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*to be completed by MSB Board Coordinator 


Title of Rule: Revision to the Medical Assistance Act Rule concerning Prudent 
Layperson Standard for Emergency Care Services, Sections 8.300.1, 
8.320.1, 8.754.2, 8.754.5 


Rule Number: MSB 22-01-04-A 
Division / Contact / Phone: Health Programs / Russ Zigler / 303-866-5927 


SECRETARY OF STATE 


RULES ACTION SUMMARY AND FILING INSTRUCTIONS 
 


SUMMARY OF ACTION ON RULE(S) 


1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board 
 


2. Title of Rule: MSB 22-01-04-A, Revision to the Medical Assistance Act Rule 
concerning Prudent Layperson Standard for Emergency Care 
Services, Sections 8.300.1, 8.320.1, 8.754.2, 8.754.5 


 
3. This action is an adoption of: an amendment 
 
4. Rule sections affected in this action (if existing rule, also give Code of Regulations 


number and page numbers affected):  
Sections(s) 8.300.1, 8.320.1, 8.754.2, 8.754.5 Colorado Department of Health Care 
Policy and Financing, Staff Manual Volume 8, Medical Assistance (10 CCR 2505-10). 
 


5. Does this action involve any temporary or emergency rule(s)? No 
If yes, state effective date:       
Is rule to be made permanent? (If yes, please attach notice of hearing). Yes 


 


PUBLICATION INSTRUCTIONS* 
 
Replace the current text at 8.300.1 with the proposed text beginning at 8.300.1.I 
through the end of 8.300.1.I. Replace the current text at 8.320 with the proposed text 
beginning at 8.320.1.D through the end of 8.320.1.D. Replace the current text at 8.754 
with the proposed text beginning at 8.754.2.A through the end of 8.754.2.A.6. Replace 
the current text at 8.754 with the proposed text beginning at 8.754.5.E through the end 
of 8.754.5.E. This rule is effective June 30, 2022.
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Initial Review  04/08/22 Final Adoption  05/13/22 
Proposed Effective Date 06/30/22 Emergency Adoption   


DOCUMENT #06 


Title of Rule: Revision to the Medical Assistance Act Rule concerning Prudent Layperson 
Standard for Emergency Care Services, Sections 8.300.1, 8.320.1, 8.754.2, 
8.754.5 


Rule Number: MSB 22-01-04-A 
Division / Contact / Phone: Health Programs / Russ Zigler / 303-866-5927 


STATEMENT OF BASIS AND PURPOSE 


1. Summary of the basis and purpose for the rule or rule change.  (State what the rule says or 
does and explain why the rule or rule change is necessary). 


This rule revision will update the Emergency Care Services definition in the Hospital Services 
rule to include required language regarding the prudent layperson standard and reference 
that definition in the Client Co-Payment rule to align with federal regulations. In addition, it 
requires hospitals to comply with the requirements of federal law for assessing whether a 
member’s services qualify as emergency care services and are therefore exempt from cost 
sharing. 


2. An emergency rule-making is imperatively necessary 


 to comply with state or federal law or federal regulation and/or 
 for the preservation of public health, safety and welfare. 


Explain: 


      


3. Federal authority for the Rule, if any: 


42 CFR §§ 447.51, .54(d)(2), 42 CFR 438.114(a)  


4. State Authority for the Rule: 


Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2021); 
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Title of Rule: Revision to the Medical Assistance Act Rule concerning Prudent 
Layperson Standard for Emergency Care Services, Sections 8.300.1, 
8.320.1, 8.754.2, 8.754.5 


Rule Number: MSB 22-01-04-A 
Division / Contact / Phone: Health Programs / Russ Zigler / 303-866-5927 


REGULATORY ANALYSIS 


1. Describe the classes of persons who will be affected by the proposed rule, including 
classes that will bear the costs of the proposed rule and classes that will benefit 
from the proposed rule. 


Members seeking emergency care services and hospitals will be affected by this rule. 
The prudent layperson standard will be applied to determine if member cost sharing 
is applicable. Hospitals will bear the cost of determining whether the services qualify 
as emergency care services. 


2. To the extent practicable, describe the probable quantitative and qualitative impact 
of the proposed rule, economic or otherwise, upon affected classes of persons. 


The Department anticipates no fiscal impact from the proposed rule change. 


3. Discuss the probable costs to the Department and to any other agency of the 
implementation and enforcement of the proposed rule and any anticipated effect on 
state revenues. 


Hospitals will be responsible for applying the emergency care services definition 
when determining whether members are responsible for cost sharing associated 
with non-emergency services. The Department does not anticipate any changes to 
the costs to the Department as costs sharing for non-emergency services are 
already incorporated into the Departments budget. 


4. Compare the probable costs and benefits of the proposed rule to the probable costs 
and benefits of inaction. 


The probable cost of the proposed rule is hospitals applying the prudent layperson 
standard when determining whether services meet the emergency care services 
definition. The benefit of the proposed rule is aligning with federal regulations. The 
cost of inaction is misalignment with federal regulations. There are no benefits to 
inaction. 


5. Determine whether there are less costly methods or less intrusive methods for 
achieving the purpose of the proposed rule. 
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There are no less costly methods to align with federal regulations.  


6. Describe any alternative methods for achieving the purpose for the proposed rule 
that were seriously considered by the Department and the reasons why they were 
rejected in favor of the proposed rule. 


There are no alternative methods for aligning with federal regulations. 







 


 


8.300 HOSPITAL SERVICES 


8.300.1  Definitions 
 
 
 


8.300.1.I. Emergency Care Services, for the purposes of this rule, means services for a medical 
condition, including active labor and delivery, manifested by acute symptoms of sufficient 
severity, including severe pain, that a prudent layperson, who possesses an average knowledge 
of health and medicine, for which the absence of immediate medical attention could reasonably 
be expected the absence of immediate medical attention to result in: (1) placing the client’s health 
in serious jeopardy, (2) serious impairment to bodily functions or (3) serious dysfunction of any 
bodily organ or part. 


 


 


8.320 COMMUNITY CLINIC, INCLUDING FREESTANDING EMERGENCY DEPARTMENTS 


8.320.1  Definitions 


 


 


D. Emergency Care Services, for the purposes of this rule, means services for a medical 
condition, including active labor and delivery, manifested by acute symptoms of sufficient 
severity, including severe pain, for which the absence of immediate medical attention 
could reasonably be expected to result in: (1) placing the client’s health in serious 
jeopardy, (2) serious impairment to bodily functions or (3) serious dysfunction of any 
bodily organ or parthas the same meaning as Section 8.300.1.I.  


 


 


 


8.754.1 CLIENT CO-PAYMENT 


 


 


8.754.2 NON-EMERGENCY SERVICES 


Non-emergency services rendered in the hospital outpatient emergency room are subject to a $6.00 co-
payment per visit. 


8.754.2.A. Providers may not assess a $6.00 co-payment for non-emergency services provided in 
the emergency room unless they have first: 







 


 


1. Determined that the medical condition does not meet the threshold for emergency care 
services, as defined at 10 C.C.R. 2505-10, Section 8.300.1.I; 


2. Informed the client that the condition does not require emergency care services; 


3. Informed the client of the amount of their cost sharing obligation for non-emergency 
services provided in the emergency room; 


4. Provided the client with the name and location of an available and accessible alternative 
non-emergency services provider; and 


5. Determine that the alternative provider can provide services to the individual in a timely 
manner with the imposition of a lesser cost sharing amount or no cost sharing if the 
individual is otherwise exempt from cost sharing; and 


1.6. Provide a referral to coordinate scheduling for treatment by the alternative provider. 


 


 


 


8.754.5.E. All emergency care services. 


1. Emergency care services means for all Medicaid clients care for any condition which is 
life threatening or requires immediate medical interventionis defined in Section 8.300.1.I. 


2. Emergency treatment can be given in the emergency room, the outpatient department, or 
a physician’s office. 


3. The attending medical personnel shall define the emergent nature of the recipient’s 
condition. 


4. For cases where it is not clear if an emergency exists, a triage of the recipient member 
may will be conducted as set forth in 10 C.C.R. 2505-10, Section 8.253.6to determine if 
the member’s condition meets the threshold for emergency care services, as defined in 
Section 8.300.1.I. 


5. There shall be no co-payment charge for the triage. 


 
 


 





		SECRETARY OF STATE

		1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board



		2. Title of Rule: MSB 22-01-04-A, Revision to the Medical Assistance Act Rule concerning Prudent Layperson Standard for Emergency Care Services, Sections 8.300.1, 8.320.1, 8.754.2, 8.754.5

		PUBLICATION INSTRUCTIONS*



		STATEMENT OF BASIS AND PURPOSE

		REGULATORY ANALYSIS
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*to be completed by MSB Board Coordinator 


Title of Rule: Revision to the Medical Assistance Act Rule concerning Qualified 
Residential Treatment Programs and Residential Child Care Facilities. 


Rule Number: MSB 22-02-10-A 
Division / Contact / Phone: Health Programs / Russ Zigler / 303-866-5927 


SECRETARY OF STATE 


RULES ACTION SUMMARY AND FILING INSTRUCTIONS 
 


SUMMARY OF ACTION ON RULE(S) 


1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board 
 


2. Title of Rule: MSB 22-02-10-A, Revision to the Medical Assistance Act Rule 
concerning Qualified Residential Treatment Programs and 
Residential Child Care Facilities. 


 
3. This action is an adoption of: an amendment 
 
4. Rule sections affected in this action (if existing rule, also give Code of Regulations 


number and page numbers affected):  
Sections(s) 8.212.1, 8.765.8, and 8.765.13, Colorado Department of Health Care Policy 
and Financing, Staff Manual Volume 8, Medical Assistance (10 CCR 2505-10). 
 


5. Does this action involve any temporary or emergency rule(s)? No 
If yes, state effective date:       
Is rule to be made permanent? (If yes, please attach notice of hearing). Yes 


 


PUBLICATION INSTRUCTIONS* 
 
Replace the current text at 8.212.1.A.13 with the proposed text beginning at 
8.212.1.A.13 through the end of 8.212.1.A.13. Replace the current text at 8.212.1.B 
with the proposed text beginning at 8.212.1.B through the end of 8.212.1.B.1. Replace 
the current text at 8.765.8.F with the proposed text beginning at 8.765.8.F through the 
end of 8.765.8.F. Replace the current text at 8.765.13.A with the proposed text 
beginning at 8.765.13 through the end of 8.765.13.A. This rule is effective June 30, 
2022.
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Initial Review  04/08/22 Final Adoption  05/13/22 
Proposed Effective Date 06/30/22 Emergency Adoption   


DOCUMENT #07 


Title of Rule: Revision to the Medical Assistance Act Rule concerning Qualified Residential 
Treatment Programs and Residential Child Care Facilities. 


Rule Number: MSB 22-02-10-A 
Division / Contact / Phone: Health Programs / Russ Zigler / 303-866-5927 


STATEMENT OF BASIS AND PURPOSE 


1. Summary of the basis and purpose for the rule or rule change.  (State what the rule says or 
does and explain why the rule or rule change is necessary). 
 
In order to comply with the Family First Prevention Services Act (U.S.H.R. 1892 – Bipartisan 
Budget Act of 2018, Title VII (February 9, 2018)), the Department will not reimburse for 
services provided in Residential Child Care Facilities after June 2022, except for Early and 
Periodic Screening, Diagnostic, and Treatment services.  The proposed rule also adds 
Qualified Residential Treatment Programs to the list of providers in Section 8.212.1.A.13. 
This section currently exempts Regional Accountable Entities (RAEs) from covering services 
provided under the Community Behavioral Health Services program for children in the 
custody of the Colorado Department of Human Services' Division of Child Welfare or Division 
of Youth Corrections who are placed into Psychiatric Residential Treatment Facilities or 
Residential Child Care Facilities. Under the proposed rule, RAEs will also be exempted from 
covering such services provided in Qualified Residential Treatment Programs. 
 


2. An emergency rule-making is imperatively necessary 


 to comply with state or federal law or federal regulation and/or 
 for the preservation of public health, safety and welfare. 


Explain: 


      


3. Federal authority for the Rule, if any: 


Pub.L. 115-123, Div. E, Title VII, § 50734, Feb. 9, 2018, 132 Stat. 252 


42 CFR 440.160 (2021)  


4. State Authority for the Rule: 


Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2021); 


 CRS § 25.5-5-202(1)(i) (2021) 
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Title of Rule: Revision to the Medical Assistance Act Rule concerning Qualified 
Residential Treatment Programs and Residential Child Care Facilities. 


Rule Number: MSB 22-02-10-A 
Division / Contact / Phone: Health Programs / Russ Zigler / 303-866-5927 


REGULATORY ANALYSIS 


1. Describe the classes of persons who will be affected by the proposed rule, including 
classes that will bear the costs of the proposed rule and classes that will benefit 
from the proposed rule. 


Members currently residing in Residential Child Care Facilities (RCCF), and RCCF 
providers, will be impacted by the proposed rule. 


2. To the extent practicable, describe the probable quantitative and qualitative impact 
of the proposed rule, economic or otherwise, upon affected classes of persons. 


RCCF providers will have costs associated with changing their model of care and the 
requirement that Qualified Residential Treatment Programs (QRTPs) be 16 beds or 
less in order to be reimbursed after June 30, 2022. For our members, services 
provided in a QRTP will be trauma-informed and designed to address the needs, 
including clinical needs, of children with serious emotional or behavioral disorders or 
disturbances, in a setting limited to 16 beds. Members who require this level of care 
will receive services within the state and better tailored to their needs. 


3. Discuss the probable costs to the Department and to any other agency of the 
implementation and enforcement of the proposed rule and any anticipated effect on 
state revenues. 


The Department anticipates the proposed rule to be budget neutral because RCCF 
services will be phased out and the RCCF funds will instead be applied to QRTP 
payment. 


4. Compare the probable costs and benefits of the proposed rule to the probable costs 
and benefits of inaction. 


The probable costs of the proposed rule are RCCF providers being required to obtain 
the Qualified Residential Treatment Program license. The probable benefit of the 
proposed rule is aligning with the Federal Family First Prevention Services Act 
(FFPSA) and aligning with Colorado Department of Human Services license 
requirements. The probable cost of inaction is non-compliance with the FFPSA. 
There are no probable benefits to inaction. 
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5. Determine whether there are less costly methods or less intrusive methods for 
achieving the purpose of the proposed rule. 


There are no less costly methods or less intrusive methods to align Department rule 
with the FFPSA and with Colorado Department of Human Services license 
requirements. 


6. Describe any alternative methods for achieving the purpose for the proposed rule 
that were seriously considered by the Department and the reasons why they were 
rejected in favor of the proposed rule. 


There are no alternative methods to align Department rule with the FFPSA and with 
Colorado Department of Human Services license requirements. 
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8.212 COMMUNITY BEHAVIORAL HEALTH SERVICES 


8.212.1 ENROLLMENT 


8.212.1.A. The following individuals are not eligible for enrollment in the Community Behavioral 
Health Services program: 


1. Qualified Medicare Beneficiary only (QMB-only). 


2. Qualified Disabled and Working Individuals (QDWI) 


3. Qualified Individuals 1 (QI 1). 


4. Special Low Income Medicare Beneficiaries (SLMB). 


5. Undocumented aliens, including non-qualified, undocumented and qualified aliens who 
have not met the five-year bar who are eligible for Federal Medicaid for care and services 
related to the treatment of an approved medical condition. 


6. Individuals enrolled in the Program of All-Inclusive Care for the Elderly (PACE). 


7. Individuals who are inpatient at the Colorado Mental Health Institute at Pueblo or the 
Colorado Mental Health Institute at Fort Logan who are: 


a. Found by a criminal court to be Not Guilty by Reason of Insanity (NGRI); 


b. Found by a criminal court to be Incompetent to Proceed (ITP); or 


c. Ordered by a criminal court to a State Institute for Mental Disease (IMD) for 
evaluation (e.g. Competency to proceed, sanity, conditional release revocation, 
pre-sentencing). 


8. Individuals between ages 21 and 64 who receive inpatient treatment who are inpatient at 
the Colorado Mental Health Institute at Pueblo or the Colorado Mental Health Institute at 
Fort Logan. 


9. Individuals who are NGRI and who are in the community on Temporary Physical 
Removal (TPR) from the Colorado Mental Health Institute at Pueblo and who are eligible 
for Medicaid are exempted from the Community Behavioral Health Services program 
while they are on TPR. TPR individuals remain under the control and care of the Institute. 


10. Classes of individuals determined by the Department to require exclusion from the 
Community Behavioral Health Services program, defined as individuals residing in State 
Regional Centers for people with developmental disabilities and associated satellite 
residences for more than 90 days. 


11. Individuals who receive an individual exemption as set forth at Section 8.212.2. 


12. Individuals while determined presumptively eligible for Medicaid. 


13. Children or youth in the custody of the Colorado Department of Human Services -Division 
of Child Welfare or Division of Youth Corrections who are placed by those agencies in a 
Psychiatric Residential Treatment Facility (PRTF) as defined in C.R.S. 25.5-4-103, or a 
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Residential Child Care Facilityies (RCCF) or Qualified Residential Treatment Programs 
(QRTP), as defined in C.R.S. 26-6-102. 


8.212.1.B. All other Medicaid clients shall be enrolled in the Community Behavioral Health Services 
program, and into a behavioral health organization in the client’s geographic area. 


1. The Department automatically re-enrolls a client into the same behavioral health 
organization if there is a loss of Medicaid eligibility of two months or less. 


 


8.765 SERVICES FOR CLIENTS IN RESIDENTIAL CHILD CARE FACILITIES AS DEFINED BELOW 
 


8.765.8 MENTAL HEALTH BENEFITS FOR CLIENTS IN AN RCCF 


 


 


8.765.8.F. Beginning July 1, 2022, only services rendered under Early and Periodic Screening, 
Diagnosis and Treatment in accordance with Section 8.280 are a covered RCCF benefit. 


 


8.765.13  REIMBURSEMENT FOR MENTAL HEALTH SERVICES IN A TRCCF 


8.765.13.A. Reimbursement for Mental Health Services in a RCCF shall be the lower of billed 
charges or the maximum unit rate of reimbursement. Beginning July 1, 2022, RCCF services will 
be not reimbursable unless provided under Early and Periodic Screening, Diagnosis and 
Treatment in accordance with Section 8.280. 


 





		SECRETARY OF STATE

		1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board



		2. Title of Rule: MSB 22-02-10-A, Revision to the Medical Assistance Act Rule concerning Qualified Residential Treatment Programs and Residential Child Care Facilities.

		PUBLICATION INSTRUCTIONS*



		STATEMENT OF BASIS AND PURPOSE

		REGULATORY ANALYSIS
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*to be completed by MSB Board Coordinator 


Title of Rule: Revision to the Medical Assistance Rule Concerning Changes to Expand 
the Postpartum Period to 12 months for Sections 8.100.1, 8.100.4.G., 
8.100.6.P, and 8.100.6.Q 


Rule Number: MSB 21-01-06-A 
Division / Contact / Phone: Office of Medicaid Operations / Melissa Torres / 5052 


SECRETARY OF STATE 


RULES ACTION SUMMARY AND FILING INSTRUCTIONS 
 


SUMMARY OF ACTION ON RULE(S) 


1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board 
 


2. Title of Rule: MSB 21-01-06-A, Revision to the Medical Assistance Rule 
Concerning Changes to Expand the Postpartum Period to 12 
months for Sections 8.100.1, 8.100.4.G, 8.100.6.P, and 8.100.6.Q 


 
3. This action is an adoption of: an amendment 
 
4. Rule sections affected in this action (if existing rule, also give Code of Regulations 


number and page numbers affected):  
Sections(s) 8.100.1, 8.100.4.G., 8.100.6.P, and 8.100.6.Q, Colorado Department of 
Health Care Policy and Financing, Staff Manual Volume 8, Medical Assistance (10 CCR 
2505-10). 
 


5. Does this action involve any temporary or emergency rule(s)? No 
If yes, state effective date:       
Is rule to be made permanent? (If yes, please attach notice of hearing). Yes 


 


PUBLICATION INSTRUCTIONS* 
 
Replace the current text at 8.100.1 with the proposed text beginning at 8.100.1 through 
the end of 8.100.1. Replace the current text at 8.100.4.G with the proposed text 
beginning at 8.100.4.G through the end of 8.100.4.G. Replace the current text at 
8.100.6.P with the proposed text beginning at 8.100.6.P through the end of 8.100.6.P. 
Replace the current text at 8.100.6.Q with the proposed text beginning at 8.100.6.Q 
through the end of 8.100.6.Q. This rule is effective June 30, 2022.
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Initial Review  04/08/22 Final Adoption  05/13/22 
Proposed Effective Date 06/30/22 Emergency Adoption    


DOCUMENT #08 


Title of Rule: Revision to the Medical Assistance Rule Concerning Changes to Expand the 
Postpartum Period to 12 months for Sections 8.100.1, 8.100.4.G., 8.100.6.P, 
and 8.100.6.Q 


Rule Number: MSB 21-01-06-A 
Division / Contact / Phone: Office of Medicaid Operations / Melissa Torres / 5052 


STATEMENT OF BASIS AND PURPOSE 


1. Summary of the basis and purpose for the rule or rule change.  (State what the rule says or 
does and explain why the rule or rule change is necessary). 


The proposed rule change will amend 10 CCR 2505-10 sections 8.100.1, 8.100.4.G, 8.100.6.P, and 
8.100.6.Q, to include requirements to expand Postpartum coverage to 12 months from 60 days for 
members who are eligible and enrolled in Medicaid and Child Health Plan Plus (CHP+). These 
requirements are to expand coverage according to the new state plan option offered under Sections 
9812 and 9822 of the American Rescue Plan Act of 2021 (ARP) (Pub. L. 117-2). The 12 months of the 
extended postpartum option will be available to all Medicaid or CHP+ members enrolled in the 
pregnant group defined under 42 C.F.R. §435.116, including pregnant individuals enrolled in any 
other eligible Medicaid category. These changes require members who are within their 12 months of 
extended postpartum to receive continuous postpartum coverage, regardless of any changes in 
circumstances. Similar to the current 60-day postpartum period, the 12-month postpartum period will 
begin on the last day of a member’s pregnancy ending and extends through the end of the month in 
which the 12-month period ends. The Department will be updating the Colorado Benefits 
Management System (CBMS) to reflect these changes. Lastly, updates to the rule will correct the 
listed federal poverty level (FPL) for the pregnant women category from 185% to 195% of the FPL, 
the Children category from 133% to 142% of the FPL, and for the Parents and Caretaker Relatives 
category updating the FPL from 60% to 68% to align with Colorado’s current income eligibility levels 
in accordance with 42 C.F.R. §435.911(b). No System changes are needed for the FPL updates.  


 
2. An emergency rule-making is imperatively necessary 


 to comply with state or federal law or federal regulation and/or 
 for the preservation of public health, safety and welfare. 


Explain: 


      


3. Federal authority for the Rule, if any: 


42 C.F.R §435.116, §435.170(b), and §435.911(b)   
4. State Authority for the Rule: 


Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2021); 
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Proposed Effective Date 06/30/22 Emergency Adoption    


DOCUMENT #08 


25.5-5-101(1)(c) C.R.S. 25.5-5-201 (4.5), C.R.S 25.5-8-109  
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Title of Rule: Revision to the Medical Assistance Rule Concerning Changes to Expand 
the Postpartum Period to 12 months for Sections 8.100.1, 8.100.4.G., 
8.100.6.P, and 8.100.6.Q 


Rule Number: MSB 21-01-06-A 
Division / Contact / Phone: Office of Medicaid Operations / Melissa Torres / 5052 


REGULATORY ANALYSIS 


1. Describe the classes of persons who will be affected by the proposed rule, including 
classes that will bear the costs of the proposed rule and classes that will benefit 
from the proposed rule. 


The rule update will benefit all members who are found eligible and enrolled in 
Medicaid or CHP+ coverage during a reported pregnancy. These members will be 
eligible for an extended 12 months of postpartum coverage versus only receiving 60 
days postpartum, which is permitted today. There are no projected negative impacts 
to any classes of persons with these proposed rule changes.  


2. To the extent practicable, describe the probable quantitative and qualitative impact 
of the proposed rule, economic or otherwise, upon affected classes of persons. 
 
The proposed rule to extend postpartum coverage has the potential to improve 
postpartum care and advance equity in health outcomes for our Medicaid and CHP+ 
eligible members.  
  


3. Discuss the probable costs to the Department and to any other agency of the 
implementation and enforcement of the proposed rule and any anticipated effect on 
state revenues. 


The Department was appropriated $559,372 total funds, including $77,993 General 
Fund in FY 2021-22 and $19,064,229 total funds, including $8,035,348 General Fund 
in FY 2022-23 to implement SB 21-194 which expands postpartum coverage from 60 
days to 12 months. The funds will be used for administrative staff to manage the 
program, making necessary changes in the interchange and CBMS, determining 
member eligibility, and reimbursing providers. 


4. Compare the probable costs and benefits of the proposed rule to the probable costs 
and benefits of inaction. 


 
The cost of this policy is paying for services for eligible individuals under the 
expanded benefit, as well as the costs associated with setting up and running the 
program. 
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The probable benefit of this policy is providing eligible Coloradans with additional 
months of coverage and reducing gaps in coverage while members transition off of 
Medicaid and CHP.  
The cost of inaction is being out of compliance with state statute.   
 
There are no obvious benefits to inaction. 
 


5. Determine whether there are less costly methods or less intrusive methods for 
achieving the purpose of the proposed rule. 
 
There are no less costly methods of implementing SB 21-194 
 


6. Describe any alternative methods for achieving the purpose for the proposed rule 
that were seriously considered by the Department and the reasons why they were 
rejected in favor of the proposed rule. 


There were no alternative methods considered for the proposed rule 







 


 


8.100 MEDICAL ASSISTANCE ELIGIBILITY 


8.100.1  Definitions 


300% Institutionalized Special Income Group is a Medical Assistance category that provides Long-Term 
Care Services to aged or disabled individuals. 


1619b is section 1619b of the Social Security Act which allows individuals who are eligible for 
Supplemental Security Income (SSI) to continue to be eligible for Medical Assistance coverage 
after they return to work. 


AB - Aid to the Blind is a program which provides financial assistance to low-income blind persons. 


ABD - Aged, Blind and Disabled Medical Assistance is a group of Medical Assistance categories for 
individuals that have been deemed to be aged, blind, or disabled by the Social Security 
Administration or the Department. 


Achieving a Better Life Experience (ABLE) accounts – Special savings accounts that are set up by (or for) 
certain individuals with disabilities in a qualified ABLE program that are exempt for eligibility. They 
can be established by any state’s qualified ABLE Program. Colorado’s ABLE program is 
administered by the Department of Higher Education. 


Adjusted Gross Income (AGI)-means “gross income”, as defined in federal tax rules, minus certain 
adjustments prescribed in the federal tax rules to derive the “Adjusted Gross Income” line on the 
tax return. These adjustments from gross income are taken before the taxpayer takes his or her 
Schedule A deductions or Standard Deduction. 


Adult MAGI Medical Assistance Group provides Medical Assistance to eligible adults from the age of 19 
through the end of the month that the individual turns 65, who do not receive or who are ineligible 
for Medicare. 


AND - Aid to Needy Disabled is a program which provides financial assistance to low-income persons 
over age 18 who have a total disability which is expected to last six months or longer and 
prevents them from working. 


AFDC - Aid to Families with Dependent Children is the Title IV federal assistance program in effect from 
1935 to 1997 which was administered by the United States Department of Health and Human 
Services. This program provided financial assistance to children whose families had low or no 
income. 


AP-5615 is the form used to determine the patient payment for clients in nursing facilities receiving Long 
Term Care. 


Alien is a person who was not born in the United States and who is not a naturalized citizen. 


Ambulatory Services is any medical care delivered on an outpatient basis. 


Annuity is an investment vehicle whereby an individual establishes a right to receive fixed periodic 
payments, either for life or a term of years. 


Applicant is an individual who is seeking an eligibility determination for Medical Assistance through the 
submission of an application. 







 


 


Application Date is the date the application is received and date-stamped by the eligibility site or the date 
the application was received and date-stamped by an Application Assistance site or Presumptive 
Eligibility site. In the absence of a date-stamp, the application date is the date that the application 
was signed by the client. 


Application for Public Assistance is the designated application used to determine eligibility for financial 
assistance. It can also be used to determine eligibility for Medical Assistance. 


Blindness is defined in this volume as the total lack of vision or vision in the better eye of 20/200 or less 
with the use of a correcting lens and/or tunnel vision to the extent that the field of vision is no 
greater than 20 degrees. 


Burial Spaces are burial plots, gravesites, crypts, mausoleums, urns, niches and other customary and 
traditional repositories for the deceased's bodily remains provided such spaces are owned by the 
individual or are held for his or her use, including necessary and reasonable improvements or 
additions to or upon such burial spaces such as: vaults, headstones, markers, plaques, or burial 
containers and arrangements for opening and closing the gravesite for burial of the deceased. 


Burial Trusts are irrevocable pre-need funeral agreements with a funeral director or other entity to meet 
the expenses associated with burial for Medical Assistance applicants/recipients. The agreement 
can include burial spaces as well as the services of the funeral director. 


Caretaker Relative is a person who is related to the dependent child or any adult with whom the 
dependent child is living and who assumes responsibility for the dependent child’s care. 


Case Management Services are services provided by community mental health centers, clinics, 
community centered boards, and EPSDT case managers to assist in providing services to 
Medical Assistance clients in gaining access to needed medical, social, educational and other 
services. 


Cash Surrender Value is the amount the insurer will pay to the owner upon cancellation of the policy 
before the death of the insured or before maturity of the policy. 


Categorically Eligible means persons who are eligible for Medical Assistance due to their eligibility for one 
or more Federal categories of public assistance. 


CBMS - Colorado Benefits Management System is the computer system that determines an applicant’s 
eligibility for public assistance in the state of Colorado. 


CDHS -Colorado Department of Human Services is the state department responsible for administering 
the social service and financial assistance programs for Colorado. 


Children MAGI Medical Assistance group provides Medical Assistance coverage to tax dependents or 
otherwise eligible applicants through the end of the month that the individual turns 19 years old. 


Child Support Services is a CDHS program that assures that all children receive financial and medical 
support from each parent. This is accomplished by locating each parent, establishing paternity 
and support obligations, and enforcing those obligations. 


Citizen is a person who was born in the United States or who has been naturalized. 


Client is a person who is eligible for the Medical Assistance Program. “Client” is used interchangeably 
with “recipient” when the person is eligible for the program. 







 


 


CMS - Centers for Medicare and Medicaid Services is the Federal agency within the US Department of 
Health and Human Services that partners with the states to administer Medicaid and CHP+ via 
State Plans in effect for each State. Colorado is in Region VIII. 


CHP+ - Child Health Plan Plus is low-cost health insurance for Colorado's uninsured children and 
pregnant women. CHP+ is public health insurance for children and pregnant women who earn too 
much to qualify for The Medical Assistance Program, but cannot afford private health insurance. 


COLA - Cost of Living Adjustment is an annual increase in the dollar value of benefits made automatically 
by the United States Department of Health and Human Services or the state in OASDI, SSI and 
OAP cases to account for rises in the cost of living due to inflation. 


Colorado State Plan is a written statement which describes the purpose, nature, and scope of the 
Colorado’s Medical Assistance Program. The Plan is submitted to the CMS and assures that the 
program is administered consistently within specific requirements set forth in both the Social 
Security Act and the Code of Federal Regulations (CFR) in order for a state to be eligible for 
Federal Financial Participation (FFP). 


Common Law Marriage is legally recognized as a marriage in the State of Colorado under certain 
circumstances even though no legally recognized marriage ceremony is performed or civil 
marriage contract is executed. Individuals declaring or publicly holding themselves out as a 
married couple through verbal or written methods may be recognized as legally married under 
state law. C.R.S. § 14-2-104(3). 


Community Centered Boards are private non-profit organizations designated in statute as the single entry 
point into the long-term service and support system for persons with developmental disabilities. 


Community Spouse is the spouse of an institutionalized spouse. 


Community Spouse Resource Allowance is the amount of resources that the Medical Assistance 
regulations permit the spouse staying at home to retain. 


Complete Application means an application in which all questions have been answered, which is signed, 
and for which all required verifications have been submitted. 


The Department is defined in this volume as the Colorado Department of Health Care Policy and 
Financing which is responsible for administering the Colorado Medical Assistance Program and 
Child Health Plan Plus programs as well as other State-funded health care programs. 


Dependent Child is a child who lives with a parent, legal guardian, caretaker relative or foster parent and 
is under the age of 18, or, is age 18 and a full-time student, and expected to graduate by age 19. 


Dependent Relative for purposes of this rule is defined as one who is claimed as a dependent by an 
applicant for federal income tax purposes. 


Difficulty of Care Payments is a payment to an applicant or member as compensation for providing live-in 
home care to an individual who qualifies for foster care or Home and Community Based Services 
(HCBS) waiver program and lives in the home of the care recipient. This additional care must be 
required due to a physical, mental, or emotional handicap. 


Disability means the inability to do any substantial gainful activity (or, in the case of a child, having 
marked and severe functional limitations) by reason of a medically determinable physical or 
mental impairment(s) which can be expected to result in death or which has lasted or can be 
expected to last for a continuous period of l2 months or more. 







 


 


Dual Eligible clients are Medicare beneficiaries who are also eligible for Medical Assistance. 


Earned Income is defined for purposes of this volume as any compensation from participation in a 
business, including wages, salary, tips, commissions and bonuses. 


Earned Income Disregards are the allowable deductions and exclusions subtracted from the gross 
earnings. Income disregards vary in amount and type, depending on the category of assistance. 


Electronic Data Source is an interface established with a federal or state agency, commercial entity, or 
other data sources obtained through data sharing agreements to verify data used in determining 
eligibility. The active interfaces are identified in the Department’s verification plan submitted to 
CMS. 


Eligibility Site is defined in this volume as a location outside of the Department that has been deemed by 
the Department as eligible to accept applications and determine eligibility for applicants. 


Employed means that an individual has earned income and is working part time, full time or is self-
employed, and has proof of employment. Volunteer or in-kind work is not considered 
employment. 


EPSDT- Early Periodic Screening, Diagnosis and Treatment is the child health component of the Medical 
Assistance Program. It is required in every state and is designed to improve the health of low-
income children by financing appropriate, medically necessary services and providing outreach 
and case management services for all eligible individuals. 


Equity Value is the fair market value of land or other asset less any encumbrances. 


Ex Parte Review is an administrative review of eligibility during a redetermination period in lieu of 
performing a redetermination from the client. This administrative review is performed by verifying 
current information obtained from another current aid program. 


Face Value of a Life Insurance Policy is the basic death benefit of the policy exclusive of dividend 
additions or additional amounts payable because of accidental death or other special provisions. 


Fair Market Value is the average price a similar property will sell for on the open market to a private 
individual in the particular geographic area involved. Also, the price at which the property would 
change hands between a willing buyer and a willing seller, neither being under any pressure to 
buy or to sell and both having reasonable knowledge of relevant facts. 


FBR - The Federal Benefit Rate is the monthly Supplemental Security Income payment amount for a 
single individual or a couple. The FBR is used by the Aged, Blind and Disabled Medical 
Assistance Programs as the eligibility income limits. 


FFP - Federal Financial Participation as defined in this volume is the amount or percentage of funds 
provided by the Federal Government to administer the Colorado Medical Assistance Program. 


FPL - Federal Poverty Level is a simplified version of the federal poverty thresholds used to determine 
financial eligibility for assistance programs. The thresholds are issued each year in the Federal 
Register by the Department of Health and Human Services (HHS). 


Good Cause is the client’s justification for needing additional time due to extenuating circumstances, 
usually used when extending deadlines for submittal of required documentation. 







 


 


Good Cause for Child Support is the specific process and criteria that can be applied when a client is 
refusing to cooperate in the establishment of paternity or establishment and enforcement of a 
child support order due to extenuating circumstances. 


HCBS are Home and Community Based Services are also referred to as “waiver programs”. HCBS 
provides services beyond those covered by the Medical Assistance Program that enable 
individuals to remain in a community setting rather than being admitted to a Long-Term Care 
institution. 


In-Kind Income is income a person receives in a form other than money. It may be received in exchange 
for work or service (earned income) or a non-cash gift or contribution (unearned income). 


Inpatient is an individual who has been admitted to a medical institution on recommendation of a 
physician or dentist and who receives room, board and professional services for 24 hours or 
longer, or is expected to receive these services for 24 hours or longer. 


Institution is an establishment that furnishes, in single or multiple facilities, food, shelter and some 
treatment or services to four or more persons unrelated to the proprietor. 


Institutionalization is the commitment of a patient to a health care facility for treatment. 


Institutionalized Individual is a person who is institutionalized in a medical facility, a Long-Term Care 
institution, or applying for or receiving Home and Community Based Services (HCBS) or the 
Program of All Inclusive Care for the Elderly (PACE). 


Institutionalized Spouse is a Medicaid eligible client who begins a stay in a medical institution or nursing 
facility on or after September 30, 1989, or is first enrolled as a Medical Assistance client in the 
Program of All Inclusive Care for the Elderly (PACE) on or after October 10, 1997, or receives 
Home and Community Based Services (HCBS) on or after July 1, 1999; and is married to a 
spouse who is not in a medical institution or nursing facility. An institutionalized spouse does not 
include any such individual who is not likely to be in a medical institution or nursing facility or to 
receive HCBS or PACE for at least 30 consecutive days. Irrevocable means that the contract, 
trust, or other arrangement cannot be terminated, and that the funds cannot be used for any 
purpose other than outlined in the document. 


Insurance Affordability Program (IAP) refers to Medicaid, Child Health Plan Plus (CHP+), and premium 
and cost-sharing assistance for purchasing private health insurance through state insurance 
marketplace. 


Legal Immigrant is an individual who is not a citizen or national and has been permitted to remain in the 
United States by the United States Citizenship and Immigration Services (USCIS) either 
temporarily or as an actual or prospective permanent resident or whose extended physical 
presence in the United States is known to and allowed by USCIS. 


Legal Immigrant Prenatal is a medical program that provides medical coverage for pregnant legal 
immigrants who have been legal immigrants for less than five years. 


Limited Disability for the Medicaid Buy-In Program for Working Adults with Disabilities means that an 
individual has a disability that would meet the definition of disability under SSA without regard to 
Substantial Gainful Activity (SGA). 


Long-Term Care is Medical Assistance services that provides nursing-home care, home-health care, 
personal or adult day care for individuals aged at least 65 years or with a chronic or disabling 
condition. 







 


 


Long-Term Care Institution means class I nursing facilities, intermediate care facilities for the mentally 
retarded (ICF/MR) and swing bed facilities. Long-Term Care institutions can include hospitals. 


Managed care system is a system for providing health care services which integrates both the delivery 
and the financing of health care services in an attempt to provide access to medical services 
while containing the cost and use of medical care. 


Medical Assistance is defined as all medical programs administered by the Department of Health Care 
Policy and Financing. Medical Assistance/Medicaid is the joint state/federal health benefits 
program for individuals and families with low income and resources. It is an entitlement program 
that is jointly funded by the states and federal government and administered by the state. This 
program provides for payment of all or part of the cost of care for medical services. 


Medical Assistance Required Household is defined for purposes of this volume as all parents or caretaker 
relatives, spouses, and dependent children residing in the same home. 


Minimal Verification is defined in this volume as the minimum amount of information needed to process 
an application for benefits. No other verification can be requested from clients unless the 
information provided is questionable or inconsistent. 


Minimum Essential Coverage is the type of coverage one must maintain to be in compliance with the 
Affordable Care Act in order to avoid paying a penalty for being uninsured. Minimum essential 
coverage may include but not limited to: Medicaid; CHP+; private health plans through Connect 
for Health Colorado; Medicare; job-based insurance, and certain other coverage. 


MMMNA - Minimum Monthly Maintenance Needs Allowance is the calculation used to determine the 
amount of institutionalized spouse’s income that the community spouse is allowed to retain to 
meet their monthly living needs. 


MAGI - Modified Adjusted Gross Income refers to the methodology by which income and household 
composition are determined for the MAGI Medical Assistance groups under the Affordable Care 
Act. These MAGI groups include Parents and Caretaker Relatives, Pregnant Women, Children, 
and Adults. For a more complete description of the MAGI categories and pursuant rules, please 
refer to section 8.100.4. 


MAGI-Equivalent is the resulting standard identified through a process that converts a state’s net-income 
standard to equivalent MAGI standards. 


MIA - Monthly Income Allowance is the amount of institutionalized spouse’s income that the community 
spouse is allowed to retain to meet their monthly living needs. 


MSP - Medicare Savings Program is a Medical Assistance Program to assist in the payment of Medicare 
premium, coinsurance and deductible amounts. There are four groups that are eligible for 
payment or part-payment of Medicare premiums, coinsurance and deductibles: Qualified 
Medicare Beneficiaries (QMBs), Specified Low-Income Medicare Beneficiaries (SLIMBs), 
Qualified Disabled and Working Individuals (QDWIs), and Qualifying Individuals – 1 (QI-1s). 


Non-Filer is an individual who neither files a tax return nor is claimed as a tax dependent. For a more 
complete description of how household composition is determined for the MAGI Medical 
Assistance groups, please refer to the MAGI household composition section at 8.100.4.E. 


Nursing Facility is a facility or distinct part of a facility which is maintained primarily for the care and 
treatment of inpatients under the direction of a physician. The patients in such a facility require 
supportive, therapeutic, or compensating services and the availability of a licensed nurse for 
observation or treatment on a twenty-four-hour basis. 







 


 


OAP - Old Age Pension is a financial assistance program for low income adults age 60 or older. 


OASDI - Old Age, Survivors and Disability Insurance is the official term Social Security uses for Social 
Security Act Title II benefits including retirement, survivors, and disability. This does not include 
SSI payments. 


Outpatient is a patient who is not hospitalized overnight but who visits a hospital, clinic, or associated 
facility for diagnosis or treatment. Is a patient who does not require admittance to a facility to 
receive medical services. 


PACE - Program of All-inclusive Care for the Elderly is a unique, capitated managed care benefit for the 
frail elderly provided by a not-for-profit or public entity. The PACE program features a 
comprehensive medical and social service delivery system using an interdisciplinary team 
approach in an adult day health center that is supplemented by in-home and referral services in 
accordance with participants' needs. 


Parent and Caretaker Relative is a MAGI Medical Assistance group that provides Medical Assistance to 
adults who are parents or Caretaker Relatives of dependent children. 


Patient is an individual who is receiving needed professional services that are directed by a licensed 
practitioner of the healing arts toward maintenance, improvement, or protection of health, or 
lessening of illness, disability, or pain. 


PEAK – the Colorado Program Eligibility and Application Kit is a web-based portal used to apply for public 
assistance benefits in the State of Colorado, including Medical Assistance. 


PNA - Personal Needs Allowance means moneys received by any person admitted to a nursing care 
facility or Long-Term Care Institution which are received by said person to purchase necessary 
clothing, incidentals, or other personal needs items which are not reimbursed by a Federal or 
state program. 


Pregnant Women is a MAGI Medical Assistance group that provides Medical Assistance coverage to 
pregnant women whose MAGI-based income calculation is less than 1985% FPL, including 
women who are in their 60 days12 months post-partum. 


Premium means the monthly amount an individual pays to participate in a Medicaid Buy-In Program. 


Provider is any person, public or private institution, agency, or business concern enrolled under the state 
Medical Assistance program to provide medical care, services, or goods and holding a current 
valid license or certificate to provide such services or to dispense such goods. 


Psychiatric Facility is a facility that is licensed as a residential care facility or hospital and that provides 
inpatient psychiatric services for individuals under the direction of a licensed physician. 


Public Institution means an institution that is the responsibility of a governmental unit or over which a 
governmental unit exercises administrative control. 


Questionable is defined as inconsistent or contradictory tangible information, statements, documents, or 
file records. 


Reasonable Compatibility refers to an allowable difference or discrepancy between the income an 
applicant self attests and the amount of income reported by an electronic data source. For a more 
complete description of how reasonable compatibility is used to determine an applicant’s financial 
eligibility for Medical Assistance, please refer to the MAGI Income section at 8.100.4.C 







 


 


Reasonable Explanation refers to the opportunity afforded an applicant to explain a discrepancy between 
self-attested income and income as reported by an electronic data source, when the difference is 
above the threshold percentage for reasonable compatibility. 


Recipient is any person who has been determined eligible to receive benefits. 


Resident is any individual who is living within the state and considers the state as their place of residence. 
Residents include any unemancipated child whose parent or other person exercising custody 
lives within the state. 


RRB - Railroad Retirement Benefits is a benefit program under Federal law 45 U.S.C. § 231 et seq that 
became effective in 1935. It provides retirement benefits to retired railroad workers and families 
from a special fund, which is separate from the Social Security fund. 


Secondary School is a school or educational program that provides instruction or training towards a high 
school diploma or an equivalent degree such as a High School Equivalency Diploma (HSED). 


SGA – Substantial Gainful Activity is defined by the Social Security Administration. SGA is the term used 
to describe a level of work activity and earnings. Work is “substantial” if it involves performance of 
significant physical or mental activities or a combination of both, which are productive in nature. 
For work activity to be substantial, it does not need to be performed on a full-time basis. Work 
activity performed on a part-time basis may also be substantial gainful activity. “Gainful” work 
activity is work performed for pay or profit; or work of a nature generally performed for pay or 
profit; or work intended for profit, whether or not a profit is realized. 


Single Entry Point Agency means the organization selected to provide case management functions for 
persons in need of Long-Term Care services within a Single Entry Point District. 


Single Streamlined Application or “SSAp” is the general application for health assistance benefits through 
which applicants will be screened for Medical Assistance programs including Medicaid, CHP+, or 
premium and cost-sharing assistance for purchasing private health insurance through a state 
insurance marketplace. 


SISC- Supplemental Income Status Codes are system codes used to distinguish the different types of 
state supplementary benefits (such as OAP) a recipient may receive. Supplemental Income 
Status Codes determine the FFP for benefits paid on behalf of groups covered under the Medical 
Assistance program. 


SSA - Social Security Administration is an agency of the United States federal government that 
administers Social Security, a social insurance program consisting of retirement, disability, and 
survivors' benefits. 


SSI - Supplemental Security Income is a Federal income supplement program funded by general tax 
revenues (not Social Security taxes) that provides income to aged, blind or disabled individuals 
with little or no income and resources. 


SSI Eligible means an individual who is eligible to receive Supplemental Security Income under Title XVI 
of the Social Security Act, and may or may not be receiving the monetary payment. 


TANF - Temporary Assistance to Needy Families is the Federal assistance program which provides 
supportive services and federal benefits to families with little or no income or resources. It is the 
Block Grant that was established under the Personal Responsibility and Work Opportunity 
Reconciliation Act in Title IV of the Social Security Act. 


Tax Dependent is anyone expected to be claimed as a dependent by a Tax-Filer. 







 


 


Tax-Filer is an individual, head of household or married couple who is required to and who files a 
personal income tax return. 


Third Party is an individual, institution, corporation, or public or private agency which is or may be liable to 
pay all or any part of the medical cost of an injury, a disease, or the disability of an applicant for or 
recipient of Medical Assistance. 


Title XIX is the portion of the federal Social Security Act which authorizes a joint federal/state Medicaid 
program. Title XIX contains federal regulations governing the Medicaid program. 


TMA - Transitional Medical Assistance is a Medical Assistance category for families that lost Medical 
Assistance coverage due to increased earned income or loss of earned income disregards. 


ULTC 100.2 is an assessment tool used to determine level of functional limitation and eligibility for Long-
Term Care services in Colorado. 


Unearned Income is the gross amount received in cash or kind that is not earned from employment or 
self-employment. 


VA - Veterans Affairs is The Department of Veterans Affairs which provides patient care and Federal 
benefits to veterans and their dependents. 


 


 


 


 


8.100.4  MAGI Medical Assistance Eligibility [Eff. 01/01/2014 


 


 


 


8.100.4.G. MAGI Covered Groups 


1. For MAGI Medical Assistance, any person who is determined to be eligible for Medical 
Assistance based on MAGI at any time during a calendar month shall be eligible for benefits 
during the entire month. 


2. Children applying for Medical Assistance whose total household income does not exceed 
14233% of the federal poverty level (MAGI-equivalent) shall be determined financially eligible for 
Medical Assistance. Refer to the MAGI-Medicaid income guidelines chart available on the 
Department’s website. 


a. Children are eligible for Children’s MAGI Medical Assistance through the end of the 
month in which they turn 19 years old. After turning 19, the individual may be eligible for a 
different Medical Assistance category. 


3. Parents and Caretaker Relatives applying for Medical Assistance whose total household income 
does not exceed 680% of the federal poverty level (MAGI-equivalent) shall be determined 







 


 


financially eligible for Medical Assistance. Parents or Caretaker Relatives eligible for this category 
shall have a dependent child in the household. 


a. A dependent child is considered to be living in the home of the parent or caretaker 
relative as long as the parent or specified relative exercises responsibility for the care and 
control of the child even if: 


i) The child is under the jurisdiction of the court (for example, receiving probation 
services); 


ii) Legal custody is held by an agency that does not have physical possession of 
the child; 


iii) The child is in regular attendance at a school away from home; 


iv) Either the child or the relative is away from the home to receive medical 
treatment; 


v) Either the child or the relative is temporarily absent from the home; 


vi) The child is in voluntary foster care placement for a period not expected to 
exceed three months. Should the foster care plan change within the three 
months and the placement become court ordered, the child is no longer 
considered to be living in the home as of the time the foster care plan is changed. 


4. Adults applying for Medical Assistance whose total household income does not exceed 133% of 
the federal poverty level shall be determined financially eligible for Medical Assistance. This 
category includes adults who are parents or caretaker relatives of dependent children whose 
income exceeds the income threshold to qualify for the Parents and Caretaker Relatives MAGI 
category and who meet all other eligibility criteria. 


a. A dependent child living in the household of a parent or caretaker relative shall have 
minimum essential coverage, in order for the parent or caretaker relative to be eligible for 
Medical Assistance under this category. Refer to section 8.100.4.G.3.a on who is 
considered a dependent child. 


b. Due to the COVID-19 Public Health Emergency an applicant who is not eligible for 
Medical Assistance but has been impacted through exposure to or potential infection with 
COVID-19 may be eligible to receive services for COVID-19 testing only. To qualify for 
this limited benefit, the applicant must satisfy residency and immigration or citizenship 
status and not be enrolled in other health insurance. 


5. Pregnant Women whose household income does not exceed 195185% of the federal poverty 
level (MAGI-equivalent) -are eligible for the Pregnant Women MAGI Medical Assistance program. 
Medical Assistance shall be provided to a pregnant woman for a period beginning with the date of 
application for Medical Assistance through the last day of the 12th month following 60 days from 
the date the pregnancy ends. Once eligibility has been approved, Medical Assistance coverage 
will be provided regardless of changes in the woman's financial circumstances once the income 
verification requirements are met. 


a. A pregnant women’s eligibility period will end effective the earliest possible month, if the 
following occurs: 


i) Fails to provide a reasonable explanation or paper documentation when self- 
attested income is not reasonably compatible with income information from an 







 


 


electronic data source, by the end of the 90 day reasonable opportunity period. 
This exception only applies the first-time income is verified following an initial 
eligibility determination or an annual redetermination. 


6. A lawfully admitted non-citizen who is pregnant and who has been in the United States for less 
than five years is eligible for Medical Assistance if she meets all of the other eligibility 
requirements specified at 8.100.4.G.5 and fits into one of the immigration categories listed in 
8.100.3.G.1.g.iii.1-5 and 8.100.3.G.1.g.vi.1-15. This population is referenced as Legal Immigrant 
Prenatal. 


7. A child whose mother is receiving Medical Assistance at the time of the child's birth is 
continuously eligible for one year. This population is referred to as “Eligible Needy Newborn”. This 
coverage also applies in instances where the mother received Medical Assistance to cover the 
child’s birth through retroactive Medical Assistance. The child is not required to live with the 
mother receiving Medical Assistance to qualify as an Eligible Needy Newborn. 


a. To receive Medical Assistance under this category, the birth must be reported verbally or 
in writing to the County Department of Human Services or eligibility site. Information 
provided shall include the baby’s name, date of birth, and mother’s name or Medical 
Assistance number. A newborn can be reported at any time by any person. Once 
reported, a newborn meeting the above criteria shall be added to the mother’s Medical 
Assistance case, or his or her own case if the newborn does not reside with the mother, 
according to timelines defined by the Department. If adopted, the newborn’s agent does 
not need to file an application or provide a Social Security Number or proof of application 
for a Social Security Number for the newborn 


 


 


 


 


8.100.6  Aged, Blind, and Disabled Medical Assistance Eligibility 


 


 


 


8.100.6.P. Medicaid Buy-In Program for Working Adults with Disabilities. 


1. To be eligible for the Medicaid Buy-In Program for Working Adults with Disabilities: 


a. Applicants must be at least age 16 but less than 65 years of age. 


b. Income must be less than or equal to 450% of FPL after income allocations and 
disregards. See 8.100.5.F for Income Requirements and 8.100.5.H for Income allocations 
and disregards. Only the applicant’s income will be considered. 


c. Resources are not counted in determining eligibility. 







 


 


d. Individuals must have a disability as defined by Social Security Administration medical 
listing or a limited disability as determined by a state contractor. 


e. Individuals must be employed. Please see Verification Requirements at 8.100.5.B.1.c. 


i) Due to the federal COVID-19 Public Health Emergency, and required by the 
Federal CARES Act for the Maintenance of Effort (MOE), members who had a 
loss of employment will remain in the Buy-In program until the end of the federal 
Public Health Emergency. At the end of the federal Public Health Emergency, 
members will be redetermined based on their current employment status. New 
applicants enrolled will still need to meet the work requirement. 


f. Individuals will be required to pay monthly premiums on a sliding scale based on income. 


i) The amount of premiums cannot exceed 7.5% of the individual’s income. 


ii) Premiums are charged beginning the month after determination of eligibility. Any 
premiums for the months prior to the determination of eligibility will be waived. 


iii) Premium amounts are as follows: 


1) There is no monthly premium for individuals with income at or below 40% 
FPL. 


2) A monthly premium of $25 is applied to individuals with income above 
40% of FPL but at or below 133% of FPL. 


3) A monthly premium of $90 is applied to individuals with income above 
133% of FPL but at or below 200% of FPL. 


4) A monthly premium of $130 is applied to individuals with income above 
200% of FPL but at or below 300% of FPL. 


5) A monthly premium of $200 is applied to individuals with income above 
300% of FPL but at or below 450% of FPL./ 


iv) The premium amounts will be updated at the beginning of each State fiscal year 
based on the annually revised FPL if the revised FPL would cause the premium 
amount (based on percentage of income) to increase by $10 or more. 


v) A change in client a member’s net income may impact the monthly premium 
amount due. Failure to pay premium payments in full within 60 days from the 
premium due date will result in client’s the member’s assistance being terminated 
prospectively. The effective date of the termination will be the last day of the 
month following the 60 days from the date on which the premium became past 
due. The Department will waive premiums for the Medicaid Buy-In for Working 
Adults with Disability Program for member’s who are within their 12 months 
postpartum period. 


vi) Due to the federal COVID-19 Public Health Emergency, the Department will 
waive premiums for the Medicaid Buy-In for Working Adults with Disability 
Program during the federal COVID-19 emergency declaration. Once the federal 
emergency declaration has concluded, the Department will notify all members as 
to when required premiums will resume. 







 


 


2. Retroactive coverage is available according to 8.100.3.E, however is not available prior to 
program implementation 


3. Individuals have the option to request to be disenrolled if they have been enrolled into the 
Medicaid Buy-In Program for Working Adults with Disabilities. This is also called “opt out.” 


8.100.6.Q. Medicaid Buy-In Program for Children with Disabilities 


1. To be eligible for the Medicaid Buy-In Program for Children with Disabilities: 


a. Applicants must be age 18 or younger. 


b. Household income will be considered and must be less than or equal to 300% of FPL 
after income disregards. The following rules apply: 


i) 8.100.4.E - MAGI Household Requirements 


ii) 8.100.5.F - Income Requirements 


iii) 8.100.5.F.6 - Income Exemptions 


iv) An earned income of $90 shall be disregarded from the gross wages of each 
individual who is employed 


v) A disregard of a 33% (.3333) reduction will be applied to the household’s net 
income. 


c. Resources are not counted in determining eligibility. 


d. Individuals must have a disability as defined by Social Security Administration medical 
listing. 


e. Children age 16 through 18 cannot be employed. If employed, children age 16 through 18 
shall be determined for eligibility through the Medicaid Buy-In Program for Working Adults 
with Disabilities. 


f. Families will be required to pay monthly premiums on a sliding scale based on household 
size and income. 


i) For families whose income does not exceed 200% of FPL, the amount of 
premiums and cost-sharing charges cannot exceed 5% of the family’s adjusted 
gross income. For families whose income exceeds 200% of FPL but does not 
exceed 300% of FPL, the amount of premiums and cost-sharing charges cannot 
exceed 7.5% of the family’s adjusted gross income. 


ii) Premiums are charged beginning the month after determination of eligibility. Any 
premiums for the months prior to the determination of eligibility will be waived. 


iii) For households with two or more children eligible for the Medicaid Buy-In 
Program for Children with Disabilities, the total premium shall be the amount due 
for one eligible child. 


iv) Premium amounts are as follows: 







 


 


1) There is no monthly premium for households with income at or below 
133% of FPL. 


2) A monthly premium of $70 is applied to households with income above 
133% of FPL but at or below 185% of FPL. 


3) A monthly premium of $90 is applied to individuals with income above 
185% of FPL but at or below 250% of FPL. 


4) A monthly premium of $120 is applied to individuals with income above 
250% of FPL but at or below 300% of FPL. 


v) The premium amounts will be updated at the beginning of each State fiscal year 
based on the annually revised FPL if the revised FPL would cause the premium 
amount (based on percentage of income) to increase by $10 or more. 


vi) A change in household net income may impact the monthly premium amount 
due. Failure to pay premium payments in full within 60 days from the premium 
due date will result in client’s a member’s assistance being terminated 
prospectively. The effective date of the termination will be the last day of the 
month following the 60 days from the date on which the premium became past 
due. The Ddepartment will waive premiums for the Children with Disabilities 
Program members who are within their 12 months postpartum period. 


vii) Due to the federal COVID-19 Public Health Emergency, the Department will 
waive premiums for the Department’s Children with Disabilities Program during 
the federal emergency declaration. Once the federal emergency declaration has 
concluded, the Department will notify all members as to when required premiums 
will resume. 


2. Retroactive coverage is available according to 8.100.3.E, however is not available prior to 
program implementation. 


3. Verification requirements will follow the MAGI Category Verification Requirements found at 
8.100.4.B. 


4, Individuals have the option to request to be disenrolled if they have been enrolled into the 
Medicaid Buy-In Program for Children with Disabilities. This is also called “opt out.” 
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Title of Rule: Revision to the Medical Assistance programs Rule Concerning updates 
to add Reproductive Health Care services for sections 8.100.3.G and 
8.100.3.I 


Rule Number: MSB 22-01-12-B 
Division / Contact / Phone: Office of Medicaid Operations / Melissa Torres / 5052 


SECRETARY OF STATE 


RULES ACTION SUMMARY AND FILING INSTRUCTIONS 
 


SUMMARY OF ACTION ON RULE(S) 


1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board 
 


2. Title of Rule: MSB 22-01-12-B, Revision to the Medical Assistance programs Rule 
Concerning updates to add Reproductive Health Care services for 
sections 8.100.3.G and 8.100.3.I 


 
3. This action is an adoption of: an amendment 
 
4. Rule sections affected in this action (if existing rule, also give Code of Regulations 


number and page numbers affected):  
Sections(s) 8.100.3.G and 8.100.3.I, Colorado Department of Health Care Policy and 
Financing, Staff Manual Volume 8, Medical Assistance (10 CCR 2505-10). 
 


5. Does this action involve any temporary or emergency rule(s)? No 
If yes, state effective date:       
Is rule to be made permanent? (If yes, please attach notice of hearing). Yes 


 


PUBLICATION INSTRUCTIONS* 
 
Replace the current text at 8.100.3.G with the proposed text beginning at 8.100.3.G.1 
through the end of 8.100.3.G.1. Replace the current text at 8.100.3.I with the proposed 
text beginning at 8.100.3.I.1 through the end of 8.100.3.I.1. This rule is effective June 
30, 2022.
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DOCUMENT #11 


Title of Rule: Revision to the Medical Assistance programs Rule Concerning updates to add 
Reproductive Health Care services for sections 8.100.3.G and 8.100.3.I 


Rule Number: MSB 22-01-12-B 
Division / Contact / Phone: Office of Medicaid Operations / Melissa Torres / 5052 


STATEMENT OF BASIS AND PURPOSE 


1. Summary of the basis and purpose for the rule or rule change.  (State what the rule says or 
does and explain why the rule or rule change is necessary). 


The proposed rule change will amend 10 CCR 2505-10 Sections 8.100.3.G and 8.100.3.I, to 
include reproductive health care services as required by Senate bill 21-009. The updates to 
add the reproductive health care services will allow specific individuals who are not eligible 
for coverage under any other Medicaid program due to their citizenship or immigration status 
to receive reproductive health services. The Department will also make changes to the 
medical-only application and the online PEAK application to allow members to declare the 
need for reproductive health services. Individuals eligible for reproductive health services will 
now be offered family planning services that include contraceptive methods and counseling 
services to qualified individuals. 


2. An emergency rule-making is imperatively necessary 


 to comply with state or federal law or federal regulation and/or 
 for the preservation of public health, safety and welfare. 


Explain: 


      


3. Federal authority for the Rule, if any: 


       


4. State Authority for the Rule: 


Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2021); 
C.R.S 25.5-2-103, 25.5-5-102 (1)(h), & 25.5-1-201 (1)(f.5) 
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Title of Rule: Revision to the Medical Assistance programs Rule Concerning updates 
to add Reproductive Health Care services for sections 8.100.3.G and 
8.100.3.I 


Rule Number: MSB 22-01-12-B 
Division / Contact / Phone: Office of Medicaid Operations / Melissa Torres / 5052 


REGULATORY ANALYSIS 


1. Describe the classes of persons who will be affected by the proposed rule, including 
classes that will bear the costs of the proposed rule and classes that will benefit 
from the proposed rule. 
 
This rule amendment expands reproductive services to include individuals who 
would otherwise have been ineligible for assistance. Through this amendment, 
applicants who apply for Medical Assistance and are not eligible for coverage under 
any other Medicaid program due to their citizenship or immigration status may now 
access reproductive health services. This reproductive health services eligibility 
group is not limited by sex or gender identity. 
 


2. To the extent practicable, describe the probable quantitative and qualitative impact 
of the proposed rule, economic or otherwise, upon affected classes of persons. 
 
The proposed rule to add the new limited reproductive health services will increase 
members’ access to contraceptive methods and counseling services, allowing 
members to focus on preventing, delaying, or planning for a pregnancy. With the 
utilization of these services, members can now avoid unintended pregnancies, 
enabling them to control their current and future family planning. 
 


3. Discuss the probable costs to the Department and to any other agency of the 
implementation and enforcement of the proposed rule and any anticipated effect on 
state revenues. 


The General Assembly appropriated $4,125,347 all in General Funds in FY 2021-22 
and $3,079,576 total funds (which includes $1,550,078 in savings with a presumed 
50% FMAP), resulting in $3,854,615 in General Funds in FY 2022-23 to implement 
SB 21-009 which provides reproductive services for non-citizens. The funds will be 
used for administrative staff to manage the program, making necessary changes in 
the interChange and CBMS, determining member eligibility, and reimbursing 
providers for reproductive services. The costs are offset by anticipated savings from 
avoided pregnancies. 


4. Compare the probable costs and benefits of the proposed rule to the probable costs 
and benefits of inaction. 
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With the amendment, the Department will incur costs for reproductive services for 
eligible individuals under the expanded benefit, as well as the costs associated with 
setting up and running the program.  
 
The probable benefit of this policy is providing eligible Coloradans access 
to reproductive services to prevent and/or delay pregnancies, and the avoiding the 
costs by the Medicaid program associated with those unintended pregnancies. 
 
The cost of inaction is being out of compliance with state statute.   
 
There are no obvious benefits to inaction. 
 


5. Determine whether there are less costly methods or less intrusive methods for 
achieving the purpose of the proposed rule. 


There are no less costly methods of implementing SB 21-009. 


6. Describe any alternative methods for achieving the purpose for the proposed rule 
that were seriously considered by the Department and the reasons why they were 
rejected in favor of the proposed rule. 
 
There were no alternative methods considered for implementing the requirements of 
SB 21-009. 







 


 


8.100 MEDICAL ASSISTANCE ELIGIBILITY 
 
 
 


8.100.3. Medical Assistance General Eligibility Requirements 
 
 
 


8.100.3.G. General and Citizenship Eligibility Requirements 


1. To be eligible to receive Medical Assistance, an eligible person shall: 


a. Be a resident of Colorado; 


b. Meet the following requirements while being an inmate, in-patient or resident of a public 
institution: 


i). The following individuals, if eligible, may be enrolled for Medical Assistance 


1. Patients in a public medical institution 


2. Residents of a Long-Term Care Institution 


3. Prior inmates who have been paroled 


4. Resident of a publicly operated community residence which serves no 
more than 16 residents 


5. Individuals participating in community corrections programs or residents 
in community corrections facilities (“halfway houses”) who have freedom 
of movement and association which includes individuals who: 


a) are not precluded from working outside the facility in employment 
available to individuals who are not under justice system 
supervision; 


b) can use community resources (e.g., libraries, grocery stores, 
recreation, and education) at will; 


c) can seek health care treatment in the broader community to the 
same or similar extent as other Medicaid enrollees in the state; 
and/or 


d) are residing at their home, such as house arrest, or another 
location 


ii). Inmates who are incarcerated in a correctional institution such as a city, county, 
state or federal prison may be enrolled, if eligible, with benefits limited to an in-
patient stay of 24 hours or longer in a medical institution. 


c. Not be a patient in an institution for tuberculosis or mental disease, unless the person is 
under 21 years of age or has attained 65 years of age and is eligible for the Medical 







 


 


Assistance Program and is receiving active treatment as an inpatient in a psychiatric 
facility eligible for Medical Assistance reimbursement. See section 8.100.4.H for special 
provisions extending Medical Assistance coverage for certain patients who attain age 21 
while receiving such inpatient psychiatric services; 


d. Meet all financial eligibility requirements of the Medical Assistance Program for which 
application is being made; 


e. Meet the definition of disability or blindness, when applicable. Those definitions appear in 
this volume at 8.100.1 under Definitions; 


f. Meet all other requirements of the Medical Assistance Program for which application is 
being made; and 


g. Fall into one of the following categories: 


i) Be a citizen or national of the United States, the District of Columbia, Puerto 
Rico, Guam, the Virgin Islands, the Northern Mariana Islands, American Samoa 
or Swain’s Island; or 


ii) Be a lawfully admitted non-citizen who entered the United States prior to August 
22, 1996, or 


iii) Be a non-citizen who entered the United States on or after August 22, 1996 and 
is applying for Medical Assistance benefits to begin no earlier than five years 
after the non-citizen’s date of entry into the United States who falls into one of the 
following categories: 


1) lawfully admitted for permanent residence under the Immigration and 
Nationality Act (hereafter referred to as the “INA”); 


2) paroled into the United States for at least one year under 8 U.S.C. § 
1182(d)(5); or 


3) granted conditional entry under section 203(a)(7) of the INA, as in effect 
prior to April 1, 1980; or 


 


4) determined by the eligibility site, in accordance with guidelines issued by 
the U.S. Attorney General, to be a spouse, child, parent of a child, or 
child of a parent who, in circumstances specifically described in 8 U.S.C. 
§1641(c), has been battered or subjected to extreme cruelty which 
necessitates the provision of Medical Assistance (Medicaid); or 


iv) Be a non-citizen who arrived in the United States on any date, who falls into one 
of the following categories: 


1) lawfully residing in Colorado and is an honorably discharged military 
veteran (also includes spouse, unremarried surviving spouse and 
unmarried, dependent children), or 


2) lawfully residing in Colorado and is on active duty (excluding training) in 
the U.S. Armed Forces (also includes spouse, unremarried surviving 
spouse and unmarried, dependent children), or 







 


 


3) granted asylum under section 208 of the INA, or 


4) refugee under section 207 of the INA, or 


5) deportation withheld under section 243(h) (as in effect prior to 
September 30, 1996) or section 241(b)(3) (as amended by P.L. 104-208) 
of the INA, or 


6) Cuban or Haitian entrant, as defined in section 501(e) of the Refugee 
Education Assistance Act of 1980, or 


7) an individual who (1) was born in Canada and possesses at least 50 
percent American Indian blood, or is a member of an Indian tribe as 
defined in 25 U.S.C. sec. 5304(e)(2016), or 


8) admitted to the U.S. as an Amerasian immigrant pursuant to section 584 
of the Foreign Operations, Export Financing, and Related Programs 
Appropriations Act of 1988 (as amended by P.L. 100-461), or 


9) lawfully admitted permanent resident who is a Hmong or Highland Lao 
veteran of the Vietnam conflict, or 


10) a victim of a severe form of trafficking in persons, as defined in section 
103 of the Victims of Trafficking and Violence Protection Act of 2000, 
Pub. L.106-386, as amended (22 U.S.C. § 7105(b) (2016)), or 


11) An alien who arrived in the United States on or after December 26, 2007 
who is an Iraqi special immigrant under section 101(a)(27) of the INA, or 


12) An alien who arrived in the United States on or after December 26, 2007 
who is an Afghan Special Immigrant under section 101(a)(27) of the INA, 
or 


13) Compact of Free Association (COFA) migrants, including citizens of 
Micronesia, the Marshall Islands, and Palau, pursuant to section 208 of 
the Consolidated Appropriations Act of 2021 (in effect December 27, 
2020). 


v) The statutes listed at sections 8.100.3.G.1.g.iii.1-5 and at 8.100.3.G.1.g.iv.3-11 
are incorporated herein by reference. No amendments or later editions are 
incorporated. These regulations are available for public inspection at the 
Colorado Department of Health Care Policy and Financing, 1570 Grant Street, 
Denver, Colorado 80203-1714. Pursuant to C.R.S. 24-4-103(12.5)(b)(2016), the 
agency shall provide certified copies of the material incorporated at cost upon 
request or shall provide the requestor with information on how to obtain a 
certified copy of the material incorporated by reference from the agency of the 
United States, this state, another state, or the organization or association 
originally issuing the code, standard, guideline or rule. 


vi) Be a lawfully admitted non-citizen who is a pregnant women or a child under the 
age of 19 years in the United States who falls into one of the categories listed in 
8.100.3.G.1.g.iii or into one of the following categories listed below. These 
individuals are exempt from the 5-year waiting period: 







 


 


1) granted temporary resident status in accordance with 8 U.S.C. 1160 or 
1255a,or 


2) granted Temporary Protected Status (TPS) in accordance with 8 U.S.C 
1254a and pending applicants for TPS granted employment 
authorization, 


3) granted employment authorization under 8 CFR 274a.12(c),or 


4) Family Unity beneficiary in accordance with section 301 of Pub. L. 101-
649, as amended. 


5) Deferred Enforced Departure (DED), pursuant to a decision made by the 
President, 


6) granted Deferred Action status (excluding Deferred Action for Childhood 
Arrivals (DACA)) as described in the Secretary of Homeland Security’s 
June 15,2012 memorandum, 


7) granted an administrative stay of removal under 8 CFR 241.6(2016), or 


8) Beneficiary of approved visa petition who has a pending application for 
adjustment of status. 


9) Pending an application for asylum under 8 U.S.C. 1158, or for 
withholding of removal under 8 U.S.C. 1231, or under the Convention 
Against Torture who- 


a) as been granted employment authorization; or 


b) Is under the age of 14 and has had an application pending for at 
least 180 days. 


10) granted withholding of removal under the Convention Against Torture, 


11) A child who has a pending application for Special Immigrant Juvenile 
status under 8 U.S.C. 1101(a)(27)(J), or 


12) Citizens of Micronesia, the Marshall Islands, and Palau, or 


13) is lawfully present American Samoa under the immigration of laws of 
American Samoa. 


14) A non-citizen in a valid nonimmigrant status, as defined in 8 U.S.C. 
1101(a)(15) or under 8 U.S.C. 1101(a)(17), or 


15) A non-citizen who has been paroled into the United States for less than 
one year under 8 U.S.C. § 1182(d)(5), except for an individual paroled 
for prosecution, for deferred inspection or pending removal proceedings. 


vii) Be an Afghan Humanitarian Parolee who falls into one of the following categories 
listed below, as defined in Section 2502 of the Extending Government Funding 
and Delivering Emergency Assistance Act of 2021 (HR 5305). These individuals 
are exempt from the 5-year waiting period until March 31, 2023, or through the 
termination of their parole period, whichever is later: 







 


 


1) paroled into the United States between July 31, 2021 – September 30, 
2022; or  


2) paroled into the United States after September 30, 2022, and 


a) is the spouse or child of an individual in subparagraph 1 as 
defined under section 101(b) of the Immigration and Nationality 
Act (8 U.S.C. 4 1101(b)); or  


b) is the parent or legal guardian of an individual in subparagraph 1 
who is determined to be an unaccompanied child under 6 
U.S.C.279(g)(2). 


viii) Exception: The exception to these requirements is that persons who apply for 
and meet the criteria for one of the categorical Medical Assistance programs, but 
who are not citizens, and are not eligible non-citizens, according to the criteria 
set forth in 8.100.3.G.1.g, shall receive Medical Assistance benefits for 
emergency medical care only and/or reproductive health care services upon 
request. The rules on confidentiality prevent the Department or eligibility site from 
reporting to the United States Citizenship and Immigration Services persons who 
have applied for or are receiving assistance. These persons need not select a 
primary care physician as they are eligible only for emergency medical services 
and/or reproductive health care services. 


For non-qualified aliens receiving Medical Assistance emergency only benefits, 
the following medical conditions will be covered: 


An emergency medical condition (including labor and delivery) which manifests 
itself by acute symptoms of sufficient severity (including severe pain) such that 
the absence of immediate medical attention could reasonably be expected to 
result in: 


1) placing the patient's health in serious jeopardy; 


2) serious impairment of bodily function; or 


3) serious dysfunction of any bodily organ or part. 
 


Applicants are not required to obtain  physician shall make a written statement by 
their physician for their application to be complete and processed. For 
emergency care, a physician must   certifying certify and declare the presence of 
an emergency medical condition when services are provided and shall indicate 
that services were for a medical emergency on the claim form. This will suffice as 
the physician statement for an emergency medical condition when services were 
provided. Medical Assistance Ccoverage for emergency medical care only is 
limited to care and services that are necessary to treat immediate emergency 
medical conditions. Coverage does not include prenatal care or follow-up care. 
Medical Assistance benefits for reproductive health care services are limited to 
care and services that provide reproductive health and/or family planning 
services only. Once a member has been determined eligible for either of these 
emergency and/or reproductive health services, the member will not be required 
to submit a new application before 12 months for any other emergency and/or 
reproductive health services. Members will have the option to advise the 
Department, at any time, that they no longer need the services. Members 







 


 


receiving emergency and/or limited reproductive health services will receive a 
renewal at 12 months to redetermine their eligibility. 


2. For determinations of eligibility for Medical Assistance, legal immigration status must be verified. 
This requirement applies to a non-citizen individual who meets the criteria of any category defined 
at 8.100.3.G(1)(g)(ii) (iii) (iv)(vi) or (vii) and has declared that he or she has a legal immigration 
status. 


a. The Verify Lawful Presence (VLP) interface will be used to verify immigration status. The 
VLP interface connects to the Systematic Alien Verification for Entitlements (SAVE) 
Program to verify legal immigration status. 


i) If an automated response from VLP confirms that the information submitted is 
consistent with VLP data for immigration status verification requirements, no 
further action is required for the individual and no additional documentation of 
immigration status is required. 


ii) If the VLP cannot automatically confirm the information submitted, the individual 
will be contacted with a request for additional documents and/or information 
needed to verify their legal immigration status through the VLP interface. If a 
response from the VLP interface confirms that the additional documents and/or 
information received from the individual verifies their legal immigration status, no 
further action is required for the individual and no additional documentation of 
immigration status is required. 


3. Reasonable Opportunity Period 


a. If the verification through the electronic interface is unsuccessful then the applicant will be 
provided a reasonable opportunity period, of 90 days, to submit documents indicating a 
legal immigration status, as listed in 8.100.3.G.1.g. The reasonable opportunity period will 
begin as of the date of the Notice of Action. The required documentation must be 
received within the reasonable opportunity period. 


b If the applicant does not provide the necessary documents within the reasonable 
opportunity period, then the applicant’s Medical Assistance application shall be 
terminated. 


c. The reasonable opportunity period applies to MAGI, Adult and Buy-In Programs. 


i) For the purpose of this section only, MAGI Programs for persons covered 
pursuant to 8.100.4.G or 8.100.4.I. include the following: 


 
Commonly Used Program Name Rule Citation 
Children’s Medical Assistance  8.100.4.G.2 
Parent and Caretaker Relative Medical Assistance 8.100.4.G.3 
Adult Medical Assistance 8.100.4.G.4 
Pregnant Women Medical Assistance 8.100.4.G.5 
Legal Immigrant Prenatal Medical Assistance 8.100.4.G.6 
Transitional Medical Assistance 8.100.4.I.1-5 


 


ii) For the purpose of this section only, Adult and Buy-In Programs for persons 
covered pursuant to 8.100.3.F, 8.100.6.P, 8.100.6.Q, or 8.715. include the 
following: 


 







 


 


Commonly Used Program Name Rule Citation 
Old Age Pension A (OAP-A) 8.100.3.F.1.c 
Old Age Pension B (OAP-B) 8.100.3.F.1.c 
Qualified Disabled Widow/Widower 8.100.3.F.1.e 
Pickle 8.100.3.F.1.e 
Long-Term Care 8.100.3.F.1.f-h 
Medicaid Buy-In Program for Working Adults with 
Disabilities 


8.100.6.P 


Medicaid Buy-In Program for Children with 
Disabilities 


8.100.6.Q 


Breast and Cervical Cancer Program (BCCP) 8.715 


 


 


 


 


 


 


 


8.100.3.I. Additional General Eligibility Requirements 


1. Each person for whom Medical Assistance is being requested shall furnish a Social Security 
Number (SSN); or, if one has not been issued or is unknown, shall apply for the number and 
submit verification of the application, unless an exception below applies. The application for an 
SSN shall be documented in the case record by the eligibility site. Upon receipt of the assigned 
SSN, the client shall provide the number to the eligibility site. This requirement does not apply to 
those individuals who are not requesting Medical Assistance yet appear on the application, nor 
does it apply to individuals applying for emergency medical services, limited reproductive health 
services, or eligible newborns born to a Medical Assistance eligible mother. 


a. An applicant's or client's refusal to furnish or apply for a Social Security Number affects 
the family's eligibility for assistance as follows: 


i) that person cannot be determined eligible for the Medical Assistance Program; 
and/or 


ii) if the person with no SSN or proof of application for SSN is the only dependent 
child on whose behalf assistance is requested or received, assistance shall be 
denied or terminated. 


b. Exception: An individual who qualifies for any of the following exceptions must not be 
required to provide an SSN: 


i.) The individual is not eligible to receive an SSN; or 


ii) The individual does not have an SSN and may only be issued an SSN for a valid 
non-work reason in accordance with 20 CFR 422.104; or 







 


 


iii) The individual refuses to obtain an SSN because of a well-established religious 
objection. 


c. Due to the COVID-19 Public Health Emergency, the Department will accept self-
attestations for SSN verification. At the end of the COVID-19 Public Health Emergency, 
verification for eligibility criteria will be required as specified prior to the public health 
emergency. 


2. A person who is applying for or receiving Medical Assistance shall assign to the State all rights 
against any other person (including but not limited to the sponsor of an alien) for medical support 
or payments for medical expenses paid on the applicant's or client's behalf or on the behalf of any 
other person for whom application is made or assistance is received. 


All appropriate clients of the Medical Assistance Program shall have the option to be referred for 
child support enforcement services using the form as specified by the Department. 


3. A person who is applying for or receiving Medical Assistance shall provide information regarding 
any third party resources available to any member of the assistance unit. Third party resources 
are any health coverage or insurance other than the Medical Assistance Program. A client’s 
refusal to supply information regarding third party resources may result in loss of Medical 
Assistance Program eligibility. 


4. A person who is eligible for Medical Assistance shall be free to choose any qualified and 
approved participating institution, agency, or person offering care and services which are benefits 
of the program unless that person is enrolled in a managed care program operating under 
Federal waiver authority. 
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SECRETARY OF STATE 


RULES ACTION SUMMARY AND FILING INSTRUCTIONS 
 


SUMMARY OF ACTION ON RULE(S) 


1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board 
 


2. Title of Rule: MSB 22-01-10-B, Revision to the Medical Assistance Rule 
Concerning allowing individuals ages 65 and older to qualify for the 
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3. This action is an adoption of: an amendment 
 
4. Rule sections affected in this action (if existing rule, also give Code of Regulations 


number and page numbers affected):  
Sections OP Pages, Colorado Department of Health Care Policy and Financing, Staff 
Manual Volume 8, Medical Assistance (10 CCR 2505-10). 
 


5. Does this action involve any temporary or emergency rule(s)? No 
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PUBLICATION INSTRUCTIONS* 
 
Replace the current text at 8.100.3.F with the proposed text beginning at 8.100.3.F.1.l 
through the end of 8.100.3.F.1.l. Replace the current text at 8.100.6.P with the 
proposed text beginning at 8.100.6.P.1.a. through the end of 8.100.6.P.1.a. This rule is 
effective June 30, 2022.
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DOCUMENT #11 


Title of Rule: Revision to the Medical Assistance Rule Concerning allowing individuals ages 65 
and older to qualify for the Medicaid Buy-In Program for Working Adults with 
Disabilities in Sections 8.100.3.F & 8.100.6.P.1.a.  


Rule Number: MSB 22-01-10-B 
Division / Contact / Phone: Eligibility Policy / Beverly Hirsekorn / 303-866-6320 


STATEMENT OF BASIS AND PURPOSE 


1. Summary of the basis and purpose for the rule or rule change.  (State what the rule says or 
does and explain why the rule or rule change is necessary). 
 
The rule change amends 10 CCR 2505-10 Section 8.100.6.P. 1. to remove the upper age 
limit of 65 currently on the Medicaid Buy-In Program for Working Adults with Disabilities 
(program) to comply with Senate Bill 20-033. 


 


2. An emergency rule-making is imperatively necessary 


 to comply with state or federal law or federal regulation and/or 
 for the preservation of public health, safety and welfare. 


Explain: 


      


3. Federal authority for the Rule, if any: 


Balanced Budget Act of 1997, Public Law 105-33,111, as amended which provides individuals an 
opportunity to buy into Medicaid consistent with the Social Security Act, 42 U.S.C. Sec. 1396a 
(a)(10)(A)(ii)(XIII), as amended, to permit the Department to provide Medical Assistance Eligibility to 
individuals in the Work Incentives Eligibility group, age sixty-five and older, after they are no longer 
eligible under the Ticket to Work and Work Incentives Improvement Act of 1999, Pub. L. 106-170.  


4. State Authority for the Rule: 


Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2021); 
C.R.S. 25.5-6-1402(6), C.R.S. 25.5-6-1403(5), C.R.S. 25.5-6-1404, C.R.S. 25.5-6-1405 C.R.S.  
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Title of Rule: Revision to the Medical Assistance Rule Concerning allowing individuals 
ages 65 and older to qualify for the Medicaid Buy-In Program for 
Working Adults with Disabilities in Sections 8.100.3.F & 8.100.6.P.1.a.  


Rule Number: MSB 22-01-10-B 
Division / Contact / Phone: Eligibility Policy / Beverly Hirsekorn / 303-866-6320 


REGULATORY ANALYSIS 


1. Describe the classes of persons who will be affected by the proposed rule, including 
classes that will bear the costs of the proposed rule and classes that will benefit 
from the proposed rule. 
 
The rule update will benefit enrolled members on the Medicaid Buy-In Program for 
Working Adults with Disabilities that will turn 65 or older to not be terminated due to 
age.  New applicants age 65 and older will now be able to participate in the 
Medicaid Buy-In Program for Working Adults with Disabilities if they meet all other 
qualifying criteria including disability, employment, and income limits.  There are no 
projected negative impacts to any classes of persons with these proposed rule 
changes.  


 


2. To the extent practicable, describe the probable quantitative and qualitative impact 
of the proposed rule, economic or otherwise, upon affected classes of persons. 
 
The proposed rule to allow individuals to not have an upper age limit to participate 
in the Medicaid Buy-In Program for Working Adults with Disabilities will allow 
individuals to continue working and receive needed medical assistance.  Individuals 
will not lose benefits just because they are 65 or older.  This change may enhance 
the ability of workers with disabilities to remain in the workforce.  The change may 
also increase opportunities for successful and dignified community living for older 
individuals with disabilities  


 


3. Discuss the probable costs to the Department and to any other agency of the 
implementation and enforcement of the proposed rule and any anticipated effect on 
state revenues. 
 
Expanding the Medicaid buy-in program to people over the age of 64 increases 
caseload, as most people eligible would not otherwise qualify for Medicaid due to 
income, asset, or age limits. This drives new expenditures, including federal funds at 
a 50% match rate and the Healthcare Affordability and Sustainability Fee (HAS Fee) 
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Cash Fund funding the state share of the program in FY 2022-23 and ongoing. 
There is an impact from some people over the age of 64 who had previously been 
enrolled shifting from other Medicaid categories to the buy-in program. This results 
in a reduction in expenditure to General Fund, which dampens the overall costs. The 
expansion to the Medicaid Buy-In Program for Working Adults with Disabilities that 
will turn 65 or older increases state expenditures in HCPF by $0.1 million in FY 2021-
22, and $3.0 million in FY 2022-23 and future years. These costs are paid from cash 
and federal funds. These costs include administrative expenses and medical 
services. The Department anticipates that it will be at the maximum of federal net 
patient revenue limits in FY 2020-21 and FY 2021-22, which is a limiting factor in the 
amount of revenue the Department can collect from hospitals into the HAS Fee cash 
fund. Therefore, the Department will not be able to use HAS Fee as the state share 
for this additional population during those years. The Department projects that there 
will be more room under the net patient revenue limit in FY 2022-23, and the state 
share costs would then shift to the HAS Fee starting in that year. The bill allows the 
Department to expend gifts grants and donations, if received, for the administrative 
costs if HAS Fee Cash Fund is not available. The Department may or may not be 
able to claim a federal match on the donations.  The costs of updating systems is 
planned to be absorbed within the Department’s existing pool hours.  The 
administrative activities are planned to be absorbed within existing capacity.  The 
Department was appropriated $50,000 total funds to be used on an actuarial study 
of premiums.   


 


4. Compare the probable costs and benefits of the proposed rule to the probable costs 
and benefits of inaction. 
 
The probable costs of the proposed rule change include services for eligible 
individuals 65 and older, the implementation of the expansion, and the 
administration of the additional population. 
The probable benefit of this policy is providing eligible individuals with more 
opportunities to continue working and live a dignified and successful life in the 
community contributing to society. 
 
The cost of inaction is being out of compliance with state statute.    


 


5. Determine whether there are less costly methods or less intrusive methods for 
achieving the purpose of the proposed rule. 
 
There are no less costly methods of implementing SB20-033. 
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6. Describe any alternative methods for achieving the purpose for the proposed rule 
that were seriously considered by the Department and the reasons why they were 
rejected in favor of the proposed rule. 
 
There were no alternative methods considered for the proposed rule. 







 


 


8.100 MEDICAL ASSISTANCE ELIGIBILITY 
 
 


8.100.3.F. Groups Assisted Under the Program 


1. The Medical Assistance Program provides benefits to the following persons who meet the 
federal definition of categorically needy at the time they apply for benefits: 


a. Parents and Caretaker Relatives, Pregnant Women, Children, and Adults as 
defined under the Modified Adjusted Gross Income (MAGI)Medical Assistance 
section 8.100.4. 


b. Persons who meet legal immigrant requirements as outlined in this volume, who 
were or would have been eligible for SSI but for their alien status, if such persons 
meet the resource, income and disability requirements for SSI eligibility. 


c. Persons who are receiving financial assistance; and who are eligible for a SISC 
Code of A or B. See section 8.100.3.M for more information on SISC Codes. 


d. Persons who are eligible for financial assistance under Old Age Pension (OAP) 
and SSI, but are not receiving the money payment. 


e. Persons who would be eligible for financial assistance from OAP or SSI, except 
for the receipt of Social Security Cost of Living Adjustment (COLA) increases, or 
other retirement, survivors, or disability benefit increases to their own or a 
spouse's income. This group also includes persons who lost OAP or SSI due to 
the receipt of Social Security Benefits and who would still be eligible for the 
Medical Assistance Program except for the cost of living adjustments (COLA's) 
received. These populations are referenced as Pickle and Disabled Widow(er)s. 


f. Persons who are blind, disabled, or aged individuals residing in the medical 
institution or Long Term Care Institution whose income does not exceed 300% of 
SSI. 


g. Persons who are blind, disabled or aged receiving HCBS whose income does not 
exceed 300% of the SSI benefit level and who, except for the level of their 
income, would be eligible for an SSI payment. 


h. A disabled adult child who is at least 18 years of age and who was receiving SSI 
as a disabled child prior to the age of 22, and for whom SSI was discontinued on 
or after May 1, 1987, due to having received of OASDI drawn from a parent(s) 
Social Security Number, and who would continue to be eligible for SSI if the 
above OASDI and all subsequent cost of living adjustments were disregarded. 
This population is referenced as Disabled Adult Child (DAC). 


i. Children age 18 and under who would otherwise require institutionalization in an 
Long Term Care Institution, Nursing Facility (NF), or a hospital but for which it is 
appropriate to provide care outside of an institution as described in 1902(e)(3) of 
the Act Public Law No. 97-248 (Section 134). 


j. Persons receiving OAP-A, OAP-B, and OAP Refugees who do not meet SSI 
eligibility criteria but do meet the state eligibility criteria for the OAP State Only 
Medical Assistance Program. These persons qualify for a SISC Code C. 







 


 


k. Persons who apply for and meet the criteria for one of the categorical Medical 
Assistance programs, but do not meet the criteria of citizenship shall receive 
Medical Assistance benefits for emergencies only. 


l. Persons with a disability or limited disability who are at least 16 but less than 65 
years of age, with income less than or equal to 450% of FPL after income 
disregards, regardless of resources, and who are employed. 


m. Children with a disability who are age 18 and under, with household income less 
than or equal to 300% of FPL after income disregards, regardless of resources. 


n. Due to the Coronavirus COVID-19 Public Health Emergency, an applicant who is 
not eligible for Medical Assistance but has been impacted through exposure to or 
potential infection of COVID-19 may be eligible to receive services for COVID-19 
testing, treatment, or care for complications related to COVID-19. To qualify for 
this limited benefit, the applicant must satisfy residency and immigration-or 
citizenship and not be enrolled in other health insurance. 


 


 


 


8.100.6  Aged, Blind, and Disabled Medical Assistance Eligibility 


 


 


8.100.6.P. Medicaid Buy-In Program for Working Adults with Disabilities. 


1. To be eligible for the Medicaid Buy-In Program for Working Adults with Disabilities: 


a. Applicants must be at least age 16 but less than 65 years of age. 


b. Income must be less than or equal to 450% of FPL after income allocations and 
disregards. See 8.100.5.F for Income Requirements and 8.100.5.H for Income allocations 
and disregards. Only the applicant’s income will be considered. 


c. Resources are not counted in determining eligibility. 


d. Individuals must have a disability as defined by Social Security Administration medical 
listing or a limited disability as determined by a state contractor. 


e. Individuals must be employed. Please see Verification Requirements at 8.100.5.B.1.c. 


i) Due to the federal COVID-19 Public Health Emergency, and required by the 
Federal CARES Act for the Maintenance of Effort (MOE), members who had a 
loss of employment will remain in the Buy-In program until the end of the federal 
Public Health Emergency. At the end of the federal Public Health Emergency, 
members will be redetermined based on their current employment status. New 
applicants enrolled will still need to meet the work requirement. 


f. Individuals will be required to pay monthly premiums on a sliding scale based on income. 







 


 


i) The amount of premiums cannot exceed 7.5% of the individual’s income. 


ii) Premiums are charged beginning the month after determination of eligibility. Any 
premiums for the months prior to the determination of eligibility will be waived. 


iii) Premium amounts are as follows: 


1) There is no monthly premium for individuals with income at or below 40% 
FPL. 


2) A monthly premium of $25 is applied to individuals with income above 
40% of FPL but at or below 133% of FPL. 


3) A monthly premium of $90 is applied to individuals with income above 
133% of FPL but at or below 200% of FPL. 


4) A monthly premium of $130 is applied to individuals with income above 
200% of FPL but at or below 300% of FPL. 


5) A monthly premium of $200 is applied to individuals with income above 
300% of FPL but at or below 450% of FPL. 


iv) The premium amounts will be updated at the beginning of each State fiscal year 
based on the annually revised FPL if the revised FPL would cause the premium 
amount (based on percentage of income) to increase by $10 or more. 


v) A change in client net income may impact the monthly premium amount due. 
Failure to pay premium payments in full within 60 days from the premium due 
date will result in client’s assistance being terminated prospectively. The effective 
date of the termination will be the last day of the month following the 60 days 
from the date on which the premium became past due. 


vi) Due to the federal COVID-19 Public Health Emergency, the Department will 
waive premiums for the Medicaid Buy-In for Working Adults with Disability 
Program during the federal COVID-19 emergency declaration. Once the federal 
emergency declaration has concluded, the Department will notify all members as 
to when required premiums will resume. 


2. Retroactive coverage is available according to 8.100.3.E, however is not available prior to 
program implementation 


3. Individuals have the option to request to be disenrolled if they have been enrolled into the 
Medicaid Buy-In Program for Working Adults with Disabilities. This is also called “opt out.” 
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Title of Rule: Revision to the HCBS Spinal Cord Injury Waiver Rules Concerning 
Statewide Expansion, Expanded Qualifying Diagnoses and Provider 
Definitions, Section 8.517 


Rule Number: MSB 21-10-28-B 
Division / Contact / Phone: BSMD / Kacey Wardle / 4931 


SECRETARY OF STATE 


RULES ACTION SUMMARY AND FILING INSTRUCTIONS 
 


SUMMARY OF ACTION ON RULE(S) 


1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board 
 


2. Title of Rule: MSB 21-10-28-B, A Revision to the HCBS Spinal Cord Injury Waiver 
Rules Concerning Statewide Expansion, Expanded Qualifying 
Diagnoses and Provider Definitions, to revise Section 8.517. 


 
3. This action is an adoption of: an amendment 
 
4. Rule sections affected in this action (if existing rule, also give Code of Regulations 


number and page numbers affected):  
Sections(s) 8.517 – 8.517.11.D, Colorado Department of Health Care Policy and 
Financing, HOME AND COMMUNITY-BASED SERVICES FOR PERSONS WITH SPINAL 
CORD INJURY WAIVER (10 CCR 2505-10-8.517). 
 


5. Does this action involve any temporary or emergency rule(s)? No 
If yes, state effective date:  
Is rule to be made permanent? (If yes, please attach notice of hearing). Yes 


 


PUBLICATION INSTRUCTIONS* 
 
Replace the current text at 8.517 with the proposed text beginning at 8.517 through 
the end of 8.517. This rule is effective June 30, 2022.
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DOCUMENT #12 


Title of Rule: Revision to the HCBS Spinal Cord Injury Waiver Rules Concerning Statewide 
Expansion, Expanded Qualifying Diagnoses and Provider Definitions, Section 
8.517 


Rule Number: MSB 21-10-28-B 
Division / Contact / Phone: BSMD / Kacey Wardle / 4931 


STATEMENT OF BASIS AND PURPOSE 


1. Summary of the basis and purpose for the rule or rule change.  (State what the rule says or 
does and explain why the rule or rule change is necessary). 


The Office of Community Living (OCL), Benefits and Services Management Division (BSMD) is 
requesting to revise regulations to align with SB 21-038 to expand the Spinal Cord Injury 
(SCI) waiver. This rule revision will expand the SCI waiver eligibility requirements to include 
HCBS members statewide living with a spinal cord injury, multiple sclerosis, a brain injury, 
spina bifida, muscular dystrophy, or cerebral palsy with the inability for independent 
ambulation directly resulting from one of these diagnoses. Due to this expansion in qualifying 
conditions, the stakeholders requested an update to the name of the waiver to “HCBS for 
Complementary and Integrative Health (CIH) Waiver”. The stakeholders voiced that they 
would prefer the name of the waiver not include the conditions they are living with and 
wanted to make sure the title was inclusive of members served. Additionally, the rule 
revision will remove references to a medical director and streamline the Complementary and 
Integrative Health Plan. The expansion of this waiver is statutorily required, and this rule 
revision will codify these statutory changes.  


Lastly, we are requesting an update to provider definitions and qualifications. While not 
statutorily required, the updated provider definitions and qualifications are anticipated to 
allow for increased provider enrollment so members will have access to qualified providers in 
their counties. 


2. An emergency rule-making is imperatively necessary 


 to comply with state or federal law or federal regulation and/or 
 for the preservation of public health, safety and welfare. 


Explain: 


      


3. Federal authority for the Rule, if any: 


42 CFR 440.180 
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4. State Authority for the Rule: 


Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2021); 25.5-6-1301 — 25.5-6-1304 (2021) 
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Title of Rule: Revision to the HCBS Spinal Cord Injury Waiver Rules Concerning 
Statewide Expansion, Expanded Qualifying Diagnoses and Provider 
Definitions, Section 8.517 


Rule Number: MSB 21-10-28-B 
Division / Contact / Phone: BSMD / Kacey Wardle / 4931 


REGULATORY ANALYSIS 


1. Describe the classes of persons who will be affected by the proposed rule, including 
classes that will bear the costs of the proposed rule and classes that will benefit 
from the proposed rule. 


The persons affected by this rule will include those HCBS members across the state 
living with a spinal cord injury, multiple sclerosis, a brain injury, spina bifida, 
muscular dystrophy, or cerebral palsy with the inability for independent ambulation 
directly resulting from one of these diagnoses.  These members will potentially 
benefit from access to complementary and integrative health services, which have 
been available to eligible to members in the Denver Metro area for the past seven 
(7) years. The costs associated with SCI waiver expansion have been approved by 
the Colorado State Legislature through SB21-038.  


 


2. To the extent practicable, describe the probable quantitative and qualitative impact 
of the proposed rule, economic or otherwise, upon affected classes of persons. 


The qualitative impact of the proposed rule is positively affecting the quality of life 
of our members by allowing access to complementary and integrative health 
services, specifically acupuncture, chiropractic, and massage therapy, that provide 
active, non-medication interventions that members report improve pain, enhance 
relaxation, and support mobility.  


The probable quantitative impact of the proposed rule is the potential to achieve 
cost savings for the Department when members can receive health promoting 
interventions that reduce pain and improve mobility that may keep them from more 
costly medical interventions and/or emergency rooms visits.  


 


3. Discuss the probable costs to the Department and to any other agency of the 
implementation and enforcement of the proposed rule and any anticipated effect on 
state revenues. 
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The costs associated with implementation of this rule revision have been factored 
into the appropriations given to the Department with the approval to implement this 
expanded waiver. Spending on the three waiver services (acupuncture, chiropractic 
care, and massage therapy) is estimated to be $681,039 for FY 2022-2023 and 
$1,154,555 for FY 23-24.  The cost per member utilizing these services is estimated 
to be $2,944 for FY 2022-2023. A study extended by SB19-197 will continue to 
study cost effectiveness and overall health outcomes. A final evaluation of the 
program is due to the General Assembly by January 1, 2025. 


 


4. Compare the probable costs and benefits of the proposed rule to the probable costs 
and benefits of inaction. 


There are no benefits of inaction as this approval to implement the expanded SCI 
waiver is statutorily required through SB 21-038. The cost of inaction is statutory 
violation. 


 


5. Determine whether there are less costly methods or less intrusive methods for 
achieving the purpose of the proposed rule. 
 
There are no alternative methods for achieving the purpose of the proposed rule.  


 


6. Describe any alternative methods for achieving the purpose for the proposed rule 
that were seriously considered by the Department and the reasons why they were 
rejected in favor of the proposed rule. 


The purpose of the proposed rule is to incorporate statutorily required programmatic 
changes including statewide expansion, new eligibility requirements, and removal of 
the requirement to have a medical director for this program.  Updating the 
Department’s regulations are the only way to achieve this.   


The Department has taken this rule revision opportunity to update provider 
definitions and qualifications, changes not statutorily required. The definition update 
was requested by providers. The providers voiced concerns that the limited 
definitions did not reflect their training and impeded their ability to treat members 
safely and effectively. This specifically pertained to acupuncturists whose definition 
only allowed them to place needles and did now allow for treatment if a member 
was too sensitive to needles but could benefit from other acupuncture therapies, 
such as acupressure and heat.  Adding these therapies, along with dietary and 
exercise recommendations, allows members to receive the full benefits of these 
practitioners’ training and skill.   
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Qualifications for CIH providers were lowered from three (3) years to one (1) year of 
experience in their respective fields OR one (1) year of experience working with 
paralysis or individuals living with disabilities. This was identified as an important 
update to allow providers who are able and willing to provide services to be able to 
do so while maintaining safety and appropriate care to members. To ensure safe 
competent care for members, the Department will provide additional provider 
training and technical workshops. 


The budget analyst approved these updated definitions and determined there would 
be no budgetary impact.  .  


The alternative is to leave these parts of the regulation unchanged.  This alternative 
was rejected as it is anticipated to negatively affect provider enrollment and access 
to CIHS statewide, due to the outdated provider definitions and qualifications.   







 


 


8.517 HOME AND COMMUNITY-BASED SERVICES FOR THE PERSONS WITH SPINAL CORD 
INJURYCOMPLEMENTARY AND INTEGRATIVE HEALTH WAIVER 


8.517.1 HCBS-CIHSCI WAIVER SERVICES  


8.517.1.A SERVICES PROVIDED 


1. Acupuncture (CIHS) 


2. Adult Day Services 


2. Complementary and Integrative Health Services 


3. Chiropractic (CIHS) 


4. Consumer Directed Attendant Support Services (CDASS) 


45. Electronic Monitoring 


56. Home Delivered Meals 


67. Home Modification 


78. Homemaker Services 


89. In-Home Support Services 


910. Life Skills Training (LST) 


11. Massage Therapy (CIHS) 


120. Non-Medical Transportation 


131. Peer Mentorship 


142. Personal Care Services 


153. Respite Care 


164. Transition Setup 


8.517.1.B DEFINITIONS OF SERVICES 


1. Acupuncture (CIHS) means services as defined at Section 8.517.2.A.  


2. Adult Day Services means services as defined at Section 8.491. 


3. Chiropractic (CIHS) means services as defined at Section 8.517.2.B. 


24. Complementary and Integrative Health Services (CIHS) means services as defined at 
Section 8.517.B.E2. 


53. Consumer Directed Attendant Support Services (CDASS) means services as defined at 
Section 8.510. 







 


 


64. Electronic Monitoring means services as defined at Section 8.488. 


75. Home Delivered Meals means services as defined at Section 8.553. 


86. Home Modification means services as defined at Section 8.493. 


97. Homemaker Services means services as defined at Section 8.490. 


108. In-Home Support Services means services as defined at Section 8.552. 


119. Life Skills Training (LST) means services as defined at Section 8.553. 


12.  Massage Therapy (CIHS) means services as defined at Section 8.517.2.H.  


1310. Non-Medical Transportation means services as defined at Section 8.494. 


1411. Peer Mentorship means services as defined at Section 8.553. 


1512. Personal Care Services means services as defined at Section 8.489. 


1613. Respite Care means services as defined at Section 8.492. 


1714. Transition Setup means services as defined at Section 8.553. 


8.517.2 GENERAL DEFINITIONS 


A. Acupuncture (CIHS) means the insertion of needles and/or manual, mechanical, thermal, 
electrical, and electromagnetic treatment to stimulate specific anatomical tissues for the 
promotion, maintenance and restoration of health and prevention of disease both physiological 
and psychological. During an acupuncture treatment, dietary advice and therapeutic exercises 
may be recommended in support of the treatment. Acupuncture means the stimulation of 
anatomical points on the body by penetrating the skin with thin, solid, metallic, single-use needles 
that are manipulated by the hands or by electrical stimulation for the purpose of bringing about 
beneficial physiologic and /or psychological changes. 


B. Chiropractic (CIHS) means the use of manual adjustments (manipulation or mobilization) of the 
spine or other parts of the body with the goal of correcting and/or improving alignment, 
neurological function, and other musculoskeletal problems. During a chiropractic treatment, 
nutrition, exercise, and rehabilitative therapies may be recommended in support of the 
adjustment. Chiropractic Care means the use of manual adjustments (manipulation or 
mobilization) of the spine or other parts of the body with the goal of correcting alignment and 
other musculoskeletal problems. 


C. Complementary and Integrative Health Care Plan means the plan developed prior to the delivery 
of Complementary and Integrative Health Services in accordance with Section 8.517.11.D. 


D. Complementary and Integrative Health Provider means an individual or agency certified annually 
by the Department to have met the certification standards listed at Section 8.517.11. 


E.  Complementary and Integrative Health Services (CIHS) means Acupuncture, Chiropractic, and 
Massage Therapy. 


FE. Denver Metro Area means the counties of Adams, Arapahoe, Denver, Douglas, and Jefferson. 







 


 


F. Emergency Systems means procedures and materials used in emergent situations and may 
include, but are not limited to, an agreement with the nearest hospital to accept patients; an 
Automated External Defibrillator; a first aid kit; and/or suction, AED, and first aid supplies. 


G. Individual Cost Containment Amount means the average cost of services for a comparable 
population institutionalized at the appropriate level of care, as determined annually by the 
Department. 


H. Massage Therapy (CIHS) means the systematic manipulation of the soft tissues of the body, 
(including manual techniques of gliding, percussion, compression, vibration, and gentle 
stretching) for the purpose of bringing about beneficial physiologic, mechanical, and/or 
psychological changes. 


I. Medical Director means an individual that is contracted with the Department to provide oversight 
of the Complementary and Integrative Health Services and the program evaluation. 


8.517.2.1 SPINAL CORD INJURY DEFINITION 


A spinal cord injury is limited to the following broad diagnoses found within the most current version of the 
International Classification of Diseases (ICD) at the time of assessment: 


1. Spinal cord injury unspecified 


2. Complete lesion of spinal cord 


3. Anterior cord syndrome 


4. Central cord syndrome 


5. Other specified spinal cord injury 


6. Lumbar spinal cord injury without spinal bone injury 


7. Sacral spinal cord injury without spinal bone injury 


8. Cauda equina spinal cord injury without spinal bone injury 


9. Multiple sites of spinal cord injury without spinal bone injury 


10. Unspecified site of spinal cord injury without spinal bone injury 


11. Injury to cervical nerve root 


12. Injury to dorsal nerve root 


13. Injury to lumbar nerve root 


14. Injury to sacral nerve root 


15. Injury to brachial plexus 


16. Injury to lumbosacral plexus 


17. Injury to multiple sites of nerve roots and spinal plexus 







 


 


18. Injury to unspecified site of nerve roots and spinal plexus 


19. Injury to cervical sympathetic nerve excluding shoulder and pelvic girdles 


20. Injury to other sympathetic nerve excluding shoulder and pelvic girdles 


21. Injury to other specified nerve(s) of trunk excluding shoulder and pelvic girdles 


22. Injury to unspecified nerve of trunk excluding shoulder and pelvic girdles 


23. Paraplegia 


24. Paraplegia, Unspecified 


25. Paraplegia, Complete 


26. Paraplegia, Incomplete 


27. Quadriplegia/Tetraplegia/Incomplete – unspecified 


28. Quadriplegia – C1-C4/Complete 


29. Quadriplegia – C1-C4/Incomplete 


30. Quadriplegia – C5-C7/Complete 


31. Quadriplegia – C5-C7/Incomplete 


8.517.3 LEGAL BASIS 


The Home and Community-based Services for Complementary and Integrative Health (HCBS-CIH) 
waiverPersons with Spinal Cord Injury (HCBS-SCI) waiver is authorized by a waiver of the amount, 
duration and scope of services requirements contained in Section 1902(a)(10)(B) of the Social Security 
Act. The waiver was granted by the United States Department of Health and Human Services, under 
Section 1915(c) of the Social Security Act. The HCBS-CIH program is also authorized under state law 
at C.R.S. section 25.5-6-1301 et seq. – as amended.is created upon authorization of a waiver of the 
state-wideness requirement contained in Section 1902(a)(1) of the Social Security Act (42 U.S.C. Section 
1396a); and the amount, duration, and scope of services requirements contained in Section 
1902(a)(10)(B) of the Social Security Act (42 U.S.C. Section 1396a). Upon approval by the United States 
Department of Health and Human Services, this waiver is granted under Section 1915(c) of the Social 
Security Act (42 U.S.C. Section 1396n 


 


8.517.4 SCOPE AND PURPOSE 


8.517.4.A. The Home and Community-based Services for Complementary and Integrative Health 
(HCBS-CIH) Persons with Spinal Cord Injury (HCBS-SCI) waiver provides assistance to 
individuals living with a qualifying condition of a spinal cord injury, multiple sclerosis, a brain 
injury, spina bifida, muscular dystrophy, or cerebral palsy with the inability for 
independent ambulation directly resulting from one of these conditions spinal cord injuries in the 
Denver Metro Area that require long-term supports and services in order to remain in a 
community setting. 







 


 


8.517.4.B. The HCBS-CIHSCI waiver provides an opportunity to study the effectiveness of 
Complementary and Integrative Health Services and the impact the provision of these service 
may have on the utilization of other HCBS-CIHSCI waiver and/or acute care services. 


8.517.4.C. An independent evaluation shall be conducted no later than January 1, 20202025 to 
determine the effectiveness of the Complementary and Integrative Health Services. 


8.517.5 CLIENT ELIGIBILITY 


8.517.5.A. ELIGIBLE PERSONS 


Home and Community-based Services for Complementary and Integrative Health (HCBS-CIH) 
Persons with Spinal Cord Injury (HCBS-SCI) waiver services shall be offered only to individuals 
who meet all of the following eligibility requirements: 


1. Individuals shall be aged 18 years or older. 


2. Individuals shall have a diagnosisqualifying condition of a spinal cord injury (traumatic or 
nontraumatic), multiple sclerosis, a brain injury, spina bifida, muscular dystrophy, or 
cerebral palsy with the inability for independent ambulation directly resulting from one of 
these conditions as defined by broad diagnoses related to each condition within the most 
current version of the International Classification of Diseases (ICD) at the time of 
assessment.This diagnosis must be outlined in 8.517.2.1 and documented on the 
individual’s Professional Medical Information Page (PMIP) and in the Uniform Long term 
Care 100.2 (ULTC 100.2) assessment tool. 


3.   Individuals must have been determined to have an inability for independent ambulation 
resulting from the qualifying condition as identified by the case manager through the 
assessment process. The inability for independent ambulation means: 
 


a.    The individual does not walk, and requires use of a wheelchair or scooter in all 
settings, whether or not they can operate the wheelchair or scooter safely, on 
their own, OR;   
 


b.  The individual does walk, but requires use of a walker or cane in 
all settings, whether or not they can use the walker or cane safely, on their 
own, OR;  
 


c. The individual does walk, but requires “touch” or “stand-by” assistance to 
ambulate safely in all settings.  


3. Individuals shall have been determined to have a significant functional impairment as 
evidenced by a comprehensive functional assessment using the ULTC 100.2 assessment 
tool that results in at least the minimum scores required per Section 8.401.1.15. 


4. Individuals shall reside in the Denver Metro Area as evidenced by residence in one of the 
following counties: 


a. Adams; 


b. Arapahoe; 







 


 


c. Denver; 


d. Douglas; or 


e. Jefferson 
 


8.517.5.B FINANCIAL ELIGIBILITY 


Individuals must meet the financial eligibility requirements specified at Section 8.100.7 LONG 
TERM CARE MEDICAL ASSISTANCE ELIGIBILITY. 


8.517.5.C LEVEL OF CARE CRITERIA 


Individuals shall require long-term support services at a level of care comparable to services 
typically provided in a nursing facility or hospital. 


8.517.5.D NEED FOR HOME AND COMMUNITY-BASED SERVICES FOR PERSONS WITH 
SPINAL CORD INJURY (HCBS-SCI) COMPLEMENTARY AND INTEGRATIVE HEALTH (HCBS-
CIH) WAIVER SERVICES  


1. Only individuals that currently receive Home and Community-based Services for 
Complementary and Integrative Health (HCBS-CIH) for Persons with Spinal Cord Injury 
(HCBS-SCI) waiver services, or that have agreed to accept HCBS-CIHSCI services as 
soon as all other eligibility criteria have been met, are eligible for the HCBS-CIHSCI 
waiver. 


a. Case management is not a HCBS-CIHSCI service and shall not be used to 
satisfy this requirement. 


b. The desire or need for any Medicaid services other than HCBS-CIHSCI waiver 
services, as listed at Section 8.517.1, shall not satisfy this eligibility requirement. 


2. Individuals that have not received at least one (1) HCBS-CIHSCI waiver service for a 
period greater than 30 consecutive days shall be discontinued from the waiver. 


8.517.5.E EXCLUSIONS 


1. Individuals who are residents of nursing facilities or hospitals are not eligible to receive 
Home and Community-based Services for Complementary and Integrative Health 
(HCBS-CIH) Persons with Spinal Cord Injury (HCBS-SCI) waiver services. 


2. HCBS-CIHSCI Clients that enter a nursing facility or hospital may not receive HCBS-
CIHSCI waiver services while admitted to the nursing facility or hospital. 


a. HCBS-CIHSCI Clients admitted to a nursing facility or hospital for 30 consecutive 
days or longer shall be discontinued from the HCBS-CIHSCI program. 


b. HCBS-SCI Clients entering a nursing facility for Respite Care as an HCBS-
CIHSCI service shall not be discontinued from the HCBS-CIHSCI program. 


8.517.5.F COST CONTAINMENT AND SERVICE ADEQUACY 


1. Individuals shall not be eligible for the Home and Community-based Services for 
Complementary and Integrative Health (HCBS-CIH) for Persons with Spinal Cord Injury 







 


 


(HCBS-SCI) waiver if the case manager determines any of the following during the initial 
assessment and service planning process: 


a. The individual’s needs cannot be met within the Individual Cost Containment 
Amount. 


b. The individual’s needs are more extensive than HCBS-CIHSCI waiver services 
can support and/or that the individual’s health and safety cannot be assured in a 
community setting. 


2. Individuals shall not be eligible for the HCBS-SCI waiver at reassessment if the case 
manager determines the individual’s needs are more extensive than HCBS-CIHSCI 
waiver services are able to support and/or that the individual’s health and safety cannot 
be assured in a community setting. 


3. Individuals may be eligible for the HCBS-CIHSCI waiver at reassessment if the case 
manager determines that HCBS-CIHSCI waiver services are able to support the 
individual’s needs and the individual’s health and safety can be assured in a community 
setting. 


a. If the case manager expects that the services required to support the individual’s 
needs will exceed the Individual Cost Containment Amount, the Department or its 
agent will review the service support plan to determine if the individual’s request 
for services is appropriate and justifiable based on the individual’s condition. 


i) Individuals may request of the case manager that existing services 
remain intact during this review process. 


ii) In the event that the request for services is denied by the Department or 
its agent, the case manager shall provide the individual with: 


1) Long-Term Care Notice of Action Form (LTC-803), informing 
the Client of the denial and providing Tthe Client’s appeal rights 
pursuant to Section 8.057; and 


2) Alternative options to meet the individual’s needs that may 
include, but are not limited to, nursing facility placement. 


8.517.6 WAITING LIST 


1. The number of Clients who may be served through the Home and Community-based 
Services for Complementary and Integrative Health (HCBS-CIH) Persons with Spinal 
Cord Injury (HCBS-SCI) waiver during a fiscal year may be limited by the federally 
approved waiver. 


2. Individuals determined eligible for the HCBS-CIHSCI waiver who cannot be served within 
the federally approved waiver capacity limits shall be eligible for placement on a waiting 
list. 


3. The waiting list shall be maintained by the Department. 


4. The case manager shall ensure the individual meets all eligibility criteria as set forth at 
Section 8.517.5 prior to notifying the Department to place the individual on the waiting 
list. 







 


 


5. The date the case manager determines an individual has met all eligibility requirements 
as set forth at Section 8.517.5 is the date the Department will use for the individual’s 
placement on the waiting list. 


6. When an eligible individual is placed on the waiting list for the HCBS-CIHSCI waiver, the 
case manager shall provide a written notice of the action in accordance with section 
8.057 et seq. 


7. As openings become available within the capacity limits of the federally approved waiver, 
individuals shall be considered for the HCBS-CIHSCI waiver in the order of the 
individual’s placement on the waiting list 


8. When an opening for the HCBS-CIHSCI waiver becomes available the Department will 
provide written notice to the Case Management Agency. 


9. Within ten business days of notification from the Department that an opening for the 
HCBS-CIHSCI waiver is available the Case Management Agency shall: 


a. Reassess the individual for functional level of care using the Department’s 
prescribed instrument if more than six months has elapsed since the previous 
assessment. 


b. Update the existing functional level of care assessment in the official Client 
record if less than six months has elapsed since the date of the previous 
assessment. 


c. Reassess for eligibility criteria as set forth at 8.517.5. 


d. Notify the Department of the individual’s eligibility status. 


8.517.7 START DATE FOR SERVICES 


8.517.7.A. The start date of eligibility for Home and Community-Bbased Services for 
Complementary and Integrative Health (HCBS-CIH)Persons with Spinal Cord Injury (HCBS-SCI) 
waiver services shall not precede the date that all of the requirements at Section 8.517.5, have 
been met. The first date for which HCBS-CIHSCI waiver services may be reimbursed shall be the 
later of the following: 


1. The date at which financial eligibility is effective.  


2. The date at which the level of care and targeting criteria are certified. 


3. The date at which the individual agrees to accept services and signs all necessary intake 
and service planning forms. 


4. The date of discharge from the hospital or nursing facility. 


8.517.8 CASE MANAGEMENT FUNCTIONS 


8.517.8.A. The requirements at Section 8.486 shall apply to the Case Management Agencies 
performing the case management functions of the Home and Community-based Services for 
Complementary and Integrative Health (HCBS-CIH)Persons with Spinal Cord Injury (HCBS-SCI) 
waiver. 


8.517.9 PRIOR AUTHORIZATION OF SERVICES 







 


 


8.517.9.A. All Home and Community-based Services for Complementary and Integrative Health 
(HCBS-CIH)for Persons with Spinal Cord Injury (HCBS-SCI) waiver services must be prior 
authorized by the Department or its agent. 


8.517.9.B. The Department shall develop the Prior Authorization Request (PAR) form to be used by 
case managers in compliance with all applicable regulations. 


8.517.9.C. Claims for services are not reimbursable if: 


1. Services are not consistent with the Client’s documented medical condition and functional 
capacity; 


2. Services are not medically necessary or are not reasonable in amount, scope, frequency, 
and duration; 


3. Services are duplicative of other services included in the Client’s ServiceSupport Plan; 


4. The Client is receiving funds to purchase services; or 


5. Services total more than 24 hours per day of care. 


8.517.9.D. Revisions to the PAR that are requested six months or more after the end date shall be 
disapproved. 


8.517.9.E. Payment for HCBS-CIHSCI waiver services is also conditional upon: 


a. The Client's eligibility for HCBS-CIHSCI waiver services; 


b. The provider’s certification status; and 


c. The submission of claims in accordance with proper billing procedures. 


8.517.9.F. Prior authorization of services is not a guarantee of payment. All services must be 
provided in accordance with regulation and necessary to meet the Client's needs. 


8.517.9.G. Services requested on the PAR shall be supported by information on the Long-term Care 
Service Support Plan, the ULTC-100.2, and written documentation from the income maintenance 
technician of the Client's current monthly income. 


8.517.9.H. The PAR start date shall not precede the start date of HCBS-CIHSCI eligibility in 
accordance with Section 8.517.7. 


8.517.9.I. The PAR end date shall not exceed the end date of the HCBS-CIHSCI eligibility 
certification period. 


8.517.10 PROVIDER AGENCIES 
8.517.10.A. HCBS-SCI providers shall abide by all general certification standards, conditions, and 
processes established at Section 8.487. 


8.517.11 COMPLEMENTARY AND INTEGRATIVE HEALTH SERVICES 


Complementary and Integrative Health Services are limited to Acupuncture, Chiropractic Care, and 
Massage Therapy as defined at Section 8.517.2. 


8.517.11.A. Inclusions 







 


 


1. Acupuncture used for the treatment of conditions or symptoms related to the Client’s 
qualifying condition and inability to independently ambulatespinal cord injury. 


2. Chiropractic Care used for the treatment of conditions or symptoms related to the Client’s 
qualifying condition and inability to independently ambulatespinal cord injury. 


3. Massage Therapy used for the treatment of conditions or symptoms related to the 
Client’s qualifying condition and inability to independently ambulatespinal cord injury. 


8.517.11.B. Exclusions / Limitations 


1. Complementary and Integrative Health Services shall be provided only for the treatment 
of conditions or symptoms related to the Client’s qualifying condition and inability to 
independently ambulatespinal cord injury. 


2. Complementary and Integrative Health Services shall be limited to the Client’s assessed 
need for services as determined by the Complementary and Integrative Health Provider 
and documented in the Complementary and Integrative Health Care Plan. 


3. Complementary and Integrative Health Services shall be provided in an approved 
outpatient setting in accordance with 8.517.11.C.2 or in the Client’s residence. 


4. Complementary and Integrative Health Services shall be provided only by a 
Complementary and Integrative Health Provider certified by the Department of Health 
Care Policy and Financing to have met the certification standards listed at Section 
8.517.11.C. 


5. Clients receiving Complementary and Integrative Health Services shall participate in an 
independent evaluation to determine the effectiveness of the services. 


6. The Complementary and Integrative Health Services benefit is limited as follows: 


a. A Client may receive each of the three individual Complementary and Integrative 
Health Services on a single date of service. 


b. A Client shall not receive more than four (4) units of each individual 
Complementary and Integrative Health Service on a single date of service. 


c. A Client shall not receive more than 204 units of a single Complementary and 
Integrative Health service during a 365-day certification period. 


d. A Client shall not receive more than 408 combined units of all Complementary 
and Integrative Health Services during a 365-day certification period. 


8.517.11.C. Certification Standards 


1. Organization and Staffing 


a. Complementary and Integrative Health Services must be provided by licensed, 
certified, and/or registered individuals operating within the applicable scope of 
practice. 


b. Acupuncturists shall be licensed by the Department of Regulatory Agencies, 
Division of Registrations as required by the Acupuncturists Practice Act (C.R.S § 
12-200-101 et seqSection 12-29.5-101, C.R.S.) and have at least (1) year 







 


 


experience practicing Acupuncture at a rate of 520 hours per year; OR (1) year of 
experience working with individuals with paralysis or other long term physical 
disabilities. three (3) years’ experience practicing Acupuncture at a rate of 520 
hours per year; or at least two (2) years’ experience practicing acupuncture at a 
rate of 520 hours per year AND at least one (1) year of experience working with 
individuals with spinal cord injuries or other long-term physical disabilities, or 
education specific to the physiology of spinal cord injuries as it pertains to the 
treatment of using acupuncture. 


c. Chiropractors shall be licensed by the State Board of Chiropractic Examiners as 
required by the Chiropractors Practice Act (C.R.S. § 12-215-101 et seqSection 
12-33-101, C.R.S.) and have at least (1) year experience 
practicing Chiropractic at a rate of 520 hours per year; OR (1) year of experience 
working with individuals with paralysis or other long term physical 
disabilities.three (3) years’ experience practicing Chiropractic Care at a rate of 
520 hours per year; or at least two (2) years’ experience practicing Chiropractic 
Care at a rate of 520 hours per year AND at least one (1) year of experience 
working with individuals with spinal cord injuries or other long-term physical 
disabilities, or education specific to the physiology of spinal cord injuries as it 
pertains to the treatment of using chiropractic care. 


d. Massage Therapists shall be registered by the Department of Regulatory 
Agencies, Division of Registrations as required by the Massage Therapy Practice 
Act (C.R.S. § 12-235-101, et seqSection 12-35.3-101, C.R.S.) and have at least 
(1) year experience practicing Massage Therapy at a rate of 520 hours per year; 
OR (1) year of experience working with individuals with paralysis or other long 
term physical disabilities.three (3) years’ experience practicing Massage Therapy 
at a rate of 520 hours per year; or at least two (2) years’ experience practicing 
massage therapy at a rate of 520 hours per year AND at least (1) year of 
experience working with individuals with spinal cord injuries or other long-term 
physical disabilities, or education specific to the physiology of spinal cord injuries 
as it pertains to the treatment of using massage therapy. 


2. Environmental Standards for Complementary and Integrative Health Services provided in 
an outpatient setting. 


a. Complementary and Integrative Health Providers shall develop a plan for 
infection control that is adequate to avoid the sources of and prevent the 
transmission of infections and communicable diseases. They shall also develop a 
system for identifying, reporting, investigating and controlling infections and 
communicable diseases of patients and personnel. Sterilization procedures shall 
be developed and implemented in necessary service areas. 


b. Policies shall be developed and procedures implemented for the effective control 
of insects, rodents, and other pests. 


c. All wastes shall be disposed in compliance with local, state and federal laws. 


d. A preventive maintenance program to ensure that all essential mechanical, 
electrical and patient care equipment is maintained in safe and sanitary operating 
condition shall be provided. Emergency Systems, and all essential equipment 
and supplies shall be inspected and maintained on a frequent or as needed 
basis. 







 


 


e. Housekeeping services to ensure that the premises are clean and orderly at all 
times shall be provided and maintained. Appropriate janitorial storage shall be 
maintained. 


f. Outpatient settings shall be constructed and maintained to ensure access and 
safety. 


g. Outpatient settings shall demonstrate compliance with the building and fire safety 
requirements of local governments and other state agencies. 


3. Failure to comply with the requirements of this rule may result in the revocation of the 
Complementary and Integrative Health Provider certification. 


8.517.11.D COMPLEMENTARY AND INTEGRATIVE HEALTH CARE PLAN 


1. Complementary and Integrative Health Providers shall: 


a. Guide the development of the Complementary and Integrative Health Care Plan 
in coordination with the client and/or client’s representative. 


b. Recommend the appropriate modality, amount, scope, and duration of the 
Complementary and Integrative Health Service(s) within the established limits as 
listed at 8.517.11.B.; 


c. Recommend only services that are necessary and appropriate and will be 
rendered by the recommending Complementary and Integrative Health Provider. 


d. Maintain client records as established at Section 8.487.16.  Client records shall 
be made available to the Department or designated entity upon request and 
demonstrate the completion of Complementary and Integrative Health Providers 
requirements above. 


2. The Complementary and Integrative Health Provider shall reassess the Complementary 
and Integrative Health Care Plan at least annually or more frequently as necessary. The 
reassessment shall include a visit with the client. 


3. When recommending the use of Complementary and Integrative Health Services for the 
treatment of a condition or symptom related to the client’s spinal cord injury, the 
Complementary and Integrative Health Provider should use evidence from published 
medical literature that demonstrates the effectiveness of the services for the treatment of 
the condition or symptom. 


a. Where no evidence exists, the Complementary and Integrative Health Provider shall use 
their field expertise to guide service recommendations. 


b. If additional expertise is required the Complementary and Integrative Health Provider 
may; consult the Medical Director and/or consult other Complementary and Integrative 
Health service providers. 


34. The Complementary and Integrative Health Care Plan shall be developed using 
Department prescribed form(s) or template(s). 


46. The Complementary and Integrative Health Care Plan shall include the amount, scope, 
and duration of recommended Complementary and Integrative Health Services (CIHS).at 
least the following: 







 


 


5. Recommendations for CIHS on the Complementary and Integrative Health Care Plan will 
guide case managers in completing the Prior Authorization Request (PAR). 


6. CIHS will be added to the PAR only if recommended in the Complementary and 
Integrative Health Care Plan and agreed to by the client. 


a. A summary of the client’s treatment history; 


b. An assessment of the client’s current medical conditions/needs.  


c. The amount, scope, and duration of each recommended Complementary and 
Integrative Health Services and the expected outcomes. 


  d. The recommended schedule of services. 
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SECRETARY OF STATE 
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1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board 
 


2. Title of Rule: MSB 22-02-08-A Revision to the Medical Assistance Rule 
Concerning the Family Support Services Program, Sections 8.613.C.  


 
3. This action is an adoption of: an amendmentan amendment 
 
4. Rule sections affected in this action (if existing rule, also give Code of Regulations 


number and page numbers affected):  
Sections(s) Colorado Department of Health Care Policy and Financing, Staff Manual 
Volume 8, Medical Assistance (10 CCR 2505-10 8.613.C) 
 


5. Does this action involve any temporary or emergency rule(s)? No No 
If yes, state effective date:       
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PUBLICATION INSTRUCTIONS* 
 
Replace the current text at 8.613.C with the proposed text beginning at 8.613.C 
through the end of 8.613.C. This rule is effective June 30, 2022.
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DOCUMENT #13 


Title of Rule: Revision to the Medical Assistance Rule Concerning the Family Support Services 
Program, Sections 8.613.C 


Rule Number: MSB 22-02-08-A 
Division / Contact / Phone: Benefits & Services Management / Courtney Montes / 303-866-5506 


STATEMENT OF BASIS AND PURPOSE 


1. Summary of the basis and purpose for the rule or rule change.  (State what the rule says or 
does and explain why the rule or rule change is necessary). 


The purpose of this rule amendment is to achieve programmatic alignment between Family 
Support Services Program (FSSP) rules at section 8.613.C and new statutory changes 
outlined in SB 21-199 regarding verification of lawful presence in the United States. Effective 
July 1, 2022, SB21-199 repeals current laws that require a person to demonstrate the 
person's lawful presence in the United States to be eligible in Colorado for certain public 
benefits. SB 21-199 states that lawful presence is not a requirement of eligibility for state or 
local public benefits. This amendment will remove the lawful presence requirement for 
enrollment into FSSP.  


2. An emergency rule-making is imperatively necessary 


 to comply with state or federal law or federal regulation and/or 
 for the preservation of public health, safety and welfare. 


Explain: 


      


3. Federal authority for the Rule, if any: 


N/A  


4. State Authority for the Rule: 


Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2021); 
SB21-199; Effective July 1, 2022: Section 24-76.5-103, C.R.S. (2022) 
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Title of Rule: Revision to the Medical Assistance Rule Concerning the Family Support 
Services Program, Sections 8.613.C 


Rule Number: MSB 22-02-08-A 
Division / Contact / Phone: Benefits & Services Management / Courtney Montes / 303-
866-5506 


REGULATORY ANALYSIS 


1. Describe the classes of persons who will be affected by the proposed rule, including 
classes that will bear the costs of the proposed rule and classes that will benefit 
from the proposed rule. 


The proposed rule amendment will affect persons enrolled in or eligible for FSSP 
funding, families of persons receiving funding, and Community Centered Boards. 
The proposed rule amendment will align programmatic eligibility requirements with 
statutory changes as outlined in SB21-199. The current regulation states, “All 
eligible individuals 18 and older must provide proof of lawful presence in the United 
States to receive FSSP funding.” This amendment will add a provision stating that  
“Effective July 1, 2022, eligible individuals 18 and older are not required to provide 
proof of lawful presence in the U.S. to receive FSSP funding.” 


 


2. To the extent practicable, describe the probable quantitative and qualitative impact 
of the proposed rule, economic or otherwise, upon affected classes of persons. 


As there is a set allocation for FSSP, there are no expected quantitative impacts. 
Qualitatively, the proposed rule amendment will align programmatic requirements 
with statutory changes as outlined in SB21-199 by removing the current regulatory 
language requiring proof of lawful presence in the US to receive FSSP funding. This 
amendment may increase the number of eligible individuals and could lead to 
increased waitlists for the program; however, since this rule only impacts eligible 
individuals over age 18, the impact to the FSSP program should be minimal as the 
majority of FSSP participants are under age 18. The Office of Community Living 
anticipates that most participants over age 18 will continue to have their needs met 
through State Supported Living Services (State SLS) which currently has no waitlist. 


3. Discuss the probable costs to the Department and to any other agency of the 
implementation and enforcement of the proposed rule and any anticipated effect on 
state revenues. 


There will be no additional costs to the Department or use of state revenue. 
Implementing the proposed rule will not impact the amounts allocated to the FSSP 
or how the funding is spent. 
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4. Compare the probable costs and benefits of the proposed rule to the probable costs 
and benefits of inaction. 


There will be no additional costs to the Department or use of state revenue related 
to this rule amendment. The benefit of the proposed amendment is that it will allow 
previously ineligible undocumented immigrants to access the FSSP. The cost of 
inaction would be operating a program that is in violation of current statute. There is 
no perceived benefit to inaction.  


5. Determine whether there are less costly methods or less intrusive methods for 
achieving the purpose of the proposed rule. 


There are no less costly or less intrusive methods. Failure to change this rule would 
mean operating a program that is in violation of statute.  


6. Describe any alternative methods for achieving the purpose for the proposed rule 
that were seriously considered by the Department and the reasons why they were 
rejected in favor of the proposed rule. 


There are no alternative methods for achieving the purpose for the proposed rule. 
This rule amendment will align programmatic language with new statutory language 
as outlined in SB21-199.  







 


 


8.613 FAMILY SUPPORT SERVICES PROGRAM (FSSP) 


 


 


C. ELIGIBILITY 


1. Any individual with an Intellectual and Developmental Disability (IDD) or Developmental 
Delay, as determined pursuant to Section 25.5-10-211, C.R.S., living with their family is 
eligible for the FSSP. Living with a family means that the individual's place of residence is 
with that family. 


a. Living with family may include periods of time from one (1) day up to six (6) 
months during which time the individual is not in his or her primary residence 
because of transition into or out of the home. 


b. The CCB, in cooperation with the local FSC, shall determine what constitutes a 
transition. 


2. The family and eligible individual shall reside in the State of Colorado. 


3. All eligible individuals 18 and older must provide proof of lawful presence in the United 
States to receive FSSP funding.  


a. Effective July 1, 2022, eligible individuals 18 and older are not required to provide 
proof of lawful presence in the U.S. to receive FSSP funding. 


4. Eligibility for the FSSP does not guarantee the availability of services or supports under 
this program. 
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Rule Number: MSB 22-01-12-A 
Division / Contact / Phone: Office of Medicaid Operations / Melissa Torres / 5052 


SECRETARY OF STATE 


RULES ACTION SUMMARY AND FILING INSTRUCTIONS 
 


SUMMARY OF ACTION ON RULE(S) 


1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board 
 


2. Title of Rule: MSB 22-01-12-A, Revision to the Medical Assistance programs Rule 
Concerning updates to add Family Planning Services for Sections 
8.100.4.E, 8.100.4.F, and 8.100.4.G 


 
3. This action is an adoption of: an amendment 
 
4. Rule sections affected in this action (if existing rule, also give Code of Regulations 


number and page numbers affected):  
Sections(s) 8.100.3.F, 8.100.4.E, 8.100.4.F, and 8.100.4.G, Colorado Department of 
Health Care Policy and Financing, Staff Manual Volume 8, Medical Assistance (10 CCR 
2505-10). 
 


5. Does this action involve any temporary or emergency rule(s)? No 
If yes, state effective date:       
Is rule to be made permanent? (If yes, please attach notice of hearing). Yes 


 


PUBLICATION INSTRUCTIONS* 
 
Replace the current text at 8.100.3.F.1.a with the proposed text beginning at 
8.100.3.F.1.a through the end of 8.100.3.F.1.a. Replace the current text at 8.100.4 with 
the proposed text beginning at 8.100.4.Ethrough the end of 8.100.4.G. This rule is 
effective June 30, 2022.







DO NOT PUBLISH THIS PAGE 


Initial Review  04/08/22 Final Adoption  05/13/22 
Proposed Effective Date 06/30/22 Emergency Adoption    


DOCUMENT #09 


Title of Rule: Revision to the Medical Assistance programs Rule Concerning updates to add 
Family Planning Services for Sections 8.100.3.F, 8.100.4.E, 8.100.4.F, and 
8.100.4.G 


Rule Number: MSB 22-01-12-A 
Division / Contact / Phone: Office of Medicaid Operations / Melissa Torres / 5052 


STATEMENT OF BASIS AND PURPOSE 


1. Summary of the basis and purpose for the rule or rule change.  (State what the rule says or 
does and explain why the rule or rule change is necessary). 
 


The proposed rule change will amend 10 CCR 2505-10 sections 8.100.3.F, 8.100.4.E, 8.100.4.F, 
and 8.100.4.G, to include requirements to add a new limited family planning medical assistance 
program per Senate Bill 21-025. The updates to add the limited family planning services will 
allow Colorado to align with Federal requirements described at 42 CFR §435.214 and 
§435.603(k), which codifies the statutory provisions in sections 1902(a)(10)(A)(ii)(XXI) and 
1902(ii) of the Social Security Act (the Act). This limited family planning medical assistance 
category covers individuals of any age or gender who are not pregnant, not eligible for a 
Medicaid eligibility category that provides full coverage, and whose income is no more than 
260% of the federal poverty level. The department will also add a new category for the 
presumptive eligibility program for the limited family planning services to allow members to 
receive immediate services. This category will be called family planning presumptive eligibility. 
Family planning presumptive eligibility will provide services while their application is processed 
to determine eligibility for medical assistance. The department eligibility policy will be updated to 
reflect these changes in the Colorado Benefits Management System (CBMS). Updates to the rule 
will correct the listed federal poverty level (FPL) of 185% to 195% of the FPL to align with 
Colorado’s current FPL limit of 195% for presumptive eligibility for pregnant women and 60% to 
68% for parent and caretaker relatives. No System changes will be made for the FPL updates. 


 
2. An emergency rule-making is imperatively necessary 


 to comply with state or federal law or federal regulation and/or 
 for the preservation of public health, safety and welfare. 


Explain: 


3. Federal authority for the Rule, if any: 


42 CFR §435.214 and §435.603(k)   


4. State Authority for the Rule: C.R.S. 25.5-5-102(1)(h) and C.R.S. 25.5-5-329 
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Sections 25.5-1-301 through 25.5-1-303, C.R.S. (2021);
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Title of Rule: Revision to the Medical Assistance programs Rule Concerning updates 
to add Family Planning Services for Sections 8.100.3.F, 8.100.4.E, 
8.100.4.F, and 8.100.4.G 


Rule Number: MSB 22-01-12-A 
Division / Contact / Phone: Office of Medicaid Operations / Melissa Torres / 5052 


REGULATORY ANALYSIS 


1. Describe the classes of persons who will be affected by the proposed rule, including 
classes that will bear the costs of the proposed rule and classes that will benefit 
from the proposed rule. 
 
Applicants applying for Medical Assistance whose total household income is greater 
than 133% but does not exceed 260% of the federal poverty level shall benefit from 
the proposed rule, as applicants meet financial eligibility for the limited Family 
Planning Medical Assistance services. Currently, Colorado only has medical 
assistance programs that cover applicants within these guidelines who are either 
pregnant or a child under 19 years of age. This medical assistance program will now 
expand family planning services to individuals who would otherwise have been 
ineligible for medical assistance services. The limited family planning medical 
assistance services will not impose age, sex, or gender identity limitations on 
eligibility and is only available for applicants who are not eligible for a Medicaid 
eligibility category with full coverage. 
 


2. To the extent practicable, describe the probable quantitative and qualitative impact 
of the proposed rule, economic or otherwise, upon affected classes of persons. 
 
The proposed rule to add the new limited family planning medical assistance 
coverage can increase the member's medical care for necessary evaluations or 
preventative services. These services will also offer members contraceptive services 
and provide healthcare or counseling services focused on preventing, delaying, or 
planning a pregnancy. With the utilization of these services, members can now avoid 
unintended pregnancies allowing members to control their current and future family 
planning. 
 


3. Discuss the probable costs to the Department and to any other agency of the 
implementation and enforcement of the proposed rule and any anticipated effect on 
state revenues. 


The Department was appropriated $1,921,292 total funds, including $253,117 
General Fund in FY 2021-22 and $4,416,575 total funds, including $893,390 General 
Fund in FY 2022-23 to implement SB 21-025 which allows eligible individuals with 
incomes below 260% FPL to receive family planning services. The funds will be 
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used for administrative staff to manage the program, making necessary changes in 
the interchange and CBMS, determining member eligibility, and reimbursing 
providers for family planning services. The costs are offset by anticipated savings 
from avoided pregnancies. 


4. Compare the probable costs and benefits of the proposed rule to the probable costs 
and benefits of inaction. 
 
The cost of this policy is paying for family planning and family planning-
related services for eligible individuals under the expanded benefit, as well as the 
costs associated with setting up and running the program. 
 
The probable benefit of this policy is providing eligible Coloradans access 
to family planning services to prevent and/or delay pregnancies and the costs 
associated with those unintended pregnancies to the Medicaid and CHP+ programs. 
 
The cost of inaction is being out of compliance with state statute. 
 
There are no obvious benefits to inaction. 
 


5. Determine whether there are less costly methods or less intrusive methods for 
achieving the purpose of the proposed rule. 
 
There are no less costly methods of implementing SB 21- 
025 Family Planning Services for Eligible Individuals.  


 


6. Describe any alternative methods for achieving the purpose for the proposed rule 
that were seriously considered by the Department and the reasons why they were 
rejected in favor of the proposed rule. 
 
There were no alternative methods considered for the proposed rule 







 


 


8.100 MEDICAL ASSISTANCE ELIGIBILITY 
 
 


8.100.3. Medical Assistance General Eligibility Requirements 
 
 


8.100.3.F. Groups Assisted Under the Program 


1. The Medical Assistance Program provides benefits to the following persons who meet the federal 
definition of categorically needy at the time they apply for benefits: 


a. Parents and Caretaker Relatives, Pregnant Women, Children, Adults, and Family 
Planning Medical Assistance as defined under the Modified Adjusted Gross Income 
(MAGI)Medical Assistance section 8.100.4. 


b. Persons who meet legal immigrant requirements as outlined in this volume, who were or 
would have been eligible for SSI but for their alien status, if such persons meet the 
resource, income and disability requirements for SSI eligibility. 


c. Persons who are receiving financial assistance; and who are eligible for a SISC Code of 
A or B. See section 8.100.3.M for more information on SISC Codes. 


d. Persons who are eligible for financial assistance under Old Age Pension (OAP) and SSI, 
but are not receiving the money payment. 


e. Persons who would be eligible for financial assistance from OAP or SSI, except for the 
receipt of Social Security Cost of Living Adjustment (COLA) increases, or other 
retirement, survivors, or disability benefit increases to their own or a spouse's income. 
This group also includes persons who lost OAP or SSI due to the receipt of Social 
Security Benefits and who would still be eligible for the Medical Assistance Program 
except for the cost of living adjustments (COLA's) received. These populations are 
referenced as Pickle and Disabled Widow(er)s. 


f. Persons who are blind, disabled, or aged individuals residing in the medical institution or 
Long Term Care Institution whose income does not exceed 300% of SSI. 


g. Persons who are blind, disabled or aged receiving HCBS whose income does not exceed 
300% of the SSI benefit level and who, except for the level of their income, would be 
eligible for an SSI payment. 


h. A disabled adult child who is at least 18 years of age and who was receiving SSI as a 
disabled child prior to the age of 22, and for whom SSI was discontinued on or after May 
1, 1987, due to having received of OASDI drawn from a parent(s) Social Security 
Number, and who would continue to be eligible for SSI if the above OASDI and all 
subsequent cost of living adjustments were disregarded. This population is referenced as 
Disabled Adult Child (DAC). 


 


i. Children age 18 and under who would otherwise require institutionalization in an Long 
Term Care Institution, Nursing Facility (NF), or a hospital but for which it is appropriate to 







 


 


provide care outside of an institution as described in 1902(e)(3) of the Act Public Law No. 
97-248 (Section 134). 


j. Persons receiving OAP-A, OAP-B, and OAP Refugees who do not meet SSI eligibility 
criteria but do meet the state eligibility criteria for the OAP State Only Medical Assistance 
Program. These persons qualify for a SISC Code C. 


k. Persons who apply for and meet the criteria for one of the categorical Medical Assistance 
programs, but do not meet the criteria of citizenship shall receive Medical Assistance 
benefits for emergencies only. 


l. Persons with a disability or limited disability who are at least 16 but less than 65 years of 
age, with income less than or equal to 450% of FPL after income disregards, regardless 
of resources, and who are employed. 


m. Children with a disability who are age 18 and under, with household income less than or 
equal to 300% of FPL after income disregards, regardless of resources. 


n. Due to the Coronavirus COVID-19 Public Health Emergency, an applicant who is not 
eligible for Medical Assistance but has been impacted through exposure to or potential 
infection of COVID-19 may be eligible to receive services for COVID-19 testing only. To 
qualify for this limited benefit, the applicant must satisfy residency and immigration-or 
citizenship and not be enrolled in other health insurance. 


 
 
 
 


8.100.4  MAGI Medical Assistance Eligibility [Eff. 01/01/2014] 
 
 


8.100.4.E. Determining MAGI Household Composition. 


1. MAGI household composition is similar to, but not necessarily the same as a tax household. To 
determine MAGI household composition, the individual’s relationship to the tax filer must be 
established as declared on the Single Streamlined Application. 


a. In the case of an applicant who expects to file a tax return for the taxable year in which 
an initial determination or renewal of eligibility is being made, and does not expect to be 
claimed as a tax dependent by anyone else, then the applicant’s MAGI household shall 
consist of the following: 


i) The Tax-Filer; 


ii) The Tax-Filer’s spouse if living in the home; 


iii) All persons whom the Tax-Filer expects to claim as a tax dependent on their 
personal income tax return 


b. In the case of an applicant who expects to be claimed as a tax dependent by another 
taxpayer for the taxable year in which an initial determination or renewal of eligibility is 
being made, the applicant’s MAGI household shall be: 







 


 


i) The Tax Dependent; 


ii) The Tax-Filer and their spouse if living in the home; 


iii) The Tax-Filer’s other tax dependents; 


iv) The Tax Dependent’s spouse, if living with the Tax Dependent. 


c. The MAGI household of an applicant who expects to be claimed as a tax dependent is as 
outlined in 8.100.4.E.b above, except in the following circumstances: 


i) The applicant expects to be claimed as a tax dependent by someone other than 
a spouse, biological, adoptive or step parent. 


ii) The applicant is a child under 19 who is expected to be claimed by one parent as 
a tax dependent and is living with both parents, but the parents do not expect to 
file a joint tax return. 


iii) The applicant is a child under 19 and who expects to be claimed as a tax 
dependent by anon-custodial parent. 


d. If the applicant meets one of the exceptions in 8.100.4.E.c above or is a non-filer, 
household composition shall be determined using the following non-filer rules and the 
applicant’s household shall consist of the following: 


i) The applicant; 


ii) The applicant’s spouse who lives in the household; 


iii) The applicant’s natural, adopted, and step children under the age of 19, who live 
in the household; and 


iv) In the case of applicants under the age of 19, the applicant’s natural, adoptive, 
and step parents and natural, adoptive, and step siblings under age 19, who live 
in the household. 


2. When a household includes a pregnant woman, regardless of the Medical Assistance category, 
the pregnant woman is counted as herself plus the number of children she is expected to deliver. 


3. When a household includes an individual applying for the limited Family Planning Medical 
Assistance category, the individual is counted as a household of two in addition to any other 
household members. 


43. Married couples living together will each be included in the other’s MAGI household regardless of 
whether or not they expect to file taxes jointly, separately or if one expects to be claimed as a tax 
dependent of the other. 


54. If a child is claimed as a tax dependent by both parents who are married and who will file taxes 
jointly but one parent lives outside of the household due to separation or pending divorce, the 
child’s household composition is determined by non-filer rules. The parent living outside of the 
household will not be counted as part of the household. 


65. An individual who is both a tax dependent and a tax filer will be considered a tax dependent for 
the purpose of determining eligibility for Medical Assistance. 







 


 


8.100.4.F. MAGI Category Presumptive Eligibility 


1. A pregnant applicant may apply for presumptive eligibility for ambulatory services through 
Medical Assistance presumptive eligibility sites. A child under the age of 19 may apply or have an 
adult apply on their behalf for presumptive eligibility for State Plan approved medical services 
through presumptive eligibility sites. Presumptive eligibility is available to applicants for limited 
family planning who are not pregnant. There are no restrictions of age or gender under the limited 
family planning presumptive eligibility category. 


2. To be eligible for presumptive eligibility: 


a. a pregnant woman shall have an attested pregnancy, declare that her household's 
income shall not exceed 1985% of the federal poverty level (MAGI-equivalent) and 
declare that she is a United States citizen or a lawfully residing documented immigrant. 
Refer to the MAGI-Medicaid income guidelines chart available on the Department’s 
website 


b. a child under the age of 19 shall have a declared household income that does not exceed 
133% of federal poverty level (MAGI-equivalent) and declare that the child is a United 
States citizen or a documented immigrant. 


c. To qualify for limited family planning presumptive eligibility, an applicant must have 
declared household income greater than 133% but not exceeding 260% of the federal 
poverty level. The applicant cannot be eligible for a  Medicaid eligibility category that 
provides full coverage. The applicant must declare they are a United States citizen or a 
lawfully residing immigrant. An applicant applying for limited family planning presumptive 
eligibility will be counted individually as a household member of two. 


3. Presumptive eligibility sites shall be certified by the Department to make presumptive eligibility 
determinations. Sites shall be re-certified by the Department every 2 years to remain approved 
presumptive eligibility sites. 


4. The presumptive eligibility site shall forward the application to the county within five business 
days. 


5. The presumptive eligibility period begins on the date the applicant(s) is determined eligible and 
ends with the earlier of: 


a. T the day an eligibility determination for Medical Assistance is made for the applicant(s); or 


b. The last day of the month following the month in which a determination for presumptive eligibility 
was made. 


6. A presumptive eligible client may not appeal the end of a presumptive eligibility period. 


7. Presumptively eligible women and Medical Assistance clients may appeal the county 
department's failure to act on an application within 45 days from date of application or the denial 
of an application. Appeal procedures are outlined in the State Hearings section of this volume. 


8.100.4.G. MAGI Covered Groups 


1. For MAGI Medical Assistance, any person who is determined to be eligible for Medical 
Assistance based on MAGI at any time during a calendar month shall be eligible for benefits 
during the entire month. 







 


 


2. Children applying for Medical Assistance whose total household income does not exceed 133% 
of the federal poverty level (MAGI-equivalent) shall be determined financially eligible for Medical 
Assistance. Refer to the MAGI-Medicaid income guidelines chart available on the Department’s 
website. 


a. Children are eligible for Children’s MAGI Medical Assistance through the end of the 
month in which they turn 19 years old. After turning 19, the individual may be eligible for a 
different Medical Assistance category. 


3. Parents and Caretaker Relatives applying for Medical Assistance whose total household income 
does not exceed 608% of the federal poverty level (MAGI-equivalent) shall be determined 
financially eligible for Medical Assistance. Parents or Caretaker Relatives eligible for this category 
shall have a dependent child in the household. 


a. A dependent child is considered to be living in the home of the parent or caretaker 
relative as long as the parent or specified relative exercises responsibility for the care and 
control of the child even if: 


i) The child is under the jurisdiction of the court (for example, receiving probation 
services); 


ii) Legal custody is held by an agency that does not have physical possession of 
the child; 


iii) The child is in regular attendance at a school away from home; 


iv) Either the child or the relative is away from the home to receive medical 
treatment; 


v) Either the child or the relative is temporarily absent from the home; 


vi) The child is in voluntary foster care placement for a period not expected to 
exceed three months. Should the foster care plan change within the three 
months and the placement become court ordered, the child is no longer 
considered to be living in the home as of the time the foster care plan is changed. 


4. Adults applying for Medical Assistance whose total household income does not exceed 133% of 
the federal poverty level shall be determined financially eligible for Medical Assistance. This 
category includes adults who are parents or caretaker relatives of dependent children whose 
income exceeds the income threshold to qualify for the Parents and Caretaker Relatives MAGI 
category and who meet all other eligibility criteria. 


a. A dependent child living in the household of a parent or caretaker relative shall have 
minimum essential coverage, in order for the parent or caretaker relative to be eligible for 
Medical Assistance under this category. Refer to section 8.100.4.G.3.a on who is 
considered a dependent child. 


b. Due to the COVID-19 Public Health Emergency an applicant who is not eligible for 
Medical Assistance but has been impacted through exposure to or potential infection with 
COVID-19 may be eligible to receive services for COVID-19 testing only. To qualify for 
this limited benefit, the applicant must satisfy residency and immigration or citizenship 
status and not be enrolled in other health insurance. 


5. Pregnant Women whose household income does not exceed 1985% of the federal poverty level 
(MAGI-equivalent) are eligible for the Pregnant Women MAGI Medical Assistance program. 







 


 


Medical Assistance shall be provided to a pregnant woman for a period beginning with the date of 
application for Medical Assistance through the last day of the 12th month following 60 days from 
the date the pregnancy ends. Once eligibility has been approved, Medical Assistance coverage 
will be provided regardless of changes in the woman's financial circumstances once the income 
verification requirements are met. 


a. A pregnant women’s eligibility period will end effective the earliest possible month, if the 
following occurs: 


i) Fails to provide a reasonable explanation or paper documentation when self- 
attested income is not reasonably compatible with income information from an 
electronic data source, by the end of the 90 day reasonable opportunity period. 
This exception only applies the first-time income is verified following an initial 
eligibility determination or an annual redetermination. 


6. A lawfully admitted non-citizen who is pregnant and who has been in the United States for less 
than five years is eligible for Medical Assistance if she meets all of the other eligibility 
requirements specified at 8.100.4.G.5 and fits into one of the immigration categories listed in 
8.100.3.G.1.g.iii.1-5 and 8.100.3.G.1.g.vi.1-15. This population is referenced as Legal Immigrant 
Prenatal. 


7. A child whose mother is receiving Medical Assistance at the time of the child's birth is 
continuously eligible for one year. This population is referred to as “Eligible Needy Newborn”. This 
coverage also applies in instances where the mother received Medical Assistance to cover the 
child’s birth through retroactive Medical Assistance. The child is not required to live with the 
mother receiving Medical Assistance to qualify as an Eligible Needy Newborn. 


a. To receive Medical Assistance under this category, the birth must be reported verbally or 
in writing to the County Department of Human Services or eligibility site. Information 
provided shall include the baby’s name, date of birth, and mother’s name or Medical 
Assistance number. A newborn can be reported at any time by any person. Once 
reported, a newborn meeting the above criteria shall be added to the mother’s Medical 
Assistance case, or his or her own case if the newborn does not reside with the mother, 
according to timelines defined by the Department. If adopted, the newborn’s agent does 
not need to file an application or provide a Social Security Number or proof of application 
for a Social Security Number for the newborn 


8. Applicants applying for Medical Assistance whose total household income is greater than 133% 
but does not exceed 260% of the federal poverty level shall be determined financially eligible for 
limited Family Planning Medical Assistance services. The applicant must satisfy residency and 
immigration or citizenship status to qualify for this limited benefit. The limited family planning 
services eligibility category has no age or gender restriction and is available for those not eligible 
for a Medicaid eligibility category that provides full coverage. 
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Title of Rule: Revision to the Special Financing Division Colorado Indigent Care 
Program rules concerning HB21-1198 Implementation and CICP 
Alignment, Section 8.900. 


Rule Number: MSB 22-03-21-A 
Division / Contact / Phone: Special Financing / Taryn Graf / 5634 


SECRETARY OF STATE 


RULES ACTION SUMMARY AND FILING INSTRUCTIONS 
 


SUMMARY OF ACTION ON RULE(S) 


1. Department / Agency Name: Health Care Policy and Financing / Medical Services Board 
 


2. Title of Rule: MSB 22-03-21-A, Revision to the Special Financing Division 
Colorado Indigent Care Program rules concerning HB21-1198 
Implementation and CICP Alignment, Section 8.900. 


 
3. This action is an adoption of: an amendmentand new rules 
 
4. Rule sections affected in this action (if existing rule, also give Code of Regulations 


number and page numbers affected):  
Sections(s) 8.900, Colorado Department of Health Care Policy and Financing, Staff 
Manual Volume 8, Medical Assistance (10 CCR 2505-10). 
 


5. Does this action involve any temporary or emergency rule(s)? Yes 
If yes, state effective date: Apr 1, 2022 
Is rule to be made permanent? (If yes, please attach notice of hearing). Yes 


 


PUBLICATION INSTRUCTIONS* 
 
Replace the current text at 8.900 with the proposed text beginning at 8.900 through 
the end of 8.929. This rule is effective June 30, 2022.
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Initial Review   Final Adoption   
Proposed Effective Date Emergency Adoption   


DOCUMENT # 


Title of Rule: Revision to the Special Financing Division Colorado Indigent Care Program rules 
concerning HB21-1198 Implementation and CICP Alignment, Section 8.900. 


Rule Number: MSB 22-03-21-A 
Division / Contact / Phone: Special Financing / Taryn Graf / 5634 


STATEMENT OF BASIS AND PURPOSE 


1. Summary of the basis and purpose for the rule or rule change.  (State what the rule says or 
does and explain why the rule or rule change is necessary). 


During the 2021 session, the Colorado General Assembly passed House Bill (HB) 21-1198 
which moved the Health Care Billing Requirements for indigent patients from the Department 
of Public Health and Environment to the Department of Health Care Policy and Financing for 
creation and implementation. HB 21-1198, also known as Hospital Discounted Care, allows 
uninsured individuals the opportunity to apply for financial assistance or charity care 
programs through the Health Care Facility where they receive treatment. Health Care 
services covered include any services received in a general acute care or critical access 
hospital or free-standing emergency department.  


HB21-1198 requires designated providers to establish a monthly payment plan for indigent 
patients under which payments for health care facility charges may not exceed 4% of the 
patient's monthly household income, and payments for each licensed health care 
professional charges may not exceed 2% of the patient’s monthly household income. After 
36 cumulative payments, the patient's bill is considered paid in full. The Department 
determines the rates used by all health care providers which cannot be less than 100% of 
the Medicare rate or 100% of the Medicaid base rage, whichever is greater. This rulemaking 
process will simultaneously create rules for Hospital Discounted Care and update the 
Colorado Indigent Care Program (CICP) rules in order to minimize administrative burden for 
participating CICP hospital providers. Hospital Discounted Care must be implemented by April 
1, 2022 per HB21-1198. 


2. An emergency rule-making is imperatively necessary 


 to comply with state or federal law or federal regulation and/or 
 for the preservation of public health, safety and welfare. 


Explain: 


3. Federal authority for the Rule, if any: 


       


4. State Authority for the Rule: 
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Sections 25.5-3-501 through 25.5-3-506, C.R.S. (2021); Sections 25.5-3-101 through 25.5-3-
112 
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REGULATORY ANALYSIS 


1. Describe the classes of persons who will be affected by the proposed rule, including 
classes that will bear the costs of the proposed rule and classes that will benefit 
from the proposed rule. 


This rule will impact low-income households that are at or below 250% of the 
federal poverty level as well as all general acute and critical access hospitals, all 
free-standing emergency departments, and all licensed health care professionals 
who work within those settings. Low-income households will benefit from this rule 
because it requires all affected health care service providers to assess income 
uniformly and sets limits on payment plan amounts.  


2. To the extent practicable, describe the probable quantitative and qualitative impact 
of the proposed rule, economic or otherwise, upon affected classes of persons. 


The rule change is intended to help low-income households access health care 
services under an affordable payment plan to prevent bankruptcy filings due to 
medical costs. The impact on the health care service providers may be an increased 
workload to ensure all eligible patients are screened for discounted care.  


3. Discuss the probable costs to the Department and to any other agency of the 
implementation and enforcement of the proposed rule and any anticipated effect on 
state revenues. 


The General Assembly has appropriated funds to the Department for implementation 
of HB 21-1198. It is unknown whether the transfer of responsibility under HB21-
1198 from the Department of Public Health and Environment will result in any cost-
avoidance for that agency. The Department anticipates no other effect on state 
revenues. 


4. Compare the probable costs and benefits of the proposed rule to the probable costs 
and benefits of inaction. 


The cost of the proposed rule is limited to the costs of implementation of HB21-1198 
related to rule-making. The benefit of the proposed rule is that by setting uniform 
income assessment and billing standards, indigent patients are expected to be less 
likely to file bankruptcy because of insurmountable medical debt. The cost of 
inaction is that the Department would be out of compliance with the requirements of 
HB21-1198 and resulting statutes, and there would be no real benefit to inaction.  


5. Determine whether there are less costly methods or less intrusive methods for 
achieving the purpose of the proposed rule. 
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The Department does not foresee any fiscal impact from this rule change, and no 
less costly methods exist when the legislature has mandated rulemaking. 


6. Describe any alternative methods for achieving the purpose for the proposed rule 
that were seriously considered by the Department and the reasons why they were 
rejected in favor of the proposed rule. 


No alternative methods were considered because legislation directs the Medical 
Services Board to establish rules for the implementation of HB 21-1198. 







 


 


8.900 COLORADO INDIGENT CARE PROGRAM (CICP) 


PROGRAM OVERVIEW AND LEGAL BASIS 


The Colorado Indigent Care Program (CICP) is a program that distributes federal and State funds to 
partially compensate Qualified Health Care Providers for uncompensated costs associated with services 
rendered to uninsured or underinsured patients. Qualified Health Care Providers who receive this funding 
render discounted health care services to Colorado residents, migrant workers and lawfully present 
immigrants with limited financial resources who are uninsured or underinsured and not eligible for benefits 
under the Medicaid Program or the Children’s Basic Health Plan. 


The Colorado Department of Health Care Policy and Financing (Department) administers the CICP by 
distributing funding to Qualified Health Care Providers who serve eligible persons. The CICP issues 
procedures to ensure the funding is used to serve the uninsured and underinsured population in a uniform 
method. Any significant departure from these procedures will result in termination of the approval of, and 
the funding to, a health care provider. The CICP is authorized by state law at Title 25.5, Article 3, Part 1, 
(2020). 


The CICP does not offer a specified discounted medical benefit package or an entitlement to medical 
benefits or funding to individuals or medical providers. The CICP does not offer a health coverage plan as 
defined in section 10-16-102 (34), C.R.S. Eligible persons receiving discounted health care services from 
Qualified Health Care Providers are subject to the limitations and requirements imposed by Title 25.5, 
Article 3, Part 1, C.R.S. 


8.901 DEFINITIONS 


A. Applicant means an individual who has applied at a Qualified Health Care Provider to receive 
discounted health care services. 


B. Children’s Basic Health Plan or the Child Health Plan Plus (CHP+) means the Children’s Basic 
Health Plan as defined in Title 25.5, Article 8, C.R.S. (2020). 


C. Client means an individual whose application to receive discounted health care services has been 
approved by a Qualified Health Care Provider. 


D. Clinic Provider means any Qualified Health Care Provider that is a community health clinic 
licensed or certified by the Department of Public Health and Environment pursuant to C.R.S §25-
1.5-103, a federally qualified health center as defined in 42 U.S.C. sec. 1395x (aa)(4) (2020), or a 
rural health clinic, as defined in 42 U.S.C. sec. 1395x (aa)(2) (2020). 


E. Colorado Indigent Care Program or CICP or Program means the Colorado Indigent Care 
Program as authorized by state law at Title 25.5, Article 3, Part 1, C.R.S. (2020). 


F. Denver Metropolitan Area means the Denver-Aurora-Lakewood, CO metropolitan area as defined 
by the Bureau of Labor Statistics. 


G. Department means the Department of Health Care Policy and Financing established pursuant to 
Titlesection 25.5-1-104, C.R.S. (2020). 


H. Doubled-up means a person who has no permanent housing of their own and who is temporarily 
living with a person who has no legal obligation to financially support them. 







 


 


I. Emergency Care means treatment for conditions of an acute, severe nature which are life, limb, 
or disability threats requiring immediate attention, where any delay in treatment would, in the 
judgment of the responsible physician, threaten life or loss of function of a patient or viable fetus. 


J. General Provider means a general hospital, birth center, or community health clinic licensed or 
certified by the Department of Public Health and Environment pursuant to Section 25-1.5-
103(1)(a)(I) or (1)(a)(II), C.R.S., a federally qualified health center, as defined in 42 U.S.C. sec. 
1395x (aa)(4) (2020), a rural health clinic, as defined in 42 U.S.C. sec. 1395x (aa)(2)(2020), a 
health maintenance organization issued a certificate authority pursuant to Section 10-16-402, 
C.R.S., and the University of Colorado Health Sciences Center when acting pursuant to Section 
25.5-3-108 (5)(a)(I) or (5)(a)(II)(A), C.R.S. For the purposes of the Program, General Provider 
includes associated physicians. 


42 U.S.C. sec. 1395x (aa)(2) (20202021)is incorporated by reference. Such incorporation, 
however, excludes later amendments to or editions of the referenced material. Pursuant to 
Section 24-4-103 (12.5), C.R.S., the Department of Health Care Policy and Financing maintains 
either electronic or written copies of the incorporated texts for public inspection. Copies may be 
obtained at a reasonable cost or examined during regular business hours at 1570 Grant Street, 
Denver, Colorado 80203.  


K. Homeless means a person who lacks a fixed, regular, and adequate night-time residence, or is in 
a doubled-up situation, or is in imminent danger of losing their primary night-time residence, and 
who lacks resources or support networks to remain in housing, or has a primary night-time 
residency that is: (A) a supervised publicly or privately operated shelter designed to provide 
temporary living accommodations, (B) an institution that provides a temporary residence for 
individuals intended to be institutionalized, or (C) a public or private place not designed for, or 
ordinarily used as, a regular sleeping accommodation for human beings. This does not include an 
individual imprisoned or otherwise detained pursuant to federal or state law.  


L. Hospital Discounted Care means Health Care Billing for Indigent Patients as defined in Title 25.5, 
Article 3, Part 5, C.R.S. 


M. Hospital Provider means any Qualified Health Care Provider that is a general hospital licensed or 
certified by the Department of Public Health and Environment pursuant to section 25-1.5-103, 
C.R.S. and which operates inpatient facilities. 


MN. Liquid Resources means resources that can be readily converted to cash, including but not 
limited to checking and savings accounts, health savings accounts, prepaid bank cards, 
certificates of deposit less the penalty for early withdrawal. 


NO. Medicaid means the Colorado medical assistance program as defined in Title 25.5, Article 4, 
C.R.S. 


OP. Qualified Health Care Provider means any General Provider who is approved by the Department 
to provide, and receive funding for, discounted health care services under the CICP. 


PQ. Spend Down means when an Applicant uses his or her available Liquid Resources to pay off part 
or all of a medical bill to lower his or her financial determination to a level that will allow him or her 
to qualify for the Program. 


QR. Transitional housing means housing designed to provide homeless individuals and families with 
the interim stability and support to successfully move to and maintain permanent housing. 


RS. Uniform Application means the application for discounted care created pursuant to Section 8.922. 







 


 


T. Urgent Care means treatment needed because of an injury or serious illness that requires 
treatment within 48 hours. 


8.902 PROVISIONS APPLICABLE TO QUALIFIED HEALTH CARE PROVIDERS 


A. Requirements for Qualified Health Care Providers 


1. Agreements will be made annually between the Department and Qualified Health Care 
Providers through an application process. 


2. Agreements may be executed with Hospital Providers throughout Colorado that meet the 
following requirements: 


a. Licensed or certified as a general hospital or birth center by the Department of 
Public Health and Environment. 


b. Hospital Providers shall provide Emergency Care to all Clients throughout the 
Program year at discounted rates. 


c. Hospital Providers shall have at least two obstetricians with staff privileges at the 
Hospital Provider who agree to provide obstetric services to individuals under 
Medicaid. In the case where a Hospital Provider is located in a rural area (that is, 
an area outside of a metropolitan statistical area, as defined by the Executive 
Office of Management and Budget), the term “obstetrician” includes any 
physician with staff privileges at the Hospital Provider to perform non-emergency 
obstetric procedures. 


This requirement does not apply to a Hospital Provider in which the inpatients are 
predominantly under 18 years of age or which does not offer non-emergency 
obstetric services as of December 21, 1987. 


d. Using the information submitted by an Applicant and the Uniform Application 
developed and distributed by the Department, the Qualified Health Care Provider 
shall determine whether the Applicant meets all requirements to receive 
discounted health care services under the Program. Eligibility shall be 
determined at the time of application, unless required documentation is not 
available, in which case the Applicant will be notified of the missing 
documentation within three business days. An eligibility determination shall be 
made within three business days of receipt of the missing documents. Hospital 
Providers shall determine Client financial eligibility using the following 
information: 


I. Income from each Applicant age 18 and older; 


II. Household size, where all non-spouse or civil union partner, non-student 
adults ages 18 to 64 included on the application must have financial 
support demonstrated or attested to 


i. An applicant must include their spouse or civil union partner in 
their household for purposes of the application. 


ii. Any additional person living at the same address as the applicant 
may also be included in the household. 







 


 


iii. An applicant may include household members who live in other 
states or countries if the applicant attests that they provide at 
least 50% of the household member’s support; and 


III. Liquid Resources. Including Liquid Resources in the financial eligibility 
determination is optional for Hospital Providers. If a Hospital Provider 
chooses to include Liquid Resources in the financial eligibility 
determination, at least $2,500 must be excluded for each family member 
counted in household size, and the Hospital Provider must include a 
Spend Down opportunity. Effective JulyJune 1, Liquid Resources may no 
longer be counted for applicants. 


e. Hospital Providers shall use the Sliding Fee Scale developed by the Department 
or submit for Department approval with their annual application a Sliding Fee 
Scale that shows copayments for different service categories divided into at least 
three income tiers covering 0 to 250% of the federal poverty level. Copayments 
shall be expressed in dollar amounts and shall not exceed the copayments in the 
Standard Client Copayment Table found in Appendix A. Hospital Providers shall 
inform Applicants and Clients of their copayment responsibilities at the time their 
application is approved. 


f. Hospital Providers shall submit Program utilization and charge data in a format 
and timeline determined by the Department. 


3. Agreements may be executed with Clinic Providers throughout Colorado that meet the 
following minimum criteria: 


a. Licensed or certified as a community health clinic by the Department of Public 
Health and Environment or certified by the U.S. Department of Health and 
Human Services as a federally qualified health center or rural health clinic. 


b. Using the information submitted by an Applicant, the provider shall use the 
Uniform Application developed and distributed by the Department to determine 
whether the Applicant meets all requirements to receive discounted health care 
services under the Program. Clinic Providers may develop their own application 
and submit it to the Department for approval. Eligibility shall be determined at the 
time of application, unless required documentation is not available, in which case 
the Applicant will be notified of the missing documentation within three business 
days. An eligibility determination shall be made within three business days of 
receipt of the missing documents. Clinic Providers who are federally qualified 
health centers shall determine Client financial eligibility as required under federal 
regulations and guidelines. Clinic Providers who are not federally qualified health 
centers shall determine Client financial eligibility using the following information: 


I. Income from each Applicant age 18 and older, and 


II. Household size. 


c. Clinic Providers shall submit a Sliding Fee Scale for Department approval with 
their annual application that shows copayments for different service categories. 
Copayments for Clients between 0 and 100% of the federal poverty level shall be 
nominal or $0. Sliding Fee Scales shall have at least three tiers between 101 and 
250% of the federal poverty level. 







 


 


I. Sliding fee scales used by federally qualified health centers approved by 
the federal government meet all requirements of the Program. 


II. Copayments for Clients between 101 and 250% of the federal poverty 
level may not be less than the copayments for Clients between 0 and 
100% of the federal poverty level. 


III. The same sliding fee scale shall be used for all Clients eligible for the 
Program. 


IV. Sliding fee scales shall be reviewed by the Qualified Health Care 
Provider on a regular basis to ensure there are no barriers to care. 


d.  Clinic Providers shall inform Applicants and Clients of their copayment 
responsibilities at the time their application is approved. 


e. Clinic Providers shall submit Program data and quality metrics with their annual 
application. Specific quality metrics are listed in Section 8.905.B. The data and 
quality metrics shall be submitted in a format determined by the Department and 
provided as part of the annual application. 


4. Determination of Lawful Presence 


a. Effective July 1, 2022, Applicants are no longer required to provide proof of lawful 
presence in order to be eligible for the CICP. 


b. Qualified Health Care Providers shall develop procedures for handling original 
lawful presence documents to ensure that the documents are not lost, damaged 
or destroyed. Qualified Health Care Providers shall develop and follow 
procedures for returning or mailing original documents to Applicants within five 
business days of receipt. 


bc. Qualified Health Care Providers shall accept copies of an Applicant’s lawful 
presence documentation that have been verified by other CICP providers, 
Medical Assistance sites, county departments of social services, or any other 
entity designated by the Department of Health Care Policy and Financing through 
an agency letter. 


cd. Qualified Health Care Providers shall retain photocopies of the Applicant’s 
affidavit and lawful presence documentation. 


de.  Qualified Health Care Providers shall assist applicants who have a disability, are 
homeless, or who lack proficiency in English with obtaining documentation to 
establish citizenship or lawful presence. 


I. Examples of reasonable assistance that may be expected include, but 
are not limited to, providing contact information for the appropriate 
agencies that issue required documents; explaining the documentation 
requirements and how the Applicant may provide the required 
documentation; or referring the Applicant to other agencies or 
organizations which may be able to provide assistance. 


II. Examples of additional assistance that shall be provided to Applicants 
who are unable to comply with the documentation requirements due to 
physical or mental impairments or homelessness and who do not have a 







 


 


guardian or representative who can provide assistance include, but are 
not limited to, contacting any known family members who may have the 
required documentation; contacting any known health care providers 
who may have the required documentation; or contacting other social 
services agencies or organizations that are known to have provided 
assistance to the Applicant. 


III. The Qualified Health Care Provider shall not be required to pay for the 
cost of obtaining required documentation. 


IV. The Qualified Health Care Provider shall document its efforts of providing 
additional assistance to the Applicant and retain such documentation. 


5. Qualified Health Care Providers shall provide the Applicant and/or representative a 
written notice of the provider’s determination as to the Applicant’s eligibility to receive 
discounted services under the Program. If eligibility to receive discounted health care 
services is granted by the Qualified Health Care Provider, the notice shall include the 
dates of eligibility and the Applicant’s copay responsibilities. If eligibility to receive 
discounted health care services is denied, the notice shall include a brief, plain language 
explanation of the reason(s) for the denial. Every notice of the Qualified Health Care 
Provider's decision, whether an approval or a denial, shall include an explanation of the 
Applicant's appeal rights found at Section 8.902.B in these regulations. 


6. Qualified Health Care Providers shall screen all Applicants for eligibility for Medicaid and 
the Children’s Basic Health Plan and refer Applicants to those programs if they appear 
eligible. The Qualified Health Care Provider shall refer Applicants to Colorado’s health 
insurance marketplace for information about private health insurance. 


7. Qualified Health Care Providers shall not discriminate against Applicants or Clients based 
on race, color, ethnic or national origin, ancestry, age, sex, gender, sexual orientation, 
gender identity and expression, religion, creed, political beliefs, or disability. 


B. Client Appeals 


1. If an Applicant or Client feels that a financial determination or denial is in error, he or she 
shall only challenge the financial determination or denial by filing an appeal with the 
Qualified Health Care Provider who determined eligibility to receive discounted health 
care services under the CICP pursuant to this Section 8.902. There is no appeal process 
available through the Office of Administrative Courts. 


2. Instructions for Filing an Appeal 


The Qualified Health Care Provider shall inform the Applicant or Client that he or she has 
the right to appeal the financial determination or denial if he or she is not satisfied with 
the Qualified Health Care Provider's decision. 


An Applicant or Client who wishes to appeal a denial must: 


a. Submit a letter requesting appeal within 15 business30 calendar days of the date 
of the denial notice. Appeals submitted after the deadline may be denied for 
being submitted untimely; 


b. Enclose any supporting documentation; 







 


 


If no denial notice is received earlier, an appeal letter may be submitted within 3045 
business calendar days of the date the application was completed.;  


The deadline for an appeal letter may be extended for good cause. 


3. Appeals 


a. An Applicant or Client may file an appeal if he or she wishes to challenge the 
accuracy of his or her initial financial determination. 


b. Each Qualified Health Care Provider must designate a manager to review 
appeals and supporting documentation.  


c. If the initial financial determination is found to be inaccurate,  


I. the financial determination will be corrected, with eligibility effective 
retroactive to the initial date of application, and 


II. services provided during the applicable backdating period must be 
discounted.  


d. A decision shall be issued to the Applicant or Client and the Department in 
writing within 15 business calendar days following receipt of the appeal request. 


4. Provider Management Exception 


a. An Applicant or Client may request a provider management exception 
simultaneously with an appeal, or within 15 business calendar days of the date of 
the Qualified Health Care Provider’s decision regarding an appeal. 


b. A provider management exception may be granted at the Qualified Health Care 
Provider’s discretion if the Applicant or Client can demonstrate that there are 
circumstances that should be taken into consideration when establishing the 
household financial status. 


c. Each Qualified Health Care Provider must designate a manager to review 
provider management exceptions and supporting documents.  


I. The facility shall notify the Client in writing of the Qualified Health Care 
Provider’s findings within 15 business calendar days of receipt of the 
Client’s written request. 


II. The Qualified Health Care Provider must note provider management 
exceptions on the application. 


d. A financial determination from a provider management exception is effective as of the 
initial date of application.  


e. Qualified Health Care Providers are not required to honor provider management 
exceptions granted by other Qualified Health Care Providers. 


C. Financial Eligibility 







 


 


General Rule: An Applicant shall be financially eligible for discounted health care services under 
the CICP if his or hertheir household income is no more than 250% of the current Federal Poverty 
Guidelinesfederal poverty level (FPGL)for a household of that size. 


1. Qualified Health Care Providers determine eligibility for the CICP and shall maintain 
auditable files of applications for discounted health care services under the CICP until 
June 30 of the seventh state fiscal year following the eligibility determination.  


2. The determination of financial eligibility process looks at the financial circumstances of a 
household as of the date that an application is started. In the event that an applicant is 
applying to cover a past individual visit or admission, or a string of visits, admissions, or 
both that occurred in a short amount of time, and is either not going to be applying for 
CICP going forward or the date(s) of service are outside of the standard 90 day 
backdating window, the household financial status is considered as of the date of service 
instead of the date of the application. 


3. All Qualified Health Care Providers must accept each other’s CICP financial 
determinations unless the Qualified Health Care Provider believes that the financial 
determination was determined incorrectly, the Qualified Health Care Provider’s financial 
determination process is materially different from the process used by the issuing 
Qualified Health Care Provider, or that the financial determination was a result of a 
provider management exception. 


4. CICP eligibility is retroactive for services received from a Qualified Health Care Provider 
up to 90 days prior to application. 


5. Documentation concerning the Applicant’s financial status shall be maintained by the 
provider until June 30 of the seventh state fiscal year following the eligibility 
determination. 


6. Beyond the distribution of available funds made by the CICP, allowable Client 
copayments, and other third-party sources, a provider shall not seek payment from a 
Client for the provider's CICP discounted health care services to the Client. 


7. Emergency Application for Providers 


a. In emergency circumstances, an Applicant may be unable to provide all of the 
information or documentation required by the usual application process. For 
emergency situations, the Qualified Health Care Provider shall follow these steps 
in processing the application: 


I. Use the regular application to receive discounted health care services 
under the CICP but indicate emergency application on the application. 


II. Ask the Applicant to give spoken answers to all questions and determine 
a federal poverty level based on the spoken information provided. If the 
Applicant appears eligible for Medicaid or CHP+, the Applicant will need 
to apply for the applicable program prior to being placed on CICP. 


III. .Ask the Applicant to sign the application indicating their understanding 
of their federal poverty level and eligibility determination made using their 
spoken information.  


b. An emergency application is good for only one episode of service in an 
emergency room and any subsequent service related to the emergency room 







 


 


episode. If the Client receives any care other than the emergency room visit, the 
Hospital Provider must request the Client to submit documentation to support all 
figures on the emergency application or complete a new application. If the 
documentation submitted by the Client does not support the earlier, spoken 
information, the Hospital Provider must obtain a new application from the Client. 
If the Client does not submit any supporting documentation or complete a new 
application upon the request of the provider, the provider shall use the 
information contained in the emergency application. 


c. In emergency circumstances, an Applicant is not required to provide identification 
or execute an affidavit as specified at Section 8.904.D. 


D. Audit Requirements 


The Department will conduct audits of Qualified Health Care Providers. Qualified Health Care 
Providers shall comply with requests for data and other information from the Department. 
Qualified Health Care Providers shall complete corrective actions when required by the 
Department. The Department’s intention is to audit one-third of the participating Qualified Health 
Care Providers each year. After any Qualified Health Care Provider discontinues participation in 
the program, the provider must maintain compliance with audit requirements for the records 
created during the period during which the Qualified Health Care Provider was participating. 


E. HIPAA 


The CICP does not meet the definition of a covered entity or business associate under the Health 
Insurance Portability and Accountability Act of 1996 at 45 C.F.R. sec. 160.103. The CICP is not a 
part of the Colorado Medical Assistance Program, nor of Health First Colorado, Colorado’s 
Medicaid program. CICP’s principal activity is the making of grants to providers who serve eligible 
persons who are uninsured or underinsured. The state personnel administering the CICP will 
provide oversight in the form of procedures and conditions to ensure funds provided are being 
used to serve the target population, but they will not be significantly involved in any health care 
decisions or disputes involving a Qualified Health Care Provider or Client. 


8.903 DISCOUNTED HEALTH CARE SERVICES 


A. Funding provided under the CICP shall be used to provide Clients with discounted health care 
services determined to be medically necessary by the Qualified Health Care Provider. 


B. All health care services normally provided at the Qualified Health Care Provider should be 
available at a discount to Clients. If health care services normally provided at the Qualified Health 
Care Provider are not available to Clients at a discount, Clients must be informed that the 
services can be offered without a discount prior to the rendering of such services. Service 
availability is to be applied uniformly for all Clients. 


C. Qualified Health Care Providers receiving funding under the CICP shall prioritize the use of 
funding such that discounted health care services are available in the following order: 


1. Emergency Care; 


2. Urgent Care; and 


3. Any other medical care. 


D. Additional discounted health care services may include: 







 


 


1. Emergency mental health services if the Qualified Health Care Provider renders these 
services to a Client at the same time that the Client receives other medically necessary 
services. 


2. Qualified Health Care Providers may provide discounted pharmaceutical services. The 
Qualified Health Care Provider should only provide discounted prescriptions that are 
written by doctors on its staff, or by a doctor that is under contract with the Qualified 
Health Care Provider. Qualified Health Care Providers shall exclude prescription drugs 
included in the definition of Medicare Part-D from eligible Clients who are also eligible for 
Medicare. 


3. Qualified Health Care Providers may provide packages of services to patients with 
modified copayment requirements. 


a. Packages of services benefit Clients who need to utilize services more often than 
average Clients. Things that would be beneficial to the client include but are not 
limited to charging a lower copay, charging the copay on an alternative schedule 
(i.e. once a week, or ever other time), or setting a cap on the amount or number 
of copayments made towards the packaged services. Examples of packages 
may include but are not limited to oncology treatments, physical therapy, and 
dialysis. 


b. Qualified Health Care Providers may provide a prenatal benefit with a 
predetermined copayment designed to encourage access to prenatal care for 
uninsured or underinsured women. This prenatal benefit shall not cover the 
delivery or the hospital stay, or visits that are not related to the pregnancy. The 
Qualified Health Care Provider is responsible for providing a description of the 
services included in the prenatal benefit to the Client prior to services rendered. 
Services and copayments may vary among sites. 


E. Excluded Discounted Health Care Services 


Funding provided under the CICP shall not be used for providing discounted health care services 
for the following: 


1. Non-urgent dental services. 


2. Nursing home care. 


3. Chiropractic services. 


4. Cosmetic surgery. 


5. Experimental and non-United States Federal Drug Administration approved treatments. 


6. Elective surgeries that are not medically necessary. 


7. Court ordered procedures, such as drug testing. 


8. Abortions - Except as specified in Ssection 25.5-3-106, C.R.S. 


9. Mental health services in clinic settings pursuant to section 25.5-3-110, C.R.S., Title 27, 
Article 66, Part 1, any provisions of Title 23, Article 22, C.R.S., or any other provisions of 
law relating to the University of Colorado Psychiatric Hospital. 







 


 


8.904 PROVISIONS APPLICABLE TO CLIENTS 


A. Overview of Requirements 


In order to qualify to receive discounted health care services under available CICP funds, an 
Applicant shall satisfy the following requirements: 


1. Execute an affidavit regarding citizenship status; 


 a. Beginning on July 1, 2022, applicants are no longer required to execute an 
affidavit regarding citizenship status. 


2. Be lawfully present in the United States; 


 a. Beginning on July 1, 2022, applicants are no longer required to be lawfully 
present in the United States. 


3. Be a resident of Colorado; 


4. Meet all CICP eligibility requirements as defined by state law and procedures; and 


5. Furnish a social security number (SSN) or evidence that an application for a SSN has 
been submitted, or meet one of the following exceptions: 


 a. individual is an unborn child; 


 b. individual is homeless and unable to provide a SSN; 


 c. individual is ineligible for a SSN: 


 d. individual may only be issued a SSN for a valid non-work reason in accordance 
with 20 C.F.R. sec. 422.104; 


 e. individual refuses to obtain a SSN because of well-established religious 
objections. 


B. Applicants 


1. Any adult age 18 and older may apply to receive discounted health care services on 
behalf of themselves and members of the Applicant’s family household. 


2. If an Applicant is deceased, the executor personal representative of the estate or a family 
member may complete the application on behalf of the Applicant. The family member 
completing the application will not be responsible for any copayments incurred on behalf 
of the deceased member. 


3. The application to receive discounted health care services under available CICP funding 
shall include the names of all members of the Applicant's family household. All non-
spouse or civil union partner, non-student adults ages 18-64 must have financial support 
demonstrated or attested to in order to be included in household size. All minors and 
those 65 or older do not need documentation of financial support to be counted in 
household size. Income from spouses or civil union partners and all non-student adults 
must be included in the application. 







 


 


4. A minor shall not be rated separately from his or her parents or guardians unless he or 
she is emancipated or there exists a special circumstance. A minor is an individual under 
the age of 18. 


C. Signing the Application 


The Applicant or an authorized representative of the Applicant must sign the application to 
receive discounted health care services submitted to the Qualified Health Care Provider within 90 
calendar days of the date of health care services. If an Applicant is unable to sign the application 
or has died, a spouse, civil union partner, relative, or guardian may sign the application. Until it is 
signed, the application is not complete, the Applicant cannot receive discounted health care 
services under the CICP, and the Applicant has no appeal rights. All information needed by the 
provider to process the application must be submitted before the application is signed. 


D. Affidavit 


1. Each first-time Applicant, or Applicant seeking to reapply, 18 years of age or older shall 
execute an affidavit stating: 


a. That he or she is a United States citizen, or 


b. That he or she is a legal permanent resident or is otherwise lawfully present in 
the United States pursuant to 1 CCR 204-30; Rule 5. 


2. For an Applicant who has executed an affidavit stating that he or she is lawfully present in 
the United States but is not a United States citizen, the provider shall verify lawful 
presence through the Federal Systematic Alien Verification for Entitlements (SAVE) 
Program operated by the United States Department of Homeland Security or a successor 
program designated by the United States Department of Homeland Security within three 
business days of receipt of the lawful presence documentation. A SAVE verification is not 
needed for Applicants who provide an ID issued by a REAL ID Act compliant state that 
bears the REAL ID Act indicator. 


3. Effective July 1, 2022, Applicants are no longer required to execute an affidavit of lawful 
presence. 


E. Establishing Lawful Presence 


1. Each first-time Applicant, or Applicant seeking to reapply, eighteen years of age or older 
shall be considered lawfully present in the country if they produce a document or waiver 
in accordance with 1 CCR 204-30; Rule 5 (effective September 17, 2020), which is 
hereby incorporated by reference. This incorporation of 1 CCR 204-30; Rule 5 excludes 
later amendments to, or editions of, the referenced material. Pursuant to Section 24-4-
103 (12.5), C.R.S., the Department maintains copies of this incorporated text in its 
entirety, available for public inspection during regular business hours at: Colorado 
Department of Health Care Policy and Financing, 1570 Grant Street, Denver, Colorado 
80203. Certified copies of incorporated materials are provided at cost upon request. 


2. Submission of Documentation 


Lawful presence documentation may be accepted from the Applicant, the Applicant’s 
spouse, civil union partner, parent, guardian, or authorized representative in person, by 
mail, by email, or facsimile. 


3. Expired or absent documentation for non-U.S. citizens 







 


 


a. If an Applicant is unable to present any documentation evidencing his or her 
immigration status, refer the Applicant to the local Department of Homeland 
Security office to obtain documentation of status. 


b. In unusual circumstances involving Applicants who are hospitalized or medically 
disabled or who can otherwise show good cause for their inability to present 
documentation and for whom securing such documentation would constitute 
undue hardship, if the Applicant can provide an alien registration number, the 
provider may file U.S.C.I.S. Form G-845 and Supplement, along with the alien 
registration and a copy of any expired Department of Homeland Security 
document, with the local Department of Homeland Security office to verify status. 


c. If an Applicant does not present documentation proving their lawful presence but 
instead presents a receipt indicating that he or she has applied to the 
Department of Homeland Security for a replacement document, file U.S.C.I.S. 
Form G-845 and Supplement with a copy of the receipt with the local Department 
of Homeland Security office to verify status. 


4. Effective July 1, 2022, Applicants are no longer required to provide proof of lawful 
presence. 


F. Residence in Colorado 


An Applicant must be a resident of Colorado. A Colorado resident is a person who currently lives 
in Colorado and intends to remain in the state. 


Migrant workers and all dependent family members must meet all of the following criteria to 
comply with residency requirements: 


1. Maintains a temporary home in Colorado for employment reasons; 


2. Meet the lawful presence criteria, as defined in paragraph E of this Section; and 


3. Employed in Colorado. 


G. Applicants Not Eligible 


1. The following individuals are not eligible to receive discounted services under the CICP: 


a. Individuals for whom lawful presence cannot be verified. 


I. Effective July 1, 2022, lawful presence is no longer a requirement for 
CICP, and these individuals are no longer ineligible for discounted 
services. 


b. Individuals who are being held or confined involuntarily under governmental 
control in State or federal prisons, jails, detention facilities or other penal 
facilities. This includes those individuals residing in detention centers awaiting 
trial, at a wilderness camp, residing in half-way houses who do not have freedom 
of movement and association, and those persons in the custody of a law 
enforcement agency temporarily released for the sole purpose of receiving health 
care. 







 


 


c. College students whose residence is from outside Colorado or the United States 
that are in Colorado for the purpose of higher education. These students are not 
Colorado residents and cannot receive services under the CICP. 


d. Visitors from other states or countries temporarily visiting Colorado and have 
primary residences outside of Colorado. 


e. Persons who qualify for Medicaid. However, Applicants whose only Medicaid 
benefits are the following shall not be excluded from consideration for CICP 
eligibility: 


I. QMB benefits described at Section 8.100.6.L (2016) of these regulations; 


II. SLMB benefits described at Section 8.1006.M (2016), or 


III. The QI1 benefits described at Section 8.100.6.N (2016). 


f. Individuals who are eligible for the Children's Basic Health Plan. 


H. Health Insurance Information 


The Applicant shall submit all necessary information related to health insurance, including a copy 
of the insurance policy or insurance card, the address where the medical claim forms must be 
submitted, policy number, and any other information determined necessary. 


I. Subsequent Insurance Payments 


If a Client receives discounted health care services under the CICP, and their insurance 
subsequently pays for services, or if the Client is awarded a settlement, the insurance company 
or patient shall reimburse the Qualified Health Care Provider for discounted health care services 
rendered to the Client. 


8.905 DEPARTMENT RESPONSIBILITIES 


A. Provider Application 


1. The Department shall produce and publish a provider application annually. 


a. The application will be updated annually to incorporate any necessary changes 
and update any Program information. 


b. The application will include data and quality metric submission templates. 


2. The Department shall determine Qualified Health Care Providers annually through the 
application process. 


3. An agreement will be executed between the Department and Denver Health for the 
purpose of providing discounted health care services to the residents of the City and 
County of Denver, as required by Section 25.5-3-108 (5)(a)(I), C.R.S. 


4. An agreement will be executed between the Department and University Hospital for the 
purpose of providing discounted health care services in the Denver Metropolitan Area 
and complex care that is not contracted for in the remaining areas of the state, as 
required by Section 25.5-3-108 (5)(a)(II), C.R.S. 







 


 


5. The Department shall produce and publish a provider directory annually. 


B. Payments to Providers 


1. Funding for hospitals shall be distributed in accordance with Sections 8.300 and 
8.905.B.3. 


2. Clinics 


a. Funding for Clinic Providers is appropriated through the Colorado General 
Assembly under the Children’s Hospital, Clinic Based Indigent Care line item. 
Effective July 1, 2018, funding for clinics shall be separated into two different 
groups, as follows: 


 I. 75 percent of the funding will be distributed based on Clinic Providers’ 
write off costs relative to the total write off costs for all Clinic Providers. 


 II. 25 percent of the funding will be distributed based on a points system 
granted to Clinic Providers based on their quality metric scores multiplied 
by the Clinic Provider’s total visits from their submitted Program data. 


b. The quality metric scores will be calculated based on the following four metrics. 
The metrics are defined by the Health Resources & Services Administration 
(HRSA): 


 I. Preventative Care and Screening: Body Mass Index (BMI) Screening 
and Follow Up 


 II. Preventative Care and Screening: Screening for Clinical Depression and 
Follow-up Plan 


 III. Diabetes: Hemoglobin A1c Poor Control 


 IV. Controlling High Blood Pressure 


c. Write off costs will be calculated as follows: 


 I. Distribution of available funds for CICP care costs will be calculated 
based upon historical data. Third-party liabilities and the patient liabilities 
will be deducted from total charges to generate CICP charges. 


 II. Clinic Providers shall deduct amounts due from third-party payment 
sources from total charges declared on the summary statistics submitted 
to the Department. 


 III. Clinic Providers shall deduct the full patient liability amount from total 
charges, which is the amount due from the Client as identified in the 
CICP Standard Client Copayment Table, as defined under Appendix A in 
these rules, or an alternative sliding fee scale that is submitted by the 
provider with the annual application for the CICP and approved by the 
Department. The summary information submitted to the Department by 
the provider shall include the full CICP patient liability amount even if the 
Clinic Provider receives the full payment at a later date or through 
several smaller installments or no payment from the Client. 







 


 


 IV. CICP charges will be converted to CICP costs using the most recently 
available cost-to-charge ratio from the Clinic Provider’s cost report or 
other financial documentation accepted by the Department. 


d. The Department shall notify Clinic Providers of their expected payment no later 
than August 31 of each year. The notification shall include the total expected 
payment and a description of the methodology used to calculate the payment. 


3. Pediatric Major Teaching Hospital Payment. Hospital Providers shall qualify for additional 
payment when they meet the criteria for being a major teaching hospital provider and 
when their Medicaid-eligible inpatient days combined with CICP care days (days of care 
provided under the CICP) equal or exceed 30 percent of their total inpatient days for the 
most recent year for which data are available. A major teaching hospital provider is 
defined as a Colorado hospital, which meets the following criteria: 


a. Maintains a minimum of 110 total Intern and Resident (I/R) F.T.E.s; 


b. Maintains a minimum ratio of .30 Intern and Resident (I/R) F.T.E.s per licensed 
bed; 


c. Qualifies as a Pediatric Specialty Hospital under the Medicaid Program, such that 
the hospital provides care exclusively to pediatric populations; 


d. Has a percentage of Medicaid-eligible inpatient days relative to total inpatient 
days that equal or exceeds one standard deviation above the mean; and 


e. Participates in the CICP. 


The Major Teaching Hospital Rate is set by the Department such that the payment will 
not exceed the appropriation set by the General Assembly. 


C. Provider Appeals 


1. Any provider who submits an application to become a Qualified Health Care Provider 
whose application is denied may appeal the denial to the Department. 


2. The provider’s first level appeal must be filed within five business days of the receipt of 
the denial letter. The Department’s Special Financing Division Director will respond to 
any first level appeals within ten business days of receipt of the appeal. 


3. If a provider disagrees with the Department’s Special Financing Division Director’s first 
level appeal determination, they may file a second level appeal within five business days 
of the receipt of the first level appeal determination. The Department’s Executive Director 
will respond to the second level appeal within ten business days of the receipt of the 
second level appeal. 


D. Advisory Council 


The Department shall create a CICP Stakeholder Advisory Council, effective July 1, 2017. The 
Executive Director of the Department shall appoint 11 members to the CICP Stakeholder 
Advisory Council. Members shall include: 


1. A member representing the Department; 







 


 


2. Three consumers who are eligible for the Program or three representatives from a 
consumer advocate organization or a combination of each; 


3. A representative from a federally qualified health center as defined at 42 U.S.C. sec. 
1395x (aa)(4) (2020); 


4. A representative from a rural health clinic as defined at 42 U.S.C. sec. 1395x (aa)(2) 
(2020), or a representative from a clinic licensed or certified as a community health clinic 
by the Department of Public Health and Environment, or a representative from an 
organization that represents clinics who are not federally qualified health centers; 


5. A representative from either Denver Health or University Hospital; 


6. A representative from an urban hospital; 


7. A representative from a rural or critical access hospital; 


8. A representative of an organization of Colorado community health centers, as defined in 
the federal “Public Health Service Act”, 42 U.S.C. sec. 254b (2020); 


9. A representative from an organization of Colorado hospitals. 


Members shall serve without compensation or reimbursement of expenses. The Executive 
Director shall at least annually select a chair for the council to serve for a maximum period of 
twelve months. The Department shall staff the council. The council shall convene at least twice 
every fiscal year according to a schedule set by the chair. Members of the council shall serve 
three-year terms. Of the members initially appointed to the advisory council, the executive 
director shall appoint six for two-year terms and five for three-year terms. In the event of a 
vacancy on the advisory council, the executive director shall appoint a successor to fill the 
unexpired portion of the term of such member. 


The council shall 


1. Advise the Department of operation and policies for the Program 


2. Make recommendations to the Medical Services Board regarding rules for the Program 


E. Annual Report 


1. The Department shall prepare an annual report concerning the status of the Program to 
be submitted to the Health and Human Services committees of the Senate and House of 
Representatives, or any successor committees, no later than February 1 of each year. 


2. The report shall at minimum include charges for each Qualified Health Care Provider, 
numbers of Clients served, and total payments made to each Qualified Health Care 
Provider. 


 







 


 


10 CCR 2505-10 § 8.900 APPENDIX A: STANDARD CICP CLIENT COPAYMENT 


A. Client Copayments - General Policies 


A Client is responsible for paying a portion of his or her medical bills. The Client’s portion is called the 
Client Copayment. Qualified Health Care Providers are responsible for charging the Client a copayment. 
Qualified Health Care Providers may require Clients to pay their copayment prior to receiving care (except 
for Emergency Care). Qualified Health Care Providers may charge copayments in accordance with the 
Standard Client Copayment Table or an alternate sliding fee scale that is submitted by the provider with 
the annual application for the CICP and approved by the Department. 


 
 


Percent of FPL 0 - 40% 
and 


Homeless 


0 -
40% 


41 -
62% 


63 -
81% 


82 - 
100% 


101 -
117% 


118 -
133% 


134 - 
159% 


160 - 
185% 


186 -
200% 


201 -
250% 


Ambulatory 
Surgery $0 $15 $65 $105 $155 $220 $300 $390 $535 $600 $630 


Inpatient Facility $0 $15 $65 $105 $155 $220 $300 $390 $535 $600 $630 


Hospital 
Physician $0 $7 $35 $55 $80 $110 $150 $195 $270 $300 $315 


Emergency 
Room $0 $15 $25 $25 $30 $30 $35 $35 $45 $45 $50 


Emergency 
Transportation $0 $15 $25 $25 $30 $30 $35 $35 $45 $45 $50 


Outpatient 
Hospital Services $0 $7 $15 $15 $20 $20 $25 $25 $35 $35 $40 


Clinic Services $0 $7 $15 $15 $20 $20 $25 $25 $35 $35 $40 


Specialty 
Outpatient $0 $15 $25 $25 $30 $30 $35 $35 $45 $45 $50 


Prescription $0 $5 $10 $10 $15 $15 $20 $20 $30 $30 $35 


Laboratory $0 $5 $10 $10 $15 $15 $20 $20 $30 $30 $35 


Basic Radiology 
& Imaging $0 $5 $10 $10 $15 $15 $20 $20 $30 $30 $35 


High-Level 
Radiology & 


Imaging 
$0 $30 $90 $130 $185 $250 $335 $425 $580 $645 $680 







 


 


There are different copayments for different service charges. The following information explains 
the different types of medical care charges and the related Client Copayments under the 
Standard Client Copayment Table. 


1. Inpatient facility charges are for all non-physician (facility) services received by a Client 
while receiving care in the hospital setting for a continuous stay of 24 hours or longer. 


2. Ambulatory Surgery charges are for all non-physician (facility) Ambulatory Surgery 
operative procedures received by a Client who is admitted to and discharged from the 
hospital setting on the same day. The Client is also responsible for the corresponding 
Hospital Physician charges. 


3. Hospital Physician charges are for services provided directly by a physician in the 
hospital setting, including inpatient, ambulatory surgery, and emergency room care. 


4. Clinic Services charges are for all non-physician (facility) and physician services received 
by a Client while receiving care in the outpatient clinic setting. Outpatient charges include 
primary and preventive medical care. This charge does not include radiology or 
laboratory services performed at the clinic. 


5. Emergency Room charges are for all non-physician (facility) services received by a Client 
while receiving Emergency Care or Urgent Care in the hospital setting for a continuous 
stay less than 24 hours (i.e., emergency room care). 


6. Specialty Outpatient charges are for all non-physician (facility) and physician services 
received by a Client while receiving care in the specialty outpatient setting. These 
services can be provided in standalone clinics and outpatient hospital settings. Specialty 
Outpatient charges include distinctive medical care (i.e., oncology, orthopedics, 
hematology, pulmonary) that is not normally available as primary and preventive medical 
care. Specialty Outpatient charges do not include radiology, laboratory, emergency room, 
or ambulatory surgery services provided in a hospital setting. 


7. Emergency Transportation charges are for transportation provided by an ambulance. 


8. Laboratory Service charges are for all laboratory tests received by a Client while 
receiving care in the outpatient hospital or clinic setting. Laboratory Service charges may 
not be charged in addition to charges for emergency room or inpatient services provided 
in the hospital setting. 


9. Basic Radiology and Imaging Service charges are for all radiology and imaging services 
received by a Client while receiving care in the outpatient hospital or clinic setting. Basic 
Radiology and Imaging Service charges may not be charged in addition to charges for 
emergency room or inpatient services provided in the hospital setting. 


10. Prescription charges are for prescription drugs received by a Client at a Qualified Health 
Care Provider’s pharmacy as an outpatient service. To encourage the availability of 
discounted prescription drugs, providers are allowed to modify (increase or decrease) the 
Prescription Copayment with the written approval of the Department. 


11. High-Level Radiology and Imaging Service charges are for Clients receiving a Magnetic 
Resonance Imaging, Computed Tomography, Positron Emission Tomography or other 
Nuclear Medicine services, Sleep Studies, or Catheterization Laboratory in the outpatient 
hospital, emergency room, or clinic setting. 







 


 


12. Outpatient Hospital Service charges are for all non-physician (facility) and physician 
services received by a Client while receiving non-Emergency Care or non-Urgent Care in 
the outpatient clinic setting. Outpatient Hospital Services charges include primary and 
preventive medical care. This charge does not include radiology, laboratory, emergency 
room, or ambulatory surgery services provided in a hospital setting. 


13. Clients who are seen in the hospital setting in an observation bed should be charged the 
emergency room copay if their stay is less than 24 hours and the inpatient facility copay if 
their stay is 24 hours or longer. 


B. Homeless Clients, Clients living in transitional housing, “doubled-up” Clients, or recipients of 
Colorado’s Aid to the Needy Disabled financial assistance program, who are at or below 40% of 
the Federal Poverty Level are exempt from Client Copayments. 


1. Homeless Clients are exempt from Client Copayments, the income verification 
requirement, and providing proof of residency when completing the CICP application. 


2. Transitional housing is designed to assist individuals in becoming self-supporting. Clients 
living in transitional housing must provide a written statement from their counselor or 
program director asserting that they are participating in a transitional housing program. 
Transitional housing Clients are exempt from the income verification requirement when 
completing the CICP application. 


3. Clients who have no permanent housing of their own and who are temporarily living with 
a person who has no legal obligation to financially support the Client are considered 
doubled-up. The individual allowing the Client to reside with him or her may be asked to 
provide a written statement confirming that the Client is not providing financial assistance 
to the household and that the living arrangement is not intended to be permanent. 


4. Recipients of Colorado’s Aid to the Needy Disabled financial assistance program are 
exempt from Client Copayments, and the income verification requirement when 
completing the CICP application. 


C. Client Annual Copayment Cap 


1. Homeless Clients whose financial determination is between 0 and 40% of the federal 
poverty level are exempt from copayments, so their copayment cap is $0. Clients whose 
financial determination is between 0 and 40% of the federal poverty level who are not 
homeless have a copayment cap that is the lesser of 10% of the family’s net income or 
$120. Clients who are also Old Age Pension Health and Medical Care Program clients 
have a copayment cap of $300 as mandated by Section 8.941.10. For all other CICP 
Clients, annual copayments shall not exceed 10% of the family’s financial determination. 


2. Clients who are also Old Age Pension Health and Medical Care Program clients have 
annual copayment caps based on a calendar year. All other Client annual copayment 
caps (annual caps) are based on the Client’s date of eligibility. 


3. Clients are responsible for any charges incurred prior to the determination of the Client’s 
financial eligibility. 


4. Clients are responsible for tracking their CICP copayments and informing the provider in 
writing, including documentation, within 90 days after meeting or exceeding their annual 
cap. If a Client overpays the annual cap and informs the Qualified Health Care Provider 
of that fact in writing, the Qualified Health Care Provider shall reimburse the Client for the 
overpayment. 







 


 


5. A CICP Client is eligible to receive a new determination if his or her financial or family 
situation has changed since the initial financial determination. CICP copayments made 
under the prior financial determination will not count toward a new CICP copayment cap 
and the Client’s annual copayment cap resets when the Client completes a new 
application. 


6. An annual cap applies only to charges incurred after a Client is eligible to receive 
discounted health care services and applies only to discounted services incurred at a 
CICP Qualified Health Care Provider, including services discounted under Hospital 
Discounted Care. 


D. The Client must pay the lower of the copayment listed, the patient responsibility portion if the 
Client is insured, or actual charges. Payment plans must be offered to Clients and must follow the 
requirements set forth in Section 8.923 of the Hospital Discounted Care rule. 


E. Clients shall be notified at or before time of services rendered of their copayment responsibility 
and available payment plan option. 


F. Grants from foundations to Clients from non-profit, tax exempt, charitable foundations specifically 
for Client copayments are not considered other medical insurance or income. The provider shall 
honor these grants and may not count the grant as a resource or income. 


8.920 Hospital Discounted Care 


PURPOSE AND LEGAL BASIS 


The Health Care Billing for Indigent Patients Act of 2021, C.R.S. § 25-3-501, et. seq., referred to as 
Hospital Discounted Care, establishes the maximum rate a Health Care Facility and Licensed Health 
Care Professional may bill low-income patients for Discounted Care provided in the hospital, requires 
written description of patient’s rights, establishes patient appeals and complaint processes, and imposes 
requirements on hospitals before assigning or selling patient debt to a medical creditor or before pursuing 
collection action. 


8.921 DEFINITIONS 


A. Billing Statement means any patient-facing communication, whether electronic or in writing, that 
specifies an amount due for services and instructions for making payment. 


B. Children’s Basic Health Plan or the Child Health Plan Plus (CHP+) means the Children’s Basic 
Health Plan as defined in Title 25.5, Article 8, C.R.S. 


C. Colorado Indigent Care Program or CICP means the safety net program established in Title 25.5, 
Article 3, Part 1, C.R.S. 


D. Department means the Department of Health Care Policy and Financing established pursuant to 
section 25.5-1-104, C.R.S. 


E. Discounted Care means the amount a Provider may charge a Qualified Patient for Medically 
Necessary Health Care Services rendered. 


F. Emergency Medicaid means short- term Medicaid coverage for eligible people who do not meet 
immigration or citizenship requirements for Medicaid and need treatment for life- and/or limb-
threatening emergencies. 







 


 


G. Federal Poverty Guidelines or FPG means a measure of income level issued annually by the 
United States Department of Health and Human Services. For Hospital Discounted Care, the 
FPG is updated annually every April 1. 


H. Health Care Facility means a hospital licensed as a general hospital pursuant to Title 25, Article 
3, Part 1, C.R.S., a hospital established pursuant to section 23-21-503, C.R.S. or section 25-29-
103, C.R.S., any freestanding emergency department licensed pursuant to section 25-1.5-114, 
C.R.S., or any outpatient health care facility that is licensed as an on-campus department or 
service of a hospital or that is listed as an off-campus location under a hospital’s license, but does 
not include a federally qualified health center as defined in the federal “Social Security Act”, 42 
U.S.C. sec. 1395x (aa)(4), or a student-learning medical or dental clinic that is established for the 
purpose of student learning, offering Discounted Care as part of a program of student learning 
that is physically situated within a health sciences school. 


I. Health Care Services has the same meaning as set forth in section 10-16-102 (33), C.R.S. 


J. Impermissible Extraordinary Collection Action means initiating foreclosure on an individual’s 
primary residence or homestead, including a mobile home, as defined in section 38-12-201.5 (5), 
C.R.S. 


K. Licensed Health Care Professional means any health care professional who is registered, 
certified, or licensed pursuant to Title 12, C.R.S. or who provides services under the supervision 
of a health care professional who is registered, certified, or licensed pursuant to Title 12, C.R.S. 
and who provides Health Care Services in a Health Care Facility. 


L. Medicaid means the Colorado Medical Assistance Act set forth in Title 25.5, Articles 4, 5, and 6, 
C.R.S. 


M. Medical Creditor means any entity that attempts to collect on a medical debt, including a Provider 
or Provider’s billing office, a collection agency as defined in section 5-16-103 (3), a debt buyer as 
defined in section 5-16-103 (8.5), C.R.S. and a debt collector as defined in 15 U.S.C. sec. 1692a 
(6). 


N. Non-CICP Health Care Services means Health Care Services provided in a Health Care Facility 
for which reimbursement under the Colorado Indigent Care Program, established in Title 25.5, 
Article 3, Part 1, C.R.S. is not available. 


O. Patient Contact Best Efforts means the process of communication efforts completed by the 
Provider to contact a patient. This includes phone calls, SMS messages, emails, and portal 
messages. 


P. Permissible Extraordinary Collection Action means an action other than an Impermissible 
Extraordinary Collection Action that requires a legal or judicial process, including but not limited to 
placing a lien on an individual’s real property, attaching or seizing an individual’s bank account or 
any other personal property, or garnishing an individual’s wages. A Permissible Extraordinary 
Collection Action does not include the attachment of a hospital lien pursuant to section 38-27-
101, C.R.S. 


Q. Provider means any Health Care Facility or Licensed Health Care Professional subject to Title 
25.5, Article 3, Part 5, C.R.S. 


R. Qualified Patient means an individual who resides in Colorado, whose household income is not 
more than two hundred fifty percent of the Federal Poverty Level, and who received a Health 
Care Service at a Health Care Facility. 







 


 


S. Screen or Screening means a process identified in rule by the Department whereby Health Care 
Facilities assess a patient’s circumstances related to eligibility criteria and determine whether the 
patient is likely to qualify for public health care coverage or Discounted Care, inform the patient of 
the Health Care Facility’s determination, and provide information to the patient about how the 
patient can enroll in public health care coverage. 


T. SMS means short messaging service messages, commonly referred to as text messages 


U. Uninsured means an uninsured individual, as defined in section 10-22-113 (5)(d), C.R.S. 


8.922 SCREENING AND APPLICATION 


A. Screening, Application, and Determination Notice 


1. Beginning September 1, 2022, using the single uniform application developed and 
distributed by the Department, a Health Care Facility shall screen, each uninsured patient 
and any insured patients who request to be screened for: 


a. Public health insurance programs including but not limited to Medicare, Medicaid, 
Emergency Medicaid, and the Children’s Basic Health Plan. 


b. Eligibility for the CICP, if the patient receives or is scheduled to receive a service 
eligible for reimbursement through the CICP. 


c. Discounted Care, as described in section 25.5-3-503, C.R.S. 


2. Uninsured Patients 


a. Health Care Facilities must complete the screening process using the uniform 
application within 45 days from the uninsured patient’s date of service or date of 
discharge, whichever is later. 


b. The screening process consists of completing the first page of the uniform 
application using self-attested information provided by the patient or their 
guardian. 


c. If the self-attested screening process results in a determination that the patient 
may be eligible for Discounted Care, then, at the time of the screening, the 
Health Care Facility must provide the patient or their guardian with a list of 
information and documents required to complete the application process. The 
patient is permitted 45 days to provide the documentation required to complete 
the application. When all necessary documentation has been received from the 
patient, the Health Care Facility must determine the patient’s eligibility for 
Discounted Care and send written notice of the determination to the patient or 
guardian within 14 days. 


d. If the self-attested screening process results in a determination that a patient 
likely is ineligible for Discounted Care, the patient must be informed that the 
screening results are not an official determination and that they have the right to 
complete the application and receive an official determination of eligibility for 
Discounted Care if they choose. If the patient requests to complete the 
application process for Discounted Care, the Health Care Facility must complete 
the application process and provide an official determination of eligibility for 
Discounted Care.may request to complete the application process and receive 
an official determination of eligibility for Discounted Care. 







 


 


e. If the self-attested screening process results in a determination that the patient 
may be eligible for one or more public health coverage options, the Health Care 
Facility must inform the patient of those options and provide information on how 
the patient may apply for them, including any application deadlines the patient 
should be aware of. 


3. Insured Patients 


a. If the insured patient or their guardian requests to be screened for public health 
insurance programs, CICP, and Discounted Care, Health Care Facilities must 
screen insured patients within 45 days of their date of service or date of 
discharge, or within 45 days of the date of their first bill after their insurance 
adjustment, whichever is later. 


b. The request to be screened may be made in person, by telephone, email, or by 
using the portal, if available. Health Care Facilities must contact the insured 
patient or their guardian to schedule the screening within three business days 
after receiving the insured patient’s request. 


c. Patients believed to have health insurance coverage when services were 
rendered and who are subsequently determined to be uninsured on their date of 
service are considered Uninsured. Within 45 days from the date of the 
notification that the patient was not insured on the date of service, Tthe Health 
Care Facility must complete the screening. 


4. Health Care Facility Determination Notice 


a. The Health Care Facility must provide the patient written notice of the 
determination within 14 days of the determination of the patient’s 
eligibilityreceiving all required documentation to complete the patient’s 
application for Discounted Care. A copy of the determination must be sent to any 
and all applicable Licensed Health Care Professionals. 


b. The determination shall be written in plain language and in the patient or their 
guardian’s preferred language. 


c. If a Health Care Facility fails to issue written notice of the determination to the 
patient within 14 days of receiving all required documentation to complete the 
patient’s application, the patient may file an appeal. If the appeal is filed within 60 
calendar days of the patient submitting all required documentation, the Health 
Care Facility must review the appeal and respond to the patient or their guardian 
and the Department within 15 calendar days of the date of the appeal.If no 
determination notice is received, an appeal letter must be submitted within 45 
calendar days of the date the application was completed 


cd. For patients determined to be eligible for Discounted Care, the determination 
notice must include but is not limited to: 


1. The determination of eligibility or ineligibility for the various programs and 
discounts for which the patient was determined likely eligible for, 
including but not limited to Medicaid, Emergency Medicaid, CHP+, 
Medicare, subsidies through Connect for Health Colorado, Hospital 
Discounted Care, and CICP, and the availability of subsidies through 
Connect for Health Colorado. This must also include where to find 







 


 


additional information and how to apply for each program the patient was 
determined potentially eligible for. 


i. If the patient appears likely eligible for a program, and there is a 
deadline by which the patient must apply for to that program for 
their services to be covered, that date must be included in the 
determination notice. 


2. The service date the determination coversdates for which the Discounted 
Care determination is valid. 


3. The household size and income used to determine eligibility and the 
household calculated FPG. 


4. The patient’s 4% and 2% limits based on their calculated gross 
household income. 


5. If the patient was applying and approved for CICP, the patient’s CICP 
rating. 


6. If the patient was applying and approved for CICP, the patient’s CICP 
copay cap. 


7. If the Health Care Facility is not a CICP Provider, information on where 
the patient may obtain CICP services. 


8. Information on how to file a complaint orand how to file an appeal with 
the Health Care Facility and the Department. 


de. The determination notice for patients determined not eligible for Discounted Care 
must include but is not limited to: 


1. The basis for denial of Discounted Care. 


2. The determination of eligibility or ineligibility for the various programs and 
discounts for which the patient was determined likely eligible for, 
including but not limited to Medicaid, Emergency Medicaid, CHP+, 
Medicare, and the availability of subsidies through Connect for Health 
Colorado. This must also include where to find additional information and 
how to apply for each program the patient was determined potentially 
eligible for. 


i. If the patient appears likely eligible for a program, and there is a 
deadline by which the patient must apply to that program for their 
services to be covered, that date must be included in the 
determination notice. 


3. The service date the Discounted Care denialtermination covers and an 
explanation that the household may qualify for coverage of future 
services if there is a change in household size or income. 


4. The household size and income used to determine eligibility and the 
household calculated FPG. 







 


 


5. Information on how to file a complaint orand how to file an appeal with 
the Health Care Facility and the Department. 


5. A Health Care Facility is no longer obligated to screen an uninsured patient for past dates 
of service if the patient or their guardian signs the Decline Screening Form developed by 
the Department that notes those specific dates of service or a past date range that 
includes those specific dates of service except when a patient or guardian who opted out 
of screening subsequently requests to complete the screening, if the subsequent request 
is made prior to starting Permissible Extraordinary Collections Actions. 


a. The Health Care Facility must keep on file a Decline Screening Form signed by 
the patient, or their guardian until June 30 of the seventh state fiscal year after 
the patient’s date of service or date of discharge, whichever is later. 


6. For patients who are discharged without being screened or signing the Decline Screening 
Form, the Health Care Facility must attempt to contact the patient by at least one method 
of contact that the patient indicates is their preferred method, which can include phone 
call, SMS message, email, and portal message at least once a month for six months after 
the patient’s date of discharge with the first contact sent prior to the expiration of 45 days 
after screening. The Health Care Facility may commence billing 46 days after the 
patient’s date of service or date of discharge, whichever is later. If the patient requests 
that the Health Care Facility cease contacting them by phone, SMS message, or email, 
the provider may consider those requirements as fulfilled. The Health Care Facility must 
document the patient’s request and maintain the request as part of the patient record. 


7. If a Health Care Facility has attempted to contact the patient in accordance with Patient 
Contact Best Efforts, and the patient does not respond within 182 days of their date of 
service or date of discharge, whichever is later, the Facility may conclude that the patient 
has made an informed decision to decline screening. Patient Contact Best Efforts, at a 
minimum, must include: 


a.  Notice that the failure to respond may result in the loss of their right to be 
screened for cost saving options. 


b. Calling any phone numbers provided by the patient and leaving detailed voice 
messages with allowable information under the Health Insurance Portability and 
Accountability Act as defined at 45 C.F.R. sec. 164.502 and the Telephone 
Consumer Protection Act as defined at 47 U.S.C. sec. 227 if the calls are 
unanswered, 


c. SMS messages to any of the patient’s phone numbers identified by the patient as 
a mobile number if the Health Care Facility has the ability to send SMS 
messages, 


d. Sending emails to any email address provided by the patient, and 


e. Sending messages through any appropriate patient portal. the patient has access 
to. 


8. If a patient does not indicate their preferred method of contact, the Provider shall contact 
patients in accordance with their internal patient communication policies. Documentation 
of the communication attempts for patients must be kept in their patient records and the 
communication policy must be kept on file until the June 30 of the seventh state fiscal 
year past the patient’s date of service. 







 


 


9. Documentation of the attempts to contact the patient or guardian to complete the 
screening must be maintained as part of the patient record. This may include call logs, 
message logs, copies of sent emails, portal messages sent, and copies of bills. 


910. Providers shall maintain all Discounted Care-related records, including but not limited to, 
documentation to support screenings and determinations, service data including dates of 
service for Qualified Patients and services provided to them on those dates, and 
expenditures until June 30 of the seventh state fiscal year following the creation of the 
documentation. 


B. Patients 


1. Any patient or patient’s guardian aged 18 and older may apply to receive Discounted 
Care. 


2. The decision regarding eligibility for Discounted Care applies to both the patient and the 
members of the patient’s household. 


3. If a patient is deceased, the personal representative of the estate or a family member 
may complete the screening and application on behalf of the patient. 


4. The application to receive Discounted Care shall include the names, birth dates, and 
relationship to the patient of all members of the patient’s household who are included on 
the application. 


a. A patient must include their spouse or civil union partner in their household for 
the application. 


b. Any additional person living at the same address as the patient may also be 
included in the household. 


c. A patient may include household members who live in other states or countries if 
the patient attests to the fact that they provide at least 50% of the household 
member’s support. 


5. A minor shall not be screened separately from his or her parents or guardians unless 
they are emancipated or there exists a special circumstance. A minor is an individual 
under the age of 18. 


C. Household Income 


1. Using the information submitted by a patient or patient’s guardian, the Health Care 
Facility shall determine whether the patient meets all requirements to receive Discounted 
Care. Health Care Facilities must follow the income counting methodology determined by 
the Department. Health Care Facilities shall determine Qualified Patient financial 
eligibility based on income from each household member 18 and older and household 
size. The Health Care Facility may not consider assets in determining eligibility. 


2.  Eligibility shall be determined at the time of application, unless required documentation is 
not available, in which case the patient or patient’s guardian will be notified of the missing 
documentation within three business days after receipt of the application. An eligibility 
determination shall be made within 14 calendar days after the application is complete. 


3. Patients may establish household income by providing documents that satisfy 
documentation guidelines established by the Department. Acceptable forms of 







 


 


documentation Documentation required to establish household income may include but is 
not limited to pay stubs, employer letter, tax returns, and business financial statements. 
The Health Care Facility may not require more than the minimum amount of 
documentation to substantiate declared income. 


a. Patients who are experiencing homelessness are exempt from the 
documentation requirements related to establishing income and may self-attest 
to their household income. 


8.923 HEALTH CARE SERVICE DISCOUNTS 


A. Beginning September 1, 2022, if a patient screened pursuant to section 8.922 is determined to be 
a Qualified Patient, a Health Care Facility and a Licensed Health Care Professional shall: 


1. Limit the amounts billed for Health Care Services to no more than the rate established in 
Department rule pursuant to section 8.929 


2. Enter into a payment plan with the Qualified Patient in which the Qualified Patient pays 
for care in monthly installments. For services provided by a Health Care Facility, monthly 
installments shall not exceed four percent of the patient’s gross monthly household 
income. For services provided by each Licensed Health Care Professional who bills 
separately from the Health Care Facility, monthly installments shall not exceed two 
percent of the patient’s gross monthly household income; and 


3. After a cumulative thirty-six months of payments, Tthe Health Care Facility shall treat the 
Qualified Patient’s bill as paid in full and must permanently cease collection activities on 
any balance that remains unpaid. 


4. Providers shall not suggest or require that patients obtain loans that include fees, 
interest, or payment plans that exceed 36 payments to pay for services in lieu of setting 
up a payment plan directly with the Health Care Facility or Licensed Health Care 
Professional. This includes loans from banking institutions and other creditors, like 
CareCredit. 


a. If a patient defaults on a loan from the Provider, the same rules apply related to 
any collection actions taken by the Provider as apply for payment plans under 
this section. If a patient defaults on a loan from the Provider, the same rules 
apply related to any collection actions taken by the Provider as apply for payment 
plans under this section. 


B. A Health Care Facility shall not: 


1. Deny Discounted Care on the basis that the patient has not applied for any public 
benefits program; or 


2. Adopt or maintain any policies that result in the denial of admission or treatment of a 
patient because the patient may qualify for Discounted Care. 


8.924 PATIENT RIGHTS 


A. Beginning September 1, 2022, a Health Care Facility shall make available to the public and to 
each patient information developed by the Department about patient’s rights pursuant to Part 5 of 
Article 3 of Title 25.5 C.R.S. (2021) and the uniform application developed by the Department 
pursuant to section 25.5-3-505 (2)(i), C.R.S. 







 


 


B. At a minimum, the Health Care Facility shall: 


1. Post the information in all languages spoken by ten percent or more of the population in 
any Colorado county conspicuously on the Health Care Facility’s website, including a link 
to the information on the Health Care Facility’s main landing page; 


2. Make the information available in patient waiting areas; 


3. Make the information available to each patient, or the patient’s legal guardian, before the 
patient is discharged from the Health Care Facility, verbally or in writing in the patient’s or 
legal guardian’s preferred language, which may include using professional interpretation 
and/or translation services; and 


4. Inform each patient on the patient’s Billing Statement of the patient’s rights pursuant to 
Part 5 of Article 3 of Title 25.5, C.R.S. (2021) including the right to apply for Discounted 
Care, and provide the website, email address, and telephone number where the 
information may be obtained in the patient’s preferred language. 


C. Providers shall not present the patient’s rights in a format that differs from the format in which the 
material is distributed by the Department without Department approval. 


1. Providers may not make any part of the patient’s rights information part of a footnote or 
use any other format that may minimize its importance. 


8.925  REPORTING REQUIREMENTS 


A. Beginning September 1, 2023, and each September 1 thereafter, each Health Care Facility shall 
report to the Department data that the Department determines is necessary to evaluate 
compliance across race, ethnicity, age, and primary- language- spoken patient groups with the 
screening, Discounted Care, payment plan, and collections practices required by Title 25.5, 
Article 3, Part 5, C.R.S. (2021). The Department shall distribute a compliance data reporting 
template to each Health Care Facility. 


1. If a Health Care Facility is not capable of disaggregating the required data by race, 
ethnicity, age, and primary language spoken, the Health Care Facility shall report to the 
Department the steps the Health Care Facility is taking to improve race, ethnicity, age, 
and primary language spoken data collection and the date by which the facility will be 
able to disaggregate the reported data. 


B. Beginning September 1, 2023 and each September 1 thereafter, each Health Care Facility shall 
submit Discounted Care utilization and charge data in a format and timeline determined by the 
Department. 


8.926 COLLECTIONS 


A. Beginning September 1, 2022, before assigning or selling patient debt to a collection agency or a 
debt buyer, or before pursuing, either directly or indirectly, any Permissible Extraordinary 
Collection Action: 


1. A Health Care Facility shall meet the screening requirements in section 8.922; 


2. A Provider shall provide Discounted Care to a Qualified Patient pursuant to section 
8.920; 







 


 


3. A Provider shall provide a plain language explanation of the health care services and 
fees and notify the patient or their guardian of potential collection actions in their 
preferred language on the timeline developed by the Department; and 


4. A Provider shall bill any third-party payer that is responsible for providing health care 
coverage to the patient. If a Licensed Health Care Professional is an out-of-network 
provider under a Qualified Patient’s health insurance plan, the Licensed Health Care 
Professional and health insurance carrier shall comply with the out-of-network billing 
requirements described in sections 10-16-704 (3) and 12-30-113, C.R.S. 


B. A Health Care Facility must complete the Patient Contact Best Efforts in their attempts to contact 
a patient who has not signed a Decline Screening Form or who has not been screened as 
described in Section 8.922 prior to starting Permissible Extraordinary Collections Actions. 


C. Documentation of Patient Contact Best Efforts communication attempts with the patient as 
outlined in section 8.922 satisfies the screening requirements for Health Care Facilities. 


D. For a Qualified Patient with an established payment plan, Permissible Extraordinary Collections 
Actions may not be started until the patient has failed to remit three consecutive payments and 
has not communicated with the Provider asking for a deferment or to be redetermined prior to or 
during those three months of missed payments. Providers must notify Qualified Patients with 
established payment plans at least 30 days prior to the commencement of Permissible 
Extraordinary Collections Actions. 


E. Providers shall not commence collection proceedings against a patient for any amount in excess 
of the rates established at Section 8.923.A.2, and must reduce the amount owed by the amount 
of any payments received from the patient or a third-party payer.  


8.927 APPEALS AND COMPLAINTS 


A. If a patient is determined ineligible for Discounted Care after the uniform application has been 
completed, the patient may appeal the decision as follows: 


1. No later than 30 calendar days from the date on the Health Care Facility’s eligibility 
determination letter, the patient or their guardian may submit an appeal in writing via U.S. 
Mail, email, or patient portal message if available to the Health Care Facility that made 
the determination. 


2. Within 15 calendar days from the date of the appeal, the Health Care Facility shall 
complete a redetermination of eligibility and respond to the patient or guardian and the 
Department. 


3. If the Health Care Facility upholds its initial eligibility determination, the patient or 
guardian may proceed to the next step of the appeals process as described in Section 
8.927.A.4. 


4. No later than 15 calendar days from the date of the Health Care Facility’s initial appeal 
decision, the patient shall submit a written appeal to the Department. Email submissions 
must be addressed to hcpf_HospDiscountCare@state.co.us. Letters must be mailed to: 


Department of Health Care Policy and Financing 
Attention: Hospital Discounted Care 


c/o State Programs Unit, Special Financing Division 
1570 Grant Street 
Denver, CO 80203 







 


 


5. Within 15 calendar days from date of receipt of the appeal, the Department shall issue a 
final determination letter to both the patient and the Health Care Facility. If the 
Department deems that the redetermination was inaccurate, the Health Care Facility 
must resend a determination letter to the patient and the Department stating the patient 
is/was eligible for Discounted Care on the date of service. 


B. A patient or guardian who believes a Health Care Facility has improperly calculated a payment 
plan based on inaccurate income information may appeal the payment plan offered by the Facility 
to the Department using the process described in Section 8.927.A.1. 


C. The Department shall maintain records of all appeals and its final determinations for each Health 
Care Facility. If the Department determines a Health Care Facility has a repeated pattern of 
errors in patient eligibility determinations, the Department will require the Health Care Facility to 
attend training with the Department. The Health Care Facility may be subject to random 
application checks for 12 months following the training to ensure that the errors have been 
corrected. 


D. Patients and their guardians may file complaints against Providers directly with the Department. 
Patients are not required to file a complaint with the Provider prior to filing a complaint with the 
Department. 


1. Patients may submit complaints via U.S. Mail, email, or phone as follows:  


Phone: 303-866-2580 
Email: hcpf_HospDiscountCare@state.co.us 


U.S. Mail: Department of Health Care Policy and Financing 
Attention: Hospital Discounted Care 


c/o State Programs Unit, Special Financing Division 
1570 Grant Street 
Denver, CO 80203 


2. The Department shall review complaints within 30 calendar days of receipt. 


3. The Department shall maintain records of all complaints for each Provider. If the 
Department determines there is a repeated pattern in the complaints filed against the 
Provider, the Provider may be subject to a corrective action plan. 


a. Providers will have 90 days to submit a corrective action plan. Extensions may 
be made at the Department’s discretion up to no more than 120 days. 


8.928  REVIEW OF PROVIDERS FOR NONCOMPLIANCE 


A. The Department shall periodically review Providers to ensure compliance with Part 5 of Article 3 
of Title 25.5, C.R.S. (2021) and these rules. If the Department finds that a Provider is not in 
compliance with these rules, the Department shall notify the Provider. 


B. The Provider will have 90 days to file a corrective action plan with the Department that must 
include measures to inform impacted patients about the noncompliance and provide financial 
corrections consistent with these rules. 


1. At the Department’s discretion, a Provider may be permitted up to 120 days to submit a 
corrective action plan upon request. 







 


 


2. The Department may require a Provider that is not in compliance with Title 25.5, Article 3, 
Part 5, C.R.S. or these rules to develop and operate under a corrective action plan until 
the Department determines the Provider is in compliance. 


C. If a Provider’s noncompliance with these rules is determined by the Department to be knowing or 
willful or there is a repeated pattern of noncompliance, the Department may fine the Provider no 
more than $5,000. If the Provider fails to take corrective action or fails to file a corrective action 
plan with the Department pursuant to this section, the Department may fine the Provider no more 
than $5,000 per week until the Provider takes corrective action. The Department shall consider 
the size of the Health Care Facility and the seriousness of the violation in setting the fine amount. 


D. The Department shall make the information reported pursuant to this section and any corrective 
action plans for which fines were imposed pursuant to this section available to the public and 
shall annually report the information as part of its presentation to its committees of reference at a 
hearing held pursuant to section 2-7-203 (2)(a), C.R.S. of the “State Measurement for 
Accountable, Responsive, and Transparent (SMART) Government Act”. 


E. For audit purposes, Providers shall maintain all Discounted Care related records, including but 
not limited to, documentation to support screenings and determinations, service data including 
dates of service for Qualified Patients and services provided to them on those dates, and 
expenditures until June 30 of the seventh state fiscal year following the screening or 
determination. 


8.929  RATES 


The Department shall annually establish rates for Discounted Care. The rates will approximate and not be 
less than one hundred percent of the Medicare rate or one hundred percent of the Medicaid rate, 
whichever is greater. The Department shall publicly post the established rates on the Department’s 
website pursuant to section 25.5-3-505, C.R.S. 


8.930 [Repealed effective 8/12/2011.] 
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