of the state and are
subject to restrictions and limitations. An updated list of
products in each of these drug categories is included on the
OHCA's public website.
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(A) Agents used for the systematic relief of cough
and colds. Antihistamines for allergies or antihis-
tamine use associated with asthmatic conditions may
be covered when medically necessary and prior au-
thorized.
(B) Vitamins and Minerals. Vitamins and minerals
are not covered except under the following condi-
tions:

(i) prenatal vitamins are covered for pregnant
women up to age 50;
(ii) fluoride preparations are covered for per-
sons under 16 years of age or pregnant;
(iii) vitamin D, metabolites, and analogs when
used to treat end stage renal disease are covered;
(iv) iron supplements may be covered for
pregnant women if determined to be medically
necessary;
(v) vitamin preparations may be covered for
children less than 21 years of age when medically
necessary and furnished pursuant to EPSDT proto-
col; and
(vi) some vitamins are covered for a specific di-
agnosis when the FDA has approved the use of that
vitamin for a specific indication.

(C) Agents used for smoking cessation. A limited
smoking cessation benefit is available.
(DC) Coverage of non-prescription or over the
counter drugs is limited to:

(i) Insulin, PKU formula and amino acid bars,
other certain nutritional formulas and bars for
children diagnosed with certain rare metabolic
conditions;
(ii) certain smoking cessation products;
(iii) family planning products;
(iv) OTC products may be covered if the par-
ticular product is both cost-effective and clinically
appropriate; and
(v) prescription and non-prescription products
which do not meet the definition of outpatient cov-
ered drugs, but are determined to be medically nec-
essary.

(ED) Coverage of food supplements is limited to
PKU formula and amino acid bars for members diag-
nosed with PKU, other certain nutritional formulas
and bars for children diagnosed with certain rare
metabolic conditions when medically necessary and
prior authorized.

(3) All covered outpatient drugs are subject to prior au-
thorization as provided in OAC 317-30-5-77.2317:30-5-
77.2 and 317:30-5-77.3.
(4) All covered drugs may be excluded or coverage lim-
ited if:

(A) the prescribed use is not for a medically ac-
cepted indication as provided under 42 U.S.C. §
1396r-8; or
(B) the drug is subject to such restriction pursuant
to the rebate agreement between the manufacturer and
CMS.

317:30-5-78. Reimbursement
(a) Reimbursement. Reimbursement for pharmacy claims
is based on the sum of an estimate of the ingredient cost, plus
a dispensing fee.
(b) Ingredient Cost. Ingredient cost is estimated by one of
the following methods:

(1) Maximum Allowable Cost.
(A) The State Maximum Allowable Cost (SMAC)
is established for certain products which have a Food
and Drug Administration (FDA) approved generic
equivalent. The SMAC will be calculated using
prices from pharmaceutical wholesalers who supply
these products to pharmacy providers in Oklahoma.
Pharmacies may challenge a specific product's
SMAC price by providing invoices that reflect a net
cost higher than the calculated SMAC price and by
certifying that there is not another product available
to them which is generically equivalent to the higher
priced product.
(B) The Federal Upper Limit (FUL) is established
by CMS in accordance with applicable federal laws
and regulations.
(C) Injectable drugs which are dispensed by a retail
pharmacy through the Vendor Drug Program shall be
priced based on a formula equivalent to the Medicare
allowed charge whether they are furnished through
the pharmacy program or through the medical pro-
gram.

(2) The Estimated Acquisition Cost. The Estimated
Acquisition Cost (EAC) means the agency's best estimate
of the price generally and currently paid by providers for
a drug marketed or sold by a particular manufacturer or
labeler. EAC is typically based on a benchmark published
price plus or minus a percentage. The current bench-
mark price is the Average Wholesale Price (AWP) as pro-
vided by the OHCA's pricing resource. EAC is calculated
as AWP minus 12%. The Wholesale Acquisition Cost
(WAC) means the price paid by the wholesaler for drugs
purchased from the wholesaler's supplier, typically the
manufacturer of the drug. Should the AWP no longer be
published by the agency's pricing vendor then the agency
will use WAC as the benchmark price whereas the EAC
will be calculated as WAC + 5.6%.

(a) Reimbursement. Reimbursement for pharmacy claims
is based on the sum of the ingredient cost plus a professional
dispensing fee for brand and generic drugs dispensed by a retail
community pharmacy or for a member residing in a long term
care facility.
(b) Ingredient cost. Ingredient cost is determined by one of
the following methods:

(1) Maximum Allowable Cost. The State Maxi-
mum Allowable Cost (SMAC) is established for certain
products which have a Food and Drug Administration
(FDA) approved generic equivalent. The SMAC will be
calculated using prices from pharmaceutical wholesalers
who supply these products to pharmacy providers in
Oklahoma. Pharmacies may challenge a specific prod-
uct's SMAC price by providing information from their
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wholesaler(s) to certify a net cost higher than the calcu-
lated SMAC price and that there is not another product
available to them which is generically equivalent to the
higher priced product.
(2) Actual Acquisition Cost. The Actual Acquisition
Cost (AAC) means the cost of a particular drug product to
the pharmacy based on a review of invoices or the Whole-
sale Acquisition Cost (WAC), whichever is lower. The Na-
tional Average Drug Acquisition Cost (NADAC) is based
on a review of invoices and published by Centers for Medi-
care and Medicaid Services (CMS) and will be used in the
determination of AAC.
(3) Specialty Pharmaceutical Allowable Cost. Re-
imbursement for specialty drugs not typically dispensed
by a retail community pharmacy and dispensed primar-
ily by delivery, including clotting factor for hemophilia,
shall be set as a Specialty Pharmaceutical Allowable Cost
(SPAC). The Medicare Part B allowed charge, defined as
Average Sales Price (ASP) plus 6%, WAC, and NADAC
when available, will be considered in setting the SPAC
rate. For the purpose of this section, a drug may be clas-
sified as a specialty drug when it has one or more of the
following characteristics:

(A) Covered by Medicare Part B;
(B) "5i drug" - Injected, infused, instilled, inhaled,
or implanted;
(C) Cost greater than $1,000.00 per claim;
(D) Licensed by the FDA under a Biological Li-
cense Application;
(E) Special storage, shipping, or handling require-
ments;
(F) Available only through a limited distribution
network; and/or
(G) Does not have a NADAC price from CMS.

(4) Exceptions.
(A) Physician administered drugs shall be priced
based on a formula equivalent to the Medicare Part
B allowed charge, defined as ASP plus 6%. If a price
equivalent to the Medicare Part B allowed charge can-
not be determined, a purchase invoice may be sup-
plied by the provider and will be considered in setting
the reimbursement.
(B) I/T/U pharmacies shall be reimbursed at the
OMB encounter rate as a per member per facility
per day fee regardless of the number of prescriptions
filled on that day. I/T/U pharmacies should not split
prescriptions into quantities less than a one month
supply for maintenance medications. For this purpose
a maintenance medication is one that the member uses
consistently month to month.
(C) Pharmacies other than I/T/U facilities that ac-
quire drugs via the Federal Supply Schedule (FSS)
or at nominal price outside the 340B program or FSS
shall notify OHCA and submit claims at their actual
invoice price plus a professional dispensing fee.

(c) Maximum allowable Professional dispensing fee. The
maximum allowable professional dispensing fee for prescribed

medication is established by review of surveys. A recommen-
dation is made by the State Plan Amendment Rate Committee
and presented to the Oklahoma Health Care Authority Board
for their approval. There may be more than one level or type
of dispensing fee if approved by the OHCA Board and CMS.
A contracted pharmacy agrees to participate in any survey
conducted by the OHCA with regard to dispensing fees. The
pharmacy shall furnish all necessary information to determine
the cost of dispensing drug products. Failure to participate may
result in administrative sanctions by the OHCA which may
include but are not limited to a reduction in the dispensing fee.
(d) Reimbursement for prescription claims. Prescription
claims will be reimbursed using the lower of the following
calculation methods:

(1) the lower of estimated acquisition cost, Federal
Upper Limit (FUL), or State Maximum Allowable Cost
(SMAC) plus a dispensing fee, or
(1) the lower of Actual Acquisition Cost (AAC), State
Maximum Allowable Cost (SMAC), or Specialty Pharma-
ceutical Allowable Cost (SPAC) plus a professional dis-
pensing fee, or
(2) usual and customary charge to the general public.
The pharmacy is responsible to determine its usual and
customary charge to the general public and submit it
to OHCA on each pharmacy claim. The OHCA may
conduct periodic reviews within its audit guidelines to
verify the pharmacy's usual and customary charge to the
general public and the pharmacy agrees to make available
to the OHCA's reviewers prescription and pricing records
deemed necessary by the reviewers. The OHCA defines
general public as the patient group accounting for the
largest number of non-SoonerCare prescriptions from
the individual pharmacy, but does not include patients
who purchase or receive their prescriptions through other
third-party payers. If a pharmacy offers discount prices
to a portion of its customers (i.e. -10% discount to senior
citizens), these lower prices would be excluded from
the usual and customary calculations unless the patients
receiving the favorable prices represent more than 50%
of the pharmacy's prescription volume. The usual and
customary charge will be a single price which includes
both the product price and the dispensing fee. For routine
usual and customary reviews, the pharmacy may provide
prescription records for non-SoonerCare customers in a
manner which does not identify the customer by name so
long as the customer's identity may be determined later if a
subsequent audit is initiated. The OHCA will provide the
pharmacy notice of its intent to conduct a review of usual
and customary charges at least ten days in advance of its
planned date of review.

(e) Payment of Claims. In order for an eligible provider to
be paid for filling a prescription drug, the pharmacy must com-
plete all of the following:

(1) have an existing provider agreement with OHCA,
(2) submit the claim in a format acceptable to OHCA,
(3) have a prior authorization before filling the pre-
scription, if a prior authorization is necessary,
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(4) have a proper brand name certification for the drug,
if necessary, and
(5) include the usual and customary charges to the gen-
eral public as well as the estimated actual acquisition cost
and professional dispensing fee.

(f) Claims. Prescription reimbursement may be made
only for individuals who are eligible for coverage at the time a
prescription is filled. Member eligibility information may be
accessed by swiping a SoonerCare identification card through
a commercial card swipe machine which is connected to the
eligibility database or via the Point of Sale (POS) system when
a prescription claim is submitted for payment. Persons who
do not contract with commercial vendors can use the Member
Eligibility Verification System (EVS) at no additional cost.

317:30-5-87. 340B Drug Discount Program
(a) The purpose of this Section is to provide special provi-
sions for providers participating in the 340B Drug Discount
program. The 340B Drug Discount program special provisions
apply to a provider that has asserted it is a "covered entity" or a
contract pharmacy for a covered entity under the provisions of
42 U.S.C. § 256b of the United States Code (otherwise known
as the 340B Drug Discount Program).
(b) Covered Entities.

(1) The covered entity must notify OHCA in writing
within 30 days of any changes in 340B participation, as
well as any changes in name, address, NPI number, etc.
(2) The covered entity must maintain their status on the
HRSA Medicaid exclusion file and report any changes to
OHCA within 30 days.
(3) The covered entity must execute a contract adden-
dum with OHCA in addition to their provider contract.
(4) To prevent a duplicate discount, quarterly adjust-
ments will be made to all pharmacy or medical claims for
drugs submitted by the covered entity. OHCA will adjust
each claim by subtracting the Unit Rebate Amount340B
Ceiling Price from the amount reimbursed and multiplied
multiplying the difference by the quantity submitted. All
drugs shall be adjusted by the URA 340B Ceiling Price
whether purchased through the 340B program or other-
wise when billed using the registered SoonerCare NPI
number on the HRSA Medicaid Exclusion File. OHCA
will use the Unit Rebate Amount 340B Ceiling Price
applicable to the quarter in which the claim is submitted to
OHCA for payment paid.

(c) Contract pharmacies for covered entities may be per-
mitted to bill drug products purchased under the 340B Drug
Discount Program to the Oklahoma Medicaid Program when
certain conditions are met and an agreement is in place between
OHCA, the contract pharmacy and the covered entity. These
pharmacies will be subject to the recovery process stated
above.

[OAR Docket #17-405; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 30. MEDICAL PROVIDERS-FEE
FOR SERVICE
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RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 5. Individual Providers and Specialties
Part 83. Residential Behavior Management Services
317:30-5-742.2. [AMENDED]
(Reference APA WF # 16-33)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
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June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed Therapeutic Foster Care policy revisions remove the
minimum time requirements for behavioral health assessment services. These
revisions will allow providers more flexibility in completing biopsychosocial
assessments. Revisions also add frequency limitations to clarify limits on how
often an assessment can be completed within a single agency. In addition,
revisions clarify if an assessment is performed by a licensure candidate, it
must be countersigned by the licensed behavioral health professional that
is responsible for the member's care. This change will clarify oversight
requirements for licensure candidates and ensure quality of care. Rules are
also revised to clarify specific clinical documentation requirements when
changes need to be made to the service plan prior to the scheduled three month
review or update. Revisions also update numerical references and add taglines
to align with current Administrative Procedures Act guidelines.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES
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PART 83. RESIDENTIAL BEHAVIOR
MANAGEMENT SERVICES

317:30-5-742.2. Individual plan of care and prior
authorization of services

(a) All behavioral health services must be prior authorized
by the designated agent of the Oklahoma Health Care Au-
thority (OHCA) before the service is rendered by an eligible
service provider. Without prior authorization, payment is
not authorized. Requests for behavioral health services in a
foster care setting may be approved for a maximum of three (3)
months per extension request.
(b) All behavioral health services in a foster care setting are
provided as a result of an individual assessment of the members
needs and documented in the individual plan of care.

(1) Assessment.
(A) Definition. Gathering and assessment of his-
torical and current bio-psycho-social information
which includes face-to-face contact with the person
and/or the person's family or other informants, or
group of persons resulting in a written summary re-
port, diagnosis and recommendations. All agencies
must assess the medical necessity of each individual
to determine the appropriate level of care.
(B) Qualified professional. This service is per-
formed by an LBHP or Licensure Candidate.
(C) Time requirements. The minimum
face-to-face time spent in assessment session(s)
with the member and others for a low complexity
Behavioral Health Assessment by a Non-Physician
is one and one half hours.
(C) Limitations. Assessments are compensable
on behalf of a member who is seeking services for
the first time from the therapeutic foster care agency.
This service is not compensable if the member has
previously received or is currently receiving services
from the agency unless there has been a gap in service
of more than six (6) months and it has been more
than one (1) year since the previous assessment.
(D) Documentation requirements. The assess-
ment must include all elements and tools required by
the OHCA. In the case of children under the age of
18eighteen (18), it is performed with the direct, active
face-to-face participation of the child and parent or
guardian. The child's level of participation is based
on age, developmental and clinical appropriateness.
The assessment must include all related diagnoses
from the most recent DSM edition. The assessment
must contain but is not limited to the following:

(i) Date, to include month, day and year of the
assessment session(s);
(ii) Source of information;
(iii) Member's first name, middle initial and last
name;
(iv) Gender;
(v) Birth Datedate;
(vi) Home address;

(vii) Telephone number;
(viii) Referral source;
(ix) Reason for referral;
(x) Person to be notified in case of emergency;
(xi) Presenting reason for seeking services;
(xii) Start and stop time for each unit billed;
(xiii) SignatureDated signature of parent or
guardian participating in the face-to-face as-
sessment. SignatureSignatures are required for
members over the age of 14fourteen (14);
(xiv) Bio-Psychosocial information which must
include:

(I) Identification of the member's
strengths, needs, abilities and preferences;
(II) History of the presenting problem;
(III) Previous psychiatric treatment history,
include treatment for psychiatric; substance
use; drug and alcohol addiction; and other ad-
dictions;
(IV) Health history and current biomedical
conditions and complications;
(V) Alcohol, Drugdrug, and/or other addic-
tions history;
(VI) Trauma, abuse, neglect, violence,
and/or sexual assault history of self and/or oth-
ers, including Department of Human Services
(DHS) involvement;
(VII) Family and social history, include MH,
SA, Addictions, Trauma/Abuse/Neglect;Fam-
ily and social history including psychiatric,
substance use, drug and alcohol addiction,
other addictions, and trauma/abuse/neglect;
(VIII) Educational attainment, difficulties
and history;
(IX) Cultural and religious orientation;
(X) Vocational, occupational and military
history;
(XI) Sexual history, including HIV, AIDS,
and STD at-risk behaviors;
(XII) Marital or significant other relation-
ship history;
(XIII) Recreation and leisure history;
(XIV) Legal or criminal record, including the
identification of key contacts, (e.g. attorneys,
probation officers);
(XV) Present living arrangements;
(XVI) Economic resources; and
(XVII) Current support system, including
peer and other recovery supports.

(xv) Mental status and Level of Functioning
information, including questions regarding but not
limited to the following:

(I) Physical presentation, such as general
appearance, motor activity, attention and alert-
ness;
(II) Affective process, such as mood, af-
fect, manner and attitude;
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(III) Cognitive process, such as intellectual
ability, social-adaptive behavior, thought pro-
cesses, thought content, and memory; and
(IV) All related diagnoses from the most re-
cent addition of the DSM.

(xvi) Pharmaceutical information to include the
following for both current and past medications;

(I) Name of medication;
(II) Strength and dosage of medication;
(III) Length of time on the medication; and
(IV) Benefit(s) and side effects of medica-
tion.

(xvii) LBHP's interpretation of findings and di-
agnosis;
(xviii) SignatureDated signature and credentials
of the qualified practitioner who performed the
face-to-face behavioral assessment. If performed
by a licensure candidate, it must be countersigned
by the licensed behavioral health professional
who is responsible for the member's care.

(2) Individual plan of care requirement.
(A) Signature Requirement. A written individual
plan of care following a comprehensive evaluation
for each member must be formulated by the provider
agency staff within 30thirty (30) days of admis-
sion with documented input from the member, legal
guardian (OKDHS/OJA) staff(OKDHS/Office of
Juvenile Affairs (OJA) staff), the foster parent (when
applicable) and the treatment provider(s). It is ac-
ceptable in circumstances where it is necessary to
fax a service plan to someone for review and have
them fax back their signatureAn individual plan of
care is not valid until all dated signatures are present,
including signatures from the member (if fourteen
(14) or over), the legal guardian, the foster parent
(when applicable) and the treatment provider(s). If
necessary, an individual plan of care may be faxed to
a required signatory to have them review, sign and
fax it back to the provider before its implementation;
however, the provider must obtain the original sig-
nature for the clinical file within 30thirty (30) days.
No stamped or photocopied signatures are allowed.
This plan must be revised and updated every three (3)
months with documented involvement of the legal
guardian and resident.
(B) Individualization. The individual plan of
care must be individualized and take into account
the member's age, history, diagnosis, assessed func-
tional levels, culture, and the effect of past and current
traumatic experiences in the life of the member. It
includes the member's documented diagnosis, ap-
propriate goals, and corresponding reasonable and
attainable objectives and action steps within the ex-
pected time lines. Each member's individual plan of
care is to also address the provider agency's plans with
regard to the provision of services. Each plan of care
must clearly identify the type of services required to

meet the child's treatment needs and frequency over a
given period of time.
(C) Qualified professional. This service is per-
formed by an LBHP or Licensure Candidate.
(D) Time requirements. Individual plan of care
updates must be conducted face-to-face and are
required every three (3) months during active treat-
ment. UpdatesHowever, updates can be conducted
whenever it is clinically needed as determined by the
qualified practitioner and member.
(E) Documentation requirements. Comprehen-
sive and integrated service plan content must address
the following:

(i) member strengths, needs, abilities, and
preferences(SNAP) (SNAP);
(ii) identified presenting challenges, problems,
needs and diagnosis;
(iii) specific goals for the member;
(iv) objectives that are specific, attainable, real-
istic, and time-limited;
(v) each type of service and estimated fre-
quency to be received;
(vi) the practitioner(s) name and credentials
that will be providing and responsible for each
service;
(vii) any needed referrals for service;
(viii) specific discharge criteria; and
(ix) description of the member's involvement
in, and responses to, the treatment plan, and his/her
signature and date;.
(x) updates to goals, objectives, service
provider, services, and service frequency, must
be documented within the individual plan of care
until the review/update is due.
(xi) individual plan of care updates must ad-
dress the following:

(I) update to the bio-psychosocial assess-
ment, re-evaluation of diagnosis, individual
plan of care goals and/ or objectives;
(II) progress, or lack of, on previous indi-
vidual plan of care goals and/or objectives;
(III) a statement documenting a review of
the current individual plan of care and an expla-
nation if no changes are to be made to the indi-
vidual plan of care and a statement addressing
the status of identified problem behaviors that
lead to placement must be included;
(IV) change in goals and/or objectives
(including target dates) based upon member's
progress or identification of new need, chal-
lenges and problems;
(V) change in frequency and/or type of ser-
vices provided;
(VI) change in practitioner(s) who will be
responsible for providing services on the plan;
(VII) change in discharge criteria;
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(VIII) description of the member's involve-
ment in, and responses to, the treatment plan,
and his/her signature and date.

(F) Amendments. Amendment of an existing in-
dividual plan of care to revise or add goals, objectives,
service provider, service type, and service frequency,
must be documented in either a scheduled three (3)
month plan update or within the existing individual
plan of care through an addendum until the review/up-
date is due. Any changes must, prior to implementa-
tion, be signed and dated by the member (if fourteen
(14) or over), the legal guardian, the foster parent (if
applicable), as well as the primary LBHP and any new
provider(s). Individual plan of care updates must ad-
dress the following:

(i) update to the bio-psychosocial assessment,
re-evaluation of diagnosis, individual plan of care
goals and/ or objectives;
(ii) progress, or lack of, on previous individual
plan of care goals and/or objectives;
(iii) a statement documenting a review of the
current individual plan of care and an explana-
tion if no changes are to be made to the individual
plan of care and a statement addressing the status
of identified problem behaviors that lead to place-
ment must be included;
(iv) change in goals and/or objectives (includ-
ing target dates) based upon member's progress or
identification of new need, challenges and prob-
lems;
(v) change in frequency and/or type of services
provided;
(vi) change in practitioner(s) who will be re-
sponsible for providing services on the plan;
(vii) change in discharge criteria;
(viii) description of the member's involvement
in, and responses to, the treatment plan, and his/her
signature and date.

(3) Description of Services. Agency services include:
(A) Individual, family and group therapy. See
OAC 317:30-5-241.2(a), (b), and (c).
(B) Crisis/behavior management and redi-
rection. The provider agency must provide cri-
sis/behavior redirection by agency staff as needed
24twenty-four (24) hours per day, 7seven (7) days
per week. The agency must ensure staff availability
to respond to the residential foster parents in a crisis
to stabilize members' behavior and prevent placement
disruption. This service is to be provided to the mem-
ber by an LBHP.
(C) Discharge planning. The provider agency
must develop a discharge plan for each member. The
discharge plan must be individualized, child-specific
and include an after care plan that is appropriate to
the member's needs, identifies the member's needs,
includes specific recommendations for follow-up
care and outlines plans that are in place at the time

of discharge. The plan for children in parental cus-
tody must include, when appropriate, reunification
plans with the parent(s)/legal guardian. The plan for
children who remain in the custody of the Oklahoma
Department of Human ServicesOKDHS or the Office
of Juvenile AffairsOJA must be developed in collab-
oration with the case worker and in place at the time
of discharge. The discharge plan is to include at a
minimum, recommendations for continued treatment
services, educational services, and other appropriate
community resources. Discharge planning provides
a transition from foster care placement into a lesser
restrictive setting within the community.
(D) Substance use /chemical dependency use
therapy. Substance use/chemical dependency
use therapy. Substance use/chemical dependency
therapy can be provided if a member is identified by
diagnosis or documented social history as having
emotional or behavioral problems directly related
to substance use and/or chemical dependency. The
modalities employed are provided in order to begin,
maintain and enhance recovery from alcoholism,
problem drinking, addiction or nicotine use and ad-
diction. This service is to be provided to the member
by an LBHP or Licensure Candidate.
(E) Substance Use Rehabilitation Services.
Covered substance use rehabilitation services are
provided in non-residential settings in regularly
scheduled sessions intended for individuals not re-
quiring a more intensive level of care or those who
require continuing services following more intensive
treatment regimes. The purpose of substance use
rehabilitation services is to begin, maintain, and/or
enhance recovery from alcoholism, problem drink-
ing, drug use, drug dependency addiction or nicotine
use and addiction. Rehabilitation services may be
provided individually or in group sessions, and they
take the format of an agency approved curriculum
based education and skills training. This service is to
be provided to the member by a CM II.
(F) Psychosocial rehabilitation (PSR).

(i) Definition. PSR services are face-to-face
Behavioral Health Rehabilitation services which
are necessary to improve the member's ability to
function in the community. They are performed
to improve the skills and abilities of members to
live interdependently in the community, improve
self-care and social skills, and promote lifestyle
change and recovery practices. Rehabilitation
services may be provided individually or in group
sessions, and they take the format of an agency
approved curriculum based education and skills
training.
(ii) Clinical Restrictions. This service is
generally performed with only the members and
the qualified provider, but may include a member
and the member's family/support system group
that focuses on the member's diagnosis, symptom
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management, and recovery based curriculum.
A member who at the time of service is not able
to cognitively benefit from the treatment due to
active hallucinations, substance use, or other im-
pairments is not suitable for this service. Family
involvement is allowed for support of the member
and education regarding his/her recovery, but does
not constitute family therapy, which requires a
licensed provider.
(iii) Qualified Practitioners. CM II, LBHP
or a Licensure Candidate and LBHP may perform
PSR, following development of an individual plan
of care curriculum approved by an LBHP or Licen-
sure Candidate. PSR staff must be appropriately
and currently trained in a recognized behavioral/
managementbehavioral/management intervention
program such as MANDT or CAPEControlling
Aggressive Patient Environment (CAPE) or
trauma informed methodology. The CM II must
have immediate access to an LBHP who can pro-
vide clinical oversight of the CM II and collaborate
with the CM II in the provision of services. A min-
imum of one (1) monthly face-to-face consultation
with an LBHP is required.
(iv) Group Sizes. The maximum staffing ratio
is eight (8) to one (1) for children under the age of
eighteen (18).
(v) LimitationsLimitations.

(I) In order to develop and improve the
member's community and interpersonal func-
tioning and self-care abilities, PSR services
may take place in settings away from the be-
havioral health agency site as long as the setting
protects and assures confidentiality. When this
occurs, the qualified provider must be present
and interacting, teaching, or supporting the de-
fined learning objectives of the member for the
entire claimed time.
(II) PSR services are intended for children
with Serious Emotional Disturbance (SED),
and children with other emotional or behavioral
disorders. Children under age 6six (6), unless
a prior authorization for children ages 4four (4)
and 5five (5) has been granted by OHCA or its
designated agent based on a finding of medical
necessity, are not eligible for PSR services.
(III) PSR services are time-limited ser-
vices designed to be provided over the briefest
and most effective period possible and as ad-
junct (enhancing) interventions to compli-
mentcomplement more intensive behavioral
health therapies. Service limits are based on the
member's needs according to the CARClient
Assessment Record (CAR) or other approved
tool, the requested placement based on the level
of functioning rating, medical necessity, and
best practice. Service limitations are designed

to help prevent rehabilitation diminishing re-
turn by remaining within reasonable age and
developmentally appropriate daily limits.

(vi) Progress Notes. In accordance with OAC
317:30-5-241.1, the behavioral health individual
plan of care developed by the LBHP must include
the member's strengths, functional assets, weak-
nesses or liabilities, treatment goals, objectives and
methodologies that are specific and time-limited,
and defines the services to be performed by the
practitioners and others who comprise the treat-
ment team. When PSR services are prescribed,
the plan must address objectives that are specific,
attainable, realistic, measurable, and time-limited.
The plan must include the appropriate treatment
coordination to achieve the maximum reduction
of the mental and/or behavioral health disability
and to restore the member to their best possible
functional level.

(I) Start and stop times for each day at-
tended and the physical location in which the
service was rendered;
(II) Specific goal(s) and objectives ad-
dressed during the session/group;
(III) Type of Skills Training provided each
day and/or during the week including the spe-
cific curriculum used with member;
(IV) Member satisfaction with staff inter-
vention(s);
(V) Progress, or barriers made towards
goals, objectives;
(VI) New goal(s) or objective(s) identified;
(VII) SignatureDated signature of the quali-
fied provider; and
(VIII) Credentials of the qualified provider;

(vii) Additional documentation require-
mentsAdditional documentation requirements.
Documentation of ongoing consultation and/or
collaboration with an LBHP or Licensure Candi-
date related to the provision of PSR services.
(viii) Non-Covered ServicesNon-Covered
Services. The following services are not consid-
ered PSR and are not reimbursable:

(I) room and board;
(II) educational costs;
(III) supported employment; and
(IV) respite.

(G) Social skills redevelopment. Goal directed
activities for each member to restore, retain and im-
prove the self-help, communication, socialization,
and adaptive skills necessary to reside successfully
in home and community based settings. These will
be daily activities that are age appropriate, culturally
sensitive and relevant to the goals of the individual
plan of care. These may include self-esteem enhance-
ment, violence alternatives, communication skills
or other related skill development. This service is to
be provided to the member by the Treatment Parent
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Specialist (TPS). Services rendered by the TPS are
limited to 1.5 one and one half (1.5) hours daily.

[OAR Docket #17-429; filed 6-15-17]
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PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. INDIVIDUAL PROVIDERS
AND SPECIALTIES

PART 6. INPATIENT PSYCHIATRIC HOSPITALS

317:30-5-95.26. Medical necessity criteria for continued
stay - acute psychiatric admission for
children

For continued stay acute psychiatric admissions for chil-
dren must meet all of the conditions set forth in (1) to (4)(5) of
this subsection.

(1) A primary diagnosis from the most recent edition
of "The Diagnostic and Statistical Manual of Mental
Disorders" (DSM) with the exception of V-Codes, adjust-
ment disorders, and substance abuse related disorders,
accompanied by a detailed description of the symptoms
supporting the diagnosis. In lieu of a qualifying diagnosis,
children 18-20 years of age may have a diagnosis of any
personality disorder. Adjustment or substance related
disorders may be a secondary diagnosis.
(2) Patient continues to manifest a severity of illness
that requires an acute level of care as defined in the ad-
mission criteria and which could not be provided in a less
restrictive setting.

(A) Documentation of regression is measured in
behavioral terms.
(B) If condition is unchanged, evidence of re-eval-
uation of treatment objectives and therapeutic inter-
ventions.

(3) Conditions are directly attributable to a mental
disorder as the primary need for professional attention
(this does not include placement issues, criminal behavior,
status offenses).
(4) Documented efforts of working with the child's
family, legal guardians and/or custodians and other human
service agencies toward a tentative discharge date.
(5) Requires secure 24-hour nursing/medical supervi-
sion as evidenced by:

(A) Stabilization of acute psychiatric symptoms;
(B) Need for extensive treatment under the direc-
tion of a physician; and
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(C) Physiological evidence or expectation of with-
drawal symptoms which require 24-hour medical su-
pervision.

317:30-5-95.33. Individual plan of care for children
(a) The following words and terms, when used in this sec-
tion, shall have the following meaning, unless the context
clearly indicates otherwise:

(1) "Licensed Behavioral Health Professional
(LBHP)" means licensed psychologists, licensed clinical
social workers (LCSW), licensed marital and family ther-
apists (LMFT), licensed professional counselors (LPC),
licensed behavioral practitioners (LBP), licensed alco-
hol and drug counselors (LADC), and advanced practice
nurses (APN).
(2) "Licensure Candidate" means practitioners ac-
tively and regularly receiving board approved supervision,
and extended supervision by a fully licensed clinician if
board's supervision requirement is met but the individual
is not yet licensed, to become licensed by one of the fol-
lowing licensing boards:

(A) Psychology,
(B) Social Work (clinical specialty only),
(C) Professional Counselor,
(D) Marriage and Family Therapist,
(E) Behavioral Practitioner, or
(F) Alcohol and Drug Counselor.

(3) "Individual plan of Care (IPC)" means a written
plan developed for each member within four calendar days
of any admission to an acute psychiatric facility or a PRTF
and is the document that directs the care and treatment of
that member. In Community Based Transitional RTC, the
IPC must be completed within 7 days. The individual plan
of care must be recovery focused, trauma informed, and
specific to culture, age and gender and includes:

(A) A primary diagnosis from the most recent
edition of "The Diagnostic and Statistical Manual
of Mental Disorders" (DSM) with the exception of
V-Codes, adjustment disorders, and substance abuse
related disorders, accompanied by a detailed de-
scription of the symptoms supporting the diagnosis.
Children 18-20 years of age may have a diagnosis of
any personality disorder. Adjustment or substance
related disorders may be a secondary diagnosis.
(B) the current functional level of the individual;
(C) treatment goals and measurable time limited
objectives;
(D) any orders for psychotropic medications,
treatments, restorative and rehabilitative services,
activities, therapies, social services, diet and special
procedures recommended for the health and safety of
the member;
(E) plans for continuing care, including review and
modification to the plan of care; and
(F) plan for discharge, all of which is developed to
improve the child's condition to the extent that the in-
patient care is no longer necessary.

(b) The individual plan of care:

(1) must be based on a diagnostic evaluation that in-
cludes examination of the medical, psychological, social,
behavioral and developmental aspects of the individual
member and reflects the need for inpatient psychiatric
care;
(2) must be developed by a team of professionals as
specified in OAC 317:30-5-95.35 in collaboration with the
member, and his/her parents for members under the age of
18, legal guardians, or others in whose care he/she will be
released after discharge;
(3) must establish treatment goals that are general out-
come statements and reflective of informed choices of the
member served. Additionally, the treatment goal must be
appropriate to the member's age, culture, strengths, needs,
abilities, preferences and limitations;
(4) must establish measurable and time limited treat-
ment objectives that reflect the expectations of the member
served and parent/legal guardian (when applicable) as well
as being age, developmentally and culturally appropriate.
When modifications are being made to accommodate age,
developmental level or a cultural issue, the documentation
must be reflected on the individual plan of care. The treat-
ment objectives must be achievable and understandable to
the member and the parent/guardian (when applicable).
The treatment objectives also must be appropriate to the
treatment setting and list the frequency of the service;
(5) must prescribe an integrated program of therapies,
activities and experiences designed to meet the objectives;
(6) must include specific discharge and after care plans
that are appropriate to the member's needs and effective
on the day of discharge. At the time of discharge, after
care plans will include referral to medication manage-
ment, out-patient behavioral health counseling and case
management to include the specific appointment date(s),
names and addresses of service provider(s) and related
community services to ensure continuity of care and rein-
tegration for the member into their family, school, and
community;
(7) must be reviewed every five to nine calendar days
when in acute care and a regular PRTF, every 11 to 16
calendar days in the OHCA approved longer term treat-
ment programs or specialty PRTF and every 30 days in
Community Based Transitional treatment programs by the
team specified to determine that services are being appro-
priately provided and to recommend changes in the indi-
vidual plan of care as indicated by the member's overall
adjustment, progress, symptoms, behavior, and response
to treatment;
(7) must be reviewed at a minimum every five (5) to
nine (9) calendar days when in acute care, every four-
teen (14) calendar days when in a regular PRTF, every
twenty-one (21) calendar days when in an OHCA ap-
proved longer term treatment program or specialty PRTFs,
and every thirty (30) calendar days in Community Based
Transitional treatment programs by the team specified to
determine that services are being appropriately provided
and to recommend changes in the individual plan of care
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as indicated by the member's overall adjustment, progress,
symptoms, behavior, and response to treatment;
(8) development and review must satisfy the utilization
control requirements for physician re-certification and
establishment of periodic reviews of the individual plan of
care; and,
(9) each individual plan of care and plan of care review
must be clearly identified as such and be signed and dated
individually by the physician, LBHP or licensure candi-
date, member, parent/guardian (for members under the age
of 18), registered nurse, and other required team members.
All plans of care and plan of care reviews must be signed
by the member upon completion, except when a member
is too physically ill or the member's acuity level precludes
him/her from signing. If the member is too physically
ill or the member's acuity level precludes him/her from
signing the plan of care and/or the plan of care review at
the time of completion, the member must sign the plan
when his/her condition improves but before discharge.
The documentation should indicate the reason the member
was unable to sign and when the next review will occur
to obtain the signature. Individual plans of care and indi-
vidual plan of care reviews are not valid until completed
and appropriately signed and dated. All requirements
for the individual plan of care or individual plan of care
reviews must be met or a partial per diem recoupment will
be merited. If the member's parent/guardian is unable to
sign the IPC or IPC review on the date it is completed,
then within 72 hours the provider must in good faith and
with due diligence attempt to telephonically notify the
parent/guardian of the document's completion and review
it with them. Documentation of reasonable efforts to
make contact with the member's parent/guardian must be
included in the clinical file. In those instances where it is
necessary to mail or fax an IPC or IPC review to a parent
or OKDHS/OJAOklahoma Department of Human Ser-
vices/Office of Juvenile Affairs (OKDHS/OJA) worker
for review, the parent and/or OKDHS/OJA worker may fax
back their signature. The provider must obtain the original
signature for the clinical file within 30 days. Stamped or
photocopied signatures are not allowed for any parent or
member of the treatment team.

317:30-5-95.34. Active treatment for children
(a) The following words and terms, when used in this sec-
tion, shall have the following meaning, unless the context
clearly indicates otherwise:

(1) "Discharge/Transition Planning" means a pa-
tient-centered, interdisciplinary process that begins with
an initial assessment of the patient's potential needs at the
time of admission and continues throughout the patient's
stay. Active collaboration with the patient, family and all
involved outpatient practitioners and agencies should be
ongoing throughout treatment so that effective connec-
tions remain intact. Needed services may consist of the
wraparound process through Systems of Care, counseling,
case management and other supports in their community.

The linkages with these supports should be made prior to
discharge to allow for a smooth transition.
(2) "Expressive group therapy" means art, mu-
sic, dance, movement, poetry, drama, psychodrama,
structured therapeutic physical activities, experiential
(ROPES), recreational, or occupational therapies that
encourage the member to express themselves emotionally
and psychologically.
(3) "Family therapy" means interaction between an
LBHP or licensure candidate, member and family mem-
ber(s) to facilitate emotional, psychological or behavioral
changes and promote successful communication and un-
derstanding.
(4) "Group rehabilitative treatment" means be-
havioral health remedial services, as specified in the
individual care plan which are necessary for the treatment
of the existing primary behavioral health disorders and/or
any secondary alcohol and other drug (AOD) disorders in
order to increase the skills necessary to perform activities
of daily living.
(5) "Individual rehabilitative treatment" means a
face to face, one on one interaction which is performed
to assist members who are experiencing significant func-
tional impairment due to the existing primary behavioral
health disorder and/or any secondary AOD disorder in
order to increase the skills necessary to perform activities
of daily living.
(6) "Individual therapy" means a method of treating
existing primary behavioral health disorders and/or any
secondary AOD disorders using face to face, one on one
interaction between an LBHP or licensure candidate and a
member to promote emotional or psychological change to
alleviate disorders.
(7) "Process group therapy" means a method of
treating existing primary behavioral health disorders
and/or secondary AOD disorders using the interaction be-
tween an LBHP or licensure candidate as defined in OAC
317:30-5-240.3, and two or more members to promote
positive emotional and/or behavioral change.

(b) Inpatient psychiatric programs must provide "Active
Treatment". Active Treatment involves the member and their
family or guardian from the time of an admission through-
out the treatment and discharge process. Families and/or
guardians must be notified of the dates and times of treatment
team meetings and be welcomed to attend. Family members
must attend family therapy weekly for continued SoonerCare
reimbursement. Reasons for exceptions to this requirement
must be well documented in the member's treatment plan. For
individuals in the age range of 18 up to 21, it is understood that
family members and guardians will not always be involved
in the member's treatment. Active Treatment also includes
an ongoing program of assessment, diagnosis, intervention,
evaluation of care and treatment, and planning for discharge
and aftercare under the direction of a physician. Evidence
based practices such as trauma informed methodology should
be utilized to minimize the use of seclusion and restraint.
(c) For individuals age 18 up to 21, the Active Treatment
program must be appropriate to the needs of the member and
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be directed toward restoring and maintaining optimal levels
of physical and psychiatric-social functioning. The services
and individual plan of care must be recovery focused, trauma
informed, specific to culture, age and gender, and provided
face-to-face. Services, including type and frequency, will be
specified in the Individual Plan of Care.
(d) For individuals under age 18, the components of Active
Treatment consist of face-to-face integrated therapies that are
provided on a regular basis and will remain consistent with the
member's ongoing need for care. The services and individ-
ual plan of care must be recovery focused, trauma informed,
and specific to culture, age, and gender. Individuals in acute
care must receive seventeen (17) hours of documented active
treatment services each week, with seven (7) of those hours
being dedicated to core services as described in (1) below.
Individuals in PRTFs must receive fourteen (14) hours of
documented active treatment services each week, with four
and a half (4.5) of those hours being dedicated to core services
as described in (1) below. Individuals in Community Based
Transitional (CBT) must receive ten (10) hours of documented
active treatment services each week, with 4four and a half (4.5)
of those hours being dedicated to core services as described in
(1) below. The remainder of the active treatment services may
include any or all of the elective services listed in (2) below or
additional hours of any of the core services. Sixty minutes is
the expectation to equal one hour of treatment. When appro-
priate to meet the needs of the child, the 60 minute timeframe
may be split into sessions of no less than 15 minutes each on the
condition that the Active Treatment requirements are fully met
by the end of the treatment week. The following components
meet the minimum standards required for Active Treatment,
although an individual child's needs for treatment may exceed
this minimum standard:

(1) Core Services.
(A) Individual treatment provided by the physi-
cian. Individual treatment provided by the physician
is required three times per week for acute care and one
time a week in Residential Treatment Facilities. Indi-
vidual treatment provided by the physician will never
exceed ten calendar days between sessions in PRTFs,
never exceed seven calendar days in a specialty PRTF
and never exceed 30 calendar days in CBTs. Individ-
ual treatment provided by the physician may consist
of therapy or medication management intervention
for acute and residential programs.
(B) Individual therapy. LBHPs or licensure
candidates performing this service must use and
document an approach to treatment such as cogni-
tive behavioral treatment, narrative therapy, solution
focused brief therapy or another widely accepted
theoretical framework for treatment. Ongoing assess-
ment of the member's status and response to treatment
as well as psycho-educational intervention are appro-
priate components of individual therapy. Individual
therapy must be provided in a confidential setting.
The therapy must be goal directed utilizing tech-
niques appropriate to the individual member's plan of
care and the member's developmental and cognitive

abilities. Individual therapy must be provided two
hours per week in acute care and one hour per week in
residential treatment by an LBHP or licensure candi-
date as described in OAC 317:30-5-240.3. One hour
of family therapy may be substituted for one hour of
individual therapy at the treatment team's discretion.
(C) Family therapy. The focus of family therapy
must be directly related to the goals and objectives on
the individual member's plan of care. Family ther-
apy must be provided one hour per week for acute
care and residential. One hour of individual therapy
addressing relevant family issues may be substi-
tuted for a family session in an instance in which the
family is unable to attend a scheduled session by an
LBHP or licensure candidate as described in OAC
317:30-5-240.3.
(D) Process group therapy. The focus of process
group therapy must be directly related to goals and
objectives on the individual member's plan of care.
The individual member's behavior and the focus of
the group must be included in each member's medical
record. This service does not include social skills
development or daily living skills activities and must
take place in an appropriate confidential setting, lim-
ited to the therapist, appropriate hospital staff, and
group members. Group therapy must be provided
three hours per week in acute care and two hours per
week in residential treatment by an LBHP or licen-
sure candidate as defined in OAC 317:30-5-240.3. In
lieu of one hour of process group therapy, one hour
of expressive group therapy provided by an LBHP,
licensure candidate, or Licensed Therapeutic Recre-
ation Specialist may be substituted.
(E) Transition/Discharge Planning. Transi-
tion/discharge planning must be provided one hour
per week in acute care and thirty minutes per week in
residential and CBT. Transition/Discharge planning
can be provided by any level of inpatient staff.

(2) Elective services.
(A) Expressive group therapy. Through active
expression, inner-strengths are discovered that can
help the member deal with past experiences and
cope with present life situations in more beneficial
ways. The focus of the group must be directly related
to goals and objectives on the individual member's
plan of care. Documentation must include how the
member is processing emotions/feelings. Expressive
therapy must be a planned therapeutic activity, facili-
tated by staff with a relevant Bachelor's degree and/or
staff with relevant training, experience, or certifica-
tion to facilitate the therapy.
(B) Group rehabilitative treatment. Examples
of educational and supportive services, which may be
covered under the definition of group rehabilitative
treatment services, are basic living skills, social skills
(re)development, interdependent living, self-care,
lifestyle changes and recovery principles. Each ser-
vice provided under group rehabilitative treatment
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services must have goals and objectives, directly re-
lated to the individual plan of care.
(C) Individual rehabilitative treatment. Ser-
vices will be for the reduction of psychiatric and
behavioral impairment and the restoration of func-
tioning consistent with the requirements of inde-
pendent living and enhanced self-sufficiency. This
service includes educational and supportive services
regarding independent living, self-care, social skills
(re)development, lifestyle changes and recovery prin-
ciples and practices. Each individual rehabilitative
treatment service provided must have goals and ob-
jectives directly related to the individualized plan of
care and the member's diagnosis.
(D) Recreation therapy. Services will be pro-
vided to reduce psychiatric and behavioral impair-
ment as well as to restore, remediate and rehabilitate
an individual's level of functioning and independence
in life activities. Services will also be provided in
such a way as to promote health and wellness as well
as reduce or eliminate the activity limitations and re-
strictions to participation in life situations caused by
an illness or disabling condition. Recreational ther-
apy can be provided in an individual or group setting.
If the only activities prescribed for the individual are
primarily diversional in nature, (i.e. to provide some
social or recreational outlet for the individual), it
will not be regarded as active treatment. If provided,
recreational therapy must be a planned therapeutic
activity, facilitated by a Licensed Therapeutic Recre-
ation Specialist.
(E) Occupational therapy. Services will be pro-
vided to address developmental and/or functional
needs related to the performance of self-help skills,
adaptive behavioral, and/or sensory, motor and pos-
tural development. Services include therapeutic
goal-directing activities and/or exercises used to im-
prove mobility and activities of daily living (ADL)
functions when such functions have been impaired
due to illness or injury. Services must be provided by
an occupational therapist appropriately licensed in
the state in which they practice.
(F) Wellness resource skills development. Ser-
vices include providing direction and coordinating
support activities that promote good physical health.
The focus of these activities should include areas
such as nutrition, exercise, support with averting or
managing physical health concerns like heart disease,
diabetes, and cholesterol, and support regarding the
effects of medications have on physical health. Ser-
vices can include support groups, exercise groups,
and individual physical wellness plan development,
implementation assistance and support.

(3) Modifications to active treatment. When a mem-
ber is too physically ill or their acuity level precludes them
from active behavioral health treatment, documentation
must demonstrate that alternative clinically appropriate
services were provided.

(e) The expectation is that active treatment will occur reg-
ularly throughout the treatment week. A treatment week in
Acute is based on the number of days of acute service, begin-
ning the day of admission (day 1). Required active treatment
components will be based upon the length of stay as described
below. A treatment week in RTC, PRTF and CBT is considered
to be a calendar week (i.e. Sunday through Saturday). When a
child is admitted to RTC, PRTF or CBT level of care on a day
other than Sunday, or discharges on a day other than Saturday,
the week will be considered a partial week and services will
be required as described below. Active treatment components
may include assessments/evaluations to serve as the initial
individual or family session if completed by an LBHP or li-
censure candidate. Start and stop time must be documented.
Active treatment begins the day of admission. Days noted are
calendar days.

(1) Individual treatment provided by the physician.
(A) In acute, by day two, 1 visit is required. By day
4, 2 visits are required. By day 7, 3 visits are required.
(B) In RTC, PRTF or CBT, one visit during ad-
mission week is required. In RTCs, 1 visit during the
admission week is required, then once a week there-
after. In PRTFs, one visit during the admission week
is required, then once a week thereafter. In CBT, 1
visit is required within 7 days of admission. Individ-
ual treatment provided by the physician will never
exceed 10 days between sessions in PRTFs, never
exceed 7 days in a specialty PRTF and never exceed
30 days in CBTs. The completion of a psychiatric
evaluation or a combined psychiatric evaluation and
a History and Physical (H&P) evaluation may count
as the first visit by the physician if the evaluation was
personally rendered by the psychiatrist. If the mem-
ber is admitted on the last day of the admission week,
then the member must be seen by a physician within
24 hours of admission time.

(2) Individual therapy.
(A) In acute, by day 3, 30 minutes of treatment are
required. By day 5, 1 hour of treatment is required.
Beginning on day 7, 2 hours of treatment are required
each week. This does not include admission assess-
ments/evaluations or Psychosocial Evaluations unless
personally (face to face) rendered by the LBHP or
licensure candidate.
(B) In residential treatment (including PRTF and
CBT), by day 6, 30 minutes of treatment must be
documented. Beginning on day 7, 1 hour of treatment
is required each week. The treatment week is defined
as Sunday through Saturday. Individual therapy may
not exceed a total of 10 days between sessions. This
does not include admission assessment/ evaluation or
Psychosocial Evaluations unless personally (face to
face) rendered by the LBHP or licensure candidate.

(3) Family therapy.
(A) In acute, by day 6, 30 minutes of treatment
must be documented. Beginning on day 7, 1 hour
of treatment is required each week. This does not
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include admission assessments/evaluation or Psy-
chosocial Evaluations unless personally (face to face)
rendered by the LBHP or licensure candidate and the
assessments/evaluation or Psychosocial Evaluation
has not been used to substitute the initial individual
therapy requirement.
(B) In residential treatment (including PRTF and
CBT), by day 6, 30 minutes of treatment must be
documented. Beginning on day 7, 1 hour of treat-
ment is required each week. This does not include
admissions assessment/evaluation or Psychosocial
Evaluations unless personally (face to face) rendered
by the LBHP or licensure candidate and the assess-
ment/evaluation or Psychosocial Evaluation has not
been used to substitute the initial individual therapy
requirement. Family therapy provided by the LBHP
or licensure candidate should not exceed 10 days in
between sessions.

(4) Process group therapy.
(A) In acute, by day 3, 1 hour of treatment is re-
quired. By day 5, 2 hours of treatment are required.
Beginning on day 7, 3 hours of treatment are required
each week.
(B) In residential treatment (including PRTF and
CBT), by day 5, 1 hour of treatment is required. Be-
ginning on day 7, 2 hours of treatment are required
each week.

(f) When an individual is determined to be too ill to par-
ticipate in treatment, as determined by medical/nursing staff
(RN/LPN), documentation must be in the record clearly indi-
cating the reason, limitations, and timeframe for those services
to be excused without penalty.

317:30-5-96.3. Methods of payment
(a) Reimbursement. Covered inpatient psychiatric and/or
substance abuse services will be reimbursed using one of the
following methodologies:

(1) Diagnosis Related Group (DRG);
(2) cost based; or
(3) a predetermined per diem payment.

(b) Acute Level of Care.
(1) Psychiatric units within general medical surgi-
cal hospitals and Critical Access hospitals. Payment
will be made utilizing a DRG methodology. [See OAC
317:30-5-41(b)]. Psychiatric professional (physicians and
psychologists) services provided in conjunction with the
inpatient stay are separately payable from the DRG paid to
the hospital;
(2) Freestanding Psychiatric Hospitals. A prede-
termined statewide per diem payment will be made for
all facility services provided during the inpatient stay.
Psychiatric professional (physicians and psychologists)
services provided in conjunction with the inpatient stay are
separately payable from the per diem paid to the hospital.
Rates vary for public and private providers.

(c) Residential Level of Care
(1) Instate Services.

(A) Psychiatric Hospitals or Inpatient Psychi-
atric Programs. A pre-determined all-inclusive per
diem payment will be made for routine, ancillary and
professional services. Public facilities will be reim-
bursed using either the statewide or facility specific
interim rates and settled to total allowable costs as de-
termined by analyses of the cost reports (Form CMS
2552) filed with the OHCA.
(B) Psychiatric Residential Treatment Facilities.
A pre-determined per diem payment will be made to
private PRTFs with 16 beds or less for routine ser-
vices. All other services are separately billable. A
predetermined all-inclusive per diem payment will be
made for routine, ancillary and professional services
to private facilities with more than 16 beds. Public
facilities will be reimbursed using either the statewide
or facility specific interim rates and settled to total
allowable costs as determined by analyses of the cost
reports (Form 2552) filed with the OHCA.

(2) Out-of-state services.
(A) Border and "border status" placements. Facili-
ties are reimbursed in the same manner as in-state hos-
pitals or PRTFs.
(B) Out-of-state placements. In the event compa-
rable services cannot be purchased from an Oklahoma
facility and the current payment levels are insufficient
to obtain access for the member, the OHCA may
negotiate a predetermined, all-inclusive per diem
rate for specialty programs/units. An incremental
payment adjustment may be made for 1:1 staffing (if
clinically appropriate and prior authorized). Payment
may be up to, but no greater, than usual and customary
charges. The 1:1 staffing adjustment is limited to 60
days annually.

(d) Health Home Transitioning Services. Health Home
services for the provision of comprehensive transitional care
to existing members are considered to be inpatient psychiatric
services, when services exceed and do not duplicate ordinary
inpatient discharge planning during the last 30 days of a
covered acute or residential stay. Payment for Health Home
transitioning services provided under arrangement with the
inpatient provider will be directly reimbursed to the Health
Home outside of the facility's per diem or DRG rate.

[OAR Docket #17-406; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 35. MEDICAL ASSISTANCE FOR
ADULTS AND CHILDREN-ELIGIBILITY
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RULES:
Subchapter 5. Eligibility and Countable Income
Part 1. Determination of Qualifying Categorical Relationships
317:35-5-2. [AMENDED]
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Subchapter 22. Pregnancy Related Benefits Covered Under Title XXI
317:35-22-2. [AMENDED]
(Reference APA WF # 16-15B)
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The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Section 1902 of Social Security Act; 42 CFR 435.116
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November 22, 2016
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January 17, 2017
ADOPTION:

February 9, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
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February 10, 2017
APPROVED BY GOVERNOR’S DECLARATION:
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FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:
Superseded rules:

Subchapter 5. Eligibility and Countable Income
Part 1. Determination of Qualifying Categorical Relationships
317:35-5-2 [AMENDED]
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Gubernatorial approval:
November 22, 2016

Register publication:
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16-879
(Reference APA WF # 16-15B)
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n/a
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The proposed policy revisions continue the use of the global care current

procedural terminology codes for routine obstetrical care billing, which can
be used if the provider had provided care for a member for greater than one
trimester.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 5. ELIGIBILITY AND
COUNTABLE INCOME

PART 1. DETERMINATION OF QUALIFYING
CATEGORICAL RELATIONSHIPS

317:35-5-2. Categorically related programs
(a) In order to be eligible for SoonerCare, an individual must
first meet the description of a member eligibility group. For

individuals related to the aged, blind, or disabled groups, cate-
gorical relationship is established using the same definitions of
age, disability and blindness as used by the Social Security Ad-
ministration (SSA) in determining eligibility for Supplemental
Security Income (SSI) or SSA benefits. If the individual is a
SSA/SSI recipient in current payment status (including pre-
sumptive eligibility), a TANF recipient, an adoption assistance
or kinship guardianship assistance recipient, or is under age 19,
categorical relationship is automatically established. Categor-
ical relationship to the pregnancy group is established when the
determination is made by medical evidence that the individual
is or has been pregnant. Effective January 1, 2014, verification
of pregnancy is only required if the individual's declaration
that she is pregnant is not reasonably compatible with other in-
formation available to the agency. Pregnancy-related services
include all medical services provided within the scope of the
program during the prenatal, delivery and postpartum periods
for women in this pregnancy group; see Subchapter 22 of this
Chapter for services for unborn children covered under Title
XXI. For an individual age 19 or over to be related to the parent
and caretaker relative group, the individual must have a minor
dependent child. For an individual to be related to the former
foster care children group, the individual must not be eligible
for the Title XIX pregnancy or parent or caretaker relative
groups, must be aged 19-26, and must have been receiving
SoonerCare as a foster care child when he/she aged out of fos-
ter care in Oklahoma. There is no income or resource test for
the former foster care children group. Categorical relationship
to Refugee services is established in accordance with OAC
317:35-5-25. Categorical relationship for the Breast and Cer-
vical Cancer Treatment program is established in accordance
with OAC 317:35-21. Categorical relationship for the Soon-
erPlan Family Planning Program is established in accordance
with OAC 317:35-5-8. Categorical relationship for pregnancy
related benefits covered under Title XXI is established in
accordance with OAC 317:35-22. Benefits for pregnancies
covered under Title XXI medical services are provided within
the limited scope of this particular program for antenatal
care and delivery only. Each service must be billed using
the appropriate CPT codes. To be eligible for SoonerCare
benefits, an individual must be related to one of the following
eligibility groups:Benefits for pregnancies covered under Title
XXI medical services are provided within the scope of the
program during the prenatal, delivery and postpartum care
when included in the global delivery payment. To be eligible
for SoonerCare benefits, an individual must be related to one
of the following eligibility groups:

(1) Aged
(2) Disabled
(3) Blind
(4) Pregnancy
(5) Children, also including

(A) Newborns deemed eligible, and
(B) Grandfathered CHIP children

(6) Parents and Caretaker Relatives
(7) Refugee
(8) Breast and Cervical Cancer Treatment program
(9) SoonerPlan Family Planning Program
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(10) Benefits for pregnancies covered under Title XXI
(11) Former foster care children.

(b) The Authority may provide SoonerCare to reasonable
categories of individuals under age 21.

(1) Individuals eligible for SoonerCare benefits include
individuals between the ages of 19 and 21:

(A) for whom a public agency is assuming full or
partial financial responsibility who are in custody
as reported by the Oklahoma Department of Human
Services (OKDHS) and in foster homes, private insti-
tutions or public facilities; or
(B) in adoptions subsidized in full or in part by a
public agency; or
(C) individuals under age 21 receiving active treat-
ment as inpatients in public psychiatric facilities or
programs if inpatient psychiatric services for individ-
uals under age 21 are provided under the State Plan
and the individuals are supported in full or in part by a
public agency; or

(2) Individuals eligible for SoonerCare benefits include
individuals between the ages of 18 and 21 if they are in cus-
tody as reported by OKDHS on their 18th birthday and liv-
ing in an out of home placement.

SUBCHAPTER 22. PREGNANCY RELATED
BENEFITS COVERED UNDER TITLE XXI

317:35-22-2. Scope of coverage for Title XXI
Pregnancy

(a) Pregnancy related services provided are for antepartum
and delivery only.Pregnancy related services provided are pre-
natal, delivery, postnatal care when included in the global de-
livery fee, and other related services that are medically neces-
sary to optimize pregnancy outcomes within the defined pro-
gram benefits.
(b) Only two additional visits per month to other medical
consultants, such as a dietitian or licensed genetic counselor for
related services to evaluate and/or treat conditions that may ad-
versely impact the fetus are covered.Only two visits per month
for other related services to evaluate and/or treat conditions that
may adversely impact the pregnancy are covered.

[OAR Docket #17-408; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
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The proposed policy revisions correctly identify individuals residing in
long term care facilities as those with intellectual disabilities and replaces the
term "patient" with "member" as appropriate.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 9. ICF/IID, HCBW/IID, AND
INDIVIDUALS AGE 65 OR OLDER IN MENTAL

HEALTH HOSPITALS

PART 1. SERVICES

317:35-9-4. Services in Intermediate Care
Facility for persons with Mental
RetardationIndividuals with Intellectual
Disabilities (public and private)

(a) Services in a private Intermediate Care Facility for
persons with Mental Retardation (ICF/MR)Individuals
with Intellectual Disabilities (ICF/IID) may be provided to
members requiring health or habilitative services above the
level of room and board. Services are provided to members
who meet level of care and eligibility requirements per OAC
317:30-5-122 and 317:35-9-45.
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(b) Services in a public ICF/MRICF/IID may be provided
to members who require health or habilitative services above
the level of room and board. Services are provided to members
who meet level of care requirements per OAC 317:30-5-122.

PART 5. DETERMINATION OF MEDICAL
ELIGIBILITY FOR ICF/IID, HCBW/IID, AND

INDIVIDUALS AGE 65 OR OLDER IN MENTAL
HEALTH HOSPITALS

317:35-9-45. Determination of medical eligibility
for care in a private Intermediate
Care Facility for Persons with Mental
RetardationIndividuals with Intellectual
Disabilities(ICF/IID)

(a) Pre-approval of medical eligibility. Pre-approval
of medical eligibility for private ICF/MRICF/IID care is
based on level of care requirements per OAC 317:30-5-122.
Pre-approval is not necessary for individuals with a severe
or profound intellectual disability. Pre-approval is made by
Oklahoma Health Care Authority (OHCA) Level of Care
Evaluation Unit (LOCEU) analysts.
(b) Application for ICF/MRICF/IID services. Within 30
calendar days after services begin, the facility must submit:

(1) theThe original of the ICF/MRICF/IID Level of
Care Assessment form (LTC-300) to LOCEU. Required
attachments include:

(A) Current (within 90 days of requested approval
date) medical information signed by a physician.
(B) A current (within 12 months of requested ap-
proval date) psychological evaluation by a licensed
Psychologist or State staff supervised by a licensed
Psychologist. The evaluation must include intel-
ligence testing that yields a full-scale intelligence
quotient, a full-scale functional or adaptive assess-
ment, as well as the age of onset.
(C) A copy of the pertinent section of the Individ-
ual Plan or other appropriate documentation relative
to the ICF/MRICF/IID admission and the need for
ICF/MRICF/IID level of care.
(D) A statement that the member is not an immi-
nent threat of harm to self or others (i.e., suicidal or
homicidal).

(2) If pre-approval was determined by LOCEU and
the above information is received, medical approval will
be entered on an electronic medical case list known as
MEDATS. Pre-approval is not needed for individuals with
a severe or profound intellectual disability.

(c) Categorical relationship. Categorical relationship
must be established for determination of eligibility for
long-term medical care. If categorical relationship has not
already been established, the proper forms and medical infor-
mation are submitted to LOCEU. (Refer to OAC 317:35-5-4).
In such instances LOCEU will render a decision on categorical
relationship using the same definition as used by thewiththe
SSA. A follow-up is required by the OKDHS social worker

with the SSA to be sure that their disability decision agrees
with the decision of LOCEU.
(d) Medical eligibility for ICF/MRICF/IID services.

(1) Individuals must require active treatment per 42
CFR 483.440.
(2) Individuals must have a diagnosis of an intellectual
disability or a related condition based on level of care re-
quirements per OAC 317:30-5-122 and results of a current
comprehensive psychological evaluation by a licensed
Psychologist or State staff supervised by a licensed Psy-
chologist.

(A) Per the Diagnostic and Statistical Manual of
Mental Disorders, intellectual disability is a condition
characterized by a significantly sub-average general
intellectual functioning existing concurrently with
deficits in adaptive behavior and originating before
18 years of age.
(B) Per 42 CFR 435.1010, persons with related
conditions means individuals who have a severe,
chronic disability that meets the following conditions:

(i) It is attributable to cerebral palsy or
epilepsy; or.
(ii) itIt is attributable to any other condition,
other than mental illness, found to be closely
related to intellectual disability because this con-
dition results in impairment of general intellectual
functioning or adaptive behavior similar to that of
persons with intellectual disability and requires
treatment or services similar to those required for
these persons.
(iii) It is manifested before the person reaches
age 22.
(iv) It is likely to continue indefinitely.
(v) It results in substantial functional limita-
tions in three or more areas of major life activity
per OAC 317:30-5-122.

(C) Conditions closely related to intellectual dis-
ability include, but are not limited to the following:

(i) autism or autistic disorder, childhood dis-
integrative disorder, Rett syndrome and pervasive
developmental disorder, not otherwise specified
(only if "typical autism");
(ii) severe brain injury (acquired brain injury,
traumatic brain injury, stroke, anoxia, meningitis);
(iii) fetal alcohol syndrome;
(iv) chromosomal disorders (Down syndrome,
fragile x syndrome, Prader-Willi syndrome);and
(v) other genetic disorders (Williams syn-
drome, spina bifida, phenylketonuria).

(D) The following diagnoses do not qualify as
conditions related to intellectual disability. Never-
theless, a person with any of these conditions is not
disqualified if there is a simultaneous occurrence of a
qualifying condition:

(i) learning disability;
(ii) behavior or conduct disorders;
(iii) substance abuse;
(iv) hearing impairment or vision impairment;
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(v) mental illness that includes psychotic dis-
orders, adjustment disorders, reactive attachment
disorders, impulse control disorders, and paraphil-
ias;
(vi) borderline intellectual functioning, de-
velopmental disability that does not result in an
intellectual impairment, developmental delay or
"at risk" designations;
(vii) physical problems (such as multiple scle-
rosis, muscular dystrophy, spinal cord injuries and
amputations);
(viii) medical health problems (such as cancer,
acquired immune deficiency syndrome and termi-
nal illnesses);
(ix) milder autism spectrum disorders (such as
Asperger's disorder and pervasive developmental
disorder not otherwise specified if not "atypical
autism");
(x) neurological problems not associated with
intellectual deficits (such as Tourette's syndrome,
fetal alcohol effects and non-verbal learning dis-
ability);or
(xi) mild traumatic brain injury (such as mini-
mal brain injury and post-concussion syndrome).

SUBCHAPTER 19. NURSING FACILITY
SERVICES

317:35-19-8. Pre-admission screening and resident
review

(a) Federal Regulationsregulations govern the State's re-
sponsibility for Preadmission Screening and Resident Review
(PASRR) of individuals with mental illness and intellectual
disabilities. PASRR applies to the screening or reviewing of
all individuals for mental illness or, an intellectual disabil-
ity, or related conditions who apply to or reside in Medicaid
certified nursing facilities regardless of the source of payment
for the nursing facility (NF) services and regardless of the
individual's or resident's known diagnoses. The NF must
independently evaluate the Level I PASRR Screen regardless
of who completes the form and determine whether or not to
admit an individual to the facility. If an individual is admitted
to the NF inappropriately, the NF is subject to recoupment
of Medicaid funds and penalties imposed by CMS. Federal
financial participation (FFP) may not be paid until results of
any needed PASRR Level II evaluations are received. PASRR
is a requirement for nursing facilities with dually certified
(both Medicare and Medicaid) beds. There are no PASRR
requirements for Medicare skilled beds that are not dually
certified, nor is PASRR required for individuals seeking resi-
dency in an intermediate care facility for the mentally retarded
(ICF/MR)individuals with intellectual disabilities (ICF/IID).
(b) For Medicaid applicants, medical and financial eligibil-
ity determinations are also required.

317:35-19-9. PASRR screening process
(a) Level I screen for PASRR.

(1) OHCA Form LTC-300R, Nursing Facility Level of
Care Assessment, must be completed by an authorized NF
official or designee. An authorized NF official or designee
must consist of one of the following:

(A) The nursing facilityNF administrator or co-ad-
ministrator;
(B) A licensed nurse, social service director, or so-
cial worker from the nursing facility; or
(C) A licensed nurse, social service director, or so-
cial worker from the hospital.

(2) Prior to admission, the authorized NF official must
evaluate the properly completed OHCA Form LTC-300R
and the Minimum Data Set (MDS), if available, as well
as all other readily available medical and social informa-
tion, to determine if there currently exists any indication
of mental illness (MI), intellectual disability (ID), or
other related condition, or if such condition existed in
the applicant's past history. Form LTC-300R constitutes
the Level I PASRR Screen and is utilized in determining
whether or not a Level II is necessary prior to allowing the
patientmember to be admitted.
(3) The nursing facilityNF is responsible for determin-
ing from the evaluation whether or not the patientmember
can be admitted to the facility. A "yes" response to any
question from Form LTC-300R, Section E, will require the
nursing facilityNF to contact the Level of Care Evaluation
Unit (LOCEU) for a consultation to determine if a Level II
assessment is needed. The NFfacility is also responsible
for consulting with the LOCEU regarding any MI/ID
/relatedmental illness, an intellectual disability, or related
condition information that becomes known either from
completion of the MDS or throughout the resident's stay.
The original Form LTC-300R must be submitted to the
LOCEU by mail within 10ten (10) days of the resident's
admission. SoonerCare payment may not be made for a
resident whose LTC-300R requirements have not been
satisfied in a timely manner.
(4) Upon receipt and review of the PASRR eligibility
information packet, the LOCEU may, in coordination with
the Oklahoma Department of Human Services (OKHDS)
area nurse, re-evaluate whether a Level II PASRR as-
sessment may be required. If a Level II assessment is not
required, as determined by the LOCEU, the area nurse,
or nurse designee, documents this and continues with the
process of determining medical eligibility. If a Level II
is required, a medical decision is not made until the area
nurse is notified of the outcome of the Level II assessment.
The results of the Level II assessment are considered in
the medical eligibility decision. The area nurse, or nurse
designee, makes the medical eligibility decision within ten
(10) working days of receipt of the medical information
when a Level II assessment is not required. If a Level II
assessment is required, the area nurse makes the decision
within five working days if appropriate.

(b) Pre-admission Level II assessment for PASRR. The
authorized official is responsible for consulting with the
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OHCA LOCEU in determining whether a Level II assessment
is necessary. The decision for Level II assessment is made by
the LOCEU.

(1) Any one of the following three (3) circumstances
will allow a patientmember to enter the nursing facilityNF
without being subjected to a Level II PASRR assessment:

(A) The patientmember has no current indication
of mental illness or an intellectual disability or other
related condition and there is no history of such con-
dition in the patient'smember's past;
(B) The patientmember does not have a diagnosis
of an intellectual disability or related condition; or
(C) The patientmember has indications of mental
illness or an intellectual disability or other related
condition, but is not a danger to self and/or others, and
is being released from an acute care hospital as part of
a medically prescribed period of recovery (Exempted
Hospital Discharge). If an individual is admitted to an
NF based on Exempted Hospital Discharge, it is the
responsibility of the NF to ensure that the individual is
either discharged by the 30th day or that a Level II has
been requested and is in process. Exempted Hospital
Discharge is allowed only if all of the following three
(3) conditions are met:

(i) The individual must be admitted to the NF
directly from a hospital after receiving acute inpa-
tient care at the hospital (not including psychiatric
facilities);
(ii) The individual must require NF services
for the condition for which he/she received care in
the hospital; and
(iii) The attending physician must certify be-
fore admission to the facility that the individual
is likely to require less than 30thirty (30) days of
nursing facility services. The nursing facilityNF
will be required to furnish documentation to the
OHCA upon request.

(2) If the patientmember has current indications of
mental illness or an intellectual disability or other related
condition, or if there is a history of such condition in the
patient'smember's past, the patientmember cannot be
admitted to the nursing facilityNF until the LOCEU is
contacted to determine if a Level II PASRR assessment
must be performed. Results of any Level II PASRR as-
sessment ordered must indicate that nursing facilityNF
care is appropriate prior to allowing the patientmember to
be admitted.
(3) The OHCA Level of Care Evaluation Unit au-
thorizes Advance Group Determinations for the MI and
MRID Authorities in the categories listed in the following
categories listed in (A) through (C) of this paragraph.
Preliminary screening by the LOCEU should indicate
eligibility for nursing facilityNF level of care prior to
consideration of the provisional admission.

(A) Provisional admission in cases of delirium.
Any person with mental illness, an intellectual dis-
ability or related condition who is not a danger to self
and/or others, may be admitted to a MedicaidTitle

XIX certified NF if the individual is experiencing
a condition that precludes screening, i.e., effects of
anesthesia, medication, unfamiliar environment,
severity of illness, or electrolyte imbalance.

(i) A Level II evaluation is completed imme-
diately after the delirium clears. LOCEU must be
provided with written documentation by a physi-
cian that supports the individual's condition which
allows provisional admission as defined in (i) of
this subparagraph.
(ii) Payment for NF services will not be made
after the provisional admission ending date. If an
individual is determined to need a longer stay, the
individual must receive a Level II evaluation be-
fore continuation of the stay may be permitted and
payment made for days beyond the ending date.

(B) Provisional admission in emergency situ-
ations. Any person with a mental illness, an intel-
lectual disability or related condition, who is not a
danger to self and/or others, may be admitted to a
MedicaidTitle XIX certified nursing facilityNF for a
period not to exceed seven days pending further as-
sessment in emergency situations requiring protective
services. The request for Level II evaluation must
be made immediately upon admission to the NF if a
longer stay is anticipated. LOCEU must be provided
with written documentation from Adult Protective
Services or the nursing facility which supports the
individual's emergency admission. Payment for NF
services will not be made beyond the emergency ad-
mission ending date.
(C) Respite care admission. Any person with
mental illness, an intellectual disability or related
condition, who is not a danger to self and/or others,
may be admitted to a MedicaidTitle XIX certified
nursing facilityNF to provide respite to in-home care-
givers to whom the individual is expected to return
following the brief NF stay. Respite care may be
granted up to 15fifteen (15) consecutive days per stay,
not to exceed 30thirty (30) days per calendar year.

(i) In rare instances, such as illness of the
caregiver, an exception may be granted to allow
30thirty (30) consecutive days of respite care.
However, in no instance can respite care exceed
30thirty (30) days per calendar year.
(ii) Respite care must be approved by LOCEU
staff prior to the individual's admission to the NF.
The NF provides the LOCEU with written docu-
mentation concerning circumstances surrounding
the need for respite care, the date the individual
wishes to be admitted to the facility, and the date
the individual is expected to return to the caregiver.
Payment for NF services will not be made after the
respite care ending date.

(c) PASRR Level II resident review. The resident review is
used primarily as a follow-up to the pre-admission assessment.

(1) The nursing facility's routine resident assessment
will identify those individuals previously undiagnosed as
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intellectually disabled or MImentally ill. A new condition
of intellectual disabilities or MImental illness must be re-
ferred to LOCEU by the NF for determination of the need
for the Level II. The facility's failure to refer such individ-
uals for a Level II assessment may result in recoupment of
funds and/or penalties from CMS.
(2) A Level II resident review may be conducted the
following year for each resident of a nursing facilityNF
who was found to experience a serious mental illness with
no primary diagnosis of dementia on his or her pre-ad-
mission Level II to determine whether, because of the
resident's physical and mental condition, the resident
requires specialized services.
(3) A Level II resident review may be conducted for
each resident of a nursing facilityNF who has mental ill-
ness or an intellectual disability or other related condition
when there is a significant change in the resident's mental
condition. If such a change should occur in a resident's
condition, it is the responsibility of the nursing facility to
have a consultation with the LOCEU concerning the need
to conduct a resident review.
(4) Individuals who were determined to have a serious
mental illness (as defined by CMS) on their last PASRR
Level II evaluation will receive a resident review at least
within one year of the previous evaluation.

(d) Results of pre-admission Level II assessment and
Resident Review. Through contractual arrangements between
the Oklahoma Health Care AuthorityOHCA and the Mental
Illness/Mental Retardation Authorities/Community Mental
Health CentersMental Illness/Intellectual Disabilities Au-
thorities/ Community Mental Health Centers, individualized
assessments are conducted and findings presented in written
evaluative reports. The reports recommend if nursing facil-
ityNF services are needed, if specialized services or less than
specialized services are needed, and if the individual meets
the federal PASRR definition of mental illness or intellectual
disability or related conditions. Evaluative reports are deliv-
ered to the OHCA's LOCEU within federal regulatory and
state contractual timelines to allow the LOCEU to process
formal, written notification to patientmember, guardian, NF
and significant others.
(e) Evaluation of pre-admission Level II or Resident Re-
view assessment to determine Medicaid medical eligibility
for long term care. The determination of medical eligibility
for care in a nursing facilityNF is made by the area nurse
(or nurse designee) unless the individual has an intellectual
disability or related condition or a serious mental illness (as
defined by CMS). The procedures for obtaining and submitting
information required for a decision are outlined in this subsec-
tion. When an active long term care patientmember enters the
facility and nursing care is being requested:

(1) The pre-admission screening process must be per-
formed and must allow the patientmember to be admitted.
(2) The facility will notify the local county office by
the OKDHS Form 08MA083E, Notification Regarding
Patient in a Nursing Facility, Intermediate Care Facility for
the Mentally Retarded or Hospice and Form 08MA084E,

Management of Recipient's Funds, of the member's ad-
mission.
(3) The local county office will send the NF the
OKDHS Form 08MA038E, Notice Regarding Finan-
cial Eligibility, indicating actions that are needed or have
been taken regarding the member.

[OAR Docket #17-427; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 35. MEDICAL ASSISTANCE FOR
ADULTS AND CHILDREN-ELIGIBILITY

[OAR Docket #17-412]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 9. ICF/IID, HCBW/IID, and Individuals Age 65 or Older in

Mental Health Hospitals
Part 5. Determination of Medical Eligibility for ICF/IID, HCBW/IID, and

Individuals Age 65 or Older in Mental Health Hospitals
317:35-9-48.1. [AMENDED]
(Reference APA WF # 16-19)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
§134 of the Tax Equity and Fiscal Responsibility Act of 1982 (P.L. 97-248);
§1902 of the Social Security Act; 42 CFR 435.225
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed policy revisions allow additional providers to evaluate Tax
Equity and Fiscal Responsibility Act applicants under the age of three for
the measurement of developmental milestones to determine Intermediate
Care Facilities for Individuals with Intellectual Disabilities institutional
level of care. Current rules only allow for an evaluation by providers within
the SoonerStart Early Intervention Program. This policy revision allows
for flexibility when determining level of care as there are other appropriate
providers and evaluation tools that can be utilized to evaluate developmental
milestones. Please note that other criteria for severe dysfunctional deficiencies
in at least two total domain areas remain in effect.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.
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PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 9. ICR/IID, HCBW/IID, AND
INDIVIDUALS AGE 65 OR OLDER IN MENTAL

HEALTH HOSPITALS

PART 5. DETERMINATION OF MEDICAL
ELIGIBILITY FOR ICF/IID, HCBW/IID, AND

INDIVIDUALS AGE 65 OR OLDER IN MENTAL
HEALTH HOSPITALS

317:35-9-48.1. Determining ICF/IID institutional level
of care for TEFRA children

In order to determine ICF/IID level of care for TEFRA
children:

(1) The child must be age 18 years or younger and
expected to meet the following criteria for at least 30 days.

(A) Applicants under age three must:
(i) have a diagnosis of a developmental dis-
ability; and
(ii) have been evaluated by the SoonerStart
Early Intervention Program or other appropriate
healthcare provider, and found to have severe
dysfunctional deficiencies with findings of at least
two standard deviations in at least two total domain
areas.

(B) Applicants age three years and older must:
(i) have a diagnosis of intellectual disability or
a developmental disability; and
(ii) have received a psychological evaluation
by a licensed psychologist or school psychologist
certified by the Oklahoma Department of Educa-
tion (ODE) within the last 12 months. The evalu-
ation must include intelligence testing that yields
a full-scale intelligence quotient, and a full-scale
functional or adaptive assessment that yields a
composite functional age. Eligibility for TEFRA
ICF/IID level of institutional care requires an IQ
of 70 or less, or a full-scale functional assessment
indicating a functional age composite that does not
exceed 50%fifty percent of the child's chronologi-
cal age. In no case shall eligibility be granted for a
functional age greater than eight years.

(2) Psychological evaluations are required for children
who are approved for TEFRA under ICF/IID level of care.
Children under evaluation, including both intelligence
testing and adaptive/functional assessment, by a licensed
psychologist or school psychologist certified by the ODE,
at age three, age six, and, if medically necessary, thereafter
to ascertain continued eligibility for TEFRA under the
ICF/IID level of institutional care. The psychological

evaluation must be completed and submitted to the LO-
CEU no later than 90 days following the child's third and
sixth birthday, and, if medically necessary, thereafter.

[OAR Docket #17-412; filed 6-15-17]

TITLE 317. OKLAHOMA HEALTH CARE
AUTHORITY

CHAPTER 35. MEDICAL ASSISTANCE FOR
ADULTS AND CHILDREN-ELIGIBILITY

[OAR Docket #17-419]
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PERMANENT final adoption
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317:35-15-2. [AMENDED]
317:35-15-4. [AMENDED]
317:35-15-8. [AMENDED]
317:35-15-8.1. [AMENDED]
317:35-15-10. [AMENDED]
317:35-15-13.1. [AMENDED]
317:35-15-13.2. [AMENDED]
317:35-15-14. [AMENDED]
Subchapter 17. Advantage Waiver Services
317:35-17-1. [AMENDED]
317:35-17-3. [AMENDED]
317:35-17-5. [AMENDED]
317:35-17-14. [AMENDED]
317:35-17-18. [AMENDED]
317:35-17-22. [AMENDED]
Subchapter 19. Nursing Facility Services
317:35-19-2. [AMENDED]
(Reference APA WF # 16-25B)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Director of Human Services; Section 162 of Title 56 of the Oklahoma Statues
(56 O.S. 162); 42 CFR 430 and 431
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed revisions update rules to the ADvantage program and related
services. The revisions add language regarding the personal care services
process provided by the personal care provider agency nurse. Additional
language outlines individuals who are not qualified to provide services as an
Individual Personal Care Assistant. Language is added to clarify technical
services that are provided by the State Plan Personal Care services program.
Additional guidance is provided on the Oklahoma Department of Human
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Services (DHS) forms that are to be used in the eligibility process for personal
care service authorization. Further revisions provide clarification on payment
for personal care services if the client lives in the personal care assistant's
home without DHS approval. Proposed revisions provide clarification on the
timeframe in which nurses are to complete the Service Authorization Model
visit and outline the steps to be taken if it is determined that there have been no
changes in health or service needs. Language regarding the current practices
and form numbers of Nursing Home Level of Care assessments has been
updated. Additional revisions reflect changes due to the Interactive Voice
Response Authentication (IVRA) system to the Electronic Visit Verification
(EVV) system. Processes for documentation through the EVV system have
been defined. Language is added that would identify what members would not
be able to receive ADvantage waiver services due to illegal drug activity in the
home. Additional updates are made to clarify mental impairment language.
References made to the Supplemental Process for Expedited Eligibility
Determination are removed as this process is no longer part of the ADvantage
waiver. In addition, services that are no longer provided by the ADvantage
waiver have been removed.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 15. PERSONAL CARE SERVICES

317:35-15-2. Personal Carecare services
(a) Personal Carecare is assistance to an individual in car-
rying out activities of daily livingActivities of Daily Living
(ADLs) or in carrying out instrumental activities of daily
livingInstrumental Activities of Daily Living (IADLs) directly
related to the member's personal care needs to prevent or mini-
mize physical health regression or deterioration. The Personal
CarePersonal care service requires a skilled nursing assess-
ment of need, development of a care plan to meet identified
personal care needs, care plan oversight, and periodic re-as-
sessment and updating, ifof the care plan, when necessary,
of the care plan. Personal Carecare services do not include
technical services, such as tracheal suctioning, tracheal care,
gastrostomy-tube feeding or care, specialized feeding due to
choking risk, application of compression stockings, bladder
catheterization, colostomy irrigation, wound care, application
of prescription lotions or topical ointments, range of motion
exercises, or the operation of equipment of a technical nature,
such as a patient lift. or oxygen equipment.
(b) Personal Carecare members may receive services in
limited types of living arrangements. The specific living ar-
rangements are set forth below.

(1) Personal Carecare members are not eligible to
receive services while residing in an institutional setting
including, but not limited to, licensed facilities, such as a
hospital, nursing facility, licensed residential care facility
or licensed assisted living facility, or in an unlicensed
institutional living arrangement, such as a room and board
home or facility. Personal care may not be approved
when the client lives in the personal care assistant's home

except with the approval of Oklahoma Department of
Human Services (DHS) Aging Services.
(2) Additional living arrangements in which members
may receive Personal Carepersonal care services are the
member's own home, apartment, or a family or friend's
home or apartment. A home or apartment unit is defined
as a self-contained living space having a lockable entrance
to the unit including a bathroom and food storage/prepara-
tion amenities in addition to bedroom/living space.
(3) For Personal Carepersonal care members who
are full-time students, a dormitory room qualifies as an
allowable living arrangement in which to receive Personal
Carepersonal care services for the period during which the
member is a student.
(4) With prior approval of the OKDHSDHS area nurse,
Personal Carepersonal care services may be provided in
an educational or employment setting to assist the member
in achievingachieve vocational goals identified in the care
plan.

(c) Personal Carecare services may be provided by an indi-
vidual employed by the member referred to as an Individual
Personal Care Assistantindividual personal care assistant
(IPCA) or by a Personal Care Assistantpersonal care assistant
(PCA) employed by a home care agency that is certified to
provide Personal Carepersonal care services and contracted
with the OHCAOklahoma Health Care Authority (OHCA) to
provide Personal Carepersonal care services. OKDHSDHS
must determine an IPCA to be qualified to provide Personal
Carepersonal care services and not identified as formal/in-
formal support for member before they can provide services.
Persons eligible to serve as either IPCAs or PCAS must meet
the following criteria:

(1) arebe at least 18 years of age;
(2) have no pending notation related to abuse, neglect,
or exploitation as reported by the Oklahoma State Depart-
ment of Health Nurse Aide Registry;
(3) are not be included in the OKDHSDHS Community
Services Worker Registry;
(4) have not beenbe convicted of a crime or have any
criminal background history or registry listings that pro-
hibit employment as defined inper O.S. Title 63, Section
1-1950.1;
(5) demonstrate the ability to understand and carry out
assigned tasks;
(6) are not be a legally responsible family member,
such as a spouse, legal guardian, or parent of a minor child
of the member being served (exceptions may be made
for a legal guardian to provide services only with prior
approval from the OKDHS Aging Services Division);,
exceptions may be made for a legal guardian to provide
services only with prior approval from DHS Aging
Services;
(7) have a verifiable work history and/or personal refer-
ences, verifiable identification; and
(8) meet any additional requirements as outlined in the
contract and certification requirements with the OHCA.

(d) Eligibility for Personal Care is contingent on an indi-
vidual requiring one or more of the services offered at least
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monthly that include personal care, meal preparation, house-
keeping, laundry, shopping or errands, or specified special
tasks to meet Activities of Daily LivingADL or Instrumental
Activities of Daily LivingIADL assessed needs.

317:35-15-4. Determination of medical eligibility for
Personal Care

(a) Eligibility. The OKDHSOklahoma Department of
Human Services (DHS) area nurse determines medical eli-
gibility for Personal Carepersonal care services based on the
UCATUniform Comprehensive Assessment Tool (UCAT)
and the determination that the member has unmet care needs
that require Personal Carepersonal care services. Personal
Carecare services are initiated to support the informal care that
is being provided in the member's home. Personal Carecare
services are not intended to take the place of regular care and
general maintenance tasks or meal preparation shared or done
for one another by natural supports, such as spouses or other
adults who live in the same household. Additionally, Per-
sonal Carepersonal care services are not furnished when they
principally benefit the family unit. To be eligible for Personal
Carepersonal care services, the individual must:

(1) have adequate informal supports thatconsisting of
adult supervision that is present or available to contribute
to care, or decision makingdecision-making ability as
documented on the UCAT, to remain in his/herhis or her
home without risk to his/herhis or her health, safety, and
well-being:, the individual:

(A) the individual must have the decision mak-
ingdecision-making ability to respond appropriately
to situations that jeopardize his/herhis or her health
and safety or available supports that compensate for
his/herhis or her lack of ability as documented on the
UCAT,; or
(B) the individual who has his/herhis or
herdecision makingdecision-making ability, but
lacks the physical capacity to respond appropriately
to situations that jeopardize health and safety and
has beenwas informed by the OKDHSDHS nurse of
potential risks and consequences, may be eligible;

(2) require a plan of care involving the planning and ad-
ministration of services delivered under the supervision of
professional personnel;
(3) have a physical impairment or combination of
physical and mental impairments as documented on the
UCAT. An individual who poses a threat to self or others
as supported by professional documentation or other
credible documentation may not be approved for Personal
Care services;. An individual who is actively psychotic or
believed to be in danger of potential harm to self or others
may not be approved for personal care services;
(4) not have members of the household or persons who
routinely visit the household who, as supported by profes-
sional documentation, or other credible documentation,
pose a threat of harm or injury to the individual or other
household visitors;

(5) lack the ability to meet personal care needs without
additional supervision or assistance, or to communicate
needs to others; and
(6) require assistance, not of a technical nature, to pre-
vent or minimize physical health regression and deteriora-
tion.

(b) Definitions. The following words and terms, when used
in this subsection, shall have the following meaning, unless the
context clearly indicates otherwise:

(1) "ADL" means the activities of daily living. Activ-
ities of daily living are activities that reflect the member's
ability to perform self-care tasks essential for sustaining
health and safety such as:

(A) bathing,;
(B) eating,;
(C) dressing,;
(D) grooming,;
(E) transferring,(includes activities such as getting
in and out of a tub, bed to chair, etc.),includes activi-
ties, such as getting in and out of a tub, or bed to chair;
(F) mobility,;
(G) toileting,; and
(H) bowel/bladder control.

(2) "ADLs score of three or greater" means the
member cannot do at least one ADL at all or needs some
help with two or more ADLs.
(3) means the member's UCAT Consumer Support
score is zero whichthat indicates, in the UCAT assessor's
clinical judgment, formal and informal sources are suffi-
cient for present level of member need in most functional
areas.
(4) means the member's UCAT Consumer Support
score is five whichthat indicates, in the UCAT assessor's
clinical judgment, support from formal and informal
sources are nearly sufficient for present level of member
need in most functional areas. The member, family, or
informal supports are meeting most needs typically ex-
pected of family or household members to share or do
for one another, such as general household maintenance.
There is little risk of institutional placement with loss of
current supports.
(5) means the UCAT Consumer score is 15 whichthat
indicates, in the UCAT assessor's clinical judgment, for-
mal and informal support is available, but overall, it is
inadequate, changing, fragile, or otherwise problematic.
The member requires additional assistance that usually
includes personal care assistance with one or more ADL
tasksADLs not available through Medicare, the Veterans
Administration, or other federal entitlement programs.
Support provided by informal caregivers is of questionable
reliability due to one or more of the following:

(A) care or support is required continuously with
no relief or backup available;
(B) informal support lacks continuity due to con-
flicting responsibilities, such as work or child care;
(C) care or support is provided by persons with ad-
vanced age or disability; or
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(D) institutional placement can reasonably be ex-
pected with any loss of existing support

(6) means the member's UCAT Consumer score is
25 whichthat indicates, in the UCAT assessor's clinical
judgment, formal and informal supports are not sufficient
as there is very little or no support available to meet a high
degree of member need.
(7) "Community Services Worker"services
worker" means any personnon-licensed health profes-
sional employed by or under contract with a community
services provider who provides, for compensation or as a
volunteer, health-related services, training, or supportive
assistance to frail elderly, disabled person(s), or person(s)
with developmental disabilities, and who is not a licensed
health professional.
(8) "Community Services Worker Registry" means
a registry established by the OKDHS,DHS,as required
byper Section 1025.1 et seq. of Title 56 of the Oklahoma
Statutes, to list community services workers against whom
a final investigative finding of abuse, neglect, or exploita-
tion, as defined inper Section 10-103 of Title 43A of the
Oklahoma Statutes, involving a frail elderly, disabled
person(s), or person(s) with developmental disabilities has
beenwas made by OKDHSDHS or an administrative law
judge, amended in 2002, to include the listing of Soon-
erCare PCAspersonal care assistants (PCAs) providing
personal care services.
(9) "Instrumental activities of daily living (IADL)"
means those activities that reflect the member's ability to
perform household chores and tasks within the community
essential for sustaining health and safety, such as:

(A) shopping,;
(B) cooking,;
(C) cleaning,;
(D) managing money,;
(E) using a telephone,;
(F) doing laundry,;
(G) taking medication,; and
(H) accessing transportation.

(10) "IADLs score is at least six" means the member
needs some help with at least three IADLs or cannot do
two IADLs at all.
(11) "IADLs score of eight or greater" means the
member needs some help with at least four IADLs or the
member cannot do two IADLs at all and needs some help
with one or more other IADLs.
(12) "MSQ" means the mental status questionnaire.
(13) "MSQ moderate risk range" means a total
weighted scoreweighted-score of seven to eleven which11
that indicates an orientation-memory-concentration im-
pairment or memory impairment.
(14) "Nutrition moderate risk" means the total
weighted UCAT Nutrition score is eight or more whichthat
indicates poor appetite or weight loss combined with spe-
cial diet requirements, medications, or difficulties in
eating.
(15) "Social resources score is eight or more" means
the member lives alone or has no informal support when

he or she is sick,or needs assistance, or has little or no
contact with others.

(c) Medical eligibility minimum criteria for Personal
Care.personal care. The medical eligibility minimum criteria
for Personal Carepersonal care are the minimum UCAT score
criteria whichthat a member must meet for medical eligibility
for personal care and are:

(1) ADLs score is a five or greater; or IADLs score of
eight or greater; or Nutrition score is eight or greater; or
the MSQ score is seven or greater; or the ADLs score is
three and IADLs score is at least six; and
(2) Consumer Support is 15 or more; or Consumer Sup-
port score is five and the Social Resources score is eight or
more.

(d) Medical eligibility determination. Medical eli-
gibility for Personal Carepersonal care is determined
by the OKDHS.DHS. The medical decision for Personal
Carepersonal care is made by the OKDHSDHS area nurse
utilizing the UCAT.

(1) Categorical relationship must be established for
determination of eligibility for Personal Care.personal
care.IfWhen categorical relationship to Aid to the Dis-
abled haswas not already been established, but there is an
extremely emergent need for Personal Carepersonal care,
and current medical information is not available, the local
office authorizes a medical examination. When autho-
rization is necessary, the county director issues theForm
08MA016E, Authorization for Examination, OKDHS
form 08MA016E, and theForm 08MA02E, Report of
Physician's Examination, OKDHS form 08MA02E, to
a licensed medical or osteopathic physician (refer to
OAC 317:30-5-1).health care professional, refer to
Oklahoma Administrative Code (OAC) 317:30-5-1.
The physicianlicensed health care professional cannot
be in a medical facility intern,internship, residency, or
fellowship program or in the full time employment of the
Veterans Administration, United States Public Health Ser-
vice, or other agency. The OKDHSDHS county worker
submits the information to the Level of Care Evaluation
Unit (LOCEU) to request a determination of eligibility
for categorical relationship. LOCEU renders a decision
on the categorical relationship using the Social Security
Administration (SSA)same definition used by SSA. A
follow-up is required by the OKDHSDHS county worker
with the Social Security Administration (SSA)(SSA) to be
sure that SSA'sensure the SSA disability decision agrees
withis also the LOCEU decision of LOCEU.
(2) Approved contract agencies or the AAADvantage
Administration (AA) may complete the UCAT Part I for
intake and screening and forward the form to the county
office.
(3) Upon receipt of the referral, OKDHSDHS county
staff may initiate the UCAT, Part I.
(4) The OKDHSDHS nurse is responsible for complet-
ing the UCAT assessment visit within 10 working10-busi-
ness days of the Personal Carepersonal care referral for the
applicant who is SoonerCare eligible at the time of the re-
quest. The OKDHSDHS nurse completes the assessment
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visit within 20 working20-business days of the referral
for the applicant not determined SoonerCare eligible at
the time of the request. IfWhen the UCAT Part I indicates
the request is from an individual who resides at home and
an immediate response is required to ensure the health
and safety of the person,(emergency situation)emergency
situation, or to avoid institutional placement, the UCAT
Part III assessment visit has top priority for schedul-
ing.top-scheduling priority.
(5) During the assessment visit, the OKDHSDHS
nurse completes the UCAT and reviews with the mem-
ber rights to privacy, fair hearing, provider choice, and
the pre-service acknowledgement agreement. with the
member. The OKDHSDHS nurse informs the applicant
of medical eligibility criteria and provides information
about OKDHSDHS long-term care service options. The
OKDHSDHS nurse documents on the UCAT III whetherif
the member wants to be considered for nursing facility
level of care services or if the member is applying for a
specific service program. on UCAT III.If,When, based
uponon the information obtained during the assessment,
the OKDHSDHS nurse determines if the member may be
at risk for health and safety, an immediate referral is made
to Adult Protective Services (APS). or Child Protective
Services, as applicable. The referral is documented on the
UCAT.

(A) IfWhen the applicant's needs cannot be met
by Personal Carepersonal care services alone, the
OKDHSDHS nurse informs the applicant of the other
community long-term care service options. The
OKDHSDHS nurse assists the applicant in access-
ingaccess service options selected by the applicant in
addition to, or in place of, Personal Care services.
(B) IfWhen multiple household members are ap-
plying for SoonerCare Personal Care services, the
UCAT assessment is done for all the household mem-
bers at the same time.
(C) The OKDHSDHS nurse informs the appli-
cant of the qualified agencies in theirhis or her local
area available tothat provide services and obtains
the applicant's primary and secondary choice of
agencies. IfWhen the applicant or family declines to
choose a primary personal care service agency, the
OKDHSDHS nurse selects an agency from a list of
all available agencies, using a round-robin system.
The OKDHSDHS nurse documents the name of the
selected personal care provider agency.

(6) The OKDHSDHS nurse completes the UCAT
within three workingthree-business days of the assess-
ment visit and sends it to the OKDHSDHS area nurse
for medical eligibility determination. Personal Carecare
service eligibility is established ason the date when med-
ical eligibility is approved and financial eligibility is
established. This date serves as the certification date for
services to be initiated.

(A) IfWhen the length of time from the date the
initial assessment to the date of service eligibility

determination exceeds 90 days,90-calendar days, a
new UCAT and assessment visit is required.
(B) The OKDHSDHS area nurse assigns a medical
certification period of not more than 36 months. The
service plan period under the Service Authorization
Model (SAM) is for a period of 12 months and is
provided by the OKDHSDHS nurse.

(7) The OKDHSDHS area nurse notifies the
OKDHSDHS county worker via ELDERS of the Per-
sonal Carepersonal care certification. The authorization
line is open via automation from ELDERS and five visits
by a skilled nurse are automatically authorized.
(8) Upon establishment of Personal Carepersonal
care certification, the OKDHSDHS nurse contacts the
member's preferred provider agency, or when necessary,
the secondary provider agency, or the provider agency
selected by the round robin system. Within one work-
ingone-business day of provider agency acceptance, the
OKDHSDHS nurse forwards the referral information to
the provider agency for SAM plan development.(see OAC
317:35-15-8(a)). Refer to OAC 317:35-15-8 (a).
(9) Following the SAM packet development by the
provider agency, and within three workingthree-business
days of receipt of the packet from the provider agency, the
OKDHSDHS nurse reviews the documentation to ensure
agreement with the plan. Once agreement is established,
the packet is authorized by the designee or submitted to
the area nurse for review.
(10) Within 10 working10-business days of receipt
of the SAM case from the OKDHSDHS nurse, the
OKDHSDHS area nurse either authorizes or denies the
SAM units. If the SAM case fails to meet standards for
authorization, the case is returned to the OKDHSDHS
nurse for revision for further justification.
(11) Within one workingone-business day of knowledge
of the authorization, the OKDHSDHS nurse forwards the
service plan authorization to the provider agency.

317:35-15-8. Agency Personal Care Service
Authorization and Monitoringpersonal
care service authorization and
monitoring

(a) Within ten working10-business days of receipt of the
referral for Personal Carepersonal care services, the Per-
sonal Carepersonal care provider agency nurse completes a
SAMService Authorization Model (SAM) visit in the home to
assess the member's Personal Carepersonal care service needs,
completes a SAM packet based on the member's needs and
submits the packet to the OKDHSDHS nurse. The member's
SAM packet includes: DHS Forms:

(1) 02AG044E, Personal Care Progress Notes
(OKDHS form 02AG044E);
(2) 02AG030E, Personal Care Planning Schedule/Ser-
vice Plan [OKDHS form 02AG030E (AG-5)/02AG031E
(AG-6)]; and
(3) 02AG029E, Personal Care Plan [OKDHS form
02AG029E (AG-4)].
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(b) IfWhen more than one person in the household has
beenwas referred to receive Personal Carepersonal care or
ADvantage services, all household members' SAM packets are
discussed and developed with the eligible members so service
delivery can beis coordinated to achieve the most efficient use
of resources. The number of units of Personal Carepersonal
care service authorized for each individual is distributed be-
tween all eligible family members to assureensure that the
absence of one family member does not adversely affect the
family member(s) remaining in the home. IfWhen one or more
persons in the same household with a Personal Carepersonal
care member have beenwere referred to or are receiving other
formal services, such as ADvantage or Developmental Dis-
ability Services, then those services are coordinated as well.
(c) The Personal Carepersonal care provider agency re-
ceives documentation from OKDHSDHS as authorization to
begin services. The agency delivers a copy of the care plan
[OKDHS form 02AG029E(AG-4)]Form 02AG029E and the
Personal Care Planning Schedule/Service Plan to the member
upon initiating services.
(d) Prior to placing a PCApersonal care assistant (PCA) in
the member's home or other service-delivery setting, by the
provider agency, an Oklahoma State Bureau of Investigation
(OSBI) background check, an Oklahoma State Department
of Health Registry check, and an OKDHSDHS Community
Services Worker Registry check must be completed in ac-
cordance withper Sections 1-1944 through 1-1948 of Title 63
of the Oklahoma Statutes. Payment is made for PCAs who
provide Personal Carepersonal care services who alsoand meet
the criteria as defined in OAC 317:35-15-2(c)(1)(1 through
8).317:35-15-2(c)(1) 1 through 8).
(e) The provider agency nurse monitors theirthe member's
plan of care.

(1) The Personal Carepersonal care provider agency
contacts the member within five workingfive-business
days of receipt of the authorized document in order to
ensure that services have beenwere implemented and the
needs of the member are being met.according to the
authorized plan of care.
(2) The provider agency nurse makes a SAM home
visit at least every six months to assess the member's
satisfaction with theirhis or her care and to evaluate the
SAM packet for adequacy of goals and authorized units.
Whenever a home visit is made, the provider agency
nurse documents their findings in the Personal Care
Progress Notes. The provider agency forwards a copy of
the Progress Notes to the OKDHSDHS nurse for review
within 5 businessfive-business days of the visit. The
monitoring visit may be conducted by a Licensed Prac-
tical Nurse (LPN) only when the PCA is not performing
hands-on personal care. A Registered Nurse (RN) must
also co-sign the progress notes.
(3) Requests by the provider agency nurse to change
the number of units authorized in the SAM packet are
submitted to OKDHS(DHS) and are approved or denied
by the OKDHS(DHS) area nurse, or designee, prior to
implementation of the changed number of units. unit
implementation.

(4) Annually, or more frequently ifwhen the member's
needs change, the provider agency nurse re-assesses the
member's needneed's and develops a new SAM packet to
meet the member's needs. The provider agency nurse con-
ducts a home visit and completes and submits the annual
reassessment documents to the OKDHSDHS nurse no
sooner than 60 days60-calendar days before the existing
service plan end-date, but sufficiently in advance of the
end-date.and no later than 14-calendar days prior to
service.
(5) IfWhen the member is unstaffed, the provider
agency communicates with the member and makes ef-
forts to re-staff. It is recommended the provider agency
contacts unstaffed members weekly by telephonephone
to actively monitor the health and safety of the member
and documents ongoing efforts to provide staff. IfWhen
the member is unstaffed for 30 calendar30-calendar days,
the provider agency notifies the OKDHSDHS nurse on an
OKDHS formForm 02AG032E, Provider Communication
Form. The OKDHSDHS nurse contacts the member and
ifwhen the member chooses, initiates a transfer of the
member to another provider agency that can provide staff.

317:35-15-8.1. Agency Personal Care services; billing,
and problem resolution

The AAADvantage Administration (AA) certifies qual-
ified Personal Carepersonal care provider agencies and
facilitates the execution of the agencies' SoonerCare contracts
on behalf of the OHCA.Oklahoma Health Care Authority
(OHCA).The OHCA will checkchecks the list of providers
that have been barred from Medicare/SoonerCare participation
to ensure that the Personal Carepersonal care services agency
is not listed.

(1) Payment for Personal Care. personal care.
Payment for Personal Carepersonal care services is made
for care provided in the member's "own home" or in other
limited typeslimited types of living arrangements in ac-
cordance withper OAC 317:35-15-2(b)(1 through 4).

(A) Use of provider agency. To provide Personal
Carepersonal care services, an agency must be li-
censed by the Oklahoma State Department of Health,
meet certification standards identified by OKDHSthe
Oklahoma Department of Human Services (DHS),
and possess a current SoonerCare contract.
(B) Reimbursement. Personal Carecare services
payment on behalf of a member is made according
to the type of service and number of units of Per-
sonal Carepersonal care services authorized in the
SAMService Authorization Model (SAM) packet.

(i) The amount paid to provider agencies for
each unit of service is according to the established
SoonerCare rates for the Personal Care services.
Only authorized units contained in each eligible
member's individual SAM packet are eligible for
reimbursement. Provider agencies serving more
than one Personal Carepersonal care service mem-
ber residing in the same residence will assure
thatensure the members' SAM packets combine
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units in the most efficient manner possible to meet
the needs of all eligible persons in the residence.
(ii) Payment for Personal Carepersonal care
services is for tasks performed in accordance
withper OAC 317:30-5-951 only when listed on
an authorized plan of care. Payment for Personal
Carepersonal care skilled nursing service is made
on behalf of the member for assessment/evaluation
and associated service planning per SAM nursing
visit.
(iii) Service time for personal care services is
documented through the use of the Electronic Visit
Verification System (EVV), previously known
as Interactive Voice Response Authentication
(IVRA) system, when services are provided in the
home.

(2) Issue resolution.
(A) The provider agency provides a written copy
of their grievance process to each member at the
commencement of services. The written grievance
process includes the name and phone number of a
provider agency contact person who is responsible
for responding to such complaints and grievances.
IfWhen the member is dissatisfied with the Personal
Care provider agency or the assigned PCA and has
exhausted attempts to work with the Personal Care
provider agency's grievance process without reso-
lution, the member may contact theis referred to
theOKDHS nurseDHS State Plan Care Unit to at-
tempt to resolve the issue(s). The OKDHS nurse is to
contact the State Plan Care unit for issues that cannot
be resolved between the OKDHS nurse and the
Personal Care Provider agency. The member has the
right to appeal to the OHCA in accordance withper
OAC 317:2-1-2.
(B) When a problem with performance of the PCA
performance issue is identified, the provider agency
staff will conductconducts a counseling conference
with the member and/or the PCA as appropriate. The
Provider agency staff will counselcounsels the PCA
regarding problems with his/her performance.

(3) Persons ineligible to serve as PCAs. Payment
from SoonerCare funds for Personal Carepersonal care
services may not be made to an individual who is a legally
responsible family member of the member, such as a
spouse, legal guardian, or parent of minor child, to whom
he/she is providing personal care services. (exceptions
may be made for legal guardians with prior approval
from the Department of Human Services/Aging Services
(DHS/AS).

317:35-15-10. Redetermination of medical eligibility for
Personal Carepersonal care services

(a) Medical eligibility redetermination. The
OKDHSOklahoma Department of Human Services (DHS)
area nurse must complete a redetermination of medical
eligibility before the end of the long-term care medical
certification period.

(b) Recertification. The OKDHSDHS nurse re-assesses
the Personal Carepersonal care services member for medi-
cal re-certification based on the member's needs and level of
caregiver support required, using the UCATUniform Compre-
hensive Assessment Tool (UCAT) at least every 36 months.
During this re-certification assessment, the OKDHSDHS
nurse informs the member of the state's other SoonerCare
long-term care options. The OKDHSDHS nurse submits the
re-assessment to the OKDHSDHS area nurse for recertifica-
tion. Documentation is sent to the OKDHSDHS area nurse
no later than the tenth10th-calendar day of the month in which
the certification expires. When the OKDHSDHS area nurse
determines medical eligibility for Personal Carepersonal care
services, a recertification review date is entered on the system.
(c) Change in amount of units or tasks. When the Per-
sonal Carepersonal care provider agency determines a need
for a change in the amount of units or tasks within the Personal
Carepersonal care service, a new SAMService Authoriza-
tion Model (SAM) packet is completed and submitted to
OKDHSDHS within five calendarfive-calendar business days
of identifying the assessed need. The change is approved or
denied by the OKDHSDHS area nurse, or designee, prior to
implementation.
(d) Voluntary closure of Personal Care services. IfWhen
a member decides Personal Carepersonal care services are no
longer needed to meet his/herhis or her needs, a medical deci-
sion is not needed. The member and the OKDHSDHS nurse or
OKDHSDHS county Social Services Specialist completes and
signs OKDHS formDHS Form 02AG038E, ADv-2, State Plan
Personal Care/ADvantage Program Voluntary Withdrawal
Request. The OKDHSDHS nurse submits closure notification
to the provider agency.
(e) Resuming Personal Care services. IfWhen a member
approved for Personal Care services has beenis without Per-
sonal Care services for less than 90 days90 calendar-days but
still has a current medical and SoonerCare financial eligibility
approval, Personal Care services may be resumed using the
member's previously approved SAM packet. The Personal
Carepersonal care provider agency nurse contacts the mem-
ber to determine when changes in health or service needs
occurred. When changes are identified, the provider agency
nurse makes a home visit and submits a Personal Care services
skilled nursing re-assessment of need within ten working
days10-business days of the resumed plan start date, using the
State Plan Personal Care Progress Notes, OKDHS formDHS
Form 02AG044E. IfWhen the member's needs dictate, the
Personal Care provider agency may submit a request for a
change in authorized Personal Care services units with a SAM
packet to OKDHS.DHS. When no changes occur, the agency
nurse documents the contact on State Plan Personal Provider
Communication Form 02AG032E and forwards it to the DHS
nurse within 10-business days of the resumed plan start date.
(f) Financial ineligibility. When the OKDHSDHS de-
termines a Personal Care services member does not meet the
SoonerCare financial eligibility criteria, the OKDHSDHS of-
fice notifies the OKDHSDHS area nurse to initiate the closure
process due to financial ineligibility. Individuals determined
financially ineligible for Personal Care services are notified
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by OKDHSDHS in writing of the determination and of their
right to appeal the decision. The OKDHSDHS nurse submits
closure notification to the provider agency.
(g) Closure due to medical ineligibility. Individuals de-
termined medically ineligible for Personal Care services are
notified by OKDHSDHS in writing of the determination and
of their right to appeal the decision. The OKDHSDHS nurse
submits closure notification to the provider agency.
(h) Termination of State Plan Personal Care Services.

(1) Personal Care services may be discontinued
if:when:

(A) the member poses a threat to self or others as
supported by professional documentation; or
(B) other members of the household or persons
who routinely visit the household who, as supported
by professional documentation, or other credible
documentation, pose a threat to the member or other
household visitors; or
(C) the member or the other household members
use:

(i) angry, insulting, threatening, intimidating,
degrading, or sexually inappropriate language; or
(ii) innuendos or behavior towards service
provider, whether in the home or through other
contact or communications; or
(iii) as supported by professional documenta-
tion or other credible documentation.

(CD) the member or family member fails to co-
operate with Personal Care service delivery or to
comply with OHCAOklahoma Health Care Author-
ity (OHCA) or OKDHSDHS rules as supported by
professional documentation; or
(DE) the member's health or safety is at risk as sup-
ported by professional documentation; or
(EF) additional services, either "formal" (i.e., paid
by SoonerCare or some other funding source)such as,
paid by Sooner Care or some other funding source or
"informal" (i.e., unpaid)such as, unpaid are provided
in the home eliminating the need for SoonerCare
Personal Care services; or
(FG) the individual's living environment poses
a physical threat to self or others as supported by
professional documentation where applicable, and
measures to correct hazardous conditions or assist the
person to move are unsuccessful or are not feasible; or
(GH) the member refuses to select and/or accept the
services of a provider agency or PCA for 90 consecu-
tive90-consecutive days as supported by professional
documentation.

(2) For persons receiving Personal Carepersonal care
services, the Personal Carepersonal care provider agency
submits documentation with the recommendation to dis-
continue services to OKDHS.DHS. The OKDHSDHS
nurse reviews the documentation and submits it to the
OKDHS Area NurseDHS area nurse for determina-
tion. The OKDHSDHS nurse notifies the Personal
Carepersonal care provider agency or PCA, and the local
OKDHSDHS county worker of the decision to terminate

services. The member is sent an official closure notice
informing themhim or her of their appropriate member
rights to appeal the decision to discontinue services.

317:35-15-13.1. Individual Personal Carepersonal care
service management

(a) An IPCAIndividual Personal Care Assistant (IPCA)
may be utilized to provide Personal Carepersonal care services
when it is documented to be in the best interest of the mem-
ber to have an IPCA or when there are no qualified Personal
Carepersonal care provider agencies available in the member's
local area. OHCA will checkOklahoma Health Care Authority
(OHCA) checks the list of providers that have been barred
from Medicare/Medicaid participation to ensure that the IPCA
is not listed.
(b) After Personal Carepersonal care services eligibil-
ity is established and prior to implementation of Personal
Carepersonal care services using an IPCA, the OKDHSDHS
nurse reviews the care plan with the member and IPCA and
notifies the member and IPCA to begin Personal Carepersonal
care services delivery. The OKDHSDHS nurse maintains the
original care plan and forwards a copy of the care plan to the
selected IPCA and member within one workingone-business
day of receipt of approval.
(c) The OKDHSDHS nurse contacts the member within
five workingfive-business days to ensure services are in place
and meeting the member's needs and also monitors the care
plan for members with an IPCA. For any member receiving
Personal Carepersonal care services utilizing an IPCA, the
OKDHSDHS nurse makes a home visit at least every six
months beginning within 90 days of90-calendar days from
the date of Personal Carepersonal care service initiation.
OKDHSDHS assesses the member's satisfaction with theirhis
or her Personal Carepersonal care services and evaluates the
care plan for adequacy of goals and units allocated. Requests
for changes in the units authorized in the care plan must be
approved by the OKDHSDHS area nurse, or designee, prior to
implementation of the changed number of units.

317:35-15-13.2. IPCAIndividual personal care assistants
(IPCA) provider contractor; billing,
training, and problem resolution

While OHCAthe Oklahoma Health Care Authority
(OHCA) is the contractor authorized under federal law, the
OKDHSOklahoma Department of Human Services (DHS)
nurse initiates initial contracts with qualified individuals for
provision of Personal Carepersonal care services as defined in
OACper Oklahoma Administrative Code (OAC) 317:35-15-2.
The contract renewal for the IPCA is the responsibility of the
OHCA.

(1) Payment for IPCA.IPCA payment. Payment
for Personal Carepersonal care services is made for care
provided in the member's "own home" or in other limited
types of living arrangements in accordance withper OAC
317:35-15-2(b)(1 through 4).(1) through (4). Personal
care may not be approved when the client lives in the
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Personal Care Assistant's (PCA's) home except with the
approval of DHS Aging Services.

(A) Reimbursement. Personal Carecare payment
for a member is made according to the number of
units of service identified in the service plan.

(i) The unit amounts paid to individual con-
tractors is according to the established rates. A
service plan will beis developed for each eligi-
ble individual in the home and units of service
assigned to meet the needs of each member. The
service plans will combine units in the most ef-
ficient manner to meet the needs of all eligible
persons in the household.
(ii) From the total amounts billed by the IPCA
in (i) of this subparagraph, the OHCA (acting
as agent for the member-employer), acting as
agent for the member-employer withholds the
appropriate percentage of FICA tax and sends it
to the Internal Revenue Service as the individual
contractor's contribution toward Social Security
coverage. To assure thatensure the individual
contractor's social securitySocial Security account
may be properly credited, it is vital that the indi-
vidual contractor's social securitySocial Security
number be entered correctly on each claim.
(iii) The contractor payment fee covers all
Personal Carepersonal care services included
on the service and care plans developed by the
OKDHSDHS nurse. Payment is made for direct
services and care of the eligible member(s) only.
The area nurse, or designee, authorizes the number
of units of service the member receives.
(iv) A member may select more than one IPCA.
This may be necessary as indicated by the service
and care plans.
(v) The IPCA may provide SoonerCare Per-
sonal Carepersonal care services for several
households during one week, as long as the daily
number of paid service units dodoes not exceed
eight hours, 32 units per day. The total number of
hours per week cannot exceed 40.40, 160 units.

(B) Release of wage and/or employment infor-
mation for IPCAs. Any inquiry received by the local
office requesting wage and/or employment informa-
tion for an IPCA will beis forwarded to the OHCA,
Claims Resolution.

(2) MemberIPCA member selection of IPCA.
Members and/or family members recruit, interview, con-
duct reference checks, and select the individual to be
considered as anfor IPCA. consideration. Prior to plac-
ing a Personal Carepersonal care service provider in the
member's home, an OSBI background check,anda DHS
Community Services Worker registryRegistry check
must be completed in accordance withper Section 1-1944
through 1-1948 of Title 63 of the Oklahoma Statutes. The
OKDHSDHS nurse must also check the Certified Nurse
Aide Registry. The OKDHSDHS nurse must affirm that

the applicant's name is not contained on any of the reg-
istries. The OKDHSDHS nurse will notify thenotifies
OHCA ifwhen the applicant is on the registry.Registry.

(A) Persons eligible to serve as individual Per-
sonal Care Assistants.IPCAs. Payment is made
for Personal CareServicespersonal care services
to IPCAs who provide Personal Carepersonal care
services who also meet the criteria as defined inper
OAC 317:35-15-2(c)(1 through 8).(1) through (8).
(B) Persons ineligible to serve as IPCAs.
Payment from SoonerCare funds for Personal
Carepersonal care services may not be made to an
individual who is a legally responsible family mem-
ber (spouse, legal guardian, or parent of a minor
child)spouse, legal guardian, or parent of a minor
child of the member being served (exceptions to
legal guardian are made only with prior approval
from Aging Services Division)., exceptions to legal
guardian are made only with prior approval from
Aging Services Division.

(i) Payment cannot be made to an OKDHSa
DHS or an OHCA employee. Payment cannot
be made to an immediate family member of an
OKDHSa DHS employee who works in the same
county without OKDHS/Aging Services Di-
visionDHS Aging Services approval. When a
family member relationship exists between an
OKDHSa DHS nurse and an IPCA in the same
county, the OKDHSDHS nurse cannot manage
services for a member whose IPCA is a family
member of the OKDHSDHS nurse.
(ii) If it is determined that an OKDHSa DHS
or OHCA employee is interfering in the process of
providing Personal Care services for personal or
family benefit, he/she will behe or she is subject to
disciplinary action.

(3) Orientation of the IPCA.IPCA orientation.
When a member selects an IPCA, the OKDHSDHS nurse
contacts the individual to report to the county office to
complete the Oklahoma State Department of Health
form 805, Uniform Employment Application for Nurse
Aide Staff, and the OKDHS formDHS Form 06PE039E,
Employment Application Supplement, and for a deter-
mination of qualifications and orientation. For Personal
Carepersonal care members, this process is the respon-
sibility of the OKDHSDHS nurse. The IPCA can begin
work when:

(A) he/she has beenhe or she was interviewed by
the member,
(B) he/she has beenhe or she was oriented by the
OKDHS nurse,
(C) he/she hashe or she executed a contract
(OHCA-0026) with the OHCA,
(D) the effective service date has beenwas estab-
lished,
(E) all registries have beenwere checked and the
IPCA's name is not listed,
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(F) the Oklahoma State Department of Health
Nurse Aide Registry has beenwas checked and no
notations were found, and
(G) the OSBI background check has beenwas com-
pleted.

(4) Training of IPCAs. It is the responsibility of the
OKDHSDHS nurse to make sure that the IPCA has the
training needed to carry out the plan of care prior to service
initiation for each member.
(5) Problem resolution related to the performance
of the IPCA. When it comes to the attention of the
OKDHSDHS nurse or OKDHS Social Services Specialist
that there is a problem related to the performance of the
IPCA, a counseling conference is held between the mem-
ber, OKDHS nurse, and worker. The OKDHSDHS nurse
will counselcounsels the IPCA regarding problems with
his/herhis or her performance. Counseling is considered
when staff believes that counseling will result in improved
performance.
(6) Termination of the IPCA Provider Agreement.

(A) A recommendation for the termination of
an IPCA's contract is submitted to the OHCA and
theIPCA services of the IPCA are suspended imme-
diately when:

(i) an IPCA's performance is such that
his/herhis or her continued participation in the
program could pose a threat to the health and
safety of the member or others; or
(ii) the IPCA failed to comply with the expec-
tations outlined in the PCA Provider Agreement
and counseling is not appropriate or haswas not
been effective; or
(iii) an IPCA's name appears on the OKDHS
Community Services Worker Registry,DHS
Community Services Worker Registry, any of the
registries listed in Section 1-1947 of Title 63 of the
Oklahoma Statutes, even though his/herhis or her
name may not have appeared on the Registry at the
time of application or hiring.

(B) The OKDHSDHS nurse makes the recommen-
dation for the termination of the IPCA to the OKDHS
State OfficeDHS Aging Services Division who then
notifies the OHCA Legal Division of the recommen-
dation. When the problem is related to allegations of
abuse, neglect, or exploitation, OKDHSDHS Adult
Protective Services, State Attorney General's Med-
icaid Unit, the OHCA, and the Oklahoma State De-
partment of Health are notified by the OKDHSDHS
nurse.
(C) When the problem is related to allegations of
abuse, neglect, or exploitation, the OKDHSDHS
nurse follows the process as outlined in OAC
340:100-3-39.

317:35-15-14. Billing procedures for Personal
Carepersonal care

Billing procedures for Personal Care Servicespersonal
care services are contained in the OKMMISOklahoma

Medicaid Management Information Systems (OKMMIS)
Billing and Procedure Manual. Questions regarding billing
procedures that cannot be resolved through a study of the
manual are referred to the OHCA.Oklahoma Health Care
Authority (OHCA). Contractors for Personal Care bill on
CMS-1500.CMS-1500 claim form.The OHCA provides in-
structions to an IPCAIndividual personal care assistant (IPCA)
contracted provider for completion of the claim at the time of
the contractor orientation. The contracted provider submits
a claim for each member. The contracted provider prepares
claims for services provided and submits the claims to the fiscal
agent who is responsible for assuring that theensuring claims
have beenwere properly completed. All Personal Carepersonal
care contractors must have a unique provider number. New
contracted providers will beare mailed the provider number
after they have beenare placed on the claims processing con-
tractor's provider file. Service time ofAll services provided in
the service recipients home, member's home including Per-
sonal Care and Nursing ismust be documented solely through
the Interactive Voice Response Authentication (IVRA)Elec-
tronic Visit Verification (EVV) system after access to the
system is made available by OKDHS. Additionally, work
completed in the provider's office is documented in the EVV
system. The IVRAEVV system provides alternate backup
solutions shouldif the automated system beis unavailable. In;
however, in the event of an IVRA backupEVV system failure,
the provider will documentdocuments time in accordance with
their provider agencyinternal policy and procedures backup
plan. This documentation is sufficient to account for both
in-home and in-office services. The provider agency's backup
procedures are only permitted when the IVRAEVV system is
unavailable.

SUBCHAPTER 17. ADVANTAGE WAIVER
SERVICES

317:35-17-1. Overview of long-term medical care
services; relationship to QMBP,Qualified
Medicare Beneficiary Plus
(QMBP),SLMB,Specified Low-Income
Medicare Beneficiary (SLMB), and other
Medicaid services eligibility

(a) Long-term medical care for the categorically needy
includes:

(1) care in a nursing facility.(refer to OAC
317:35-19);Refer to Oklahoma Administrative Code
(OAC) 317:35-19;
(2) care in a public or private intermediate care facility
for the intellectually disabled.(refer to OAC 317:35-9);Re-
fer to OAC 317:35-9;
(3) care of persons age 65 years orand older in mental
health hospitals.(refer to OAC 317:35-9);Refer to OAC
317:35-9;
(4) Home and Community Based Services Waivers
for persons with intellectual disabilities. (refer to OAC
317:35-9);Refer to OAC 317:35-9;
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(5) Personal Care services.(refer to OAC 317:35-15);
andRefer to OAC 317:35-15; and
(6) the Home and Community Based Services Waiver
(ADvantage Waiver) for frail elderly,elderly (65 years of
age or older), and a targeted group of adults with physical
disabilities age 21 to 64 years of age and overolder who
do not have an intellectual disability or a cognitive impair-
ment (ADvantage Waiver). related to a developmental
disability.

(b) Any timeWhen an individual is certified as eligible for
SoonerCare coverage of long-term care, the individualhe or
she is also eligible for other SoonerCare services. ADvantage
Waiver members do not have a copayment for ADvantage
services except for prescription drugs. For members residing
in an ADvantage Assisted Living Center, any income beyond
150%150 percent of the federal benefit rate is available to
defray the cost of the Assisted Livingassisted living ser-
vices received. The member is responsible for payment to
the Assisted Living Services Centerassisted living services
center provider for days of service from the first day of each
full monthfull-month in which services have beenwere re-
ceived until the vendor pay obligation is met. Any timeWhen
an individual is aged, blind, or disabled and is determined
eligible for long-term care, a separate eligibility determina-
tion must be made for Qualified Medicare Beneficiary Plus
(QMBP)QMBP or Specified Low-Income Medicare Ben-
eficiary (SLMB)SLMB benefits. An ADvantage program
member may reside in a licensed assisted living facilityservices
center only ifwhen the assisted living centerservices is a cer-
tified ADvantage Assisted Living Servicesassisted living
services center provider from whom the member is receiving
ADvantage Assisted Livingassisted living services.

317:35-17-3. ADvantage program services
(a) The ADvantage program is a Medicaid Home and
Community Based Waiver used to finance non-institutional,
long-term care services for elderly and a targeted group of
physically disabled adults when there is a reasonable expecta-
tion that within a 30 day30-calendar day period, the person's
health, due to disease process or disability, would, without
appropriate services, deteriorate and require nursing facility
care to arrest the deterioration. Individuals may not be enrolled
in ADvantage for the sole purpose of enabling them to obtain
Medicaid eligibility. Eligibility for ADvantage is contingent
on an individual requiring one or more of the services offered
in the waiverWaiver at least monthly in order to avoid institu-
tionalization.
(b) The number of individuals who may receive ADvantage
services is limited.

(1) To receive ADvantage services, individuals must
meet one of the following categories:. He or she must:

(A) be age 65 years orof age and older,; or
(B) be age 21 to 64oryears of ageolder ifwhen
physically disabled and not developmentally disabled
or if agewhen 21 to 64oryears of ageolder and not
physically disabled, the person has a clinically docu-
mented, progressive degenerative disease process that
responds to treatment and previously has required

hospital or nursing facility (NF) level of care services
for treatment related to the condition; and requires
ADvantage services to maintain the treatment regi-
men to prevent health deterioration,; or
(C) ifwhen developmentally disabled, and between
the ages of 21 and 65,21 to 64 years of age; and
does not have an intellectual disability or a cognitive
impairment related to the developmental disability.

(2) In addition, the individual must meet the following
criteria: in (A) through (C). He or she must:

(A) require nursing facility level of care [see OAC
317:35-17-2];. Refer to Oklahoma Administrative
Code (OAC) 317:35-17-2;
(B) meet service eligibility criteria [see OAC
317:35-17-3(f)]; and. Refer to OAC 317:35-17-3(f);
and
(C) meet program eligibility criteria.[see
317:35-17-3(g)].Refer to OAC 317:35-17-3(g).

(c) ADvantage members are eligible for limited types of
living arrangements. The specific living arrangements are set
forth below.

(1) ADvantage program members are not eligible to
receive services while residing in an institutional setting,
including, but not limited to, licensed facilities, such as
a hospital, a nursing facility, a licensed residential care
facility, or a licensed assisted living facility, (unless the
facility is an ADvantage Assisted Living Center)unless
the facility is an ADvantage Assisted Living Center or in
an unlicensed institutional living arrangement, such as a
room and board home/facility.
(2) ADvantage program members may receive services
in a contracted ADvantage Assisted Living Center; an AD-
vantage Assisted Living Center is the only housing-with-
nursing-supervised personal care services option in which
a person may appropriately receive ADvantage services.
(32) Additional living arrangements in which mem-
bers may receive ADvantage services are the member's
own home, apartment or independent living apart-
mentindependent-living apartment, or a family or friend's
home or apartment. A home/apartment unit is defined as a
self-contained living space having a lockable entrance to
the unit and including a bathroom and food storage/prepa-
ration amenities in addition to bedroom/living space.
(43) ADvantage program members may receive services
in a shelter or similar temporary housing arrangement
whichtemporary-housing arrangement that may or may
not meet the definition of home/apartment, in emergency
situations, for a period not to exceed sixty (60)60-calendar
days during which location and transition to permanent
housing is being sought.
(54) For ADvantage members who are full-time stu-
dents, a dormitory room qualifies as an allowable living
arrangement in which to receive ADvantage services for
the period during which the member is a student.
(65) Members may receive ADvantage respite services
in a nursing facility for a continuous period not to exceed
thirty (30) days.30-calendar days.

Oklahoma Register (Volume 34, Number 23) 736 August 15, 2017



Permanent Final Adoptions

(d) Home and Community Based Waiver Services are
outside of the scope of Medicaid State Plan services. The
Medicaid waiverWaiver allows the OHCA to offer certain
Home and Community Based services to an annually capped
number of persons who are categorically needy,(refer to
OKDHS form 08AX001E (Appendix C-1), Schedule VIII.
B. 1.)refer to DHS Form Appendix C-1, Schedule VIII. B.
1., and without such services would be institutionalized. The
estimated cost of providing an individual's care outside the
nursing facility cannot exceed the annual cost of caring for that
individual in a nursing facility. When determining the ADvan-
tage service plan cost cap for an individual, the comparable
SoonerCare cost to serve that individual in a nursing facilityNF
is estimated.
(e) Services provided through the ADvantage waiverWaiver
are:

(1) case management;
(2) respite;
(3) adult day health care;
(4) environmental modifications;
(5) specialized medical equipment and supplies;
(6) physical therapy/occupational therapy/speech ther-
apyphysical, occupational, or speech therapy or consulta-
tion;
(7) advanced supportive/restorative assistance;
(8) nursing;
(9) skilled nursing;
(10) home deliveredhome-delivered meals;
(11) hospice care;
(12) medically necessary prescription drugs within the
limits of the waiver;Waiver;
(13) personal care,(state plan)State Plan or ADvantage
personal care;
(14) Personal Emergency Response System (PERS);
(15) Consumer-Directed Personal Assistance Services
and Supports (CD-PASS);
(16) Institution Transition Services;
(17) assisted living; and
(18) SoonerCare medical services for individuals age 21
years of age and over within the scope of the State Plan.

(f) The OKDHSDHS area nurse or nurse designee makes
a determination of service eligibility prior to evaluating the
UCATUniform Comprehensive Assessment Tool (UCAT)
assessment for nursing facility level of care. The following
criteria are used to make the service eligibility determination:

(1) an open ADvantage Program waiverWaiver slot, as
authorized by the waiverWaiver document approved by
the Centers for Medicare and Medicaid Services (CMS), is
available to assureensure federal participation in payment
for services to the individual. If the OKDHS/ASDWhen
the Department of Human Services/Aging Services
(DHS/AS) determines all ADvantage waiverWaiver slots
are filled, the individual cannot be certified on the OKDHS
computer systemby DHS as eligible for ADvantage ser-
vices, and the individual's name is placed on a waiting list
for entry aswhen an open slot becomes available.;
(2) the individual is in the ADvantage targeted service
group. The target group is an individual who is frail and

65 years of age or older or age 21 or older with a physical
disability and who does not have intellectual disability or
a cognitive impairment.The target group are individuals,
who:

(A) are frail and 65 years of age and older; or
(B) have a physical disability, are between 21 and
64 years of age, and do not have an intellectual dis-
ability or a cognitive impairment; or
(C) have developmental disability, are 21 and 64
years of age, and does not have an intellectual dis-
ability or cognitive impairment related to the devel-
opmental disability;

(3) the individual is not eligible if he/shebecause he or
she poses a physical threat to selfhimself or herself or oth-
ers as supported by professional documentation.;
(4) members of the household or persons who routinely
visit the household, as supported by professional docu-
mentation, do not pose a threat of harm or injury to the
individual or other household visitors.;
(5) the individual is not eligible if his/herwhen his
or her living environment poses a physical threat to
selfhimself or herself or others as supported by profes-
sional documentation where applicable, and measures
to correct hazardous conditions or assist the person
toindividuals move are unsuccessful or not feasible.

(g) The State, as part of the waiverWaiver program approval
authorization, assures CMSensures Centers for Medicare and
Medicaid Services (CMS) that each member's health, safety,
or welfare can be maintained in theirhis or her home. IfWhen a
member's identified needs cannot be met through provision of
ADvantage program or Medicaid State Plan services and other
formal or informal services are not in place or immediately
available to meet those needs, the individual's health, safety,
or welfare in their home cannot be assured.ensured. The
AAADvantage Administration (AA) determines ADvantage
program eligibility through the service plan approval process.
An individual is deemed ineligible for the ADvantage program
based on the following criteria:

(1) the individual's needs, as identified by UCAT and
other professional assessments cannot be met through AD-
vantage program services, Medicaid State Plan services,
and other formal or informal services.;The State, as part of
the waiver program approval authorization, assures CMS
that each waiver individual's health, safety, or welfare
can be maintained in their home. If a member's identified
needs cannot be met through provision of ADvantage
program or Medicaid State Plan services and other formal
or informal services are not in place or immediately
available to meet those needs, the individual's health,
safety or welfare in their home cannot be assured.
(2) the individualone or more members of the individ-
ual's household, and/or the conditions of the living en-
vironment itself, pose a physical threat to self or others as
supported by professional documentation and measures to
correct conditions are unsuccessful, or are not feasible.;
(3) the individual or other household members use
threatening, intimidating, degrading, or sexually inap-
propriate language/innuendo or behavior towards service
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providers, either in the home or through other contact or
communications, and significant efforts have beenwere
attempted to correct such behavior, as supported by profes-
sional documentation._or other credible documentation.
(4) the individual or the individual's authorized agent
is uncooperative or refuses to participate in service de-
velopment or service delivery and these actions result in
unacceptable increases of risk to the individual's health,
safety, or welfare in theirhis or her home, as determined
by the individual, the interdisciplinary team, or the AA.;
(5) the individual's living environment poses a phys-
ical threat to self or others as supported by professional
documentation, where applicable and measures to correct
hazardous conditions or assist the person to move are
unsuccessful or are not feasible.;
(6) the individual provides false or materially inaccu-
rate information that is necessary to determine program
eligibility, or withholds information that is necessary to
determine program eligibility.;
(7) the individual does not require at least one ADvan-
tage service monthly.; and
(8) the individual, his or her family member(s), asso-
ciate(s), or any other person(s) or circumstances as relates
to care and coordination in the individual's living envi-
ronment produces evidence of illegal drug activity or sub-
stances used illegally as intoxicants. This includes:

(A) use, possession, or distribution of illegal drugs;
(B) abusive use of other drugs, such as medication
prescribed by a doctor; or
(C) use of substances, such as inhalants including,
but not limited to:

(i) typewriter correction fluid;
(ii) air conditioning coolant;
(iii) gasoline;
(iv) propane;
(v) felt tip markers;
(vi) spray paint;
(vii) air freshener;
(viii) butane;
(ix) cooking spray;
(x) paint; and
(xi) glue;

(D) observed intoxication, consumption or sensory
indicators, such as smell of the use of an drug or
intoxicant by the individual, family members, asso-
ciates, or any other person(s) present at the time care
is provided may be construed as evidence indicative
of illegal drug activity or intoxication. This includes
drug use or intoxicated activity that is menacing to the
member or staff providing services;
(E) the observance of drug paraphernalia or any in-
strument used in the manufacturing, production, dis-
tribution, sale, or consumption of drugs or substances
including, but not limited to:

(i) smoking pipes used to consume substances
other than tobacco;
(ii) roach clips containing marijuana ciga-
rettes;

(iii) needles and other implements used for in-
jecting drugs into the body;
(iv) plastic bags or other containers used to
package drugs;
(v) miniature spoons used to prepare drugs; or
(vi) kits used in the production of synthetic
controlled substances including descriptive ma-
terials that accompany the item, describing or
depicting its use;

(F) instructions, oral or written, concerning the
item or device including, but not limited to, the
manner in which the object is labeled and displayed
for sale;
(G) the typical use of such items in the community;
and/or
(H) testimony of an expert witness regarding use of
the item

(h) Thethe case manager provides the AA with professional
documentation or other credible documentation to support the
recommendation for redetermination of program eligibility.
The service providers continue providing services according to
the person-centered service plan as provider safety permits un-
til the individual is removed from the ADvantage program. As
a part of the procedures requesting redetermination of program
eligibility, the OKDHS/ASD will provideDHS AS provides
technical assistance to the Providerprovider for transitioning
the individual to other services., and
(i) Individualsindividuals determined ineligible for ADvan-
tage program services are notified in writing by OKDHSDHS
AS of the determination and of theirthe right to appeal the
decision.

317:35-17-5. ADvantage program medical eligibility
determination

The Oklahoma Department of Human Services (DHS)
area nurse, or nurse designee, makes the medical eligibility
determination utilizing professional judgment, the Uniform
Comprehensive Assessment Tool (UCAT) Parts I and III, and
other medical information.

(1) When ADvantage care services are requested or the
UCAT I is received in the county office, the:

(A) DHS nurse is responsible for completing the
UCAT III; and
(B) social service specialist is responsible for con-
tacting the applicant within three business days to
initiate the financial eligibility application process.

(2) Categorical relationship must be established for
determination of eligibility for ADvantage services.
IfWhen a categorical relationship to disability was not
established, the local social service specialist submits the
same information per Oklahoma Administrative Code
(OAC) 317:35-5-4(2) to the Level of Care Evaluation Unit
(LOCEU) to request a determination of eligibility for cat-
egorical relationship. LOCEU renders a decision on the
categorical relationship to the person with the disability
using the Social Security Administration (SSA) definition.
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A follow-up is required by the DHS social service special-
ist with SSA to ensure the disability decision agrees with
the LOCEU decision.
(3) Community agencies complete the UCAT I, and
forward the form to the county office. When the UCAT
I indicates the applicant does not qualify for Medicaid
long-term care services, the applicant is referred to appro-
priate community resources. Members may also call the
care line at 800-435-4711.1-800-435-4711.
(4) The DHS nurse visitscompletes the UCAT III
assessment visit with the member within 10 busi-
ness10-business days of receipt of the referral for AD-
vantage services for an applicant who is Medicaid eligible
at the time of the request. The DHS nurse completes the
UCAT III assessment visit within 20 business20-business
days of the date the Medicaid application is completed for
new applicants.
(5) During the UCAT III assessment visit, the DHS
nurse informs the applicant of medical eligibility criteria
and provides information about the different long-term
care service options. When there are multiple house-
hold members applying for the ADvantage program, the
UCAT assessment is done for them during the same visit.
The DHS nurse documents whether the member chooses
nursing facility program services or ADvantage program
services and makes a level of care and service program
recommendation.
(6) The DHS nurse informs the member and family of
agencies certified to deliver ADvantage case management
and in-home care services in the local area to obtain the
applicant's primary and secondary informed choices,
ensuring adherence to conflict free case management
requirements.

(A) Providers of ADvantage services for the mem-
ber, or for those who have an interest in, or are em-
ployed by an ADvantage provider for the member
must not provide case management or develop the
person-centered service plan, except when the AD-
vantage Administration (AA) demonstrates the only
willing and qualified entity to provide case manage-
ment and/or develop person-centered service plans
in a geographic area, also provides other ADvantage
services.
(B) IfWhen the member and/or family declines to
make a provider choice, the DHS nurse documents
the decision on Form 02CB001, Member Consents
and Rights.
(C) The AA uses a rotating system to select an
agency for the member from a list of all local, cer-
tified case management and in-home care agencies,
ensuring adherence to conflict free case management
requirements.

(7) The DHS nurse documents the names of the chosen
agencies and the agreement of the member, by dated signa-
ture, to receive services provided by the agencies.
(8) When the member's needs require an immedi-
ate interdisciplinary team (IDT) meeting with home
health agency nurse participation to develop a care plan

andperson-centered service plan, the DHS nurse docu-
ments the need for priority processing.
(9) The DHS nurse scores the UCAT, Part III.UCAT
III. The DHS nurse forwards the UCAT, Parts I and
III,UCAT III and documentation of financial eligibility,
documentation of the member's case management and
in-home care agency choices to the area nurse, or nurse
designee, for medical eligibility determination.
(10) If,When based upon the information obtained dur-
ing the assessment, the DHS nurse determines the member
may be at risk for health and safety, DHS Adult Protective
Services staff is notified immediately and the referral is
documented on the UCAT.
(11) Within 10 business10-business days of receipt of a
complete ADvantage application, the area nurse or nurse
designee, determines medical eligibility using nursing
facility level of care criteria and service eligibility criteria
per OAC 317:35-17-2 and 317:35-17-3 and enters the
medical decision on the system.
(12) Upon notification of financial eligibility from the
social service specialist, medical eligibility, and approval
for ADvantage entry from the area nurse or nurse de-
signee, the AA communicates with the case management
provider to begin care and service plan development. The
AA communicates to the case management provider, the
member's name, address, case number, Social Security
number, the number of units of case management and,
when applicable, the number of units of home healthcare
agency nurse evaluation authorized for service plan devel-
opment. When the member requires an immediate home
visit to develop a service planperson-centered within 24
hours, the AA contacts the case management provider
directly to confirm availability and sendselectronically
sends the new case packet information to the case manage-
ment provider via email.
(13) When the services must be in place to ensure the
health and safety of the member upon discharge to the
home from the nursing facility or hospital, a case manager
from an ADvantage case management provider selected
by the member and referred by the AA follows the ADvan-
tage institution transition, case management procedures
for care, and service plan development and implementa-
tion.
(14) A new medical level of care determination is re-
quired when a member requests any changes in service
program, from:

(A) State Plan Personal Care to ADvantage ser-
vices;
(B) ADvantage to State Plan Personal Care ser-
vices;
(C) nursing facility to ADvantage services; or
(D) ADvantage to nursing facility services.

(15) A new medical level of care determination is
not required when a member requests re-activation of
ADvantage services after a short-term stay of 90 calen-
dar-days90-calendar days or less in a nursing facility when
the member has had previous ADvantage services and the
ADvantage certification period has not expired.
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(16) When a UCAT assessment was completed more
than 90 calendar-days90-calendar days prior to sub-
mission to the area nurse or nurse designee for a medical
decision, a new assessment is required.

317:35-17-14. Case management services
(a) Case management services involve ongoing assessment,
service planning and implementation, service monitoring and
evaluation, member advocacy, and discharge planning.

(1) Within one workingone-business day of receipt
of an ADvantage referral from the ADvantage Adminis-
tration (AA), the case management supervisor assigns a
case manager to the member. The case manager makes a
home visit to review the ADvantage program (its purpose,
philosophy, and the roles and responsibilities of the
member, service provider, case manager, and OKDHS
in the program), review, update and complete the UCAT
assessment, discuss service needs and ADvantage service
providers.; its purpose, philosophy, and the roles and
responsibilities of the member, service provider, case
manager, and the Oklahoma Department of Human
Services (DHS). The case manager will review; update
and complete the Uniform Comprehensive Assessment
Tool (UCAT); and discuss service needs and ADvan-
tage service providers. The Case Manager notifies in
writing the member's UCAT identified primary physician
in writing that the member has beenwas determined el-
igible to receive ADvantage services. The notification
is via a preprint form that contains the member's signed
permission to release this health information and requests
physician's office verification of primary and secondary
diagnoses and diagnoses code obtained from the UCAT.
(2) Within 14 calendar14-calendar days of the receipt
of an ADvantage referral, the case manager completes and
submits to the AA an individualized carea person-cen-
tered service plan and service plan for the member, signed
by the member and the case management supervisor.
The case manager completes and submits to the AA the
annual reassessment person-centered service plan doc-
uments no sooner than 60 days60-calendar days before
the existing service plan end date but sufficiently in ad-
vance of the end date to be received by the AA at least
30 calendar30-calendar days before the end date of the
existing person-centered service plan. The case manager
submits revisions for denied services to be resubmitted
to the AA for approval within 5-business days. Within
14 calendar14-calendar days of receipt of a Service Plan
Review Request (SPR) for short-term authorizations
from the AA, the Case Managercase manager provides
corrected care plan andperson-centered service plan
documentation. Within five calendarfive-business days of
assessed need, the case manager completes and submits
a service plan addendum to the AA to amend current ser-
vices on the care plan andperson-centered service plan.
The care planperson-centered and service plan areis based
on the member's service needs identified by the UCAT,
Part III,UCAT III, and includes only those ADvantage
services required to sustain and/or promote the health and

safety of the member. The case manager uses an inter-
disciplinary team (IDT) planning approach for care plan
andperson-centered service plan development. Except for
extraordinary circumstances, the IDT meetings are to be
held in the member's home. Variances from this policy
must be presented to, and approved by, the AA in advance
of the meeting. IfWhen in-home care is the primary ser-
vice, the IDT includes, at a minimum, the member, a nurse
from the ADvantage in-home care provider chosen by the
member, and the case manager. Otherwise, the member
and case manager constitute a minimum IDT.
(3) The case manager identifies long-term goals,
challenges to meeting goals, and service goals including
plan objectives, actions steps and expected outcomes.
The ADvantage case manager documents on the care
planperson-centered service plan, the presence of two or
more ADvantage members residing in the same house-
hold and/or when the member and personal care provider
reside together. The case manager documents on the
IVRAElectronic Visit Verification (EVV) system in the
member record any instance in which a member's health
or safety would be "at risk" ifat risk when even one per-
sonal care visit is missed. The case manager identifies
services, service provider, funding source, units and fre-
quency of service and service cost, cost by funding source
and total cost for ADvantage services. The member
signs and indicates review/agreement with the care plan
andperson-centered service plan by indicating acceptance
or non-acceptance of the plans. The member, the mem-
ber's legal guardian, or legally authorized representative
shall signsigns the person-centered service plan in the
presence of the case manager. The signatures of two wit-
nesses are required when the member signs with a mark.
IfWhen the member refuses to cooperate in development
of the person-centered service plan, or, ifor when the
member refuses to sign the person-centered service plan,
the case management agency refers the case to the AA for
resolution. In addition, based on the UCAT and/or case
progress notes that document chronic uncooperative or
disruptive behaviors, the OKDHSDHS nurse or AA may
identify members that require AA intervention through
referral to the AA's Escalated Issues unit.

(A) For members that are uncooperative or disrup-
tive, the case manager develops anperson-centered
service individualized plan to overcome challenges
to receiving services focusing on behaviors, both
favorable and those that jeopardize the member's
well-being and includes a design approach of incre-
mental plans and an addenda that allowallows the
member to achieve stepwise successes in thebehavior
modification of their behavior.
(B) The AA may implement a person-centered
service plan without the member's signature when,
for these members, the presence of a document that
"requires"requires their signature may itself trigger
a "conflict".conflict. In these circumstances, mental
health/behavioral issues may prevent the member
from controlling theirhis or her behavior to act in
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theirhis or her own interest. Since theThe person
by virtue of level of care and the IDT assessment,
needs ADvantage services to assure theirensure his
or her health and safety, the AA may authorize the
person-centered service plan ifwhen the case man-
ager demonstrates effort to work with and obtain the
member's agreement. Should negotiations not result
in agreement with the care plan andperson-centered
service plan, the member may withdraw theirhis or
her request for services or request a fair hearing.

(4) CD-PASS Planning and Supports Coordina-
tion.Consumer-Directed Personal Assistance Services
and Supports (CD-PASS) planning and supports coordi-
nation.

(A) The ADvantage Case Managementcase man-
agement provider assigns to the CD-PASS member
a Case Managercase manager that has successfully
completed training on CD-PASS, Independent Liv-
ing Philosophy, Person-Centered Planning and the
individual budgeting process and process guidelines.
Case Managers that have completed thismanagers,
who complete specialized CD-PASS training are
referred to as Consumer-Directed Agent/Case Man-
agers (CDA/CM) with respect to theirhis or her
CD-PASS service planning and support role in work-
ing with CD-PASS members. The CDA/CM educates
the member about theirhis or her rights and responsi-
bilities as well as about community resources, service
choices, and options available to the member to meet
CD-PASS service goals and objectives.
(B) The member may designate a family member
or friend as an "authorized representative"authorized
representative to assist in the service planning process
and in executing member employer responsibilities.
IfWhen the member chooses to designate an "autho-
rized representative",authorized representative the
designation and agreement identifying the "willing
adult"willing adult to assume this role and respon-
sibility is documented with dated signatures of the
member, the designee, and the member's Case Man-
agercase manager, or the AA staff.

(i) A person having guardianship or power of
attorney or other court sanctioned authorization to
make decisions on behalf of the member has legal
standing to be the member's designated "autho-
rized representative".authorized representative.
(ii) An individual hired to provide Con-
sumer-Directed Personal Assistance Services
and Supports (CD-PASS)CD-PASS services to
a member may not be designated the "authorized
representative"authorized representative for the
member.
(iii) The case manager reviews the designation
of Authorized Representative,authorized repre-
sentative,Power of Attorneypower of attorney,
and Legal Guardianlegal guardian status on an
annual basis and includes this is included in the
reassessment packet to AA.

(C) The CDA/CM provides support to the member
in the Person-Centered CD-PASS Planning process.
Principles of Person-Centered Planning are as fol-
lows:listed in (i) through (v) of the subparagraph.

(i) The person is the center of all planning ac-
tivities.
(ii) The member and theirhis or her repre-
sentative, or support team, are given the requisite
information to assume a controlling role in the
development, implementation, and management
of the member's services.
(iii) The individual and those who know and
care about him or her are the fundamental sources
of information and decision-making.
(iv) The individual directs and manages a plan-
ning process that identifies his or her strengths,
capacities, preferences, desires, goals, and support
needs.
(v) Person-Centered Planning results in per-
sonally-defined outcomes.

(D) The CDA/CM encourages and supports the
member, or as applicable theirhis or her designated
"authorized representative",authorized represen-
tative, to lead, to the extent feasible, the CD-PASS
service planning process for Personal Services As-
sistance. The CDA/CM helps the member define
support needs, service goals, and service preferences
including access to and use of generic community
resources. Consistent with member-direction and
preferences, the CDA/CM provides information
and helps the member locate and access commu-
nity resources. Operating within the constraints of
the Individual Budget Allocation (IBA) units, the
CDA/CM assists the member in translatingtranslate
the assessment of member needs and preferences into
an individually tailored, personalizedperson-centered
service plan.
(E) To the extent the member prefers, the CDA/CM
develops assistance to meet member needs using
a combination of traditional Personal Care and
CD-PASS PSA services. However, the CD-PASS
IBA and the PSA unit authorization will beis reduced
proportional to agency Personal Care service utiliza-
tion.
(F) The member determines with the PSA to be
hired, a start date for PSA services. The member
coordinates with the CDA/CM to finalize the per-
son-centered service plan. The start date must be
after:authorization of services, after completion
and approval of the background checks and after
completion of the member employee packets.

(i) authorization of services;
(ii) completion and approval of the back-
ground checks; and
(iii) completion of the member employee pack-
ets.
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(G) Based on outcomes of the planning process,
the CDA/CM prepares an ADvantage person-cen-
tered service plan or plan amendment to authorize
CD-PASS Personal Service Assistance units consis-
tent with this individual plan and notifies existing
duplicative Personal Care service providers of the end
date for those services.
(H) IfWhen the plan requires an APSAAdvanced
Personal Service Assistant (APSA) to provide assis-
tance with Health Maintenancehealth maintenance
activities, the CDA/CM works with the member and,
as appropriate, arranges for training by a skilled nurse
for the member or member's family and the APSA to
ensure that the APSA performs the specific Health
Maintenancehealth maintenance tasks safely and
competently;

(i) Ifwhen the member's APSA has beenwas
providing Advanced Supportive Restorative As-
sistance to the member for the same tasks in the
period immediately prior to being hired as the
PSA,APSA, additional documentation of compe-
tence is not required; and
(ii) Ifwhen the member and APSA attest that
the APSA has beenwas performing the specific
Health healthnancehealth maintenance tasks to
the member's satisfaction on an informal basis as
a friend or family member for a minimum of two
months in the period immediately prior to being
hired as the PSA, and no evidence contra-indicates
the attestation of safe and competent performance
by the APSA, additional documentation is not
required.

(I) The CDA/CM monitors the member's well be-
ingwell-being and the quality of supports and services
and assists the member in revising the PSA services
plan as needed. IfWhen the member's need for ser-
vices changes due to a change in health/disability
status and/or a change in the level of support avail-
able from other sources to meet needs, the CDA/CM,
based upon an updated assessment, amends the
person-centered service plan to modify CD-PASS
service units appropriate to meet additional member's
need and forwards the plan amendment to the AA for
authorization and update of the member's IBA.
(J) In the event of a disagreement between the
member and CD-PASS provider the following
process is followed:

(i) either party may contact via a toll free num-
ber the Member/Provider Relations Resource Cen-
ter to obtain assistance with issue resolution;
(ii) ifwhen the issue cannot be resolved with
assistance from the Member/Provider Relations
Resource Center or from CD-PASS Program
Management, the CD-PASS Program Manage-
ment will submitsubmits the dispute to the AD-
vantage Escalated Issues Unit for resolution.
The Escalated Issues Unit will workworks with

the member and provider to reach a mutually
agreedmutually-agreed upon resolution;
(iii) ifwhen the dispute cannot be resolved by
the ADvantage Escalated Issues Unit it will beis
heard by the Ethics of Care Committee. The Ethics
of Care Committee will makemakes a final deter-
mination with regard to settlement of the dispute;
(iv) at any step of this dispute resolution
process the member may request a fair hearing,
to appeal the dispute resolution decision.

(K) The CDA/CM and the member prepare an
emergency backup/emergencybackup response ca-
pability for CD-PASS PSAPSA/APSA services in
the event a PSAPSA/APSA services provider of ser-
vices essential to the individual's health and welfare
fails to deliver services. As part of the backup plan-
ning process, the CDA/CM and member define what
failure of service or neglect of service tasks would
constituteconstitutes a risk to health and welfare to
trigger implementation of the emergency backup.
Any of the following(i) or (ii) may be used in plan-
ning for the backup:.

(i) Identification of a qualified substitute
provider of PSAPSA/APSA services and prepa-
ration for their quick response to provide backup
emergency services,when called upon in emer-
gency circumstances,(including execution of
all qualifying background checks, training and
employment processes);including execution of
all qualifying background checks, training, and
employment processes; and/or,
(ii) Identification of one or more qualified sub-
stitute ADvantage agency service providers,(Adult
Day Care, Personal Care or Nursing Facility
Respite provider)adult day health, personal care,
or nursing facility (NF) respite provider, and
preparation for their quick response to provide
backup emergency services when called upon in
emergency circumstances.

(L) If the emergency backup fails, the CDA/CM
is to request the AA toTo obtain authorizations for
providers other than PSA and APSA identified as
emergency backups, requests the AA authorize and
facilitate member access to Adult Day Care,adult day
health,Agency Personal Careagency personal care,
or Nursing Facility Respiterespite services.

(5) The case manager submits the care plan
andperson-centered service plan to the case management
supervisor for review. The case management supervi-
sor documents the review/approval of the plans within
two workingtwo-business days of receipt from the case
manager or returns the plans to the case manager with no-
tations of errors, problems, and concerns to be addressed.
The case manager re-submits the corrected care plan
andperson-centered service plan to the case management
supervisor within two workingtwo-business days. The
case management supervisor returns the approved care
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plan andperson-centered service plan to the case man-
ager. Within one workingone-business day of receiving
supervisory approval, the case manager forwards, via
postalby United States mail, a legible copy of the care plan
andperson-centered service plan to the AA. Case man-
agers are responsible for retaining all original documents
for the member's file at the agency. Only priority service
needs and supporting documentation may be faxed to the
AA with the word, "PRIORITY" being clearly indicated
and the justification attached. "Priority" service needs
are defined as services needing immediate authorization
to protect the health and welfare of the member and/or
avoid premature admission to the nursing facility.NF.
Corrections to service conditions set by the AA are not
considered to be a priority unless the health and welfare of
the member would otherwise be immediately jeopardized
and/or the member would otherwise require premature
admission to a nursing facility.NF.
(6) Within one workingone-business day of notifica-
tion of care plan and person-centered service plan autho-
rization, the case manager communicates with the service
plan providers and with the member to facilitate service
plan implementation. Within five workingfive-business
days of notification of an initial person-centered service
plan or a new reassessment service plan authorization, the
case manager visits the member, gives the member a copy
of the person-centered service plan or computer-generated
copy of the person-centered service plan, and evaluates the
progress of the service plan implementation.service plan
implementation progress. The case manager evaluates
service plan implementation on the following minimum
schedule:

(A) within 30 calendar30-calendar days of the au-
thorized effective date of the person-centered service
plan or service plan addendum amendment; and
(B) monthly after the initial 30 day30-calendar fol-
low-up evaluation date.

(b) Authorization of service plans and amendments to
service plans. The ADvantage Administration (AA)AA
authorizes the individual person-centered service plan and all
service plan amendments for each ADvantage member. When
the AA verifies member ADvantage eligibility, service plan
cost effectiveness, thatfor service providers that are ADvantage
authorized and SoonerCare contracted, and that the delivery of
ADvantage services are consistent with the member's level of
care need, the service plan is authorized.

(1) Except as provided by the process described inper
OAC 317:30-5-761(6), family members may not receive
payment for providing ADvantage waiver services. A
family member is defined as an individual who is legally
responsible for the member (spouse or parent of a minor
child)., such as the spouse or parent of a minor child.
(2) The OKDHS/ASDDHS AS may under criteria
described in, per OAC 317:35-15-13, authorize personal
care service provision by an Individual PCA (an individual
contracted directly with OHCA)., an individual contracted
directly with OHCA. Legally responsible family members
are not eligible to serve as Individual PCA's.PCAs.

(3) IfWhen the service plan authorization or amend-
ment request packet received from case management is
complete and the service plan is within cost effective-
nesscost-effectiveness guidelines, the AA authorizes or
denies authorization within five workingfive-business
days of receipt of the request. IfWhen the service plan
is not within cost-effectiveness guidelines, the plan is
referred for administrative review to develop an alternative
cost-effective plan or assist the member to access services
in an alternate setting or program. IfWhen the request
packet is not complete, the AA notifies the case manager
immediately and puts a "hold"hold on authorization until
the required additional documents are received from case
management.
(4) The AA authorizes the service plan by entering
the authorization date and assigning a control number
that internally identifies the OKDHSDHS staff com-
pleting the authorization. Notice of authorization and
a computer-generated copy of the authorized plan or
a computer-generated copy of the authorized plan are
provided to case management. AA authorization deter-
minations are provided to case management within one
workingone-business day of the authorization date. A
person-centered service plan may be authorized and im-
plemented with specific services temporarily denied. The
AA communicates to case management the conditions
for approval of temporarily denied services. The case
manager submits revisions for denied services to AA for
approval within 5 working5-business days.
(5) For audit purposes (including Program Integrity
reviews), including Program Integrity reviews, the com-
puter-generated copy of the authorized service plan is
documentation of service authorization for ADvantage
waiver and State Plan Personal Care services. State or
Federal or State quality review and audit officials may
obtain a copy of specific person-centered service plans
with original signatures by submitting a request to the
member's case manager.

(c) Change in service plan. The process for initiating a
change in the person-centered service plan is described in this
subsection.

(1) The service provider initiates the process for an
increase or decrease in service to the member's per-
son-centered service plan. The requested changes and
justification for them are documented by the service
provider and, ifwhen initiated by a direct care provider,
are submitted to the member's case manager. IfWhen in
agreement, the case manager requests the service changes
on a care plan and service plan amendment submitted
to the AA within five calendarfive-business days of as-
sessed need. The AA authorizes or denies the care plan
andperson-centered service plan changes per Oklahoma
Administrative Code (OAC) 317:35-17-14.
(2) The member initiates the process for replacing
Personal Care services with Consumer-Directed Personal
Services and Supports (CD-PASS) in geographic areas
in whichwhere CD-PASS services are available. The
member may contact the AA or by callingcall the toll-free
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number established to process requests for CD-PASS
services.
(3) A significant change in the member's physical
condition or caregiver support, one that requires addi-
tional goals, deletion of goals or goal changes, or requires
a four-hour or more adjustment in services per week,
requires an updated UCAT reassessment by the case
manager. The case manager develops an amended or new
person-centered service plan and care plan, as appropriate,
and submits the new amended person-centered service
planplans for authorization.
(4) One or more of the following changes or service
requests require an Interdisciplinary Team review and
service plan goals amendment:

(A) the presence of two or more ADvantage mem-
bers residing in the same household,;or
(B) the member and personal care provider resid-
ing together,;or
(C) a request for a family member to be a paid AD-
vantage service provider, or;
(D) a request for an Individualindividual PCA ser-
vice provider.

(5) Based on the reassessment and consultation with
the AA as needed, the member may, as appropriate, be
authorized for a new person-centered service plan or
be eligible for a different service program. IfWhen the
member is significantly improved from the previous as-
sessment and does not require ADvantage services, the
case manager obtains the member's dated signature in-
dicating voluntary withdrawal for ADvantage program
services. IfWhen unable to obtain the member's consent
for voluntary closure, the case manager requests assis-
tance from the AA.(AA) assistance. The AA requests that
the OKDHSDHS area nurse initiate a reconsideration of
level of care.
(6) Providers of Home and Community Based Ser-
vices (HCBS) for the member, or those who have an
interest in or are employed by a provider of HCBS for the
member, must not provide case management or develop
the person-centered service plan, except when the State
demonstrates that the only willing and qualified entity to
provide case management and/orand develop person-cen-
tered service plans in a geographic area also provides
HCBS.

317:35-17-18. ADvantage services during
hospitalization or NF placement

When the member's OKDHSDHS social worker, ADvan-
tage case manager, or the AA is informed (by the member,
family or service provider)by the member, family, or ser-
vice provider of a member's hospitalization or placement in
a nursing facility, (NF), that party determines the date of the
member's institutionalization and communicates the date,
name of the institution, reason for placement, and expected
duration for placement, to the other ADvantage Program Ad-
ministrative partners. IfWhen a member requires hospital or
nursing facilityNF services, the case manager assists the mem-
ber in accessingaccess institutional care, periodically monitors

the member's progress during the institutional stay and, as
appropriate, updates the person-centered service plan and
prepares services to start on the date the member is discharged
from the institution and returns home. All case management
units for "institution transition"institution transition services
to plan for and coordinate service delivery and to assist the
member to safely return home, even ifwhen provided while the
person is in an institution, are to be considered delivered on and
billed for the date the member returns home from institutional
care.

(1) Hospital discharge. When the member returns
home from a hospital or when notified of the member's an-
ticipated discharge date, the case manager notifies relevant
providers and the AAADvantage Administration (AA),
and coordinates the resumption of services.
(2) NFNursing Facility placement of less than 30
days.30-calendar days. When the member returns home
from a NF stay of 30 days30-calendar or less or when
notified of the member's anticipated discharge date, the
case manager notifies relevant providers, the member's
OKDHSDHS worker and the AA of the discharge and
coordinates the resumption of ADvantage services in the
home.
(3) NFNursing Facility placement greaterlonger
than 30 days.30-calendar days. When the member is
scheduled to be discharged and return home from a NF
stay that is greaterlonger than 30 days,30-calendar the
member's OKDHSDHS worker, ADvantage case man-
ager, or the AA (whoever first receives notification of the
discharge), whoever first receives notification of the dis-
charge, notifies other ADvantage Program Administrative
partners to expedite the restart of ADvantage services for
the member. In these circumstances, the SPEED process
may be used to re-establish ADvantage eligibility to coin-
cide with the date of discharge from the NF. The member's
case manager provides "institution transition"institution
transition case management services to assist the member
to re-establish him or herself safely in the home.

317:35-17-22. Billing procedures for ADvantage
services

(a) Billing procedures for long-term care medical services
are contained in the Oklahoma Medicaid Management Infor-
mation Systems (OKMMIS) Billing and Procedure Manual.
Questions regarding billing procedures whichthat cannot be
resolved through a study of the manual should beare referred to
the Oklahoma Health Care Authority (OHCA).
(b) The Oklahoma Department of Human Services (DHS)
Aging Services (DHS/AS)(AS) approved ADvantage service
plan is the basis for the Medicaid Management Information
Systems (MMIS)service prior authorization, specifying:

(1) service;
(2) service provider;
(3) units authorized; and
(4) begin and end dates of service authorization.

(c) As part of ADvantage quality assurance, provider audits
are used to evaluate whetherif paid claims are consistent with
service plan authorizations and documentation of service
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provision. Evidence of paid claims that are not supported by
service plan authorization and/or documentation of service
provision are turned over to the OHCA Provider Audit Unit for
follow-up investigation.
(d) Service time of Personal Care, Case Management, Case
Management for tranisitioning, Nursing, Advanced Sup-
portive/ Restorative Assistance, In-Home Respite, CD-PASS
Personal Services Assistance, and Advanced Personal Services
Assistancepersonal care, case management, case management
for transitioning, nursing, advanced supportive/restorative
assistance, in-home respite, consumer-directed personal as-
sistance services and supports (CD-PASS), personal services
assistance, and advanced personal services assistance is docu-
mented solely through the Electronic Visit Verification System
(EVV) also known as Interactive Voice Response Authenti-
cation (IVRA) system, when provided in the home. Providers
are required to use the IVRAEVV system after access to the
system is made available by OKDHS. The IVRAEVV system
provides alternate backup solutions shouldwhen the automated
system beis unavailable. In the event of IVRA backupEVV
system failure, the provider documents time in accordance
with their agency backup plan; however, backup procedures
are only permitted when the IVRA system is unavailable.in-
ternal policy and procedures. This documentation suffices to
account for in-home and office services delivered. Provider
agency backup procedures are only permitted when the EVV
system is unavailable.
(e) The provider must document the amount of time spent
for each service, per OACOklahoma Administrative Code
(OAC) 317:30-5-763. For service codes that specify a time
segment in their description, such as 15 minutes, each timed
segment equals one unit. Only time spent fulfilling the service
for which the provider is authorized, per OAC 317:30-5-763,
shall beis authorized for timed basedtime-based services.
Providers shalldo not bill for a unit of time when not more than
one-half of a timed unit is performed. For example, ifwhen a
unit is defined as 15 minutes, providers shoulddo not bill for
services performed for less than 8eight minutes. The rounding
rules utilized by the IVRAEVV and web-based billing system
to calculate the billable amountunit-amount of a unit are:are,
services provided for duration of:

(1) services provided for a duration of less than 8 min-
utes8-minutes cannot be rounded up and do not constitute
a billable 15 minute15-minute unit; and
(2) services provided for a duration of 8 to 158 to
15 minutes are rounded up and do constitute a billable 15
minute15-minute unit.

SUBCHAPTER 19. NURSING FACILITY
SERVICES

317:35-19-2. Nursing Facility (NF) program medical
eligibility determination

The OKDHSDHS area nurse, or nurse designee (OHCA,
LOCEU makes some determinations when PASRR is in-
volved), determines medical eligibility for nursing facility
(NF) services based on the Long Term Care (LTC)long term

care (LTC) nurse's UCAT, Part IIIUniform Comprehensive
Assessment Tool (UCAT III) assessment of the client's needed
level of care, the outcome of the Level II Preadmission Screen-
ing and Resident Review (PASRR), ifwhen completed, and
his or her professional judgment. The Oklahoma Health-
care Authority Level of Care Evaluation Unit makes some
determinations when the (PASRR) is involved. Refer to
OACOklahoma Administrative Code (OAC) 317:35-19-7.1(3)
for nursing facility level of care medical eligibility require-
ments.

(1) When NF care services are requested prior to
admission, the same rules related to medical eligibility de-
termination identified in OAC 317:35-17-5 for ADvantage
services are followed.
(2) The LTC nurse submits the UCAT, Part III, the
Long-Term Care Preadmission Screen form (PASRR), and
the NF request for assessment to the area nurse, or nurse
designee, for medical eligibility determination.The LTC
nurse reviews the PASRR Level I in the Oklahoma Health
Care Authority system; completes the UCAT III; and en-
ters the date OHCA received the PASRR Level I (LTC-
300R) from the NF and admission date to the NF; finan-
cial eligibility effective date and notes any Level II PASRR
results if available in the UCAT III. This information is
submitted to the DHS Area Nurse for medical eligibility
determination.
(3) PASRR requirements are identified in OAC
317:35-19-8 and 317:35-19-9.
(4) When it is not possible for the UCAT assessment
to be completed prior to admission, the NF is responsible
for notifying the OKDHSDHS of the admission. Noti-
fication will be by mailing or by faxing the OKDHS
form ABCDM-83 (Notification Regarding Patient In A
Nursing Facility, Intermediate Care Facility for the Men-
tally Retarded or Hospice), OKDHS form ABCDM-96
(Management of Recipient's Funds), and OKDHS form
ABCDM-83-A, Request for Title XIX Nursing Assess-
ment, to the local OKDHS county office.Notification is
mailed or faxed on DHS Form 08MA083E, Notification
regarding Patient In A Nursing Facility, Intermediate
Care Facility for the Mentally Retarded or Hospice,
and Management Recipient Funds to the local DHS
county office. Upon receipt, the OKDHSDHS county
office processes the ABCDM-83,Forms 08MA084E and
08MA084EABCDM-96, and the ABCDM-83Forms
08MA083E and 08MA084E and completes and forwards
the OKDHS form ABCDM-37DForm 08MA038E (No-
tice Regarding Financial Eligibility), Notice Regarding
Financial Eligibility to the NF. Identified sections of the
UCAT reflecting the domains for meeting medical criteria
are completed for applicants residing in the NF at the
time of assessment. The area nurse, or nurse designee,
determinesconfirms the date of medical eligibility and
records it onin the system based on the date of financial
eligibility. The facility is responsible for performing the
PASRR Level I screen and consulting with OHCA staff of
the OHCA as to whetherto determine when a need exists
for a Level II screen. The LTC nurse will conductconducts
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the assessment visit within 15 working15-business days
of request for assessment ifPASRR clearance when the
individual's needs are included in an active ABCDMDHS
coded case. IfWhen the individual's needs are not in-
cluded in an active ABCDM case, the assessment is
conducted within 20 working20-business days of the date
of the signed application. The LTC nurse forwards the
completed preadmission screen, the ABCDM-83-A, and
the UCAT, Part III to the area nurse or nurse designee.
PASRR clearance.
(5) The area nurse, or nurse designee, will evalu-
ateevaluates the PASRR Level I screen and the UCAT,
Part III and consult with staff of the OHCA as to whether
a need exists for a Level II screen as necessary.in consul-
tation with the DHS nurse when the completed LTC-300R
and/or facility documentation shows a need exists for a
possible Level II screen. The area nurse or nurse designee
consults with OHCA staff as necessary.
(6) The area nurse, or nurse designee, will evalu-
ateevaluates the UCAT, Parts I and III, the Long-Term
Care Preadmission Screen form and the physician's
diagnosis to determine whetherif the applicant meets the
medical eligibility criteria for NF level of care. Individ-
uals may be medically certifiedmedically-certified for
NF level of care for various lengths of time depending
uponon the client's needs of the client. The area nurse,
or nurse designee, enters the medical eligibility decision,
and, when required, the medical certification review date
on the systeminto Aging Services Division Electronic
Data Entry and Retrieval System (ELDERS) within ten
working10-business days. A medical eligibility redeter-
mination is not required when a client is discharged from
the NF for a period not to exceed 9090-calendar days and
the original certification is current.
(7) IfWhen the LTC nurse recommends NF level of
care and the client is determined by the area nurse, or nurse
designee, not to be medically eligible for NF level of care,
the LTC nurse can submit additional information to the
area nurse, or nurse designee. When necessary, a visit by
the LTC nurse to obtain additional information can beis
initiated at the recommendation of the area nurse, or nurse
designee.
(8) Categorical relationship must be established for
determination of eligibility for NF services. IfWhen cat-
egorical relationship to disability has not already been
established, the worker submits the same information
described inper OAC 317:35-5-4(2) to the LOCEU to
request a determination of eligibility for categorical re-
lationship. LOCEU renders a decision on categorical
relationship to the disabled applicant using the sameSocial
Security Administration (SSA) definition used by SSA.
A follow-up with the SSA by the OKDHSDHS worker is
required to be sure thatensure the SSA disability decision
agrees with the LOCEU decision of LOCEU.

[OAR Docket #17-419; filed 6-15-17]
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DISABILITIES SERVICES

[OAR Docket #17-417]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 1. General Provisions
317:40-1-1. [AMENDED]
Subchapter 5. Member Services
Part 9. Service Provisions
317:40-5-103. [AMENDED]
317:40-5-112. [AMENDED]
Subchapter 7. Employment Services Through Home and

Community-Based Services Waivers
317:40-7-2. [AMENDED]
317:40-7-6. [AMENDED]
317:40-7-12. [AMENDED]
317:40-7-13. [AMENDED]
Subchapter 9. Self-Directed Services
317:40-9-1. [AMENDED]
(Reference APA WF # 16-24B)

AUTHORITY:
The Oklahoma Health Care Authority Board; The Oklahoma Health Care

Authority Act, Section 5003 through 5016 of Title 63 of Oklahoma Statutes;
Director of Human Services; Section 162 of Title 56 of the Oklahoma Statues
(56 O.S. 162); 42 CFR 441.301, 441.710, 441.715, 441.720, and 441.740
SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

December 20, 2016
COMMENT PERIOD:

January 18, 2017 through February 17, 2017
PUBLIC HEARING:

February 21, 2017
ADOPTION:

March 23, 2017
SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 24, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

The proposed revisions to the Developmental Disabilities Services
policy add language to outline the standards for transportation providers and
requirements for a Self-Directed Habilitation Training Specialist. Revisions
update commonly used terms and specify that Home and Community-Based
Waiver services require an annual eligibility review. Further language is
added to define competitive integrated employment. In addition, the proposed
revisions remove the treatment plan pre-approval requirements that exceed
$1,000 by the DDS area medical director or designee for members of the
Homeward Bound Waiver. Finally, language that requires the provider agency
Human Rights Committees to review the member's protective intervention
protocols is removed.
CONTACT PERSON:

Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,

Oklahoma Register (Volume 34, Number 23) 746 August 15, 2017



Permanent Final Adoptions

SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 1. GENERAL PROVISIONS

317:40-1-1. Home and Community-Based Services
(HCBS) Waivers for persons with
intellectual disabilities or certain persons
with related conditions

(a) Applicability. The rules in thisThis Section ap-
plyapplies to services funded through Medicaid HCBS
Waivers per Oklahoma Administrative Code (OAC)
317:35-9-5 and per Section 1915(c) of the Social Security
Act. The specificSpecific Waivers are the In-Home Supports
Waiver (IHSW) for Adults, the In-Home Supports Waiver
(IHSW)IHSW for Children, the Community Waiver, and the
Homeward Bound Waiver.
(b) Program provisions. Each individual requesting ser-
vices provided through an HCBS Waiver and his or her family
or guardian, are responsible for:

(1) accessing, with the assistance of the Oklahoma
Department of Human Services (DHS) staff, assistance,
all benefits available under Oklahoma's Medicaid State
Plan or other payment sources prior to accessing funding
for those same services under aan HCBS Waiver program;
(2) cooperating in the determination of medical and fi-
nancial eligibility, including prompt reporting of changes
in income or resources;
(3) choosing between services provided through an
HCBS Waiver andor institutional care; and
(4) reporting to DHS within 30 calendar days of mov-
ing any changes in address or other contact information. to
DHS within 30-calendar days.

(c) Waiver eligibility. To be eligible for Waiver services,
an applicant must meet the criteria established in paragraph(1)
of this Subsection and the criteria for one of the Waivers estab-
lished in (1) (A),(B), or (C)through (8) of this Subsection.

(1) HCBS Waiver services. Services provided
through an HCBS Waiver are available to Oklahoma
residents meeting SoonerCare eligibility requirements
established by law, regulatory authority, and policy within
funding available through State or Federal resources. To
be eligible for and receive services funded through any
of the Waivers listed in (a) of this Section, a personan
applicant must meet conditions per OAC 317:35-9-5. The
applicant:The individual must be determined financially
eligible for SoonerCare per OAC 317:35-9-68. The
SoonerCare eligible individual may not simultaneously
be enrolled in any other Medicaid Waiver program or
receiving services in an institution including a hospital,
rehabilitation facility, mental health facility, nursing
facility, residential care facility per Section 1-819 of
Title 63 of the Oklahoma Statutes (63 O.S. § 1-819), or
Intermediate Care facility for individuals with intellec-
tual disabilities (ICF/IID). The individual may not be
receiving Developmental Disabilities Services (DDS)

state-funded services, such as the Family Support As-
sistance Payment, Respite Voucher Program, sheltered
workshop services, community integrated employment
services, or assisted living without Waiver supports per
OAC 340:100-5-22.2. The individual must also meet
other Waiver-specific eligibility criteria.

(A) In-Home Supports Waivers(IHSW). To be
eligible for services funded through the IHSW, a
person must:

(i) meet all criteria listed in (c) of this Section;
and
(ii) be determined to have a disability and a
diagnosis of intellectual disability by the Social
Security Administration (SSA); or
(iii) be determined to have a disability, and a di-
agnosis of intellectual disability as defined in the
Diagnostic and Statistical Manual of Mental Dis-
orders by the Oklahoma Health Care Authority
(OHCA) Level of Care Evaluation Unit (LOCEU);
(iv) be 3 years of age or older;
(v) be determined by the OHCA/LOCEU to
meet the ICF/IID Institutional Level of Care re-
quirements per OAC 317:30-5-122;
(vi) reside in:

(I) the home of a family member or friend;
(II) his or her own home;
(III) a DHS Child Welfare Services (CWS)
foster home; or
(IV) a CWS group home; and

(vii) have critical support needs that can be met
through a combination of non-paid, non-Waiver,
and SoonerCare resources available to the individ-
ual, and with HCBS Waiver resources within the
annual per capita Waiver limit agreed between the
State of Oklahoma and the Centers for Medicare
and Medicaid Services (CMS).

(B) Community Waiver. To be eligible for ser-
vices funded through the Community Waiver, the per-
son must:

(i) meet all criteria listed in (c) of this Section;
(ii) be determined to have a disability and a
diagnosis of intellectual disability by the SSA; or
(iii) have an intellectual disability as defined in
the Diagnostic and Statistical Manual of Mental
Disorders or a related condition by DDS and be
covered under the State's alternative disposition
plan adopted under Section 1919(e)(7)(E) of the
Social Security Act; or
(iv) be determined to have a disability and a di-
agnosis of intellectual disability as defined in the
Diagnostic and Statistical Manual of Mental Dis-
orders or the OHCA/LOCEU; and
(v) be 3 years of age or older; and
(vi) be determined by the OHCA/LOCEU, to
meet the ICF/IID Institutional Level of Care re-
quirements per OAC 317:30-5-122; and
(vii) have critical support needs that can be met
by the Community Waiver and cannot be met by
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IHSW services or other service alternatives, as de-
termined by the DDS director or designee.

(C) Homeward Bound Waiver. To be eligible
for services funded through the Homeward Bound
Waiver, the person must:

(i) be certified by the United States District
Court for the Northern District of Oklahoma as a
member of the plaintiff class in Homeward Bound
et al. v. The Hissom Memorial Center, Case No.
85-C-437-E;
(ii) meet all criteria for HCBS Waiver services
listed in (c) of this Section; and
(iii) be determined to have a disability and a
diagnosis of intellectual disability by SSA; or
(iv) have an intellectual disability as defined
in the Diagnostic and Statistical Manual of Men-
tal Disorders or a related condition per OAC
317:35-9-45 by DDS, and to be covered under the
State's alternative disposition plan adopted under
Section 1919(e)(7)(E) of the Social Security Act;
or
(v) have a disability as defined in the Diagnos-
tic and Statistical Manual of Mental Disorders by
the OHCA/LOCEU; and
(vi) meet ICF/IID Institutional Level of Care
requirements per OAC 317:30-5-122 by the
OHCA/LOCEU.

(A) must be determined financially eligible for
SoonerCare per OAC 317:35-9-68;
(B) may not simultaneously be enrolled in any
other Medicaid Waiver program or receiving services
in an institution including a hospital, rehabilitation
facility, mental health facility, nursing facility, or
residential care home per Section 1-820 of Title 63
of the Oklahoma Statutes (O.S. 63-1-820), or Inter-
mediate Care facility for individuals with intellectual
disabilities (ICF/IID);
(C) may not be receiving Developmental Disabil-
ities Services (DDS) state-funded services, such as
the Family Support Assistance Payment, Respite
Voucher Program, sheltered workshop services, com-
munity integrated employment services, or assisted
living without Waiver supports OAC 340:100-5-22.2;
and
(D) must also meet other Waiver-specific eligibility
criteria.

(2) In-Home Supports Waivers (IHSW). To be eligi-
ble for services funded through the IHSW, an applicant
must:

(A) meet all criteria listed in (c) of this Section; and
(B) be determined by the Social Security Adminis-
tration (SSA) to have a disability and a diagnosis of
intellectual disability; or
(C) be determined to have a disability and a diag-
nosis of intellectual disability as defined in the Diag-
nostic and Statistical Manual of Mental Disorders by
the Oklahoma Health Care Authority (OHCA) Level
of Care Evaluation Unit (LOCEU);

(D) be 3 years of age or older;
(E) be determined by the OHCA LOCEU to meet
the ICF/IID Institutional Level of Care requirements
per OAC 317:30-5-122;
(F) reside in:

(i) the home of a family member or friend;
(ii) his or her own home;
(iii) a DHS Child Welfare Services (CWS) fos-
ter home; or
(iv) a CWS group home; and
(vii) have critical support needs that can be met
through a combination of non-paid, non-Waiver,
and SoonerCare resources available to the individ-
ual and HCBS Waiver resources within the annual
per capita Waiver limit agreed on between the State
of Oklahoma and the Centers for Medicare and
Medicaid Services (CMS).

(3) Community Waiver. To be eligible for services
funded through the Community Waiver, the applicant
must:

(A) meet all criteria listed in (c) of this Section;
(B) be determined by the SSA to have a disability
and a diagnosis of intellectual disability; or
(C) have an intellectual disability as defined in the
Diagnostic and Statistical Manual of Mental Disor-
ders or a related condition by DDS and be covered un-
der the State's alternative disposition plan adopted un-
der Section 1919(e)(7)(E) of the Social Security Act;
or
(D) be determined to have a disability and a diag-
nosis of intellectual disability as defined in the Diag-
nostic and Statistical Manual of Mental Disorders or
the OHCA LOCEU; and
(E) be 3 years of age or older; and
(F) be determined by the OHCA LOCEU, to meet
ICF/IID Institutional Level of Care requirements per
OAC 317:30-5-122; and
(G) have critical support needs that can be met by
the Community Waiver and cannot be met by IHSW
services or other service alternatives, as determined
by the DDS director or designee.

(4) Homeward Bound Waiver. To be eligible for ser-
vices funded through the Homeward Bound Waiver, the
applicant must:

(A) be certified by the United States District Court
for the Northern District of Oklahoma as a member
of the plaintiff class in Homeward Bound et al. v. The
Hissom Memorial Center, Case No. 85-C-437-E;
(B) meet all criteria for HCBS Waiver services
listed in (c) of this Section; and
(C) be determined by SSA to have a disability and
a diagnosis of intellectual disability; or
(D) have an intellectual disability as defined in the
Diagnostic and Statistical Manual of Mental Disor-
ders or a related condition per OAC 317:35-9-45 as
determined by DDS, and to be covered under the
State's alternative disposition plan adopted under
Section 1919(e)(7)(E) of the Social Security Act; or
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(E) have a disability as defined in the Diagnostic
and Statistical Manual of Mental Disorders by the
OHCA/LOCEU; and
(F) meet ICF/IID Institutional Level of Care re-
quirements per OAC 317:30-5-122 as determined by
the OHCA LOCEU.

(25) Evaluations and information. The per-
sonApplicants desiring services through any of the
Waivers listed in (a) of this Section participates in di-
agnostic evaluations and provides information necessary
to determine HCBS Waiver services eligibility, including:

(A) a psychological evaluation, by a licensed psy-
chologist that includes:

(i) a full-scale, functional and/or adaptive
assessment; and
(ii) a statement of age of onset of the disability;
and
(iii) intelligence testing that yields a full-scale,
intelligence quotient.

(I) Intelligence testing results obtained at
16 years of age orand older are considered valid
of the current status, provided they are compat-
ible with current behavior. Intelligence testing
results obtained between 7 to 16 years of age
are considered current for four years when the
full scalefull-scale intelligence quotient is less
than 40, and for two years when the intelligence
quotient is 40 or above.
(II) DDS may require a current psycho-
logical evaluation when a significant change of
condition, disability, or psychological status is
noted;

(B) a social service summary, current within 12
months of the requested approval date, that includes a
developmental history; and
(C) a medical evaluation, current within 90-calen-
dar days of the requested approval date; and
(D) a completed Form LTC-300, ICF/IID Level of
Care Assessment form (LTC-300); and
(E) proof of disability according toper SSA guide-
lines. When a disability determination is not made by
SSA, OHCA/LOCEUOHCA LOCEU may make a
disability determination using the same guidelines as
SSA.SSA guidelines.

(36) Eligibility determination. OHCA reviews the di-
agnostic reports listed in (2) of this subsection and makes
aan eligibility determination of eligibility for DDS HCBS
Waivers.
(47) State's alternative disposition plan. For individ-
uals who are determined to have an intellectual disability
or a related condition by DDS per the State's alternative
disposition plan adopted under Section 1919(e)(7)(E)
of the Social Security Act, DDS reviews the diagnostic
reports listed in (2) of this subsection and, on behalf of
OHCA, makes a determination of eligibility for DDS
HCBS Waiver services and ICF/IID level of care.

(58) Member's choice. A determination of need for
ICF/IID Institutional Level of Care does not limit the op-
portunities of the person receiving services to participate
in community services. Individuals are assured of the
opportunity to exercise informed choice in the selection of
services.

(d) Request list. When state DDS resources are unavailable
for new persons to be addedto add individuals to services
funded through an HCBS Waiver, persons are placed on a
statewide Request for Waiver Services List.

(1) The Request for Waiver Services List is main-
tained in chronological order, based on the date of receipt
of a written request for services on Form 06MP001E,
Request for Developmental Disabilities Services. The
applicant must submit the required documentation per
Form 06MP001E, Request for Developmental Disabilities
Services for initial consideration of potential eligibility.
Active United States Armed Forces personnel, who have
a pending HCBS Waiver application in another state for
an immediate family member, may be placed on the list
in accordance with the date they applied in the other state.
The person's name is added to the list when they providehe
or she provides proof of application date from the other
state.
(2) The Request for Waiver Services List for persons
requesting services provided through an HCBS Waiver is
administered by DDS uniformly throughout the state.
(3) An individual applicant is removed from the Re-
quest for Waiver Services List when the individual:he or
she:

(A) is found to be ineligible for services;
(B) cannot be located by DHS;
(C) fails to respond or does not provide re-
questedDHS-requested information to DHS;or fails
to respond;
(D) is not aan Oklahoma resident of the state of Ok-
lahoma at the time of requested Waiver approval date;
or
(E) declines an offer of Waiver services.

(4) An individualapplicant removed from the Request
for Waiver Services List,due to the inability to locate the
individual by DHS, may later submit to DDSbecause
he or she could not be located, may submit a written
request to be returned to the Request for Waiver Services
List.reinstated to the list. The individualapplicant is
returned atto the same chronological place on the Request
for Waiver Services List that the individual had prior to
removal, provided the individualhe or she was on the list
prior to January 1, 2015.

(e) Applications. When resources are sufficient for initia-
tion of HCBS Waiver services, DDS ensures action regarding
a request for services occurs within 45-calendar days. When
action is not taken within the required 45-calendar days, the
applicant may seek resolution per OAC 340:2-5.340:2-5-61.

(1) Applicants are allowed 60-calendar days to provide
information requested by DDS to determine eligibility for
services.
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(2) When requested information is not provided within
60-calendar days, the applicant is notified that the request
was denied, and the individualhe or she is removed from
the Request for Waiver Services List.

(f) Admission protocol. Initiation of services funded
through an HCBS Waiver occurs in chronological order from
the Request for Waiver Services List per (d) of this Section
based on the date of DDS receipt of a completed request for
services, as a result of the informed choice of the person re-
questing services or the individual acting on the member's
behalf, and upon determination of eligibility, per (c) of this
Section. Exceptions to the chronological requirement may be
made, when:

(1) an emergency situation exists in which the health
or safety of the person needing services, or of others, is
endangered, and there is no other resolution to the emer-
gency. An emergency exists, when:

(A) the person is unable to care for himself or her-
self and:

(i) the person's caretaker, per 43A O.S. §
10-103:

(I) is hospitalized;
(II) has moved into a nursing facility;
(III) is permanently incapacitated; or
(IV) has died; and

(ii) there is no caretaker to provide needed care
to the individual; or
(iii) an eligible person is living at a homeless
shelter or on the street;

(B) DHS finds the person needs protective services
due to experiencing ongoing physical, sexual, or
emotional abuse or neglect in his or her present living
situation, resulting in serious jeopardy to the person's
health or safety;
(C) the behavior or condition of the person needing
services is such that others in the home are at risk of
being seriously harmed by the person. For example,
the person is routinely physically assaultive to the
caretaker or others living in the home and sufficient
supervision cannot be provided to ensure the safety of
those in the home or community; or
(D) the person's medical, psychiatric, or behavioral
challenges are such that the person is seriously injur-
ing or harming himself or herself, or is in imminent
danger of doing so;

(2) the Legislature appropriated special funds with
which to serve a specific group or a specific class of in-
dividuals under the provisions of anper HCBS Waiver;
provisions;
(3) Waiver services aremay be required for people who
transition to the community from a public ICF/IID or who
are children in the State'sDHS custody receiving services
from DHS. Under some circumstances Waiver services
related to accessibility may be authorized in advance of
transition, but may not be billed until the day the member
leaves the ICF/IID and enters the Waiver;
(4) individuals subject to the provisions of Public
Law 100-203 residing in nursing facilities for at least

30-continuous months prior to January 1, 1989, and are
determined by Preadmission Screening and Resident Re-
view (PASRR) evaluation conducted per Title 42 Section
483.100 of the Federal Code of Regulations to have an in-
tellectual disability or a related condition, who are covered
under the State's alternative disposition plan adopted un-
der Section 1919(e)(7)(E) of the Social Security Act, and
choose to receive services funded through the Community
or Homeward Bound Waiver.

(g) Movement between DDS HCBS Waiver programs.
A person's movement from services funded through one
DDS-administered HCBS Waiver, to services funded through
another DDS-administered HCBS Waiver is explained in this
subsection.

(1) When a member receiving services funded through
the IHSW for children becomes 18 years of age, services
through the IHSW for adults becomebecomes effective.
(2) Change to services funded through the Community
Waiver from services funded through the IHSW occurs
only when:

(A) a member has critical health and safety sup-
port needs that cannot be met by IHSW services,
non-Waiver services, or other resources as deter-
mined by the DDS director or designee; and
(B) funding is available per OAC 317:35-9-5.

(3) Change to services funded through the IHSW from
services funded through the Community Waiver may only
occur when a member's history of annual service utiliza-
tion was within the IHSW per capita allowance.
(4) When a member served through the Community
Waiver has support needs that can be met within the per
capita Waiver allowance of the applicable IHSW and
through a combination of non-Waiver resources, the indi-
vidual may choose to receive services through the IHSW.

(h) Continued eligibility for HCBS Waiver services.
Eligibility for members receiving services provided through
the HCBS Waiver is re-determined by the OHCA/LO-
CEUOHCA LOCEU when a determination of disability
was not made by the Social Security Administration. The
OHCA/LOCEUOHCA LOCEU determines categorical re-
lationship to the SoonerCare disabled category according
to Social Security Administration guidelines. OHCA/LO-
CEUOHCA LOCEU also approves the level of care per OAC
317:30-5-122 and confirms a diagnosis of intellectual dis-
ability per the Diagnostic and Statistical Manual of Mental
Disorders. DDS may require a new psychological evaluation
and re-determination of eligibility at any time when a signifi-
cant change of condition, disability, or psychological status is
noted.

(1) DDS may require a new psychological evaluation
and re-determination of eligibility at any time when a sig-
nificant change of condition, disability, or psychological
status is noted.
(2) Annual review of eligibility requires a medical
evaluation that is current within one year of the requested
approval date. The medical evaluation must be submitted
by the member or the individual acting on his or her behalf
30-calendar days prior to the Plan of Care expiration.
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(i) HCBS Waiver services case closure. Services provided
through an HCBS Waiver are terminated, when:

(1) a member or the individual actionacting on the
member's behalf chooses to no longer receive Waiver
services;
(2) a member is incarcerated;
(3) a member is financially ineligible to receive Waiver
services;
(4) a member is determined by the Social Security Ad-
ministrationSSA to no longer have a disability qualifying
the individual for services under these Waivers;
(5) a member is determined by the OHCA/LO-
CEUOHCA LOCEU to no longer be eligible;
(6) a member moves out of state, or the custodial parent
or guardian of a member who is a minor moves out of state;
(7) a member is admitted to a nursing facility, ICF/IID,
residential care facility, hospital, rehabilitation facility, or
mental health facility for more than 30 consecutive30-con-
secutive calendar days;
(8) the guardian of a member who is a minor or adju-
dicated adult fails to cooperate during the annual review
process per OAC 340:100-5-50 through 340:100-5-58;
(9) the guardian of a member who is a minor or adju-
dicated adult fails to cooperate in the implementation of
DHS policy or service delivery in a manner that places
the health or welfare of the member at risk, after efforts to
remedy the situation through Adult Protective Services or
Child Protective Services were not effective;
(10) the member is determined to no longer be Sooner-
Care eligible;
(11) there is sufficient evidence the member or the indi-
vidual acting on the member's behalf engaged in fraud or
misrepresentation, failed to use resources as agreed on in
the Individual Plan, or knowingly misused public funds
associated with these services;
(12) the member or the individual acting on the mem-
ber's behalf either cannot be located, did not respond to,
or did not allow case management to complete plan devel-
opment or monitoring activities as required by policyper
OAC 340:100-3-27 and the member or the individual
acting on the member's behalf:

(A) does not respond to the notice of intent to termi-
nate; or
(B) the response prohibits the case manager from
being able to complete plan development or mon-
itoring activities as required by policy;per OAC
340:100-3-27;

(13) the member or the individual acting on the mem-
ber's behalf fails to cooperate with the case manager to
implement a Fair Hearing decision;
(14) it is determined services provided through an
HCBS Waiver are no longer necessary to meet the mem-
ber's needs and professional documentation provides
assurance the member's health, safety, and welfare can be
maintained without Waiver supports;
(15) the member or the individual acting on the mem-
ber's behalf fails to cooperate with service delivery;

(16) a family member, the individual acting on the mem-
ber's behalf, other individual in the member's household,
or persons who routinely visit, pose a threat of harm or
injury to provider staff or official DHS representatives; or
(17) a member no longer receives a minimum of one
Waiver service per month and DDS is unable to monitor
the member on a monthly basis.

(j) Reinstatement of services. Waiver services are rein-
stated when:

(1) the situation resulting in case closure of a Hissom
class member is resolved;
(2) a member is incarcerated for 90-calendar days or
less;
(3) a member is admitted to a nursing facility, ICF/IID,
residential care facility, hospital, rehabilitation facility, or
mental health facility for 90-calendar days or less; or
(4) a member's SoonerCare eligibility is re-established
within 90-calendar days of the SoonerCare ineligibility
date.

SUBCHAPTER 5. MEMBER SERVICES

PART 9. SERVICE PROVISIONS

317:40-5-103. Transportation
(a) Applicability. The rules in this Section apply to trans-
portation services provided through the Oklahoma Department
of Human Services DHS,(DHS), Developmental Disabilities
Services DDS(DDS); Home and Community Based Services
(HCBS) Waivers.
(b) General Information. Transportation services include
adapted, non-adapted, and public transportation.

(1) Transportation services are provided to promote
inclusion in the community, access to programs and ser-
vices, and participation in activities to enhance community
living skills. Members are encouraged to utilize natural
supports or community agencies that can provide trans-
portation without charge before accessing transportation
services.
(2) Services include, but are not limited to, trans-
portation to and from medical appointments, work or
employment services, recreational activities, and other
community activities within the number of miles autho-
rized in the Plan of Care.

(A) Adapted or non-adapted transportation may be
provided for each eligible person.
(B) Public transportation may be provided up to
a maximum of $5,000 per Plan of Care year. The
DDS director or designee may approve requests for
public transportation services totaling more than
$5,000 per year when public transportation is the
most cost-effective option. For the purposes of this
Section, public transportation is defined as:

(i) services, such as an ambulance when medi-
cally necessary, a bus, or a taxi; or
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(ii) a transportation program operated by the
member's employment services or day services
provider.

(3) Transportation services must be included in the
member's Individual Plan (Plan) and arrangements for this
service must be made through the member's case manager.
(4) Authorization of Transportation Services is based
on:

(A) Personal Support Team (Team) consideration,
per OACOklahoma Administrative Code (OAC)
340:100-5-52, of the unique needs of the person and
the most cost effective type of transportation services
that meets the member's need, per (d) of this Section;
and
(B) the scope of transportation services as ex-
plained in this Section.

(c) Standards for transportation providers. All drivers
employed by contracted transportation providers must have a
valid and current Oklahoma driver license, and the vehicle(s)
must meet applicable local and state requirements for vehicle
licensure, inspection, insurance, and capacity.

(1) The provider must ensure that any vehicle used to
transport members:

(A) meets the member's needs;
(B) is maintained in a safe condition;
(C) has a current vehicle tag; and
(D) is operated in accordance with local, state, and
federal law, regulation, and ordinance.

(2) The provider maintains liability insurance in an
amount sufficient to pay for injuries or loss to persons or
property occasioned by negligence or malfeasance by the
agency, its agents, or employees.
(3) The provider ensures all members wear safety belts
during transport.
(4) Regular vehicle maintenance and repairs of vehi-
cles are the responsibility of the transportation provider.
Providers of adapted transportation services are also re-
sponsible for maintenance and repairs of modifications
made to vehicles. Providers of non-adapted transportation
with a vehicle modification funded through HCBS assis-
tive technology services may have repairs authorized per
OAC 317:40-5-100.
(5) Providers must maintain documentation, fully dis-
closing the extent of services furnished that specifies the:

(A) service date;
(B) location and odometer mileage reading at the
starting point and destination; or trip mileage calcula-
tion from Global Positioning System(GPS) software;
(C) name of the member transported; and
(D) purpose of the trip.

(6) A family member, including a family member
living in the same household, of an adult member may
establish a contract to provide transportation services to:

(A) work or employment services;
(B) medical appointments; and
(C) other activities identified in the Plan as nec-
essary to meet the needs of the member, per OAC
340:100-3-33.1.

(7) Individual transportation providers must provide
to the DDS area office verification of vehicle licensure,
insurance and capacity to the DDS area office before a
contract may be established, and updated verification of
each upon expiration. Failure to provide updated verifica-
tion of a current and valid Oklahoma driver license and/or
vehicle licensure may result in cancellation of the contract.

(d) Services not covered. Services that cannot be claimed
as transportation services include:

(1) services not approved by the Team;
(2) services not authorized by the Plan of Care;
(3) trips that have no specified purpose or destination;
(4) trips for family, provider, or staff convenience;
(5) transportation provided by the member;
(6) transportation provided by the member's spouse;
(7) transportation provided by the biological, step or
adoptive parents of the member or legal guardian, when
the member is a minor;
(8) trips when the member is not in the vehicle;
(9) transportation claimed for more than one member
per vehicle at the same time or for the same miles, except
public transportation;
(10) transportation outside Oklahoma unless:

(A) the transportation is provided to access the
nearest available medical or therapeutic service; or
(B) advance written approval is given by the DDS
area manager or designee;

(11) services that are mandated to be provided by the
public schools pursuant to the Individuals with Disabilities
Education Act;
(12) transportation that occurs during the performance
of the member's paid employment, even ifwhen the em-
ployer is a contract provider; or
(13) transportation when a closer appropriate location
was not selected.

(e) Assessment and Team process. At least annually, the
Team addresses the member's transportation needs. The Team
determines the most appropriate means of transportation based
on the:

(1) present needs of the member. When addressing
the possible need for adapted transportation, the Team
only considers the needs of the member only.member's
needs. The needs of other individuals living in the same
household are considered separately;
(2) member's ability to access public transportation ser-
vices; and
(3) the availability of other transportation resources in-
cluding natural supports, and community agencies.

(f) Adapted Transportation.transportation. Adapted
transportation may be transportation provided in modified
vehicles with wheelchair or stretcher safestretcher-safe travel
systems or lifts that meet the member's medical needs of the
member that cannot be met with the use of a standard passenger
vehicle, including a van when the modification to the vehicle
was not funded through HCBS assistive technology service
and is owned or leased by the DDS HCBS provider agency.

Oklahoma Register (Volume 34, Number 23) 752 August 15, 2017



Permanent Final Adoptions

(1) Adapted transportation is not authorized when a
provider agency leases an adapted vehicle from a member
or a member's family.
(2) Exceptions to receive adapted transportation
services for modified vehicles other than those with
wheelchair/stretcher safe travel systems and lifts may be
authorized by the DDS programs manager for transporta-
tion services when documentation supports the need, and
there is evidence the modification costs exceeded $10,000.
All other applicable requirements of OAC 317:40-5-103
must be met.
(3) Adapted transportation services do not include
vehicles with modifications including, but not limited to:

(A) restraint systems;
(B) plexi-glass windows;
(C) barriers between the driver and the passengers;
(D) turney seats; and
(E) seat belt extenders.

(4) The Team determines if the member needs adapted
transportation according to:

(A) the member's need for physical support when
sitting;
(B) the member's need for physical assistance dur-
ing transfers from one surface to another;
(C) the portability of the member's wheelchair;
(D) associated health problems the member may
have; and
(E) less costly alternatives to meet the need.

(5) The transportation provider and the equipment
vendor ensure that requirements of the Americans with
Disabilities Act requirements are met.
(6) The transportation provider ensures all staff assist-
ing with transportation has beenis trained according to
the requirements specified by the Team and the equipment
manufacturer.

(g) Authorization of transportation services. The limita-
tions given in this subsection include the total of all transporta-
tion units on the Plan of Care, not only the units authorized for
the identified residential setting.

(1) Up to 12,000 units of transportation services
may be authorized in a member's Plan of Care per OAC
340:100-3-33 and OAC 340:100-3-33.1.
(2) When there is a combination of non-adapted trans-
portation and public transportation on a Plan of Care,
the total cost for transportation cannot exceed the cost
for non-adapted transportation services at the current
non-adapted transportation reimbursement rate multiplied
by 12,000 miles for the Plan of Care year.
(3) The DDS area manager or designee may approve:

(A) up to 14,400 miles per Plan of Care year for
people who have extensive needs for transportation
services; and
(B) a combination of non-adapted transportation
and public transportation on a Plan of Care, when the
total cost for transportation does not exceed the cost
for non-adapted transportation services at the current,
non-adapted transportation reimbursement rate multi-
plied by 14,400 miles for the Plan of Care year.

(4) The DDS division director or designee may ap-
prove:

(A) transportation services in excess of 14,400
miles per Plan of Care year in extenuating situations
when person-centered planning identified specific
needs that require additional transportation for a lim-
ited period; or
(B) any combination of public transportation ser-
vices with adapted or non-adapted; or transportation;
or
(C) public transportation services in excess of
$5,000, when it is the most cost effective service op-
tion for necessary transportation.

317:40-5-112. Dental services
(a) Applicability. OAC 317:40-5-112Coverage applies to
members:

(1) receiving dental services through the Homeward
Bound Waiver; and
(2) 21 years of age orand older receiving dental ser-
vices through the Community Waiver or In-Home Sup-
ports Waiver for adults.

(b) Description of services. Dental services include
services per OAC 317:30-5-482. Preventative, restorative,
replacement, and repair services to achieve or restore function-
ality are provided after appropriate review, ifwhen required per
OAC 317:40-5-112(e).
(c) Standard of care. Comprehensive diagnostic and
treatment services are authorized for each member eligible to
receive such services from qualified personnel, including li-
censed dentists and dental hygienists in accordance with theper
applicable Home and Community-Based Services (HCBS)
Waiver limits. Part 79 of OAC 317:30-5 and dental guidelines
published by the Oklahoma Health Care Authority (OHCA)
must be followed.
(d) Providers. Providers of dental services must have a non-
restrictive license to practice dentistry in Oklahoma or the state
where treatment is rendered.
(e) Treatment plan. A proposed dental treatment plan must
be submitted to the member and Personal Support Team (Team)
for review.

(1) All arrangements for services must be made
with the Developmental Disabilities Services Division
(DDSD)(DDS) case manager and be specified in the
member's Individual Plan (IP).
(2) The DDSD area medical director or designee must
pre-approve treatment plans for members in the Home-
ward Bound Waiver exceeding $1,000.00.
(32) Requests for pre-authorization must propose ser-
vices that are the most cost effective to restore dental
health in accordance withper OHCA published dental
guidelines published by the OHCA.

(f) Frequency of examination. The dentist and Team
determine frequency of examinationexaminations on an indi-
vidual basis.
(g) Documentation of dental services. The dental provider
summarizes dental services provided on the Oklahoma Depart-
ment of Human Services (OKDHS)(DHS) Form 06HM005E,
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Referral Form for Examination or Treatment, or comparable
form for members who receive residential services.
(h) Prevention. The member's IP must address the preven-
tion of dental disease and promotion of dental health. Indepen-
dence in oral hygiene care is promoted. IfWhen the member is
unable to maintain adequate oral hygiene as determined by the
dentist and Team, direct assistance and responsibility must be
assigned to appropriate Team members in the IP.

SUBCHAPTER 7. EMPLOYMENT SERVICES
THROUGH HOME AND COMMUNITY-BASED

SERVICES WAIVERS

317:40-7-2. Definitions
The following words and terms, when used in this Sub-

chapter shall have the following meaning, unless the context
clearly indicateindicates otherwise.

"Commensurate Wage"wage" means wages paid to a
worker with a disability based on the worker's productivity in
proportion to the wages and productivity of workers without
a disability performing essentially the same work in the same
geographic area. Commensurate wages must be based on the
prevailing wage paid to experienced workers without disabil-
ities doing the same job.

"Competitive integrated employment" means work in
the competitive labor market performed on a full-time or part-
time basis in integrated community settings. The individual is
compensated at or above minimum wage, but not less than the
customary wage and level of benefits paid by the employer for
the same or similar work performed by individuals without dis-
abilities. Competitive employment is an individual placement.

"Employment Assessment"assessment" means the
evaluation that identifies the unique preferences, strengths,
and needs of the service recipientmembers in relation to work.
The assessment determines work skills and work behaviors, is
supplemented by personal interviews and behavioral observa-
tions, and incorporates information that addresses the service
recipient'smember's desired medical, physical, psychological,
social, cultural, and educational outcomes, as well as present
and future employment options. The assessment, which is
updated annually or more frequently as needed, and includes
support needs, environmental preferences, and possible ac-
commodations.

"Enhanced Rate"rate" means a differential rate estab-
lished to provide an incentive to provider agencies to provide
community employment services to service recipientsmembers
with significant needs.

"Group Placement"placement" means two to eight
service recipientstwo-to-eight workers with disabilities abil-
ities situated close together, who are provided continuous,
long-term training and support in an integrated job site. Ser-
vice recipientsMembers may be employed by the company or
by the provider agency. The terms "work crew" and "enclave"
also describe a group placement.

"Individual placement in community-based services"
means the service recipientmember is provided supports that
enable him or her to participate in approved community-based

activities, as described in OAC 317:40-7-5, per Oklahoma
Administrative Code 317:40-7-5, individually and not as part
of a group placement.

"Individual placement in job coaching services" means
one service recipientmember receiving job coachcoaching ser-
vices, who:

(A) works in an integrated job setting;
(B) receives minimum wage or more;
(C) does not receive services from a job coach
who is simultaneously responsible for continuous job
coaching for a group;
(D) is employed by a community employer or the
provider agency; and
(E) has a job description that is specific to his or her
work.

"Integrated Employment Site"employment site"
means an activity or job that provides regular interaction with
people without disabilities, excluding service providers, to the
same extent that a worker without disabilities in a comparable
position interacts with others.

"Job Coach"coach" means an individual who holds a
DDSD-approvedDDS-approved training job coach certifica-
tion and provides ongoing support services to eligible persons
in supported employment placements. Services directly sup-
port the service recipient'smember's work activity including
marketing and job development, job and work site assessment,
training and worker assessment, job matching procedures,
development of co-worker natural and paid supports, and
teaching job skills.

"Job Sampling"sampling" means a paid situational
assessment whereby a service recipientmember performs a
job at a prospective employer's integrated job site, in order
to determine the service recipient'smember's interests and
abilities. Situational assessments adhere to the Department
of Labor (DOL) regulations regarding wages. The Personal
Support Team determines the appropriate type and number of
situational assessments for each service recipient.member.

"On-Site Supports" "On-site supports" means a situ-
ation in which the job coach is physically at the job site provid-
ing job training to a service recipient.member.

"Situational assessment" means a comprehensive com-
munity-based evaluation of the service recipient'smember's
functioning in relation to the supported job, including the
job site, the community through which the service recipi-
entmember must travel to and from the job, and the peoplethose
at the job site, such as the job coach, co-workers, and supervi-
sor.supervisors.

"Sub-Contract With Industry" "Sub-contract with
industry"means the provider agency enters into a sub-contract
with an industry or business to pay industry employees to
provide supports to service recipients.members.IfWhen the
industry agrees, the provider agency may contract directly with
an industry employee(s) of the industry directly to provide the
services. The state continues to pay the provider agency and
the agency provides all pertinent information that is required
for persons served by the agency. The Team determines what,
if any, training is required for the employees of the industry
providing services.
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"Supported Employment"employment" means com-
petitive work in an integrated work setting with ongoing
support services for service recipientsmembers for whom
competitive employment has not traditionally occurred or has
beenwas interrupted or intermittent as a result of the member's
disabilities.

"Unpaid Training"training" means unpaid experience
in integrated employment sites in accordanceper with DOL
regulations. Service recipientsMembers do a variety of tasks,
whichthat do not equal the full job description of a regular
worker.

"Volunteer Job"job" means an unpaid activity in which a
service recipientmember freely participates.

317:40-7-6. Center-Based ServicesCenter-based
services

(a) Center-Based ServicesCenter-based services are pro-
vided in segregated settings, where the majority of people
served have a disability. Any employment service provided
where a majority of the people at the site are persons with a
disability is billed as Center-Based Services.any employment
service provided where a majority of the people at the site are
persons with a disability. These settings facilitate opportuni-
ties to seek employment in competitive settings and support
access to the greater community.
(b) Center-Based ServicesCenter-based services are
pre-planned, documented activities that relate to the member's
identified employment outcomes.
(c) Examples of Center-Based ServicesCenter-based ser-
vices are active participation in:

(1) paid contract work which occurs in a workshop or
other center-based setting.learning and work experiences
where the individual can develop general, non-job-task
specific strengths and skills that contribute to employabil-
ity in paid employment in integrated community settings;
(2) Team-prescribedteam-prescribed therapy pro-
grams, such as speech, physical therapy, or switch activa-
tion which are implemented by employment provider staff
in the workshop or other center-based setting.; and
(3) unpaid training or paid work experience which oc-
curs in a setting without opportunities for regular daily in-
teractions with co-workers without disabilities or the gen-
eral public.
(43) computer classes, GEDGeneral Education De-
velopment preparation, job club, interviewing skills, or
other classes whose participants all have disabilities, even
ifwhen the location is in the community.

(d) Paid contract work is usually subcontracted, and the
persons receiving services earn commensurate wage according
to Department of Labor regulations.
(e) For SoonerCare reimbursement in Center-Based Ser-
vices, a member's pay cannot exceed 50% of minimum wage.
(fe) Participation in Center-Based ServicesCenter-based
services is limited to 15 hours per week for persons receiving
services through the Homeward Bound Waiver, unless ap-
proved through the exception process explained in OAC(OAC)
317:40-7-21.

(gf) AgencyThe provider agency must meet physical plant
expectations of OAC(OAC) 340:100-17-13.
(hg) During periods in which no paid work is available for
members, despite the provider's documented good faith ef-
forts of the provider to secure such work, the employment
provideremployment-provider agency ensures that each mem-
ber participates in training activities that are age appropriate,
work related, and consistent with the IP.Individual Plan. Such
activities may include, but are not limited to:

(1) resume development and application writing;
(2) work attire selection;
(3) job interview training and practice;
(4) job safety and evacuation training;
(5) personal or social skills training; and
(6) stamina and wellness classes.

317:40-7-12. Enhanced rates
An Enhanced Rateenhanced rate is available for both

Community-Based Group Servicescommunity-based group
services and Group Job Coaching Servicesgroup job-coach-
ing services when necessary to meet a member's intensive
personal needs in the employment setting(s). The need for
the enhanced rate is identified through the Personal Support
Team process and is supported by documentation in the Indi-
vidual Plan (Plan) with consideration of risk assessment per
OACOklahoma Administrative Code(OAC) 340:100-5-56 and
assessment of medical, nutritional, and mobility needs,and:and
the:

(1) Team assessment of the member's needs per OAC
340:100-5-51, OAC 340:100-5-56, OAC 340:100-5-57,
and OAC 340:100-5-26;of the member's needs.
(2) the member must:

(A) have a protective intervention planprotocol
(PIP) that:

(i) contains a restrictive or intrusive procedure
as defined inper OAC 340:100-1-2 implemented in
the employment setting; and
(ii) has beenis approved by the State Behavior
Review Committee (SBRC)(SHRBRC)in ac-
cordance withper OAC 340:100-3-14 or by the
Developmental Disabilities Services Division
(DDSD)(DDS) staff per OAC 340:100-5-57; and
(iii) has been reviewed by the Human Rights
Committee (HRC) per OAC 340:100-3-6;

(B) have procedures included in the Individual Plan
whichthat address dangerous behavior that places the
member or others at risk of serious physical harm
but are neither restrictive or intrusive procedures as
defined inper OAC 340:100-1-2. The Team submits
documentation of this risk and the procedures to the
positive support field specialist to assure thatensure
positive approaches are being used to manage danger-
ous behavior;
(C) have a visual impairment that requires assis-
tance for mobility or safety;
(D) have nutritional needs requiring tube feeding
or other dependency for food intake whichthat must
occur in the employment setting.;
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(E) have mobility needs, such that he or she re-
quires two or more people for lifts, transfers, and
personal care. Use of a mechanical lift or other assis-
tive technology has beenis evaluated for the current
employment program and determined not feasible by
the DDSDDDS division director or designee; or
(F) reside in alternative group home as described
inper OAC 317:40-5-152.; and

(3) The enhanced rate can be claimed only ifwhen the
person providing services fulfills all applicable training
criteria specified in OAC 340:100-3-38. There are no
exceptions for the enhanced rate other than as allowed in
this Section.
(4) There are no exceptions for the enhanced rate other
than as allowed in this Section.

317:40-7-13. Supplemental Supports for Center-Based
Servicessupports for center-based
services

(a) In those instances whenWhen a member receiving Cen-
ter-Based Servicescenter-based services needs additional sup-
ports, the provider assigns staff in patterns that most effectively
meet the needs of each member as indicated by a personal care
and/or a risk assessment and defined in the Individual Plan (IP)
or Protective Intervention Plan.Protocol (PIP).
(b) IfWhen re-arranging staff patterns is not sufficient to
meet the member's needs, the provider may file a request and
plan for Supplemental Supports utilizing Vocational Habili-
tation Training Specialist Services. Supplemental Supports
can besupports are claimed only ifwhen provided by a staff
member who has completed all specialized training and
individual-specific training prescribed by the Team in accor-
dance with OACper Oklahoma Administrative Code(OAC)
340:100-3-38.
(c) Supplemental Supports for Center-Based Ser-
vicessupports for center-based services include two types
of services, behavioral continuous support, and personal care
intermittent support.

(1) Continuous Supplemental Supports.supple-
mental supports. Continuous Supplemental Sup-
portssupplemental supports cannot exceed 15 hours per
week for persons receiving services through the Home-
ward Bound waiverWaiver unless specifically approved
through the exception process described inper OAC
317:40-7-21.

(A) To be eligible for continuous supplemental sup-
ports, the member must have:

(i) a protective intervention planbehavioral
PIP that:

(I) contains a restrictive or intrusive pro-
cedure as defined inper OAC 340:100-1-2
implemented in the employment setting;
(II) has been submitted to the Hu-
man Rights Committee (HRC) per OAC
340:100-3-6; and
(IIIII) has beenis approved by the State Hu-
man Rights and Behavior Review Committee
(SBRC)(SHRBRC) per OAC 340:100-3-14

or by the Developmental Disabilities Ser-
vices Division (DDSD)(DDS) staff per OAC
340:100-5-57; or

(ii) procedures included in the protective in-
tervention plan whichPIP that address dangerous
behavior that places the member or others at risk
of serious physical harm. The Team submits doc-
umentation of this risk and the procedures to the
DDSDDDS positive support field specialist to as-
sure thatensure positive approaches are being used
to manage dangerous behavior.

(B) The Team documents discussion of the need
for continuous Supplemental Supports.supplemental
supports.

(2) Intermittent Supplemental Supports. To re-
ceive personal care intermittent support, a member must
have a personal care need that requires staffing of at least
one-to-one during thatthe time frame when the support is
needed.

(A) IfWhen a member needs intermittent personal
care support during Center-Based Services,cen-
ter-based services, the Team documents discussion
of:of the:

(i) the specific support need(s) of the mem-
ber, such as staff-assisted repositioning, lifting,
transferring, individualized bathroom assistance,
or nutritional support; and
(ii) the calculations that combine the time in-
crements of support to determine the total number
of units needed on the Plan of Care.

(B) The case manager sends the documentation to
the case management supervisor for approval.
(C) The case management supervisor signs and
forwards a copy of the approval, denial, or recom-
mended modifications to the case manager within two
workingbusiness days of receipt. of the documenta-
tion.
(D) A member may receive Center-Based Ser-
vicescenter-based services and Intermittent Supple-
mental Supportsintermittent supplemental supports
at the same time.

(d) Supplemental Support for Center-Based Servicessupport
for center-based services described in this Section cannot be
accessed in Community-Based Services.community-based
services.
(e) Sufficient staff must be available in the center-based
facility to provide the supplemental support in order for a
provider to claim the units.

SUBCHAPTER 9. SELF-DIRECTED SERVICES

317:40-9-1. Self-Directed ServicesSelf-directed
services (SDS)

(a) Applicability. The rules in this section applyThis
Section applies to self-directed servicesSDS provided through
Home and Community Based ServiceHome and Com-
munity-Based Services (HCBS) Waivers operated by the
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Oklahoma Department of Human Services (OKDHS)(DHS)
Developmental Disabilities Services Division (DDSD).(DDS).
(b) Member Option.option. Traditional service delivery
methods are available for eligible members who do not elect to
self-direct their services.
(c) General Information.information. Self-Direction
isSDS are an option for members receiving Home and Com-
munity Based Services (HCBS)HCBS through the In-Home
Supports Waiver for Adults (IHSW-A),or the In-Home Sup-
ports Waiver for Children (IHSW-C). when the adult member
lives in a non-residential setting.Self-DirectionSDS provides
a member the opportunity for a member to exercise choice
and control in identifying, accessing, and managing specific
waiverWaiver services and supports in accordance with theirhis
or her needs and personal preferences. Self-Directed Services
(SDS)SDS are Waiver services that the Oklahoma Department
of Human Services (OKDHS)DHSDevelopmental Disabilities
Services Division (DDSD)DDS specifies may be directed by
the member or representative using both employer and budget
authority.

(1) ServicesSDS may be directed by:
(A) an adult member, ifwhen the member has the
ability to self-direct; or
(B) a member's legal representative of the member,
including a parent, spouse or legal guardian; or
(C) a non-legal representative freely chosen by the
member or theirhis or her legal representative.

(2) The person directing services must:
(A) be 18 years of age or older;
(B) comply with OKDHS/DDSDDDS and Ok-
lahoma Health Care Authority (OHCA) rules and
regulations;
(C) complete required OKDHS/DDSDDDS train-
ing for self-direction;
(D) sign an agreement with OKDHS/DDSD;DDS;
(E) be approved by the member or theirhis or her
legal representative to act in the capacity of a repre-
sentative; and
(F) demonstrate knowledge and understanding of
the member's needs and preferences.; and
(G) not serve as the SDS-HTS for the member her
or she is directing services

(d) SDS program includes:The SDS program includes:
(1) The SDS Budget.budget. A plan of care is devel-
oped to meet the member's needs without SDS consider-
ation of SDS. The member may elect to self-direct part
or all of the entire amount identified for traditional Habil-
itation Training Specialist (HTS) services. This amount
is under the control and discretion of the member in ac-
cordance with this policy and the approved IHSW,plan of
care, and is the allocated amount whichthat may be used
to develop the SDS budget. The SDS budget details the
specific plan for spending.

(A) AThe SDS budget is developed annually at the
time of the annual plan development and updated as
necessary by the member, case manager, parent, legal
guardian, and others the member invites to participate
in the development of the budget.

(B) Payment may only be authorized for goods and
services not covered by SoonerCare or other generic
funding sources, and meets themeet criteria of service
necessity per OAC 340:100-3-33.1.
(C) The member's SDS budget includes the actual
cost of administrative activities including fees for
services performed by a Financial Management Ser-
vicesfinancial management services (FMS) subagent,
background checks, workersworkers'compensation
insurance, and the amount identified for SD-HTS and
SD-GS.
(D) The SDS budget is added to the plan of care to
replace any portion of traditional HTS services to be
self-directed.

(2) The SD-Habilitation Training Specialist (SD-HTS)
supports the member's self-care, daily living and leisure
skills needed to reside successfully in the community.
Services are provided in community-based settings in a
manner that contributes to the member's independence,
self-sufficiency, community inclusion, and well-being.
SD-HTS services must be included in the approved SDS
budget. Payment willis not be made for routine care and
supervision that is normally provided by a family member
or the member's spouse. SD-HTS services are provided
only during periods when staff is engaged in purposeful
activity that directly or indirectly benefits the member.
At no time are SD-HTS services authorized for periods
during which the staff are allowed to sleep. Legally re-
sponsible persons may not provide services per OAC
340:100-3-33.2. Other family members providing ser-
vices must be employed by provider agencies per OAC
340:100-3-33.2. For the purpose of this policy, family
members include parents and siblings including step and
halfstep- and half-siblings and anyone living in the same
home as the member. Payment does not include room and
board, maintenance, or upkeep or improvements to the
member's or family's residence. A SD-HTS must:

(A) be 18 years of age;
(B) pass a background check per OAC
340:100-3-39;
(C) demonstrate competency to perform required
tasks;
(D) complete required training per OAC
340:100-3-38.5;340:100-3-38 et seq.;
(E) sign an agreement with OKDHS/DDSDDDS
and the member;
(F) be physically able and mentally alert to carry
out the duties of the job;
(G) not work more than 40 hours in any week in the
capacity of a SD-HTS; and
(H) not implement restrictive or intrusive proce-
dures per OAC 340:100-5-57.;
(I) provide services to only one member at any
given time. This does not preclude services from be-
ing provided in a group setting where services are
shared among members of the group; and
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(J) not perform any job duties associated with
other employment including on-call duties at the
same time they are providing SD-HTS services.

(3) Self-Directed Goods and ServicesSelf-directed
goods and services (SD-GS). SD-GS are incidental,
non-routine goods and services that promote the mem-
ber's self-care, daily living, adaptive functioning, general
household activity, meal preparation and leisure skills
needed to reside successfully in the community and do not
duplicate other services authorized in the member's plan
of care. These goods and services must be included in the
individual plan and approved SDS budget. SD-GS must
meet the following requirements: listed in (A) through
(F).

(A) The item or service is justified by a recommen-
dation from a licensed professional.
(B) The item or service is not prohibited by Federal
andor State statutes and regulations.
(C) One or more of the following additional criteria
are met:. The item or service would:

(i) the item or service would increase the
member's functioning related to the disability;
(ii) the item or service would increase the
member's safety in the home environment; or
(iii) the item or service would decrease depen-
dence on other SoonerCare funded services.

(D) SD-GS may include, but are not limited to:
(i) fitness items that can be purchased at most
retail stores;
(ii) personal emergency monitoring systems;
(iii) a food catcher;
(iv) a specialized swing set;
(v) toothettes or an electric toothbrush;
(vi) a seat lift;
(vii) weight loss program;programs; or
(viii) gym memberships when:

(I) there is an identified need for weight
loss or increased physical activity;
(II) justified by outcomes related to weight
loss, increased physical activity or stamina; and
(III) in subsequent plan of care year re-
quests, documentation is provided that supports
the member's progress toward weight loss or
increased physical activity or stamina.

(E) SD-GS may not be used for:
(i) co-payments for medical services;
(ii) over-the-counter medications;
(iii) items or treatments that have not been ap-
proved by the Food and Drug Administration;
(iv) homeopathic services;
(v) services available through any other fund-
ing source, such as SoonerCare, Medicare, private
insurance, public school system, Rehabilitation
Servicesrehabilitation services, or natural sup-
ports;
(vi) room and board, including deposits, rent,
and mortgage payments;

(vii) personal items and services not directly re-
lated to the member's disability;
(viii) vacation expenses;
(ix) insurance;
(x) vehicle maintenance or any other trans-
portation related expense;
(xi) costs related to internet access;
(xii) clothing;
(xiii) tickets and related costs to attend recre-
ational events;
(xiv) services, goods, or supports provided to, or
benefiting persons other than the member; or
(xv) experimental goods or services.;
(xvi) personal trainers;
(xvii) spa treatments; or
(xviii) goods or services with costs that signif-
icantly exceed community norms for the same or
similar goodgoods or service.services.

(F) SD-GS are reviewed and approved by DDSD
divisionthe DDS director or designee.

(e) Member Responsibilities. When the member chooses
the SDS option, the member or member's representative is the
employer of record and must:

(1) enroll and complete the OKDHS/DDSD sanc-
tionedDDS-sanctioned training course in self-direction.
The training must be completed prior to the implemen-
tation of self-direction and will cover the following
areas:covers:

(A) staff recruitment;
(B) hiring of staff as an employer of record;
(C) orientation and instruction of staff in duties
consistent with approved specifications;staff orienta-
tion and instruction;
(D) supervision of staff including scheduling and
service provisions;
(E) evaluation of staff;staff evaluation;
(F) discharge of staff;staff discharge;
(G) philosophy of self-direction;
(H) OHCA policy on self-direction;
(I) individual budgeting;
(J) development of a self-directed support plan;
(K) cultural diversity; and
(L) rights, risks, and responsibilities.;

(2) sign an agreement with OKDHS/DDSD;DDS;
(3) agree to utilize the services of a FMS subagent;
(4) agree to pay administrative costs for background
checks, FMS subagent fee, and worker'sworkers' compen-
sation insurance from theirhis or her SDS budget;
(5) comply with federal and state employment laws and
ensure no employee works more than 40 hours per week in
the capacity of an SD-HTS;
(6) ensure that each employee is qualified to provide
the services for which he/shehe or she is employed and
that all billed services are actually provided;
(7) ensure that each employee complies with all
OKDHS/DDSDDDS training requirements for In-Home
Support Waivers per OAC 340:100-3-38.5;340:100-3-38
et seq.;
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(8) recruit, hire, supervise, and discharge when neces-
sary all employees providing self-directed services;, when
necessary;
(9) verify employee qualifications;
(10) obtain a background screeningscreenings on
all employees providing SD-HTS services per OAC
340:100-3-39;
(11) send progress reports per OAC 340:100-5-52.
(12) participate in the Individual Plan and SDS budget
process;
(13) immediately notify the case manager of any
changes in circumstances or emergencies, which that
may require modification of the type or amount of services
provided for in the member's Individual Plan or SDS bud-
get;
(14) wait for approval of budget modifications before
implementing changes;
(15) comply with OKDHS/DDSDDDS and OHCA
administrative rules;
(16) cooperate with OKDHS/DDSDDDS monitoring
requirements per OAC 340:100-3-27;
(17) cooperate with all requirements of the FMS sub-
agent requirements to ensure accurate records and prompt
payroll processing including:

(A) reviewing and signing employee time cards;
(B) verifying the accuracy of hours worked; and
(C) ensuring the appropriate expenditure of funds.;

(18) complete all required documents within established
timeframes;
(19) pay for services incurred in excess of the budget
amount;
(20) pay for services not identified and approved in the
member's SDS budget;
(21) pay for services provided by an unqualified
provider;
(22) determine staff duties, qualifications, and spec-
ify service delivery practices consistent with SD-HTS
waiverWaiver service specifications;
(23) orient and instruct staff in duties;
(24) evaluate staff performance;
(25) identify and train back-up staff, when required;
(26) determine amount paid for services within Plan lim-
its;
(27) schedule staff and the provision of services;
(28) ensure SD-HTS do not implement restrictive or
intrusive procedures per OAC 340:100-5-57; and
(29) sign an agreement with OKDHS/DDSDDDS and
the SD-HTS.

(f) Financial Management Servicesmanagement ser-
vices (FMS) subagent responsibilities. The FMS subagent is
an entity designated as an agent by OKDHS/DDSDDDS to act
on behalf of members who have employer and budget authority
for the purpose of managing payroll tasks for the member's
employee(s) and for making payment of SD-GS as authorized
in the member's Plan. FMS subagent duties include, but are
not limited to:

(1) compliance with all OKDHS/DDSDDDS and
OHCA administrative rules and contract requirements;

(2) compliance with random and targeted audits con-
ducted by OKDHS/DDSDDDS or the OHCA;
(3) provision of financial management support to the
member by tracking individual expenditures and monitor-
ing SDS budgets;
(4) processing the member's employee payroll, with-
holding, filing and paying of applicable federal, state and
local employment-related taxes and insurance;
(5) collection and process of employee's time sheets
and making payment to member's employees;
(6) processing and payment of invoices for SD-GS as
authorized in the member's SDS budget;
(7) providing each member with information that will
assist with managing theassists with the SDS budget;
management;
(8) providing reports to members/representatives, as
well as OKDHS/DDSD monthly to DDS and to OHCA
upon request;
(9) providing OKDHS/DDSDDDS and OHCA au-
thorities access to individual member's accounts through
a web-based program;
(10) assisting members in verifying employee citizen-
ship status;
(11) maintaining separate accounts for each member's
SDS budget;
(12) tracking and reporting member funds, balances, and
disbursements;and the balance of member funds;
(13) receiving and disbursing funds for theSDS payment
of SDS under anper OHCA agreement with the OHCA;
and
(14) executing and maintaining a contractual agreement
between OKDHS/DDSDDDS and the SD-HTS (em-
ployee).

(g) OKDHS/DDSD Case ManagementDDS case man-
agement responsibilities in support of SDS.

(1) The case manager develops the member's Plan per
OAC 340:100-5-50 through 58;340:100-5-58;
(2) The DDSDDDS case manager meets with the
member,and/or the member's representative, or legal
guardian to discuss the following service delivery options
in the HCBS Waiver:

(A) traditional Waiver services; and
(B) self-directed services including information re-
garding scope of choices, options, rights, risks, and re-
sponsibilities associated with self-direction.

(3) IfWhen the member chooses self-direction, the case
manager will:

(A) discussdiscusses with member or representa-
tive the available amount available in the budget;
(B) assistassist the member or representative with
the development and modification of the SDS budget;
(C) submitsubmits request for SD-GS to the DDSD
divisionDDS director or designee for review and ap-
proval prior to the case manager's approval of the SDS
budget;
(D) approveapproves the SDS budget and modifi-
cations;
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(E) assistassists the member or representative with
developingdevelop or revisingrevise an emergency
back-up plan;
(F) provideprovides the FMS subagent a copy of
the member's authorized SDS budget and any modifi-
cations;
(G) monitormonitors implementation of the Plan
per OAC 340:100-3-27.;
(H) ensure thatensures services are initiated within
required time frames;
(I) conductconducts ongoing monitoring of
thePlan implementation of the Plan and the member's
health and welfare;
(J) specifyspecifies additional employee qualifi-
cations in the Plan based on the member's needs and
preferences so long aswhen such qualifications are
consistent with approved waiverWaiver qualifica-
tions;
(K) specifyspecifies in the Plan how services are
provided;
(L) referrefers potential SD-HTS providers to the
FMS subagent for enrollment;
(M) assistassists in locating and securing services
and other community resources that promote com-
munity integration, community membership and
independence, as provided in the member's Plan; and
(N) ensure anyensures restrictive or intrusive pro-
cedures per OAC 340:100-5-57 are not implemented
by the SD-HTS. If the Team determines restrictive or
intrusive procedures are necessary, SD-HTS is not ap-
propriate to meet the member's needs of the member
and traditional services must be used.

(h) Government Fiscal/Employer Agent Model.fis-
cal/employer agent model. OKDHS/DDSDDDS serves
as the Organized Health Care Delivery System (OHCDS)
as well as theand FMS provider in a Centers for Medicare
and Medicaid Services (CMS) approved Government Fis-
cal/Employer Agentgovernment fiscal/employer agent model.
OKDHS/DDSDDDS has an interagency agreement with
OHCA.
(i) Voluntary Termination of Self-Directed Services.ter-
mination of self-directed services. Members may discon-
tinue self-directing services without disruption at any time,
provided traditional waiverWaiver services are in place. Mem-
bers or representatives may not choose the self-directed option
again until the next annual planning meeting, with services
resuming no earlier than the beginning of the next plan of care.
AnyA member desiring to file a complaint must follow the
procedures set forthperby OKDHS at OAC 340:2-5-61.
(j) Involuntary Termination of Self-Directed Ser-
vices.termination of self-directed services.

(1) Members may be terminated involuntarily ter-
minated from self-direction and offered traditional
waiverWaiver services when it has been determined
by OKDHS/DDSD Director the DDS director or designee
that any of the following exist:

(A) immediate health and safety risks associated
with self-direction, such as, imminent risk of death

or irreversible or serious bodily injury related to
waiverWaiver services;
(B) intentional misuse of funds following
notification, assistance and support from
OKDHS/DDSD;DDS;
(C) failure to follow and implement policies of self-
direction after receiving DDS technical assistance and
guidance from OKDHS/DDSD;
(D) fraud; or
(E) it is determined that restrictive or intrusive pro-
cedures are essential for safety.; or
(F) reliable information shows the employer of
record or SD-HTS engaged in illegal activity.

(2) When action is taken to involuntarily terminate
the member from self-directed services involuntarily,
the case manager assists the member in accessingaccess
needed and appropriate services through the traditional
waiverWaiver services option, ensuring that no lapse in
necessary services occurs for which the member is eligi-
ble.
(3) The Fair Hearing process as described inper OAC
340:100-3-13 applies.

(k) Reporting requirements. While operating as an Or-
ganized Health Care Delivery System, OKDHS/DDSD will
provide to theDDS provides OHCA reports detailing provider
activity in the format and at such times as required by the
OHCA. requires.

[OAR Docket #17-417; filed 6-15-17]
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September 1, 2017
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requirements. Revisions remove references to annual and lifetime maximums
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Tywanda Cox, Chief of Federal & State Policy, Federal & State Policy,
405-522-7153, Tywanda.Cox@okhca.org.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 1. GENERAL PROVISIONS

317:45-1-2. Program limitations
(a) The Insure Oklahoma program is contingent upon fed-
eral waiver approval and sufficient funding that is collected and
dispersed through a revolving fund within the State Treasury
designated as the "Health Employee and Economy Improve-
ment Act (HEEIA) Revolving Fund". This fund is a continuing
fund, not subject to fiscal year limitations.

(1) All monies accruing to the credit of the fund are
budgeted and expended by the OHCA to implement the
program.
(2) The program is funded through a portion of
monthly proceeds from the Tobacco Tax, Okla. Stat.
§68-302-5 et seq., collected and dispersed through the
HEEIA revolving fund, pursuant to Title 68, Section 302-5
(B.1. and D.1.) and Section 402-3 (B.1 and C.1.) of the
Oklahoma Statutes.
(3) The program is limited in scope such that available
funding is not exceeded. Available funding includes the
estimated annual deposits from tax collections, accrued
interest, federal matching funds and any other revenue
source deposited in the HEEIA Revolving Fund for the
purpose of this program. If at any time it becomes appar-
ent there is risk the available funding may be exceeded,

OHCA must take action to ensure the Insure Oklahoma
program continues to operate within its fiscal capacity.

(A) Insure Oklahoma may limit eligibility based
on:

(i) the federally-approved Health Insur-
ance Flexibility and Accountability (HIFA)
Waiver/1115 Waiver;
(ii) Tobacco Tax collections; and
(iii) the State Child Health Plan for the State
Children's Health Insurance Program (CHIP) un-
der Title XXI of the Social Security Act.

(B) The Insure Oklahoma program may limit eli-
gibility when the utilization of services is projected
to exceed the spending authority, or, may suspend
new eligibility determinations instead, establishing a
waiting list.

(i) Applicants, not previously enrolled and
participating in the program, submitting new ap-
plications for the Insure Oklahoma program are
placed on a waiting list. Applications, with the
exception of college students, are identified by re-
gion and Insure Oklahoma program. Regions are
established based on population density statistics
as determined through local and national data and
may be periodically adjusted to assure statewide
availability. Insure Oklahoma program size is
determined by OHCA and may be periodically
adjusted.
(ii) The waiting list utilizes a "first in - first
out" method of selecting eligible applicants by
region and program.
(iii) When an applicant is determined eligible
and moves from the waiting list to active participa-
tion, the applicant must submit a new application.
(iv) Enrolled applicants who are currently par-
ticipating in the program are not subject to the
waiting list.
(v) For approved employers, if the employer
hires a new employee after the employer's program
eligibility begins, the new employee is allowed to
participate during the employer's current eligibil-
ity period.
(vi) For approved employers, if the employer
has an employee who has a qualifying event after
the employer's program eligibility begins, the em-
ployee is allowed to make changes pertaining to
the qualifying event.

(b) College student eligibility and participation in the Insure
Oklahoma program is contingent upon sufficient funding from
the Oklahoma legislature. This funding is separate from the
funding described in subsection (a) of this Section.

317:45-1-3. Definitions
The following words or terms, when used in this Chapter,

will have the following meanings unless the context clearly
indicates otherwise:

"Carrier" means:
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(A) an insurance company, insurance service, in-
surance organization, or group health service, which
is licensed to engage in the business of insurance in
the State of Oklahoma and is subject to State law
which regulates insurance, or Health Maintenance
Organization (HMO) which provides or arranges
for the delivery of basic health care services to en-
rollees on a prepaid basis, except for copayments or
deductibles for which the enrollee is responsible, or
both and is subject to State law which regulates Health
Maintenance Organizations (HMOs);
(B) a Multiple Employer Welfare Arrangement
(MEWA) licensed by the Oklahoma Insurance De-
partment;
(C) a domestic MEWA exempt from licensing pur-
suant to Title 36 O.S., Section 634(B) that otherwise
meets or exceeds all of the licensing and financial
requirements of MEWAs as set out in Article 6A of
Title 36; or
(D) any entity organized pursuant to the Interlocal
Cooperation Act, Section 1001 et seq. of Title 74
of the Oklahoma Statutes as authorized by Title 36
Section 607.1 of the Oklahoma Statutes and which
is eligible to qualify for and hold a certificate of au-
thority to transact insurance in this State and annually
submits on or before March 1st a financial statement
to the Oklahoma Insurance Department in a form
acceptable to the Insurance Commissioner covering
the period ending December 31st of the immediately
preceding fiscal year.

"Child Care Center" means a facility licensed by
OKDHS which provides care and supervision of children and
meets all the requirements in OAC 340:110-3-1 through OAC
340:110-3-33.3.

"College Student" means an Oklahoma resident between
the age of 19 through 22 that is a full-time student at an Okla-
homa accredited University or College.

"Dependent" means the spouse of the approved appli-
cant and/or child under 19 years of age or his or her child 19
years through 22 years of age who is attending an Oklahoma
qualified institution of higher education and relying upon the
insured employee or member for financial support.

"Eligibility period" means the period of eligibility ex-
tending from an approval date to an end date.

"Employee" means a person who works for an employer
in exchange for earned income. This includes the owners of a
business.

"Employer" means the business entity that pays earned
income to employees.

"Employer Sponsored Insurance (ESI)" means the pro-
gram that provides premium assistance to qualified businesses
for approved applicants.

"Explanation of Benefit (EOB)" means a statement is-
sued by a carrier that indicates services rendered and financial
responsibilities for the carrier and Insure Oklahoma member.

"Full-time Employment" means a normal work week of
24 or more hours.per Federal and State regulations.

"Full-time Employer" means the employer who employs
an employee for 24 hours or more per weekper Federal and
State regulations, to perform work in exchange for wages or
salary.

"Individual Plan (IP)" means the safety net program for
those qualified individuals who do not have access to Insure
Oklahoma ESI.

"In-network" means providers or health care facilities
that are part of a benefit plan's network of providers with which
it has negotiated a discount, and services provided by a physi-
cian or other health care provider with a contractual agreement
with the insurance company paid at the highest benefit level.

"Insure Oklahoma (IO)" means a benefit plan pur-
chasing strategy in which the State uses public funds to pay
for a portion of the costs of benefit plan coverage for eligible
populations.

"Member" means an individual enrolled in the Insure Ok-
lahoma ESI or IP program.

"Modified Adjusted Gross Income (MAGI)" means the
financial eligibility determination methodology established
by the Patient Protection and Affordable Care Act (PPACA) in
2009.

"OESC" means the Oklahoma Employment Security
Commission.

"OHCA" means the Oklahoma Health Care Authority.
"OKDHS" means the Oklahoma Department of Human

Services.
"Professional Employer Organization (PEO)" means

any person engaged in the business of providing professional
employer services. A person engaged in the business of
providing professional employer services shall be subject
to registration under the Oklahoma Professional Employer
Organization Recognition and Registration Act as provided
in Title 40, Chapter 16 of Oklahoma Statutes, Section 600.1
et.seq.

"Primary Care Provider (PCP)" means a provider
under contract with the Oklahoma Health Care Authority to
provide primary care services, including all medically neces-
sary referrals.

"Premium" means a monthly payment to a carrier or a
self-funded plan for benefit plan coverage.

"Qualified Benefit Plan (QBP)" means a benefit plan
that has been approved by the OHCA for participation in the
Insure Oklahoma program.

"Qualifying Event" means the occurrence of an event
that permits individuals to join a group benefit plan outside of
the "open enrollment period" and/or that allows individuals to
modify the coverage they have had in effect. Qualifying events
are defined by the employer's benefit plan and meet federal
requirements under Public Law 104-191 (HIPAA), and 42
U.S.C. 300bb-3.

"Self-funded Plan" means or meets the definition of an
"employee welfare benefit plan" or "benefit plan" as authorized
in 29 US Code, Section 1002. The term carrier can be replaced
with self-funded plan if applicable in these rules.

"State" means the State of Oklahoma, acting by and
through the Oklahoma Health Care Authority.
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SUBCHAPTER 7. INSURE OKLAHOMA ESI
EMPLOYER ELIGIBILITY

317:45-7-2. Employer eligibility determination
Eligibility for employers is determined using the eli-

gibility requirements listed in 317:45-7-1. An employer
determinedOnce an employer is determined eligible for Insure
Oklahoma is approved for up to a 12 month period. The, the
eligibility period begins on the first day of the month following
the date of approval. The eligibility period ends the last day
of the 12th month. The eligibility period will renew automat-
ically unless the employer's eligibility has been closed (refer
to 317:45-7-8). Employers will be notified of their eligibility
decision.

SUBCHAPTER 9. INSURE OKLAHOMA ESI
EMPLOYEE ELIGIBILITY

317:45-9-1. Employee eligibility requirements
(a) Employees must complete and submit the OHCA re-
quired forms and application to be considered for participation
in the program.
(b) The eligibility determination will be processed within 30
days from the date the application is received. The employee
will be notified in writing of the eligibility decision.
(c) All eligible employees described in this section must be
enrolled in their employer's qualified benefit plan. Eligible
employees must:

(1) have countable income at or below the appropriate
standard according to the family size on the Insure Okla-
homa ESI Income Guidelines form;

(A) Effective January 1, 2016, financial eligibility
for Insure Oklahoma ESI benefits is determined using
the MAGI methodology. Unless questionable, the
income of applicants does not require verification.
See OAC 317:35-6-39 through OAC 317:35-6-54 for
the applicable MAGI rules for determining household
composition and countable income.
(B) Income is evaluated on a monthly basis for all
individuals included in the case for Insure Oklahoma
ESI Benefits.

(2) be a US citizen or alien as described in 317:35-5-25;
(3) be Oklahoma residents;
(4) furnish, or show documentation of an application
for, a Social Security number at the time of application for
Insure Oklahoma ESI benefits;
(5) not be receiving benefits from SoonerCare or Medi-
care;
(6) be employed with a qualified employer at a business
location in Oklahoma;
(7) be age 19 through age 64;
(8) be eligible for enrollment in the employer's quali-
fied
benefit plan;

(9) not have full-time employment with any employer
who does not meet the eligible employer guidelines listed
in 317:45-7-1(a)(1)-(2);
(10) select one of the qualified benefit plans the em-
ployer is offering; and
(11) provide in a timely manner any and all documenta-
tion
that is requested by the Insure Oklahoma program by the
specified due date.

(d) An employee's dependents are eligible when:
(1) the employer's benefit plan includes coverage for
dependents;
(2) the employee is eligible;
(3) if employed, the spouse may not have full-time em-
ployment
with any employer who does not meet the eligible em-
ployer guidelines listed in 317:45-7-1 (a) (1)-(2); and
(4) the dependents are enrolled in the same benefit plan
as the employee.

(e) If an employee or their dependents are eligible for mul-
tiple qualified benefit plans, each may receive a subsidy under
only one benefit plan.
(f) College students may enroll in the Insure Oklahoma
ESI program as dependents. Effective January 1, 2016, finan-
cial eligibility for Insure Oklahoma ESI benefits for college
students is determined using the MAGI methodology. See
OAC 317:35-6-39 through OAC 317:35-6-54 for the applica-
ble MAGI rules for determining household composition and
countable income. Dependent college students must enroll
under their parents and all annual gross household income
(including parent income) must be included in determining
eligibility. Independent college students may apply on their
own without parent income included in the household. College
student status as dependent or independent is determined by
the student's current Free Application for Federal Student Aid
(FAFSA). College students must also provide a copy of their
current student schedule to prove full-time student status.
(g) Dependent children must have countable income at the
appropriate standard according to the family size on the Insure
Oklahoma ESI Income Limits Guidelines form. Effective
January 1, 2016, financial eligibility for Insure Oklahoma ESI
benefits is determined using the MAGI methodology. See
OAC 317:35-6-39 through OAC 317:35-6-54 for the applica-
ble MAGI rules for determining household composition and
countable income. Children found to be eligible for Sooner-
Care may not receive coverage through Insure Oklahoma.

(1) Children found to be eligible for SoonerCare may
not receive coverage through Insure Oklahoma.
(2) Children are not eligible for Insure Oklahoma if
they are a member of a family eligible for employer-spon-
sored dependent insurance coverage under any Oklahoma
State Employee Insurance Plan.

(h) ESI approved individuals must notify the OHCA of any
changes, including household status and income, that might
impact individual and/or dependent eligibility in the program
within 10 days of the change.
(i) When the agency responsible for determining eligibility
for the member becomes aware of a change in the member's
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circumstances, the agency will promptly redetermine eligibil-
ity for all household members whose eligibility is affected by
the change.

SUBCHAPTER 11. INSURE OKLAHOMA IP

PART 3. INSURE OKLAHOMA IP MEMBER
HEALTH CARE BENEFITS

317:45-11-10. Insure Oklahoma IP adult benefits
(a) All IP adult benefits are subject to rules delineated in
317:30 except as specifically set out in this Section. The scope
of IP adult benefits described in this Section is subject to spe-
cific non-covered services listed in 317:45-11-11.
(b) A PCP referral is required to see any other provider with
the exception of the following services:

(1) behavioral health services;
(2) prenatal and obstetrical supplies and services,
meaning prenatal care, delivery and 60 days of postpartum
care;
(3) family planning supplies and services, meaning an
office visit for a comprehensive family planning evalua-
tion, including obtaining a Pap smear;
(4) women's routine and preventive health care ser-
vices;
(5) emergency medical condition as defined in
317:30-3-1; and
(6) services delivered to American Indians at Indian
Health Service, tribal, or urban Indian clinics.

(c) IP covered adult benefits for in-network services and
limits are listed in this subsection. In addition to the ben-
efit-specific limits, there is a maximum lifetime benefit
of $1,000,000. Member cost sharing related to premium
and co-payments cannot exceed federal maximums with the
exception of emergency room visits, in which case the State
establishes the maximum for member cost share. Native
American adults providing documentation of ethnicity who
receive items and services furnished by the Indian Health
Service, an Indian Tribe, Tribal Organization, or Urban Indian
Organization or through referral under contract health services
are exempt from co-payments. Coverage for IP services in-
cludes:

(1) Anesthesia / Anesthesiologist Anesthesia/Anes-
thesiologist Standby. Covered in accordance with
317:30-5-7. Eligible services are covered for covered ill-
ness or surgery including services provided by a Certified
Registered Nurse Anesthetist (CRNA) or Anesthesiologist
Assistant (AA).
(2) Blood and Blood Products. Processing, storage,
and administration of blood and blood products in inpa-
tient and outpatient settings.
(3) Chelation Therapy. Covered for heavy metal poi-
soning only.
(4) Diagnostic X-ray, including Ultrasound. Cov-
ered in accordance with 317:30-5-22(b)(2). PCP referral

is required. (5) Emergency Room Treatment, services
and supplies for treatment in an emergency. Contracted
provider services are subject to a $30 co-pay per occur-
rence. The emergency room co-pay will be waived if the
member is admitted to the hospital or death occurs before
admission.
(6) Inpatient Hospital Benefits. Covered in accordance
with 317:30-5-41, 317:30-5-47 and 317:30-5-95.
(7) Preventive Office Visit. For services of evaluation
and medical management (wellness exam); one visit per
year. This visit counts as an office visit.
(8) Office Visits/Specialist Visits. Covered in accor-
dance with 317:30-5-9, 317:30-5-10, and 317:30-5-11.
For services of evaluation and medical management; up
to four visits are covered per month; PCP referral required
for specialist visits.
(9) Outpatient Hospital/Facility Services.

(A) Includes hospital surgery services in an ap-
proved outpatient facility including outpatient ser-
vices and diagnostic services. Prior authorization
required for certain procedures.
(B) Therapeutic radiology or chemotherapy on an
outpatient basis without limitation to the number of
treatments per month for persons with proven malig-
nancies or opportunistic infections.
(C) Physical, Occupational and Speech Ther-
apy services. Coverage is limited to one evalua-
tion/re-evaluation visit (unit) per discipline per calen-
dar year and 15 visits (units) per discipline per date of
service per calendar year. Must be hospital based.

(10) Maternity (Obstetric). Covered in accordance with
317:30-5-22.
(11) Laboratory/Pathology. Covered in accordance with
317:30-5-20.
(12) Mammogram (Radiological or Digital). Covered in
accordance with 317:30-5-901.
(13) Immunizations. Covered in accordance with
317:30-5-2.
(14) Assistant Surgeon. Covered in accordance with
317:30-5-8.
(15) Dialysis, Kidney dialysis, and services and sup-
plies, either at home or in a facility.
(16) Oral Surgery. Services are limited to the removal of
tumors or cysts.
(17) Behavioral Health (Mental Health and Substance
Abuse) Treatment (Inpatient). Covered in accordance
with 317:30-5-95.1.
(18) Behavioral Health (Mental Health and Substance
Abuse) Treatment (Outpatient). Outpatient benefits are
limited to 48 visits per calendar year. Additional visits
may be approved as medically necessary.

(A) Agency services. Covered in accordance with
317:30-5-241 and 317:30-5-596.
(B) Individual provider services. Licensed Behav-
ioral Health Professionals (LBHPs) are defined as fol-
lows for the purpose of Outpatient Behavioral Health
Services and Outpatient Substance Abuse Treatment:
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(i) Allopathic or Osteopathic Physicians with
a current license and board certification in psychi-
atry or board eligible in the state in which services
are provided, or a current resident in psychiatry
practicing as described in 317:30-5-2.
(ii) Practitioners with a license to practice in
the state in which services are provided or those
actively and regularly receiving board approved
supervision, and extended supervision by a fully
licensed clinician if board's supervision require-
ment is met but the individual is not yet licensed,
to become licensed by one of the licensing boards
listed in (I) through (VI) below. The exemptions
from licensure under 59 Okla. Stat.§ 1353(4) and
(5), 59 § 1903(C) and (D), 59§ 1925.3(B) and
(C), and 59§ 1932(C) and (D) do not apply to
Outpatient Behavioral Health Services.

(I) Psychology,
(II) Social Work (clinical specialty only),
(III) Professional Counselor,
(IV) Marriage and Family Therapist,
(V) Behavioral Practitioner, or
(VI) Alcohol and Drug Counselor.

(iii) Advanced Practice Nurse (certified in a
psychiatric mental health specialty), licensed as
a registered nurse with a current certification of
recognition from the board of nursing in the state
in which services are provided.
(iv) A Physician's Assistant who is licensed in
good standing in this state and has received spe-
cific training for and is experienced in performing
mental health therapeutic, diagnostic, or counsel-
ing functions.
(v) LBHPs must have a valid Insure Oklahoma
contract in order to bill for services rendered.
(vi) LBHP services require prior authorization
and are limited to 84 therapy services per month
per member and 8 testing units per year per mem-
ber.

(19) Durable Medical Equipment and Supplies.
Covered in accordance with 317:30-5-210 through
317:30-5-218. A PCP referral and prior authorization
is required for certain items. DME/Supplies are covered
up to a $15,000 annual maximum; exceptions from the
annual DME limit are diabetic supplies, oxygen, home
dialysis, and parenteral therapy.
(20) Diabetic Supplies. Covered in accordance with
317:30-5-211.15; not subject to $15,000 annual DME
limit.
(21) Oxygen. Covered in accordance with 317:30-5-
211.11 through 317:30-5-211.12; not subject to $15,000
annual DME limit.
(22) Pharmacy. Covered in accordance with 317:30-5-
72.1 and 317:30-5-72. Prenatal vitamins and smoking
cessation products do not count against monthly prescrip-
tion limits.

(23) Smoking Cessation Products. Products do not
count against monthly prescription limits. Covered in
accordance with 317:30-5-72.1.
(24) Nutrition Services. Covered in accordance with
317:30-5-1076.
(25) External Breast Prosthesis, Bras and Prosthetic
Garments. Covered in accordance with 317:30-5-211.13.
(26) Surgery. Covered in accordance with 317:30-5-8.
(27) Home Dialysis. Covered in accordance with
317:30-5-211.13; not subject to $15,000 annual DME
limit.
(28) Parenteral Therapy. Covered in accordance with
317:30-5-211.14; not subject to $15,000 annual DME
limit.
(29) Family Planning Services and Supplies, including
Sterilizations. Covered in accordance with 317:30-3-57.
(30) Home Health and Medications, Intravenous (IV)
Therapy and Supplies. Covered in accordance with
317:30-5-211.15 and 317:30-5-42.16(b)(3).
(31) Fundus photography.
(32) Perinatal dental care for pregnant women. Covered
in accordance with 317:30-5-696.
(32) Emergency ground ambulance transportation. Cov-
ered in accordance with 317:30-5-336.

317:45-11-11. Insure Oklahoma IP adult non-covered
services

Certain health care services are not covered in the Insure
Oklahoma IP adult benefit package listed in 317:45-11-10.
These services include, but are not limited to:

(1) services not considered medically necessary;
(2) any medical service when the member refuses to
authorize release of information needed to make a medical
decision;
(3) organ and tissue transplant services;
(4) weight loss intervention and treatment including,
but not limited to, bariatric surgical procedures or any
other weight loss surgery or procedure, drugs used pri-
marily for the treatment of weight loss including appetite
suppressants and supplements, and/or nutritional services
prescribed only for the treatment of weight loss;
(5) procedures, services and supplies related to sex
transformation;
(6) supportive devices for the feet (orthotics) except for
the diagnosis of diabetes;
(7) cosmetic surgery, except as medically necessary
and as covered in 317:30-3-59(19);
(8) over-the-counter drugs, medicines and supplies ex-
cept contraceptive devices and products, and diabetic sup-
plies;
(9) experimental procedures, drugs or treatments;
(10) dental services (preventive, basic, major, orthodon-
tia, extractions or services related to dental accident) ex-
cept for pregnant women and as covered in 317:30-5-696;
(11) vision care and services (including glasses), except
services treating diseases or injuries to the eye;
(12) physical medicine including chiropractic and
acupuncture therapy;
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(13) hearing services;
(14) non-emergency transportation and emergency air
transportation;
(15) allergy testing and treatment;
(16) hospice regardless of location;
(17) Temporomandibular Joint Dysfunction (TMD)
(TMJ);
(18) genetic counseling;
(19) fertility evaluation/treatment/and services;
(20) sterilization reversal;
(21) Christian Science Nurse;
(22) Christian Science Practitioner;
(23) skilled nursing facility;
(24) long-term care;
(25) stand by services;
(26) thermograms;
(27) abortions (for exceptions, refer to 317:30-5-6);
(28) services of a Lactation Consultant;
(29) services of a Maternal and Infant Health Licensed
Clinical Social Worker;
(30) enhanced services for medically high risk pregnan-
cies as found in 317:30-5-22.1;
(31) ultraviolet treatment-actinotherapy;
(32) private duty nursing;
(33) Paymentpayment for removal of benign skin le-
sions; and
(34) Sleepsleep studies.;
(35) prosthetic devices; and
(36) continuous positive airway pressure devices
(CPAP).

PART 5. INSURE OKLAHOMA IP MEMBER
ELIGIBILITY

317:45-11-20. Insure Oklahoma IP eligibility
requirements

(a) Oklahoma employed working adults not eligible to
participate in an employer's qualified benefit plan, employees
of non-participating employers, self-employed, unemployed
seeking work, workers with a disability, and qualified col-
lege students may apply for the Individual Plan. Applicants
cannot obtain IP coverage if they are eligible for ESI. Appli-
cants, unless a qualified college student, must be engaged in
employment as defined under state law, must be considered
self-employed as defined under federal and/or state law, or
must be considered unemployed as defined under state law.
(b) The eligibility determination will be processed within 30
days from the date the complete application is received. The
applicant will be notified of the eligibility decision.
(c) In order to be eligible for the IP, the applicant must:

(1) choose a valid PCP according to the guidelines
listed in 317:45-11-22, at the time he/she completes appli-
cation;
(2) be a US citizen or alien as described in 317:35-5-25;
(3) be an Oklahoma resident;

(4) furnish, or show documentation of an application
for, a Social Security number at the time of application for
Insure Oklahoma IP benefits;
(5) be not currently enrolled in, or have an open appli-
cation for SoonerCare or Medicare;
(6) be age 19 through 64;
(7) make premium payments by the due date on the in-
voice;
(8) not have full-time employment with any employer
who does not meet the eligible employer guidelines listed
in 317:45-7-1(a) (1)-(2);
(9) be not currently covered by a private insurance pol-
icy or plan; and
(10) provide in a timely manner any and all documenta-
tion that is requested by the Insure Oklahoma program by
the specified due date.

(d) If employed and working for an approved Insure Ok-
lahoma employer who offers a qualified benefit plan, the
applicant must meet the requirements in subsection (c) of this
Section and:

(1) have countable income at or below the appropriate
standard according to the family size on the Insure Okla-
homa IP Income Guidelines form.

(A) Effective January 1, 2016, financial eligibility
for Insure Oklahoma IP benefits is determined using
the MAGI methodology. Unless questionable, the
income of applicants do not require verification. See
OAC 317:35-6-39 through OAC 317:35-6-54 for the
applicable MAGI rules for determining household
composition and countable income.
(B) Income is evaluated on a monthly basis for all
individuals included in the case for Insure Oklahoma
IP Benefits;

(2) be ineligible for participation in their employer's
qualified benefit plan due to number of hours worked.

(e) If employed and working for an employer who does not
offer a qualified benefit plan, the applicant must meet the re-
quirements in subsection (c) of this Section and have countable
income at or below the appropriate standard according to the
family size on the Insure Oklahoma IP Income Guidelines
form.

(1) Effective January 1, 2016, financial eligibility
for Insure Oklahoma IP benefits is determined using the
MAGI methodology. Unless questionable, the income
of applicants does not require verification. See OAC
317:35-6-39 through OAC 317:35-6-54 for the applicable
MAGI rules for determining household composition and
countable income.
(2) Income is evaluated on a monthly basis for all indi-
viduals included in the case for Insure Oklahoma IP Bene-
fits.

(f) If self-employed, the applicant must meet the require-
ments in subsection (c) of this Section and:

(1) have countable income at or below the appropriate
standard according to the family size on the Insure Okla-
homa IP Income Guidelines form.

(A) Effective January 1, 2016, financial eligibility
for Insure Oklahoma IP benefits is determined using
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the MAGI methodology. Unless questionable, the
income of applicants does not require verification.
See OAC 317:35-6-39 through OAC 317:35-6-54 for
the applicable MAGI rules for determining household
composition and countable income.
(B) Income is evaluated on a monthly basis for all
individuals included in the case for Insure Oklahoma
IP Benefits.

(2) must not have full-time employment with any em-
ployer who does not meet the eligible employer guidelines
listed in 317:45-7-1(a)(1)-(2).

(g) If unemployed seeking work, the applicant must meet the
requirements in subsection(c) of this Section and the following:

(1) Applicants must have countable income at or below
the appropriate standard according to the family size on the
Insure Oklahoma IP Income Guidelines form.
(2) Effective January 1, 2016, financial eligibility
for Insure Oklahoma IP benefits is determined using the
MAGI methodology. Unless questionable, the income
of applicants does not require verification. See OAC
317:35-6-39 through OAC 317:35-6-54 for the applicable
MAGI rules for determining household composition and
countable income.
(3) Income is evaluated on a monthly basis for all indi-
viduals included in the case for Insure Oklahoma IP Bene-
fits. Applicant must verify eligibility by providing a most
recent copy of their monetary OESC determination letter
and a most recent copy of at least one of the following:

(A) A OESC eligibility letter;
(B) A OESC weekly unemployment payment
statement, or;
(C) A bank statement showing state treasurer de-
posit.

(h) If working with a disability, the applicant must meet the
requirements in subsection (c) of this Section and the follow-
ing:

(1) Applicants must have countable income at or below
the appropriate standard according to the family size on the
Insure Oklahoma IP Income Guidelines form.
(2) Applicants may need to verify eligibility of their en-
rollment in the Ticket to Work program.
(3) Effective January 1, 2016, financial eligibility
for Insure Oklahoma IP benefits is determined using the
MAGI methodology. Unless questionable, the income
of applicants does not require verification. See OAC
317:35-6-39 through OAC 317:35-6-54 for the applicable
MAGI rules for determining household composition and
countable income.
(4) Income is evaluated on a monthly basis for all indi-
viduals included in the case for Insure Oklahoma IP Bene-
fits.

(i) IP approved individuals must notify the OHCA of any
changes, including household status and income, that might
impact individual and/or dependent eligibility in the program
within 10 days of the change.
(j) When the agency responsible for determining eligibility
for the member becomes aware of a change in the member's

circumstances, the agency will promptly redetermine eligibil-
ity for all household members whose eligibility is affected by
the change.
(k) College students may enroll in the Insure Oklahoma IP
program as dependents. Effective January 1, 2016, financial
eligibility for Insure Oklahoma IP benefits for college students
is determined using the MAGI methodology. See OAC
317:35-6-39 through OAC 317:35-6-54 for the applicable
MAGI rules for determining household composition and
countable income. Dependent college students must enroll
under their parents and all annual gross household income
(including parent income) must be included in determining
eligibility. Independent college students may apply on their
own without parent income included in the household. College
student status as dependent or independent is determined by
the student's current Free Application for Federal Student Aid
(FAFSA). College students must also provide a copy of their
current student schedule to prove full-time student status.

317:45-11-23. Member eligibility period
(a) The rules in this subsection apply to membersmember's
eligibility according to 317:45-11-20(a) through (e).

(1) The member's eligibility period begins only after
approval of the application and receipt of the premium
payment.

(A) If the application is approved and the premium
payment is not made by the last day of the same
month, eligibility will begin the first day of the next
month.
(B) If the application is approved and the premium
payment is made between the first and 15th day of the
next month, eligibility will begin the first day of the
second consecutive month.
(C) If the application is approved and the premium
payment is not made within 45 days, eligibility will
not begin.

(2) Employee eligibility is contingent upon the em-
ployer meeting the program guidelines.
(3) The employee's eligibility is determined us-
ing the eligibility requirements listed in 317:45-9-1 or
317:45-11-20 (a) through (e).
(4) If the employee is determined eligible for Insure
Oklahoma IP, he/she is approved for a period not greater
than 12 months.

(b) The rules in this subsection apply to applicants eligible
according to 317:45-11-20(a) through (c) and 317:45-11-20(f)
through (h).

(1) The applicant's eligibility is determined using the
eligibility requirements listed in 317:45-11-20(a) through
(c) and 317:45-11-20(f) through (h).
(2) If the applicant is determined eligible for Insure Ok-
lahoma IP, he/she is approved for a period not greater than
12 months.
(3) The applicant's eligibility period begins only after
receipt of the premium payment.

[OAR Docket #17-425; filed 6-15-17]
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TITLE 485. OKLAHOMA BOARD OF
NURSING

CHAPTER 10. LICENSURE OF PRACTICAL
AND REGISTERED NURSES

[OAR Docket #17-433]
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PERMANENT final adoption
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FINAL ADOPTION:

June 13, 2017
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August 25, 2017
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Docket number:
16-806

INCORPORATIONS BY REFERENCE:
n/a

ANALYSIS:
Subchapter 1 changes the academic semester credit hour to 1615 contact

hours in alignment with educational standards.
Subchapter 3 amendments, specific to nursing education programs, include

lengthening the period of conditional approval status for a nursing program
not meeting minimal requirements from 1 year to up to 2 years, if deemed
necessary by the Board; allows 1 additional period of 2 years of conditional
approval status; expands the submission time for faculty qualification records
from 2 weeks to 30 days from the date of appointment; and authorizes Board
staff to approve minor curriculum changes.

Effective 11-01-2016, current statutory language regulating practical
nursing (PN) education administrators/faculty was deleted. Subchapter 5
includes the regulation of PN education administrators/faculty along with
registered nursing administrator/faculty qualifications. Grandfathering
language is included for PN education program administrators/faculty
employed in the aforementioned positions on December 31, 2016, deeming
educational qualifications as being met. OAC 485:10-5-3.2(d) defines Acting
and Interim Nurse Administrator. OAC 485:10-5-4.1(i) requires 300 total
program clinical hours prior to substituting 30% simulation for clinical hours
for each clinical course.

OAC 485:10-6-1(2)(A)(i) replaces word descriptor with citation. OAC
485:10-6-2(4)(B)(C) requires APRN lead faculty/faculty to have on file with
the nursing education program, documentation of related qualifications,
experience and competence for coordinating/instructing in a similarly
population focus. OAC 485:10-6-3(a) clarifies required elements in the APRN
program application.

Subchapter 7 provides endorsement applicant requirements consistent with
in-state initial applicants. Amendments in Subchapter 11 include additional
information related to violation of professional boundaries.

Amendments in Subchapters 15 and 16 update the name of Certified
Registered Nurse Anesthetist certifying body.

The agency carefully considered each of the proposed rules to ensure there
were no less costly, non-regulatory, or less intrusive methods to implement
the statutory requirements and meet the agency's mission of protection of the
public. It was determined that each of the rules revisions provides the most
effective and fiscally-responsible method for achieving the purpose.

CONTACT PERSON:
Jackye Ward, MS, RN, CNE, Oklahoma Board of Nursing, 2915

N. Classen, Suite 524, Oklahoma City, OK 73106 (405) 962-1800,
jackye.ward@nursing.ok.gov.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF AUGUST 25, 2017:

SUBCHAPTER 1. GENERAL PROVISIONS

485:10-1-2. Definitions.
The following words or terms, when used in this Chapter,

shall have the following meaning, unless the context clearly
indicates otherwise:

"Academic credit hours" are calculated as follows:
(A) 1 academic semester credit hour = 1615 contact
hours
(B) 1 academic quarter credit hour = 12.5 contact
hours

"Accountable" means assuming responsibility to the
client, the public, other health-care practitioners and oneself
for one's actions and/or decisions and their outcomes.
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"Additional nursing function" means the nursing func-
tions, procedures, or tasks, not usually included at the time of
matriculation in most nursing education programs; requiring
additional knowledge, instruction, and practice before they can
be safely performed. Such functions must fall within the scope
of accepted nursing practice; may become necessary due to
technological advances, new practice standards, or the natural
evolution of an occupation; and must not be precluded by other
Oklahoma Practice Acts.

"Advanced Practice Registered Nurse" or "APRN"
is a term that includes Certified Nurse Practitioners (CNP),
Clinical Nurse Specialists (CNS), Certified Nurse Midwives
(CNM), and Certified Registered Nurse Anesthetists (CRNA).

"Advanced Unlicensed Assistant" or "AUA" means
an individual, other than a licensed nurse, who performs in an
assistive role and has been certified to perform core skills as
delegated by a licensed nurse and as authorized by the Rules
and Regulations of the Oklahoma Board of Nursing.

"Board" means the Oklahoma Board of Nursing [59 O.S.
Section 567.3(1)]

"Client" means a consumer of nursing care; may be an in-
dividual or group; is synonymous with "patient".

"Clinical learning experiences" means faculty-planned
and guided activities designed to assist students to meet stated
program and course outcomes and to safely apply knowledge
and skills when providing nursing care to clients across the
lifespan as appropriate to the role expectations of the graduates.
These experiences occur in a variety of affiliating agencies or
clinical practice settings including, but not limited to: acute
care facilities, extended care facilities, long-term care facilities,
clients' residences, and community agencies; and in associated
clinical pre- and post-conferences.

"Clinical skills laboratory" means a designated area in
which equipment and supplies are provided to simulate a clini-
cal facility, allowing skills and procedures to be demonstrated
and practiced.

"Complaint" means a nursing practice incident report
submitted to the Board informing the Board staff that a certifi-
cate holder or licensed nurse may have violated the Oklahoma
Nursing Practice Act. If the Complaint results in obtaining
evidence to support a violation(s) of the Oklahoma Nursing
Practice Act, then a sworn Complaint is prepared and filed by
Board staff to initiate an individual proceeding as provided for
in the Administrative Procedure Act, 75 O.S. §§ 309 et seq.

"Continuing education contact hours" are calculated
as: 1 contact hour = 50 minutes.

"Continuous incarceration" means a period of confine-
ment inside a penal institution, pursuant to a sentence from a
court of competent jurisdiction, which confinement continues
uninterrupted by periods of liberty from its beginning to its
end. It does not include such sentences as weekends in jail
with the defendant at liberty during the week.

"Controlling institution" means the agency or institution
that administers the nursing education program, assumes re-
sponsibility for its financing, graduates the students, and grants
the diploma, certificate or degree to the graduates.

"Core skills" means the list of functions that an Advanced
Unlicensed Assistant should be capable of performing upon

completion of the certification training program and satisfac-
tory passage of the certification examination.

"Delegating" means entrusting the performance of se-
lected nursing duties to individuals qualified, competent and
legally able to perform such duties.

"Distance learning program" means 50% or more of
the theory components of the board-approved nursing educa-
tion program are offered by correspondence, on-line, through
video-conferencing, or via CD-ROM.

"Innovative approach" means a creative nursing edu-
cation strategy that departs from the current rule structure and
requires Board approval for implementation.

"Key Party" means immediate family members and oth-
ers who would be reasonably expected to play a significant role
in health care decisions of the patient and includes but is not
limited to, the spouse, domestic partner, sibling, parent, child,
guardian, and person authorized to make health care decision
for the patient.

"Legal authority" means the authorized state agency
for the administration of the statutes relating to the practice of
nursing in this state. The Oklahoma Board of Nursing is the
only legal authority for licensing Licensed Practical Nurses,
Registered Nurses, and Advanced Practice Registered Nurses;
and for certifying Advanced Unlicensed Assistants.

"Licensed nurse" means a Registered Nurse or "RN", a
Licensed Practical Nurse or "LPN", or an Advanced Practice
Registered Nurse or "APRN" currently licensed by the Okla-
homa Board of Nursing.

"Nurse Administrator" means the Registered Nurse
responsible for the administration of the nursing education
program or the nurse holding the highest level of management
in an agency/facility regardless of the title used.

"Preceptor" means a licensed nurse who is employed by
the facility in which the clinical experience takes place, and
who agrees to provide supervision to a student for a specified
period of time during the preceptor's scheduled work hours in
order to assist the student to meet identified learning objectives.

"State approved program of nursing" means a nursing
education program approved by the Oklahoma Board of Nurs-
ing.

"Member board jurisdiction" means a full member
board of National Council of State Boards of Nursing.

"Supervising" means providing guidance by a qualified
nurse for the accomplishment of the nursing task or activity
with initial direction of the task or activity and periodic inspec-
tion of the actual act of accomplishing a task or activity.

SUBCHAPTER 3. REGULATIONS FOR
APPROVED NURSING EDUCATION PROGRAMS

485:10-3-1. Approval of nursing education programs
(a) Purpose of approval. The purposes of approval of nurs-
ing education programs are:

(1) to provide standards for legally recognizing new
and established nursing education programs;
(2) to ensure graduates are eligible to take the licensing
examination;
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(3) to ensure that graduates are prepared for safe, cur-
rent, and appropriate scope of practice relative to type
of nursing education program and state laws governing
nursing.

(b) Categories of approval. The categories of approval are:
(1) Provisional Approval:

(A) is granted to new programs meeting the mini-
mum standards;
(B) is approval to admit students;
(C) is effective until the first licensing examination
results are received and evaluated by the Board.

(2) Full Approval:
(A) is granted to programs after an initial survey
visit, graduation of the first class, first licensing exam-
ination results are reported, and evidence is provided
that minimum standards are met;
(B) is renewed periodically or reinstated following
evaluation by the Board.

(3) Conditional Approval is granted to approved pro-
grams subsequently failing to meet or maintain minimum
standards.

(A) The Board shall notify a schoolprogram by let-
ter of Conditional Approval, citing a specified time
for corrective action. A period of one (1) year shall be
the maximum time allowed for the correction of de-
ficiencies resulting in Conditional Approval. The let-
ter shall cite a specified period of up to two (2) years
to correct program deficiencies that caused the need
for Conditional Approval. The Conditional Approval
may be renewed for one additional period of up to two
(2) years upon a determination by the Board that cir-
cumstances warrant such a renewal.
(B) A program placed on Conditional Approval
may request Board action to remove the conditional
status when it can provide evidence that the deficien-
cies have been corrected at any time prior to the time
limit established by the Board.
(C) A program shall not admit new students while
on Conditional Approval without authorization from
the Board.
(D) A warning may be given allowing a program
an opportunity to address deficiencies as identified
by the Board prior to being placed on Conditional
Approval. A written report must be submitted to the
Board within four (4) months of receiving the warn-
ing, and four (4) weeks prior to the Board meeting.

(E4) A change in a program's approval status shall not
affect students who are eligible to take the first licensing
examination following the change.

(c) Withdrawal of approval. The nursing education pro-
gram that fails to correct deficiencies resulting in Conditional
Approval shall be discontinued as a State Approved Nursing
Education Program. Representatives from the program may
attend the Board meeting when the program is reviewed. Upon
withdrawal of approval, students shall be notified by the pro-
gram that they will not be eligible, as a graduate of the nursing
education program, to be admitted to the licensing examina-
tion.

485:10-3-5. Reports to the Board
The Board shall take action on all reports as appropriate.
(1) Faculty qualification report.

(A) A Faculty Qualification Record shall be sub-
mitted for all instructional staff (full-time, part-time,
classroom, or clinical), and shall include educational
preparation and employment experience.
(B) The Faculty Qualification Record must be
submitted to the Board office by the Nurse Admin-
istrator on a form provided by the Board within two
weeksthirty days of day of appointment by the Nurse
Administrator, a change in title or status of position,
and any time that an advanced degree is attained. The
Faculty Qualification Record may be submitted
electronically to a designated email address.

(2) Enrollment and annual reports. Enrollment and
annual reports shall be submitted in formats requested by
the Board.
(3) Special reports. Special reports to the Board shall
include but not be limited to:

(A) notification in writing of administrative
changes relating to and affecting the program within
two weeksthirty days of the change, to include a
change in Nurse Administrator;
(B) requests in writing to obtain approval prior to
implementation for:

(i) major curriculum changes that alter the
length of the program, substantially change the ob-
jectives, reorganize the course offerings, or reflect
a significant philosophical or conceptual shift;.
Board staff may approve minor changes including
but not limited to such matters as reorganizing
existing course offerings, transferring existing
objectives or content from one course to another,
or alterations in the leveling of course objectives.
(ii) extended, distance learning, or off-campus
offerings, when any nursing course is offered;
(iii) a significant change in instructional for-
mat;
(iv) a pilot or experimental program.

(4) Pass Rate Reports. Pass Rate Reports are required
when the first-time NCLEX writer pass rate falls ten (10)
percentage points or more below the national average and
at least ten candidates wrote the examination (based on a
calendar year.)
(5) Completion Rate Reports. A completion rate
report is required when the program completion rate is less
than 70% for the most recent calendar year. Program com-
pletion rate shall be calculated as 200% of the program
length as defined by selective admission to the nursing
program's first nursing course. Admission is defined as
the grade of the first nursing course that is transcripted.
Individual exceptions to the calculation of completion rate
include death, military, and peace corp.
(6) All reports are limited to ten (10), single-sided, dou-
ble-spaced pages.

Oklahoma Register (Volume 34, Number 23) 770 August 15, 2017



Permanent Final Adoptions

485:10-3-6. Nursing education program visits
(a) Survey visit.

(1) Each nursing education program shall be surveyed:
(A) prior to receiving Full Approval;
(B) within three (3) years after receiving initial Full
Approval; and
(C) at least every five (5) years thereafter unless
the program has current accreditation by a national
nursing accrediting agency recognized by the United
States Department of Education.
(D) Special and focused survey visits may be di-
rected by the Board.

(2) A self evaluation report shall be completed by the
nursing education program and submitted with the appli-
cable fee thirty days prior to the survey visitThirty (30)
days before the survey visit, the applicable fee shall be
received in the Board office and the program's self evalu-
ation report shall be submitted electronically to the Board
office.
(3) A draft of the survey visit report shall be avail-
ablewill be sent electronically to the nursing education
program for additions and/or corrections. Requested addi-
tions and/or corrections shall be received electronically in
the Board office within two (2) weeks of the date the draft
report was received by the nursing education program.
(4) The final report of the survey visit including com-
mendations, recommendations and the decision of the
Board shall be provided to the institution.

(b) Programs with current accreditation by a national
nursing accrediting agency recognized by the United States
Department of Education. Nursing education programs with
full approval status will be periodically evaluated for continu-
ing approval by the Board.

(1) The nurse administrator of the program shall sub-
mit a copy of the notification of accreditation status to the
Board within two weeks of receipt, accompanied by the
program's accreditation report, supporting documentation,
follow-up and/or interim reports.
(2) The Board shall regularly review and analyze
program performance reports submitted by the nursing
education program including, but not limited to:

(A) Any program challenges or improvements
identified by ongoing program improvement review;
(B) Annual reports;
(C) Follow-up or interim reports to national nurs-
ing accrediting bodies;
(D) Student retention, attrition, and on-time pro-
gram completion rates;
(E) Adequate type and number of faculty;
(F) Faculty retention;
(G) Adequate laboratory and clinical learning ex-
periences;
(H) Trended data on NCLEX pass rates and com-
pletion rates;
(I) Performance improvement initiatives related to
program outcomes; and
(J) Program complaints/grievance review and
resolution.

(3) Additional reports or survey visits may be directed
by the Board, if the program is not in compliance with
the minimum standards for nursing education programs
or other sources of evidence regarding achievement of
program outcomes.

(c) Consultation visit. Consultation visits are available to
the nursing education programs upon written request giving
the purpose for the visit and are mandatory as indicated in
485:10-3-2. (b)(1).

SUBCHAPTER 5. MINIMUM STANDARDS FOR
APPROVED NURSING EDUCATION PROGRAMS

485:10-5-3.2. Nursing administrator for nursing
education programs

(a) The nursing education program leading to registered
nurse licensure shall be administered by a Registered Nurse
currently licensed in Oklahoma with the following qualifica-
tions:

(1) a minimum of a graduate degree in nursing, prefer-
ably an earned doctorate from a regionally accredited insti-
tution;
(2) present evidence of a minimum of two (2) years
full-time equivalent practice as a Registered Nurse in a
clinical setting preceding the first date of first employment
as a nursing faculty member, PROVIDED: any person
employed in the administrator position on September 1,
2016, is deemed to meet this requirement; and
(3) one year teaching experience as a full-time nursing
faculty member in a nursing education program leading to
registered nurse licensure.

(b) The nursing education program leading to practical nurse
licensure shall be administered by an individual who:

(1) is a Registered Nurse with a current unencumbered
registered nurse license in Oklahoma;
(2) has a baccalaureate degree in nursing, and effective
January 1, 2017, has evidence of continued progress to-
ward a graduate degree in nursing with completion of a
minimum of six (6) hours per year, PROVIDED: any per-
son employed in the position of administrator of a practi-
cal nursing education program on December 31, 2016, is
deemed to meet this requirement;
(3) has a minimum of two (2) years full-time-equiva-
lent practice as a Registered Nurse in a clinical setting;
and
(4) has at least one (1) academic year, full-time experi-
ence as a teacher in a nursing education program.

(c) The administrator of the nursing education program,
with institutional input, shall have the authority and responsi-
bility for:

(1) the administration of the nursing program;
(2) preparation and administration of the budget for the
nursing program;
(3) implementation of faculty development and perfor-
mance review;
(4) recommendation of qualified faculty for appoint-
ment, promotion, tenure (if applicable), and retention;
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(5) notification to the Board of faculty appointments,
changes in the program or its administration, and reports
as directed by the Board.

(cd) If the Nurse Administrator has teaching or other respon-
sibilities, adequate time will be provided to fulfill administra-
tive duties for the nursing education program.
(de) An acting Nurse Administrator must meet the qualifica-
tions of the role of Nurse Administrator and may be appointed,
after Board approval, to fill the position of the Nurse Admin-
istrator, for a period of time not to exceed one (1) calendar
year.In the event the Nurse Administrator resigns, retires or is
otherwise unable to perform the duties of the position:

(1) an Acting Nurse Administrator may be appointed
to serve for up to three (3) months. The Acting Nurse
Administrator is not required to meet the qualifications of
the role of Nurse Administrator.
(2) an Interim Nurse Administrator may be appointed,
after Board approval, to serve for up to twelve (12)
months. The Interim Nurse Administrator must meet the
qualifications of the role of Nurse Administrator.

485:10-5-4.1. Clinical learning experiences
(a) An adequate amount and variety of clinical learning
experience to prepare students for practice at the appropriate
educational level shall be planned by the faculty to meet pro-
gram outcomes.
(b) Clinical facilities utilized shall provide a safe environ-
ment for students' learning experiences and shall provide the
type of experiences needed to meet the objectives of the rota-
tion.
(c) Written criteria for the selection of clinical facilities shall
be utilized by the faculty, and the faculty shall evaluate the
quality of the learning experiences provided by the facility on a
regular basis.
(d) Written agreements with cooperating agencies shall be
mutually developed and maintained, annually reviewed, shall
specify the respective responsibilities, include provisions for
continuing use by currently enrolled students, and include
provisions for termination of agreement.
(e) Clinical facilities shall be acceptable to the Board for stu-
dents' clinical learning and shall be approved by accreditation,
evaluation or licensing bodies as appropriate.
(f) The maximum ratio of faculty to students in clinical
areas involving direct care of patients or clients shall be de-
fensible in light of safety, learning objectives, students' level,
patient acuity and program outcomes.
(g) Clinical preceptors may be used for supervision of
students in community health, leadership/management, in-
dependent study, elective courses, home health and selected
hospitals and long-term care facility experiences consistent
with Board policy. Consistent with Board policy, preceptors,
when utilized, are academically qualified, oriented, mentored
and monitored, and have clearly documented roles and respon-
sibilities.
(h) Clinical skills laboratory experiences, which may in-
clude simulated patient care experiences, shall be developed,
implemented, and evaluated by the faculty to facilitate student
preparation for clinical learning experiences.

(i) Nursing education programs on full approval status with
300 total program clinical hours may substitute up to 30% of
Simulated Patient Care Experiences (SPCE) for clinical hours
for each clinical course. Programs not on full approval status
must obtain Board approval to substitute simulation for clinical
course hours SPCE for clinical course hours.

485:10-5-5.2. Faculty for nursing education programs
(a) There shall be sufficient number of qualified full-time
faculty to meet the purpose and student learning outcomes of
the nursing program.
(b) Qualifications, rights, and responsibilities of faculty
members shall be available in writing.
(c) Faculty policies shall be available in writing, shall
include those used in evaluating performance, specify the
teaching load for the faculty and Nurse Administrator, and be
in keeping with accepted educational standards.
(d) Sufficient time shall be provided faculty to accomplish
those activities related to the teaching-learning process.
(e) All nurse faculty shall:

(1) hold a valid unencumbered license to practice as a
Registered Nurse in the State of Oklahoma;
(2) present evidence of a minimum of two (2) years
full-time equivalent practice as a Registered Nurse in a
clinical setting preceding the first date of first employment
as a nursing faculty member, PROVIDED: any person
employed in the faculty position on September 1, 2016, is
deemed to meet this requirement;
(3) submit a Faculty Qualification Record to the Board
office on a form provided by the Board and in accordance
to OAC 485:10-3-5(1); and
(4) engage in teaching, scholarship, service and/or
practice in keeping with the mission, goals, and expected
faculty outcomes.

(f) All programs leading to licensure as a Registered Nurse
in this state shall establish comparable educational qualifi-
cations for the nursing faculty as required for other teaching
faculty in the controlling institutiongoverning organization.
The minimum requirements shall be as follows:

(1) a master's or higher degree in nursing; or
(2) a baccalaureate degree in nursing plus evidence of
continued progress toward a master's or higher degree in
nursing with completion of a minimum of six (6) semester
hours per calendar year; and
(3) at least one-half of the full-time faculty having a
master's or higher degree in nursing; and
(4) part-time clinical instructors, regardless of title
used, having a minimum of a baccalaureate degree in
nursing.

(g) All programs leading to licensure as a Practical Nurse
in this state shall establish requirements for nursing faculty as
follows:

(1) minimum of an associate degree or diploma in nurs-
ing in this state, and effective January 1, 2017, has evi-
dence of continued progress toward a baccalaureate de-
gree in nursing with completion of a minimum of six (6)
semester hours per calendar year, PROVIDED: any person
employed in the position of faculty of a practical nursing
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education program on December 31, 2016, is deemed to
meet this requirement; and
(2) teacher certification, as established by the State De-
partment of Education, when employed in schools con-
ducted by public comprehensive high school systems.

(h) There shall be a faculty organization with written poli-
cies and procedures to guide its activities and shall:

(1) hold regular meetings for all members to participate
in planning, developing, implementing, and evaluating the
nursing program;
(2) establish committees as necessary to carry out the
functions of the program;
(3) provide for student participation; and
(4) maintain minutes of all meetings documenting
actions and decisions of the faculty.

SUBCHAPTER 6. MINIMUM STANDARDS
FOR APPROVED ADVANCED PRACTICE

REGISTERED NURSING (APRN) EDUCATION
PROGRAMS (EFFECTIVE JANUARY 1, 2016)

485:10-6-1. Approval of APRN education programs
The Board shall have the authority for approval of APRN

education programs located in the state of Oklahoma.
(1) Purposes of approval. The purposes of approval
of APRN education programs are:

(A) to provide standards for legally recognizing
new and established APRN education programs;
(B) to ensure graduates are eligible to take APRN
certification examinations;
(C) to ensure that graduates are prepared for safe,
current, and appropriate scope of APRN practice
relative to the APRN role and population focus.

(2) Categories of approval. The categories of ap-
proval are:

(A) Provisional Approval:
(i) is granted to new APRN education pro-
grams meeting the minimum standardsin accor-
dance to OAC 485:10-6-3;
(ii) is approval to admit students;
(iii) is effective until the first class has gradu-
ated and initial outcomes have been reviewed by
the Board.

(B) Full Approval:
(i) is granted to programs after the Board has
reviewed initial outcomes, and evidence is pro-
vided that minimum standards are met;
(ii) is renewed periodically or reinstated fol-
lowing evaluation by the Board.

(C) Conditional Approval is granted to approved
APRN education programs subsequently failing to
meet or maintain minimum standards.

(i) The Board shall notify an APRN education
program by letter of Conditional Approval, citing
a specified time for corrective action. A period of
one (1) year shall be the maximum time allowed

for the correction of deficiencies resulting in Con-
ditional Approval.
(ii) An APRN education program placed on
Conditional Approval may request Board action to
remove the conditional status at any time prior to
the time limit established by the Board when it can
provide evidence that the deficiencies have been
corrected.
(iii) An APRN education program shall not
admit new students while on Conditional Approval
without authorization from the Board.
(iv) A warning may be given allowing an
APRN education program an opportunity to ad-
dress deficiencies as identified by the Board prior
to being placed on Conditional Approval. A writ-
ten report must be submitted to the Board within
four (4) months of receiving the warning, and eight
(8) weeks prior to the Board meeting.

(vD) A change in an APRN education program's
approval status shall not affect students who graduate
during the time the program is on Conditional Ap-
proval.

(3) Withdrawal of approval. The APRN education
program that fails to correct deficiencies resulting in
Conditional Approval shall be discontinued as a State-Ap-
proved APRN Education Program. Representatives
from the program may attend the Board meeting when
the program is reviewed. Upon withdrawal of approval,
the program will be notified that those graduating since
withdrawal of approval are not eligible for licensure as
Advanced Practice Registered Nurses in the state of Okla-
homa.
(4) Closure of an APRN education program. When
an APRN education program is to be closed as a result of
a decision of the university, the program shall advise the
Board and submit a written plan for the discontinuation of
the program. The closure may be accomplished in one of
two ways:

(A) students may be transferred to another ap-
proved APRN education program; or
(B) the APRN education program may close
gradually by discontinuing student admissions and
officially closing the APRN education program on the
date that the last student completes the program.

(i) All the requirements and standards for
students in the APRN education program shall be
maintained until the last student is transferred or
completes the APRN education program.
(ii) It is recommended that the transfer of stu-
dents be accomplished in a manner which provides
for a minimum loss of student time and credits
earned.
(iii) When an APRN education program is to be
closed by the Board, the Board shall establish the
terms of discontinuation of the program.
(iv) Program records

(I) The Board shall accept custody of
records in the image format designated by the
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Board in accordance with the procedures in the
Board office as defined by the Archives and
Records Commission of the Oklahoma Depart-
ment of Libraries Archives Division. [67 O.S.
Sections 305-317]
(II) The cost of formatting the record to the
designated image and their transfer to the Board
office shall be the responsibility of the APRN
education program.

485:10-6-2. Minimum standards for APRN education
programs

To be approved as an APRN education program in the state
of Oklahoma, the program shall meet the following standards:

(1) The APRN education program is a graduate-level
program offered by a university accredited by an accred-
iting body that is recognized by the U.S. Secretary of
Education and/or the Council for Higher Education Ac-
creditation (CHEA);
(2) The APRN education program holds accreditation
or candidacy status from one of the following:

(A) The Accreditation Commission for Education
in Nursing
(B) The Commission on Collegiate Nursing Edu-
cation
(C) The Commission for Nursing Education Ac-
creditation
(D) The Accreditation Commission for Midwifery
Education
(E) The American Association of Nurse Anes-
thetists' Council on Accreditation of Nurse Anesthe-
sia Educational Programs;

(3) The curriculum of the APRN education program
must prepare the graduate to practice in one of the four
identified APRN roles (i.e., CRNA, CNM, CNS, or CNP)
and in at least one of the six population foci (i.e., Fam-
ily/Individual across the Lifespan, Adult-Gerontology
(acute and/or primary), Neonatal, Pediatrics (acute and/or
primary), Women's Health/Gender-Related, or Psychi-
atric/Mental Health). The curriculum shall include:

(A) Graduate APRN core courses, to include three
separate graduate level courses in:

(i) Advanced physiology and pathophysiol-
ogy, including general principles that apply across
the lifespan;
(ii) Advanced health assessment, which in-
cludes assessment of all human systems, advanced
assessment techniques, concepts and approaches;
and
(iii) Advanced pharmacology (a minimum of a
three academic credit hour course), which includes
pharmacodynamics, pharmacokinetics and phar-
macotherapeutics of all broad categories of agents;

(B) Additional core course content, specific to the
role and population in APRN core areas, integrated
throughout the specific role and population focus
didactic and clinical courses, to include the use and

prescription of pharmacologic and non-pharmaco-
logic interventions;
(C) Preparation in legal, ethical, and professional
responsibilities of the APRN; and
(D) A minimum of 500 supervised clinical hours
directly related to each role and population focus,
including pharmacotherapeutic management of pa-
tients.

(4) An APRN program shall appoint the following per-
sonnel:

(A) An APRN program administrator whose quali-
fications shall include:

(i) A current, unencumbered APRN license in
the state of Oklahoma;
(ii) A minimum of a master's degree in nursing
and an earned doctoral degree; and
(iii) At least two years of clinical experience as
an APRN.

(B) A lead faculty member to coordinate each role
and population focus track in the APRN program,
including curriculum development, whose qualifica-
tions shall include:

(i) A current, unencumbered APRN license in
the state of Oklahoma;
(ii) A minimum of a master's degree in nursing
that includes preparation in the same role and pop-
ulation focus as the track for which or other sim-
ilarly situated population focus for the track for
which he/she is responsible for as a lead faculty
member;
(iii) At least two years of clinical experience as
an APRN; and
(iv) Current knowledge, competence and certi-
fication as an APRN in the role and population fo-
cus consistent with teaching responsibilities. For
lead faculty without current certification in the
population foci corresponding with the teaching
responsibilities, the APRN program must have on
file additional written documentation of the related
qualifications, experience and competence of the
lead faculty member for coordinating each role and
population focus track for which he/she is respon-
sible.
(v) The APRN program administrator may
also serve as the lead faculty member if all qualifi-
cations are met. If the APRN program administra-
tor has teaching or other responsibilities, adequate
time will be provided to fulfill administrative du-
ties for the APRN education program.

(C) Nursing faculty, including adjunct clinical fac-
ulty, to teach any APRN nursing course that includes
a clinical learning experience shall meet the following
qualifications:

(i) A current, unencumbered APRN license in
the state of Oklahoma;
(ii) A minimum of a master's degree in nursing
that includes preparation in a role and population
focus consistent with teaching responsibilitiesor

Oklahoma Register (Volume 34, Number 23) 774 August 15, 2017



Permanent Final Adoptions

other similarly situated population focus for the
track for which he/she is responsible for as a
faculty member;
(iii) Two years of APRN clinical experience;
and
(iv) Current knowledge, competence and certi-
fication as an APRN in the role and population foci
consistent with teaching responsibilities. For fac-
ulty without current certification in the population
foci corresponding with the teaching responsibil-
ities, the APRN program must have on file addi-
tional written documentation of the related qual-
ifications, experience and competence of the fac-
ulty member for teaching in the population foci for
which he/she is responsible.

(D) Any person employed in the position of APRN
program administrator, APRN lead faculty, and/or
APRN faculty member on December 31, 2015, shall
be deemed to meet the education and clinical experi-
ence qualifications.
(E) Interdisciplinary faculty who teach non-clini-
cal nursing courses shall have advanced preparation
appropriate to these areas of content.
(F) Clinical preceptors will serve as a role model
and educator to the student. Clinical preceptors may
be used to enhance faculty-directed clinical learning
experiences, but not to replace them.
(G) Clinical preceptors will be approved by faculty
and meet the following requirements:

(i) Hold a current, unencumbered license
in the state of Oklahoma, or in another state (if
employed by the United States Government or
any bureau, division, or agency thereof; or if the
preceptorship takes place in another state), as an
APRN, Medical Doctor, or Doctor of Osteopathy
and practices in a comparable practice focus;
(ii) Function as a supervisor and teacher and
contribute to the evaluation of the individual's per-
formance in the clinical setting; and
(iii) Have demonstrated competencies related
to the area of assigned clinical teaching responsi-
bilities.

(5) Each student enrolled in the APRN program shall
have a current, unencumbered Oklahoma Registered
Nurse license.
(6) APRN programs preparing for two population foci
or a combined nurse practitioner/clinical nurse specialist
shall include content and 500 hours of clinical experience
in each functional role and population focus.
(7) Advanced placement policies shall allow fair,
consistent, valid, and defensible evaluation of students'
didactic knowledge and clinical competence. Students ad-
mitted with advanced placement must meet the program's
APRN outcome competencies.

485:10-6-3. Establishment of a new APRN education
program in the state of Oklahoma

(a) An institution wishing to establish a new APRN educa-
tion program shall submit an application for approval to the
Board at least eight weeks prior to a regularly-scheduled Board
meeting and at least six months prior to planned admission of
the first students, which provides the following information for
the Board's consideration:

(1) mission and organization of the education institu-
tion;
(2) accreditation or candidacy status of the education
institution and of the proposed program;
(3) advanced practice registered nurse role(s) and pop-
ulation focus/foci of the proposed program;
(4) degree to be offered;
(5) degree plan;
(6) philosophy, program and course objectives;
(7) curriculum plan;
(8) tentative time-table for program development and
implementation;
(79) proposed size of program;
(810) source of anticipated student population
(911) information on employment opportunities for pro-
gram graduates;
(1012) identification of sufficient financial and other re-
sources;
(1113) evidence of governing institution approval and
support;
(1214) evidence of community support;
(1315) evidence of clinical opportunities and availability
of resources; and
(1416) evidence of availability of qualified faculty.

(b) The application shall be signed by the controlling institu-
tion's administrative official with evidence that the institution is
authorized to offer education programs in Oklahoma.
(c) The Board shall advise the institution in writing of its de-
cision to:

(1) approve the program; or
(2) defer approval pending receipt of further informa-
tion; or
(3) deny approval specifying reasons for denial.

SUBCHAPTER 7. REQUIREMENTS FOR
REGISTRATION AND LICENSURE AS A

REGISTERED NURSE

485:10-7-2. Licensure by endorsement
(a) Qualifications.

(1) The applicant must submit an application contain-
ing such information as the Board may prescribe;
(2) is a minimum of eighteen (18) years of age on or be-
fore the date the license is issued;
(3) An applicant for licensure by endorsement as a
Registered Nurse must meet the requirements of the Okla-
homa Nursing Practice Act. An evaluation of educational
requirements may be completed to ensure the applicant
meets educational standards.
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(4) An applicant licensed in another state or U.S. terri-
tory since January 1, 1952 must have written the licensing
examination adopted by the Board with a passing score as
established by the Board. A license to practice nursing in
Oklahoma will not be issued until this requirement is met.
(5) An applicant must submit evidence of either:

(A) successful completion of the National Council
Licensure Examination for Registered Nurses since
July 1, 1982; or
(B) passing the State Board Test Pool Examination
for Registered Nurse licensure prior to July 1, 1982.

(6) In addition to meeting other requirements for en-
dorsement established by the Board in these Rules, each
applicant for endorsement must demonstrate evidence of
continued qualifications for practice through completion
of one or more of the following requirements within the
last two (2) years prior to receipt of the completed applica-
tion in the Board office:

(A) Submission of an official transcript or certifi-
cate of completion verifying completion of a nurse
refresher course with content consistent with Board
policy;
(B) Successfully pass the National Council Licen-
sure Examination for Registered Nurses;
(C) Submission of an official transcript verifying
successful completion of at least six (6) academic
semester credit hours of nursing courses which in-
clude classroom and clinical instruction; and/or
(D) Present evidence of licensure as a registered
nurse in another state, territory or country with em-
ployment in a position that requires nursing licensure
with verification of at least 520 work hours during the
past two (2) years.

(7) Applicants for endorsement who took the National
Council Licensure Examination for Registered Nurses for
initial licensure within the last two years must:

(A) Provide evidence of completion of the nursing
education program within two years of initial applica-
tion for licensure by examination; or
(B) Provide evidence of at least six months work
experience as a registered nurse in the state, U.S.
territory, or country of licensure.; or
(C) Successfully complete a Board-approved re-
fresher course in accordance with the Board's policy;
or
(D) Successfully complete nursing didactic course-
work and faculty-supervised clinical experience in
a board-approved nursing education program at the
appropriate educational level, to include at least 80
hours in classroom and skills laboratory review and at
least 80 hours participating in patient care activities
in the clinical setting.

(b) Applications.
(1) Applications must be completed and filed with the
Board.
(2) Endorsement may be accepted from the original
state or U.S. territory of licensure by examination.

(3) If the applicant has written the licensing examina-
tion adopted by the Board in a state other than the state or
U.S. territory of original licensure, an endorsement will be
requested from that state, also.
(4) If the application is not completed within one (1)
year after receipt of fee, the application must be refiled.

(c) Fee for licensure by endorsement.
(1) The fee shall accompany the application.
(2) The fee is not refundable.
(3) If the application is not completed within one (1)
year, a new application and new fee will be required for
licensure.

(d) Qualifications for applicants educated in foreign
countries or in a U.S. territory. An applicant educated in
a foreign country must meet the current educational require-
ments for licensure in Oklahoma. An applicant educated in
a U.S. territory not recognized as a full member of National
Council of State Boards of Nursing (NCSBN) must meet the
requirements for applicants educated in foreign countries. An
applicant educated in a U.S. territory that is a full member of
NCSBN but in a nursing education program not included on
the NCSBN state-approved programs of nursing list at the time
of the applicant's graduation from the program must meet the
requirements for applicants educated in foreign countries.

(1) The applicant must present evidence of:
(A) graduation from a government-approved
post-secondary nursing education program, as veri-
fied from the Commission of Graduates of Foreign
Nursing Schools (CGFNS);
(B) completion of formal courses including theory
and clinical experience in nursing care of the adult,
nursing care of children, maternal-infant nursing,
psychiatric-mental health nursing as evidenced by:

(i) a translated transcript with certified proof
of translation received directly from the nursing
education program in the original country of licen-
sure, or
(ii) a certified copy of original transcript ob-
tained directly from the Commission of Graduates
of Foreign Nursing Schools (CGFNS)

(C) licensure or registration as required in country
of graduation as evidenced by official verification
received directly from the Commission of Graduates
of Foreign Nursing Schools;
(D) current competence in oral and written Eng-
lish as evidenced by receipt of current, valid scores
directly from the approved testing service or from
CGFNS verifying successful completion of:

(i) Test of English for International Commu-
nication (TOEIC), to include the Listening and
Reading Test, and the Speaking and Writing Test
of the Educational Testing Service, or
(ii) International English Language Testing
System (IELTS), or
(iii) Test of English as a Foreign Language In-
ternet-based test (TOEFL iBT) of the Educational
Testing Service, or
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(iv) Michigan English Language Assessment
Battery (MELAB).

(E) An evaluation of educational credentials as evi-
denced by:

(i) CGFNS Certificate Status or Visa Screen
Certificate; or
(ii) CGFNS Healthcare Profession and Sci-
ence Course-by-Course Report or Credentials
Evaluation Service Professional Report;
(iii) Reports received from CGFNS must have
been completed within the five (5) years immedi-
ately preceding the date of application for licen-
sure by endorsement. The five-year requirement
is waived if the applicant holds a license in another
state.

(F) Evidence of either:
(i) successful completion of the National
Council Licensure Examination for Registered
Nurses since July 1, 1982; or
(ii) passing the State Board Test Pool Exami-
nation for Registered Nurse licensure prior to July
1, 1982;

(2) The requirements for competence in spoken and
written English are waived for applicants who are:

(A) Graduates of nursing education programs
taught in English in Australia, Canada (except Que-
bec), Ireland, New Zealand, the United Kingdom,
Trinidad, Tobago, Jamaica, Barbados, South Africa,
and the United States.
(B) Licensed in another US State or Territory, have
successfully completed the licensure examination
approved by the Board and provide evidence of at
least one year full-time equivalent work experience in
a clinical setting as a Registered Nurse in the state or
territory of licensure.

(3) Applicants must submit a completed application
and the required fee.

(e) Temporary license for endorsement applicants.
(1) A temporary license may be issued to the applicant
on proof of:

(A) Current unrestricted licensure in another state,
territory or country with no history of arrest or disci-
plinary action requiring further review;
(B) Evidence of having successfully passed the li-
censure examination adopted by the Oklahoma Board
of Nursing;
(C) Evidence of meeting educational qualifica-
tions through completion of a state board-approved
nursing education program meeting the educational
standards established by the Board, or an evaluation
of educational credentials and nursing licensure or
registration as required in country of origin for the
foreign-educated nurse as evidenced by:

(i) Commission on Graduates of Foreign
Nursing Schools (CGFNS) Healthcare Profession
and Science Course-by-Course Report or Creden-
tials Evaluation Service Professional Report with

verification of equivalent educational credentials
and unrestricted licensure in country of origin, or
(ii) Commission on Graduates of Foreign
Nursing Schools (CGFNS) Certificate status or
Visa Screen Certificate, accompanied by a verifi-
cation of graduation from a government approved
nursing education program, the translated tran-
script, and verification of unrestricted nursing
licensure or registration as required in country of
graduation;

(D) Payment of the fee for licensure by endorse-
ment and temporary license;
(E) Foreign-educated applicants must pro-
vide evidence of current competence in oral and
written English by meeting the requirements of
485:10-7-2(d)(1)(D) unless 485:10-7-2(d)(2) applies;
(F) Demonstrating evidence of continued qualifi-
cations for practice through meeting the requirements
of 485:10-7-2(a)(6) and (7); and
(G) Submission of fingerprint images with the fee
established by the Oklahoma State Bureau of Investi-
gation and/or vendor for the purpose of permitting a
state and national criminal history records search to
be completed.

(2) The temporary license may not be issued for a pe-
riod longer than ninety (90) days.
(3) The temporary license may be extended, but such
period shall be no longer than one (1) year for any appli-
cant.

SUBCHAPTER 11. DISCIPLINARY ACTION

485:10-11-1. Denial, revocation or suspension of
license or certificate

(a) Causes. Causes for denial, revocation or suspension of
license or certificate as a Registered Nurse, Licensed Practical
Nurse, Advanced Practice Registered Nurse and/or Authoriza-
tion for Prescriptive Authority or Authority to Order, Select,
Obtain, and Administer Drugs, or as an Advanced Unlicensed
Assistant are as defined in 59 O.S. Section 567.8.
(b) Definitions. The following definitions relate to the
causes for disciplinary action as specified in the statutes.

(1) The terms "deceit or material misrepresentation"
shall include but not be limited to:

(A) false representation of facts in connection with
an application for licensure, or certificate, or renewal
of license; or application for recognition as an ad-
vanced practitioner; or
(B) false representation by having another person
appear in her/his place for the licensing examination.

(2) Sufficient knowledge or reasonable skill means ad-
herence to minimal standards of acceptable practical nurse
practice, registered nurse practice, advanced registered
nurse practice, or advanced unlicensed assistant's practice
generally prevailing in the State of Oklahoma.
(3) Unprofessional conduct is behavior (acts, knowl-
edge, and practices) which fails to conform to the accepted
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standards of the nursing profession, or advanced unli-
censed assistant's activities generally prevailing in the
State of Oklahoma and which could jeopardize the health
and welfare of the people which shall include but not be
limited to the following:

(A) inaccurate recording, falsifying, altering or
inappropriate destruction of patient records; or
(B) verbally or physically abusing patients; or
(C) falsely manipulating drug supplies, narcotics or
patient records; or
(D) appropriating. without. authority medications,
supplies or personal items of
the patient or agency; or
(E) falsifying documents submitted to the Board of
Nursing; or
(F) leaving a nursing assignment or patient care
assignment without properly advising appropriate
personnel; or
(G) violating the confidentiality of information or
knowledge concerning the patient by any means; or
(H) conduct detrimental to the public interest; or
(I) discriminating in the rendering of nursing ser-
vices or patient care assignment; or
(J) aiding and abetting the practice of practical
nursing, registered nursing, advanced practice reg-
istered nursing, or advanced unlicensed assistive
persons by any person not licensed as a Licensed
Practical Nurse or a Registered Nurse or an Advanced
Practice Registered Nurse or not certified as an Ad-
vanced Unlicensed Assistant; or
(K) impersonating any applicant or acting as proxy
for the applicant in any examination required for the
issuance of a license or certificate; or
(L) impersonating another licensed or certified
practitioner, or permitting another person to use
her/his license, certificate, or certificate of recogni-
tion for any purpose; or
(M) aiding, abetting or assisting any other person
to violate or circumvent any law or rule or regulation
intended to guide the conduct of a Registered Nurse,
Licensed Practical Nurse, Advanced Practice Regis-
tered Nurse, or Advanced Unlicensed Assistant; or
(N) forging a prescription for medication, drugs, or
supplies or equipment; or
(O) presenting a forged prescription; or
(P) selling or attempting to sell drugs or controlled
substances or otherwise making such drugs available
without authority to self, friends, or family members;
or
(Q) engaging in conduct with a patient or key party,
inside or outside the health care setting that is sexual
or may reasonably be interpreted as sexual, or in any
verbal behavior that is seductive or sexually demean-
ing to a patient or key party, or engaging in sexual
exploitation of a patient or key party. Patient or key
party consent to, or initiation of, a relationship is not a
defense; or

(R) obtaining money, property or services from
a patient, other than reasonable fees for service
provided to the patient, through the use of undue in-
fluence, harassment, duress, deception or fraud; or
(S) engaging in fraudulent billing practices, in-
cluding violations of federal Medicare and Medicaid
laws or state medical assistance laws; or
(T) failure to maintain proper custody and control
of controlled dangerous substances of the patient or
agency; or
(U) diversion or attempts to divert drugs or con-
trolled substances; or
(V) failure to cooperate with a lawful investigation
by Board of Nursing staff.

(4) Conduct which jeopardizes a patient's life, health or
safety shall include but not be limited to the following:

(A) Failure of a Licensed Practical Nurse, a Regis-
tered Nurse, or Advanced Practice Registered Nurse
to supervise adequately the performance of acts by
any person working at the nurse's direction; or
(B) Delegating or accepting the delegation of a
nursing function or a prescribed health care function
when the delegation or acceptance could reasonably
be expected to result in unsafe or ineffective patient
care; or
(C) Unauthorized alterations of medications; or
(D) Failure to utilize appropriate judgment in
administering safe nursing practice or patient care
assignment based upon the level of nursing for which
the individual is licensed or recognized; or
(E) Failure to exercise technical competence in car-
rying out nursing care or patient care assignment; or
(F) Performing new nursing techniques, proce-
dures or patient care activities without proper educa-
tion and preparation; or
(G) Failure to report through the proper channels
the unsafe or illegal practice of any person who is
providing nursing care or patient care.

(5) Conduct that violates professional boundaries is be-
havior that jeopardizes or could impair the relationship of
trust that should exist between nurse and patient. Nurses
must be able to recognize the appropriate interpersonal
boundaries in all places and at all times for the duration of
any therapeutic relationship. It is immaterial whether the
boundary violation is instituted by the nurse or the patient;
the nurse is the professional in the nurse-patient relation-
ship.

SUBCHAPTER 15. REQUIREMENTS FOR
PRACTICE AS AN ADVANCED PRACTICE

REGISTERED NURSE

485:10-15-9. Practice as a Certified Registered Nurse
Anesthetist

(a) Educational preparation. An applicant for licensure
as a Certified Registered Nurse Anesthetist must provide
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evidence of successful completion of a nurse anesthesia ed-
ucation program accredited by the American Association of
Nurse Anesthetists' Council on Accreditation of Nurse Anes-
thesia Educational Programs. Effective January 1, 2016, the
applicant for initial licensure or licensure by endorsement as
a Certified Registered Nurse Anesthetist must hold a gradu-
ate-level degree from a program preparing the graduate for
certification as a nurse anesthetist accredited by the American
Association of Nurse Anesthetists' Council on Accreditation of
Nurse Anesthesia Educational Programs.
(b) Certification. The applicant for initial licensure or
licensure by endorsement as a Certified Registered Nurse
Anesthetist must hold current certification as a nurse anes-
thetist through the National Board forof Certification and
Recertification offor Nurse Anesthetists.

SUBCHAPTER 18. PRESCRIPTIVE AUTHORITY
FOR CRNA

485:10-18-3. Renewal
The application for renewal of authority to order, select,

obtain and administer drugs shall:
(1) be concurrent with the two-year RN and advanced
practice registered nursing licensure renewal;
(2) include:

(A) a completed application containing such infor-
mation as the Board may prescribe and required fee;
(B) documentation verifying satisfactory comple-
tion of a minimum of eight (8) units of continuing
education in advanced pharmacology relating to the
administration of anesthesia, as recognized by the
Council on Certification of Nurse Anesthetists
or the Council on Recertification of Nurse Anes-
thetistsNational Board of Certification and Recertifi-
cation for Nurse Anesthetists, completed during the
two (2) years immediately preceding renewal.

[OAR Docket #17-433; filed 6-15-17]

TITLE 655. SECRETARY OF STATE
CHAPTER 10. ADMINISTRATIVE RULES

ON RULEMAKING

[OAR Docket #17-434]

RULEMAKING ACTION:
PERMANENT final adoption

RULES:
Subchapter 7. Preparation of Documents
Part 3. Rule Documents
655:10-7-11. Preamble [AMENDED]

AUTHORITY:
Secretary of State; 75 O.S., §§ 250 et seq.

SUBMISSION OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:

January 24, 2017
COMMENT PERIOD:

February 15, 2017 through March 17, 2017

PUBLIC HEARING:
March 17, 2017

ADOPTION:
March 22, 2017

SUBMISSION OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:

March 29, 2017
APPROVED BY GOVERNOR’S DECLARATION:

Approved by Governor's declaration on June 13, 2017
FINAL ADOPTION:

June 13, 2017
EFFECTIVE:

September 1, 2017
SUPERSEDED EMERGENCY ACTIONS:

n/a
INCORPORATIONS BY REFERENCE:

n/a
GIST/ANALYSIS:

Amendments to the Secretary of State's Administrative Rules on
Rulemaking (ARR) [OAC 655:10] are proposed to reflect statutory revisions
to the Administrative Procedures Act (APA) enacted last session in SB 912,
effective November 1, 2016.

655:10-7-11(b)(18) is amended to comply with gist provision enacted
in § 1 of SB 912 (amending 75 O.S., § 251), by creating preamble heading
"GIST/ANALYSIS:".
CONTACT PERSON:

Peggy Coe, Director, Office of Administrative Rules, 421 NW 13th St.,
Suite 220, Oklahoma City, OK 73103, (405) 521-4911.

PURSUANT TO THE ACTIONS DESCRIBED HEREIN,
THE FOLLOWING RULES ARE CONSIDERED
FINALLY ADOPTED AS SET FORTH IN 75 O.S.,
SECTIONS 250.3(5) AND 308(E), WITH AN EFFECTIVE
DATE OF SEPTEMBER 1, 2017:

SUBCHAPTER 7. PREPARATION OF
DOCUMENTS

PART 3. RULE DOCUMENTS

655:10-7-11. Preamble
(a) Use; location; format.

(1) Use. Each rule document submitted for Register
publication, and each emergency or preemptive rule doc-
ument submitted to the Governor and the Legislature,
must begin with a document heading [see 655:10-7-3],
followed by a preamble prepared pursuant to this Sec-
tion. The preamble is followed by the enacting clause
[see 655:10-7-13]; except, if the text of the rules exceeds
75 pages, the preamble is followed by the summary [see
655:10-7-12]. [See also 655:10-7-51 (relating to rule
document scope)]
(2) Location. The preamble begins two single spaces
below the document heading [see 655:10-7-3].
(3) Format.

(A) The preamble must be single-spaced.
(B) The preamble must include the headings and
information required in (b) of this Section, formatted
pursuant to the following:

(i) Begin each heading and subheading at the
left margin.
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(ii) Begin the contents required for each head-
ing and subheading on the first line below the
heading or subheading.
(iii) Indent the first line of the contents, but do
not indent subsequent lines of the contents; except,
when listing rules under the heading RULES [see
(b)(2) of this Section], begin each rule number on a
separate indented line under the heading.

(b) Content. The preamble must be prepared in the style de-
scribed in (a)(3) of this Section and must contain the following
headings and information:

(1) Rulemaking action. Under the bolded heading
"RULEMAKING ACTION:", type one of the following:

(A) If permanent rules, type "PERMANENT final
adoption."
(B) If emergency rules, type "EMERGENCY
adoption."
(C) If preemptive rules, type "PREEMPTIVE
adoption."

(2) Rules. Under the bolded heading "RULES:", iden-
tify adopted rules (if emergency or preemptive) or finally
adopted rules (if permanent) pursuant to the following:

(A) Less than 30 Sections/Appendices affected.
If less than 30 Sections and/or Appendices are added,
amended, revoked, renumbered, and/or reserved:

(i) cite each Section and Appendix, followed
by the word [NEW], [AMENDED], [REVOKED],
[RENUMBERED], [AMENDED AND RENUM-
BERED], or [RESERVED]. If consecutive Sec-
tions or Appendices are added, amended, revoked,
renumbered, or reserved, they may be grouped
together (e.g., 10:10-1-5 through 10:10-1-9
[AMENDED]; 10:10-1-10 and 10:10-1-11 [RE-
VOKED]; 10:10-1-15 through 10:10-1-17 [NEW];
Appendix C through Appendix G [NEW]), and
(ii) include all applicable Subchapter and
Part numbers and headings, and add [NEW] or
[REVOKED] following the headings of Sub-
chapter and Parts that are added or revoked. If a
heading is being amended, identify the changes
using strikeouts and underscoring as described in
655:10-5-3(b).

(B) 30 or more Sections/Appendices affected.
If 30 or more Sections and/or Appendices are added,
amended, revoked, renumbered, and/or reserved:

(i) cite the Chapter number and heading,
rather than citing each Section and Appendix, and:
(ii) identify whether the Chapter itself is new,
amended, or revoked, as follows:

(I) New Chapter. If the Chapter is a new
Chapter, add the word [NEW] following the
Chapter number and heading.
(II) Revoked Chapter. If the entire Chap-
ter is revoked (i.e., every Section and Appen-
dix in the Chapter, except those previously
reserved, renumbered, or revoked, is being re-
voked), add the word [REVOKED] following
the Chapter number and heading.

(III) Amended Chapter. If an existing
Chapter is amended (i.e., Sections/Appendices
are added, amended, revoked, renumbered,
and/or reserved), add the word [AMENDED]
following the Chapter number and heading. If
the Chapter heading is being amended, identify
the changes using strikeouts and underscoring
as described in 655:10-5-3(b).

(3) Authority. Under the bolded heading "AUTHOR-
ITY:":

(A) identify the rulemaking entity, as defined in
655:10-1-2, and
(B) cite the statute or other legal instrument which
authorizes the promulgation of rules for this area of
control, or the statute or other legal instrument which
authorizes the rules. Do not cite APA statutes which
authorize rulemaking procedures except when pro-
mulgating "required rules" pursuant to 655:10-5-7.

(4) Submission of proposed rules to Governor and
Cabinet Secretary.

(A) Permanent rules. If the rules are permanent
rules, under the bolded heading "SUBMISSION
OF PROPOSED RULES TO GOVERNOR AND
CABINET SECRETARY:", cite the date the pro-
posed rules were submitted to the Governor and the
agency's Cabinet Secretary for review, as required by
Executive Order 2013-34.
(B) Emergency, preemptive rules. If the rules
are emergency or preemptive rules, do not include
this heading or the information described in this para-
graph.

(5) Comment period. Under the bolded heading
"COMMENT PERIOD:", cite one of the following:

(A) Permanent rules. If the rules are permanent
rules, cite the beginning date and ending date of the
comment period announced in the published Notice
of Rulemaking Intent.
(B) Emergency, preemptive rules. If the rules are
emergency or preemptive rules AND if a comment
period was announced in a published Notice of Rule-
making Intent, cite the beginning date and ending date
of the comment period. Do not include this heading
or this information if no comment period was held
or announced in the Register for the emergency or
preemptive rules.

(6) Public hearing. Under the bolded heading "PUB-
LIC HEARING:", cite one of the following:

(A) Permanent rules. If the rules are permanent
rules, cite one of the following:

(i) the date of the public hearing, if one was
announced in a published Notice of Rulemaking
Intent, or
(ii) "None held or requested" if a public hear-
ing was not scheduled and not demanded pursuant
to 75 O.S., Section 303(C).

(B) Emergency, preemptive rules. If the rules
are emergency or preemptive rules AND if a pub-
lic hearing was announced in a published Notice of
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Rulemaking Intent, cite the date of the public hearing.
Do not include this heading or this information if no
public hearing was held or announced in the Register
for the emergency or preemptive rules.

(7) Adoption. Under the bolded heading "ADOP-
TION:", cite the date the rules were adopted by the
rulemaking entity.
(8) Submission of adopted rules to Governor and
Legislature.

(A) Permanent rules. If the rules are permanent
rules, under the bolded heading "SUBMISSION
OF ADOPTED RULES TO GOVERNOR AND
LEGISLATURE:", cite the date the adopted perma-
nent rules were submitted to the Governor, Speaker
of the House of Representatives , and President Pro
Tempore of the Senate pursuant to 75 O.S., Section
303.1(A).
(B) Emergency, preemptive rules. If the rules
are emergency or preemptive rules, do not include the
heading or information described in this paragraph.

(9) Legislative approval.
(A) Permanent rules. If the rules are permanent
rules AND if the rules were approved by a joint or
omnibus joint resolution AND if the resolution was
either approved by the Governor pursuant to OKLA.
Const. Art. 6, § 11 or the Governor's veto was over-
ridden by the Legislature, under the bolded heading
"LEGISLATIVE APPROVAL:", type "Approved
[effective date of joint or omnibus resolution approv-
ing the permanent rule(s)] by [number of joint or
omnibus resolution]." The effective date is the day the
resolution was either approved by the Governor pur-
suant to OKLA. Const. Art. 6, § 11 or the Governor's
veto was overridden by the Legislature.
(B) Emergency, preemptive rules. If the rules
are emergency or preemptive rules, do not include
the heading or the information described in this para-
graph.

(10) Legislative disapproval.
(A) Permanent rules. If the rules are permanent
rules AND the rules were disapproved by an omnibus
joint resolution AND the resolution was either ap-
proved by the Governor pursuant to OKLA. Const.
Art. 6, § 11 or the Governor's veto was overridden
by the Legislature, under the bolded heading "LEG-
ISLATIVE DISAPPROVAL:", type "Disapproved
[effective date of omnibus joint resolution disapprov-
ing the permanent rule(s)] by [number of omnibus
joint resolution]." The effective date is the day the
resolution was approved by the Governor or the Gov-
ernor's veto was overridden by the Legislature.
(B) Emergency, preemptive rules. If the rules
are emergency or preemptive rules, do not include
the heading or the information described in this para-
graph.

(11) Approval by Governor's declaration.

(A) Permanent rules. Under the bolded heading
"APPROVED BY GOVERNOR'S DECLARA-
TION:", type "Approved by Governor's declaration
on (date of Governor's declaration)" if the rules are
permanent rules AND the rules were:

(i) approved by a Governor's declaration
AFTER being disapproved by an omnibus joint
resolution that was either approved by the Gover-
nor pursuant to OKLA. Const. Art. 6, § 11 or the
Governor's veto was overridden by the Legislature
[75:308.3(D)(3)], or
(ii) filed with the Legislature on or before
April 1 AND the rules were approved by Gover-
nor's declaration AFTER the Legislature failed to
pass an omnibus joint resolution prior to sine die
adjournment of the Legislature [75:308.3(D)(4)],
or
(iii) approved by a Governor's declaration
AFTER being approved by an omnibus joint res-
olution that was found by the Governor to have a
technical legal defect preventing approval of ad-
ministrative rules intended to be approved by the
Legislature [75:308.3(D)(4)].

(B) Emergency, preemptive rules. If the rules
are emergency or preemptive rules, do not include
the heading or the information described in this para-
graph.

(12) Final adoption.
(A) Permanent rules. If the rules are permanent
rules, under the bolded heading "FINAL ADOP-
TION:", cite the date of final adoption. The final
adoption date is the date that one of the following
occurs:

(i) the date the Governor approves a joint or
omnibus joint resolution approving the rules, or
the date the Governor's veto of the resolution is
overridden by the Legislature [see OKLA. Const.
Art. 6, § 11 (relating to gubernatorial actions on
legislation)];
(ii) the date the Governor vetoes a joint or
omnibus joint resolution disapproving the rules,
provided the veto is not overridden by the Legisla-
ture; or
(iii) the date the rules are approved by a Gov-
ernor's declaration as described in (11)(A) of this
subsection.

(B) Emergency, preemptive rules. If the rules
are emergency or preemptive rules, do not include the
heading or information described in this paragraph.

(13) Effective. Under the bolded heading "EFFEC-
TIVE:", cite one of the following:

(A) Permanent rules. If the rules are permanent,
cite an effective date that is at least ten days after the
date the rules will be published in the Register [see
655:10-9-3 (relating to Register publication dates and
filing deadlines)]. Do not cite "ten days after publica-
tion in the Register."
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(B) Emergency rules. If the rules are emergency,
cite one of the following:

(i) Effective immediately upon Governor's
approval. If the emergency rules will be effective
immediately upon approval by the Governor, type
"Immediately upon Governor's approval";
(ii) Contingent effective date. If the emer-
gency rules will be effective on a specific date
that falls within the Governor's 45 calendar-day
review period, but is contingent upon whether or
not the Governor has already approved the rules,
type "Immediately upon Governor's approval or
(specific date), whichever is later"; or
(iii) Later effective date. If the emergency
rules will be effective on a specific date that fol-
lows the completion of the Governor's 45 calen-
dar-day review period, type the specific effective
date [see 75:253(F)(1)].

(C) Preemptive rules. If the rules are preemptive,
cite one of the following:

(i) Effective immediately upon Governor's
approval. If the preemptive rules will be effective
immediately upon approval by the Governor, type
"Immediately upon Governor's approval";
(ii) Contingent effective date. If the pre-
emptive rules will be effective on a specific date
that falls within the Governor's 28 calendar-day
review period, but is contingent upon whether or
not the Governor has already approved the rules,
type "Immediately upon Governor's approval or
(specific date), whichever is later"; or
(iii) Later effective date. If the preemptive
rules will be effective on a specific date that fol-
lows the completion of the Governor's 28 calen-
dar-day review period, type the specific effective
date [see 75:250.6(B)(6)].

(14) Expiration.
(A) Emergency rules. If the rules are emergency
rules, under the bolded heading "EXPIRATION:",
cite one of the following:

(i) Latest possible expiration date.
(I) Effective on or before first day of
session. If the emergency rules will be in effect
on the first day of the session and therefore will
be null and void on September 15 immediately
following sine die adjournment of the Legisla-
ture [75:253(H)(3)(a)], type "Effective through
September 14, (same year), unless superseded
by another rule or disapproved by the Legisla-
ture."
(II) Effective after first day of session. If
the emergency rules will become effective after
the first day of the session and therefore will
not be null and void until September 15 follow-
ing sine die adjournment of the next legislative
session, type "Effective through September 14,
(next year), unless superseded by another rule
or disapproved by the Legislature.

(ii) Earlier expiration date. If the emergency
rules will expire on a date that is earlier than the
latest possible expiration date for the rules, as de-
scribed in (i)(I) and (II) of this subparagraph, type
"Expires (date), unless superseded by another rule
or disapproved by the Legislature."

(B) Permanent, preemptive rules. If the rules
are permanent or preemptive rules, do not include
the heading or information described in (A) of this
paragraph.

(15) Superseded emergency actions; expired emer-
gency rules.

(A) Superseded emergency actions. Under the
bolded heading "SUPERSEDED EMERGENCY
ACTIONS:", cite one of the following:

(i) Rules that do NOT supersede emergency
rules. If the rules are permanent, emergency, or
preemptive rules and do not supersede any emer-
gency rules, type "n/a."
(ii) Rules that DO supersede emergency
rules. If the rules are permanent, emergency, or
preemptive rules and do supersede an emergency
action, include the information in (I) through (IV)
of this unit. If more than one emergency action is
being superseded, repeat (I) through (IV) for each
action.

(I) Superseded rules. Under the bolded
subheading "Superseded rules:", identify the
superseded emergency rules by citing each Sec-
tion and Appendix being superseded, followed
by the word [NEW], [AMENDED], [RE-
VOKED], [RENUMBERED], [AMENDED
AND RENUMBERED], or [RESERVED].
(II) Gubernatorial approval. Under
the bolded subheading "Gubernatorial ap-
proval:", cite the date the superseded emer-
gency rules were approved by the Governor.
(III) Register publication. Under the
bolded subheading "Register publication:",
include the full citation to the Register publi-
cation of the superseded emergency rules. [see
655:10-15-6 (relating to citing the Register)]
(IV) Docket number. Under the bolded
subheading "Docket number:", cite the docket
number assigned to the rule document which
contains the superseded emergency rule(s).

(B) Expired emergency rules. If a Section or
Appendix was added, revoked, amended, reserved, or
renumbered by emergency rulemaking and will not be
superseded by a permanent or preemptive action prior
to its expiration, the agency must notify the OAR
pursuant to 655:10-5-6(d).

(16) Incorporations by reference. Under the bolded
heading "INCORPORATIONS BY REFERENCE:",
cite one of the following:

(A) Rules that do NOT incorporate by refer-
ence. If the rules do not incorporate any standards
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or rules by reference, type "n/a." [See 75:251(D) and
655:10-5-15 relating to incorporations by reference]
(B) Rules that DO incorporate by reference. If
the rules incorporate by reference the published stan-
dards or rules of nationally recognized organizations
and technical societies, other state agencies, or fed-
eral agencies pursuant to 75 O.S., Section 251(D) and
655:10-5-15, include the information in (i) through
(iii) of this subparagraph.

(i) Incorporated standards. Under the
bolded subheading "Incorporated standards:",
identify the incorporated standards by the proper
title, edition, volume number, date, etc.
(ii) Incorporating rules. Under the bolded
subheading "Incorporating rules:", identify the
Section(s) or Appendix(ces) which incorporates
the standards by reference.
(iii) Availability. Under the bolded subhead-
ing "Availability:", cite the hours when and the
place where the standards are readily available to
the public for examination at the administrative
offices of the agency [75:251(D)].

(17) Finding of emergency.
(A) Emergency rules. If the rules are emergency
rules, under the bolded heading "FINDING OF
EMERGENCY:", include substantial evidence
that the rule is necessary as an emergency measure
[75:253(A)(1)], based on criteria set out in 75 O.S.,
Section 253(A).

(B) Permanent, preemptive rules. If the rules
are permanent or preemptive rules, do not include the
heading or information described in this paragraph.

(18) Analysis. Gist/Analysis. Under the bolded head-
ing "ANALYSIS:" "GIST/ANALYSIS:", prepare, in
plain language, a statement of the gist of the rules and an
analysis of new or amended rules [75:251(B)(2)(f)]. The
analysis shall include but not be limited to:

(A) a reference to any statute that the rule in-
terprets, any related statute or any related rule
[75:251(B)(2)(f)], and
(B) a reference to any rule requiring a new or re-
vised form [75:251(B)(2)(e)].

(19) Contact person. Under the bolded heading "CON-
TACT PERSON:", include the name and phone number
of a contact person for information regarding the rulemak-
ing action. Additional contact information, such as email
address or fax number, may also be included under this
heading.
(20) Additional information. Under the bolded head-
ing "ADDITIONAL INFORMATION:", cite any
additional information determined by the agency to be
pertinent. The use of this category is optional.

[OAR Docket #17-434; filed 6-15-17]
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Executive Orders
As required by 75 O.S., Sections 255 and 256, Executive Orders issued by the Governor of Oklahoma are published in both the

Oklahoma Register and the Oklahoma Administrative Code. Executive Orders are codified in Title 1 of the Oklahoma Administrative
Code.

Pursuant to 75 O.S., Section 256(B)(3), "Executive Orders of previous gubernatorial administrations shall terminate ninety (90)
calendar days following the inauguration of the next Governor unless otherwise terminated or continued during that time by Executive
Order."

TITLE 1. EXECUTIVE ORDERS

1:2017-22.

EXECUTIVE ORDER 2017-22

I, Mary Fallin, Governor of the State of Oklahoma, hereby
direct the appropriate steps be taken to fly all American and
Oklahoma flags on State property at half-staff from 8:00 a.m.
to 5:00 p.m. on Monday, July 31, 2017, to honor Lieutenant
Heath Meyer, who passed away on July 24, 2017, from critical
injuries sustained on July 14, 2017, while honorably serving in
the line of duty for the Oklahoma Highway Patrol.

Lt. Meyer was a graduate of the 55th OHP Academy in
2005 and was promoted to Lieutenant in February of 2014. Lt.
Meyer was a family man and leaves behind an adoring wife
and two daughters. His service to our state, faith in God and
steadfast commitment to his family will never be forgotten.

This executive order shall be forwarded to the Division of
Capital Assets Management, who shall cause the provisions

of this order to be implemented by all appropriate agencies of
state government.

IN WITNESS WHEREOF, I have hereunto set my hand and
caused the Great Seal of the State of Oklahoma to be affixed at
Oklahoma City, Oklahoma, this 27th day of July, 2017.

BY THE GOVERNOR OF THE
STATE OF OKLAHOMA

Mary Fallin

ATTEST:
Dave Lopez
Secretary of State

[OAR Docket #17-669; filed 7-27-17]
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