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Starting the customer conversation
What is Presumptive Eligibility Medicaid

Presumptive Eligibility Medicaid is immediate, temporary health coverage for eligible individuals receiving care.
This coverage is short term, but the application will also be used to determine a customer’s eligibility for long-
term health coverage.

Who can receive coverage?

Customers are determined eligible by a hospital representative, based on the customer’s household size,
income, immigration status, medical need, or age. See the Populations for Presumptive Eligibility Medicaid
section of this training for more specific information.

Customers can receive Presumptive Eligibility Medicaid only once within a 12-month period, or once per
pregnancy. A pregnant woman may be eligible more than once in a 12-month period, as they will be able to
receive coverage during each pregnancy.

What does the customer need to know?

When a customer applies for Presumptive Eligibility Medicaid, it is important that you discuss the requirements
and limitations of coverage. This application will be used by DHW to determine eligibility for any Health
Coverage Assistance program, including Medicaid and the Children’s Health Insurance Plan (CHIP).

The customers’ coverage is valid until a certain date and will then end unless and the customer is determined
eligible for longer-term Medicaid by DHW. The customer should also be informed that DHW will use integrated
tools to verify a customer’s immigration status and income. Additional verification documents may be
requested by DHW.

If the customer has children living with them, and you have determined they are eligible for PE, let them know
the Department of Health and Welfare will ask about a child’s parent not living in the home. Explain that this
information is provided to Child Support Services, who may pursue a Child Support case if the customer is
determined eligible.
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Populations for Presumptive Eligibility Medicaid

The following populations are eligible for Presumptive Eligibility Medicaid coverage if they meet the income
criteria and the groups below:

e Children under 19 e Pregnant Woman (Ambulatory Prenatal
Care onl
e Former Foster Care Children (ages 18 y)
through 25) e Breast and Cervical Cancer
e Parent/Caretaker Relative Medicaid e Individuals ages 19-64

Immigrant Applicants
Immigrant applicants are considered eligible if any of the following applies:

e Lawful Permanent Residents /Green e Victims of trafficking and his or her
Card Holder ** spouse, child, sibling, or parent or
individuals with a pending application

e Asylees for a victim of trafficking visa

* Refugees e Granted withholding of deportation

¢ Cuban/Haitian entrants o Member of a federally recognized

e Paroled into the U.S. for at least one Indian tribe or American Indian born in
year Canada
e Conditional entrant granted before e Children |anU”y residing in the state of
1980 Idaho (lawfully present and otherwise
eligible for CHIP in the state, including
e Battered non-citizens, spouses, being a state resident)

children, or parents

**Most adult Lawful Permanent Residents or Green Card holders have a 5-year waiting period before being eligible for
Medicaid. Contact the Idaho Department of Health and Welfare to determine if this applies to your customer.

Qualified Non-Citizens

e The client will be required to provide information at the time of the application that their 5-year
waiting period has been completed

e [f the client doesn’t have that information with them at the time of visit, the QE’s will let the client
know that they need to provide verification of their status within 10 days for the application to be
approved

e [f the client cannot provide the needed information or does not meet the requirement, the request
for PE coverage will be denied.

o When the application is provided to DHW for the Qualified Non-Citizen, attach the front and back of
the immigration and verification documents.
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Coverage Types

Children’s Health Insurance Program (CHIP)
e Children up to age 19.
e Applicants cannot have other health
insurance and receive CHIP.
Former Foster Care

e For individuals who were in Foster Care
through the state of Idaho and receiving
Medicaid when they turned 18.

e May apply if currently age 18 through
age 25.

e No Income limit or resource/asset test.

e Should be evaluated for PE as an
individual even if living in a household
with other family members.

Parent/Caretaker Relative Medicaid

e For individuals who live together and
are related by marriage or parentage.

e The parent or caretaker relative must
be responsible for a related dependent
child under age 19 who is living with
them in the home to be eligible.

Pregnant Woman

e For pregnant women presenting for
services prior to delivery.

e A pregnant woman may be eligible for
Presumptive Medicaid more than once
in 12 months if they are pregnant more
than once in that 12-month period.

PEM - Training | Rev. 6/9/2020
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Individuals 19 - 64

e For individuals between the ages of 19-
64.

e Not pregnant at the time of application.

e Not eligible for or enrolled in Medicare
Part A.

e Not enrolled in Medicare Part B.

e For parents and caretakers not income
eligible for the Parent/Caretaker
Relative Medicaid listed above.

Breast and Cervical Cancer

e For women (ages 19 through 64)
presenting for services after screening
at a designated Women’s Health Check
facility AND after receiving diagnosis
and treatment options for breast and/or
cervical cancer.

e Millennium Pre-approval form, the
Presumptive Eligibility Medicaid Form,
Idaho Women's Health Check
Enroliment form, and appropriate
verification documents must be
presented to DHW to be eligible for PE.

e Income and household size do not need
to be evaluated they are reviewed
during the Breast and Cervical Cancer
Screening process.

e Applicants cannot have other insurance
which covers breast or cervical cancer
treatment.
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Presumptive Eligibility Medicaid Application Process

Step 1 - Verify Coverage Status

Partner Data Access Portal: https://pdap.dhw.idaho.gov

If you do not have access to PDAP, a hospital supervisor should email PartnerAccess@dhw.idaho.gov
to get set up with a PDAP account.

In PDAP, verify if the person has current coverage.

In this example, the person has AABD coverage:

HCA Eligibility:  Eligible SNAP Eligibility Participating
HCA Re-Evaluation Due: 12/2017 SNAP Re-Evaluation Due: 02/2017
MEDICAID Aid Code: 51 SNAP Ber it $220.00

MEDIC

Description: Aid to the Aged

68
je Description: Medicare Savings Program

Persons currently covered under Medicaid or CHIP do not need Presumptive Eligibility Medicaid. Those who
had Presumptive Eligibility Medicaid within the past 12 months (with a PE effective date on or after a year prior
to the current date), and who are not pregnant, are not eligible for PE, but the Application for Health Coverage
Assistance should still be offered.
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Step 2 The Presumptive Eligibility Medicaid Application

You, as the hospital representative, complete or assist the customer in completing, the Presumptive Eligibility
Medicaid application. Skip the -Hospital Only- Eligibility Criteria section on the bottom of the cover page until
after the application is complete.

Start by explaining the application, what information you will use to determine eligibility, and present the
customer with a copy of the Accessibility and interpretation services page, should they require assistance.
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When completing this application, you will first fill out the page about the primary applicant, or the applicant
who will be the primary point of contact.

Tell us about yourself

Yauwill bz the primary contact persan for this application, even if you may not be applying for assistance for yourself.

at is opt

« S, citi ptional for ing for assistance « Race - optional

i ptional for people nat. for assistance * Hispznic or Lating - optional

1. Are you applying for Health Coverage Assistance (HCA) for yourself? [INe  []es
2 Full name First Middle Last
3. Former names(if any) First Middle Last
4. Physical address Street City State Tp Caunty
5. Mailing address (ifdifereny) Street City State Tp County
6. Email
7. Primary phane Phonetype: [ Home [Jcell []Work

if none, what number may we use to leave a message?

8. Social Security number

9. Date of birth
10.5ex [ make [] Female
11. Marital status. [ Married [ bivorced [ separated [ widowed [ Never baen married
12. Pragnant [ne [] ¥es, completeaand b.
a Due date? b. How many are you expecting?
13, Preferred language Spoken Written
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Then list anyone in the applicant’s household. You may need to make copies of this page if the customer has
more than two household members.

Tell us about everyone in your household

Wi you need to inchude on this applicatior:

= Regardless of the types of assistance you apply for, we need information about everyane in your housshold
= If appiying for health coverage assistance for anyone under 65 and not disabled, we need information about everyons you plan to include on
yourfederal tax return this year, even i they don't ive with you.

Mote: You do not need tofile taxes to get health coverage.

Read the questions down the center af the page and filin the answers and information under each Persan.

Perzon 1 Question Perzon 2
L[Ne  []ves 1 s this person applying for HCA? 1 [JNo  []Yes
L [N []Yes 2 Livesatthe sameaddress as you? 2 [JNe  []ves
3 3 Relationship to you 3
. Fast 4 Name % Fist
Middle Middle
Last Last
5 5. Former names, if any 5.
6. 3 Social Secutity number &6
7. 2 Date of birth 7.
8 [] Male []Female 8. Sex B [] Male []Female
9. [] Married [ ] Divorced [ JWidowed 9. Warital status 9. [] Married [ ] Divorced [ ] Widowed
[] Separated [] Never Married [] separated [] Never Married

10 Na

[] fes, complete aand b. 10. Pregnant 10.JNe [ Yes complete aandb.
= e date B

Who counts in a household?

For Foster Care

Count only the individual and their income.

For a Pregnant Woman

Include the woman, the unborn child(ren), the father of the unborn (if married and present in the
household), and any other children (of the unborn child’s married parents) under age 19 who live in
the household. For example:

e Ann is a single mother with one child and has a significant other in the household. She is
pregnant with one child. For this household, include Anna as the primary applicant, indicate
her pregnancy and number of children due on page 1, and list her current child on page 2.
Do not count the significant other or his income because he and Ann are not married.

e Mary and her husband, Bob, have 2 children and Mary is pregnant. They are living in the
same household with Mary’s parents, who require living assistance. For this household,
include Mary as the primary applicant, indicate her pregnancy and number of children due
on page 1, and list her husband and current children on page 2.

For CHIP, Parent/Caretaker Relative, and Individuals between the ages of 19-64

Include all those on the application connected by marriage or parentage who live in the household,
along with unborn children, including natural, adoptive or step parents and birth, adoptive or step
children under age 19, as well as unborn children of any of these persons. Do not include other adult
relatives who file their own tax return. For example:

e Lily, Rose, and Paul live with their maternal grandparents and are not adopted by the
grandparents. Include one of the siblings as the primary applicant on page 1 and list the
other two siblings on page 2 (only the income that the children receive would be used for
income purposes).

e Susan has three children, including an 18-year old daughter who just had a baby. Her
brother Michael and his son live with Susan and her children and grandchild. Include Susan
as the primary applicant on page 1 and list her three children and the new baby on page 2.
Michael and his son cannot be counted because they are not connected by marriage or
parentage.
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We will need to know if anyone in the household is or has been in foster care, is currently receiving Medicaid
from another state, and if any children in the household currently have some form of health coverage.

Tell us about your household situation

1 yene in your tying f i [ Ne []Yes who?
care or adoption assistance?
n your household in 1dah y [INe [ veswho?
187
5, tsanyone inyou e e O A
state?
2. Dates of assistance From monthiyear): To monthiyeory:
b. Where assistance is received from  City County State

Tell us about your health coverage situation

the age of 19) wh A coverage?
Cne [ U i
2. Name of insured child
b. Coverad services (check all that apphy) [] npatient/Outpatient hospital services [ Labsenvices
[] Physicians medicalrsurgical service [ x-ay services

2. Name of insured child

b. Coverad services (check all that apphy) [] npatient/Outpatient hospital services [ Labservices
[] Physicians medicalrsurgical service [ x-ay services

2. Name of insured child

b Covered services (check all that apphy) [] npatient/Outpatient hospital services [ Labsenvices

[] Physicians medicalrsurgical service [ xay services

a. Name of insured child

b. Covered services (checkall that apph) [ mpatient/Outpatient hospital services [ Lab services
[ Physicians medicalisurgical service [] ¥ray Senvices

Collect the customer’s and their household members’ income information. Inform the customer that income
will need to be verified by DHW. Not all income types may apply to the customer, and pieces of this can be left
blank.

Tell us about your household income

Tell us about all taxable Income your household receives. We want to know about the last 30 days, as well 35 any money received quarterly or annually.
We also want to know about income from any job you have just started or will start within the next 30 days. Indome types include:

Earned Unearned
Wages o salary from: income from sources such as:
«ob « Unemploymenthenefits = Rentalincome  » Cash gifts

« Salf-employment fincluding owning your own business, doing = Gamingflottary payments  + Socil Security  » Retirement income
odd jobs, Baby-sitting, collecting cans, donating plasma, etc).

Name of persen with income:

Income from a job - Tell us aboutany g ajob.

Employers name Employers phone number

‘Average hours worked each week Wages/tips (before faxes)

How often paid? (check ong) [IWeskiy [JMonthly [ ]Vearly [ Jevery 2 weeks [ ]semi-manthly, which days fi.2. Sth& 20thi?
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- -
- IDAHO DEPARTMENT OF

1IN HEALTH « WELFARE

Step 3 Rights and Signatures

Presumptive Eligibility Medicaid Training

Ask the customer to review their rights and responsibilities on page 5 of the application. The customer should
initial next to each statement to confirm that they have read and understood it. Then, the customer or their
authorized representative must sign and date the application. After the customer signs the application, you

must sign in the field below for the application to be considered valid.

Rights and Responsibilities
Read and initial each statement below.
My signature certifies that the Information on this lnmmmm-edmmmmemmmml

application Is true and accurats. | could be sanctioned corract | may
mmmmmmlmlm not be el ifl do not cooperat
Information Is not true. Include
administrative, civil, or T i i Aspartof my apolcaon, | nderstand it VW il open
Including prosecution. a Chikd Support case and | must cooperate with,
Support Services.
1 consent to the gathering, use, and disclosure of my
of Health and Welfare or s designees. | understand the b e
are or nees.
agencies for official @amination, and 1o law enforcemant
Information s nesded for the purpose of providing officials, for apprehending persons fleeing to avoid the law.
benefits or services, payment for my benefits
or sarvicas, and for normal business oparations of the If | am determined eligible for Madicaid, the plan | will be
enrolled in depencls on my individul needs.
1 have the right to revoka this consent, in wrting, at any I Rt o e e oo e
time, except 1o the extent the Department has already used ihorie -
and cisciosed my information. If | ravoke this consent, the b S mw;,ﬂ""'“rhm'mm‘
Depa

i
My signature indicates | have received a copy of the el
! expenses paid on my behlf, and that

DiNtmentisbeny Poutiode any transfor of assets may be set aside by a court if 1 4o not

receive value.

1 am required to report when my househokd’s monthly
L my 1 hava th right to choosa a Haalthy Connections prmary
Cafe Goctor 10 request feferrals for senices, and 10 change

the nght ‘the doctor/diinic if my circumstances change.
and I cn contact the Department fox Iformaton on the

Information _available through the income  Eigibility
Verification System (EVS), and other online sources, & used
and may be verified through a third-party contact when
differences are discovered between the system and what
You report, This information may affect your efigibility and
level of benefits.

| understand that all adult household members may be
fesponsible for rapaying benefis If the househokd feceived
benefits it was not entitied to receive. This applies 0 an
over-issuance of benefits as a result of an agency omror, an
inadvertent houshold emor, and intentional program
violations. If thers is an overpayment of benefits to your
househald, the information on this application, including all
‘adlult SSNs, may be refermed 1o Fedaral and State agencies, as
well as private claims collection agencies for collection
action.

Applicant Signature (must becompleted]
undwmkynfpmw I swear or affiem t provided ign I have read
and et o e sporting

Hospital Representative Signature (must be completed)
Under penalty of perjury. | swear or affirm the information | have provided is true and complete.

Printed ti i ‘of hospital Date

PEM App | Rev.06/00/2020  Copy thispage sheat If llows. Fage s of 5

Step 4 Determine customer eligibility

Based on the information gathered in the application, verify that all eligibility criteria are met according to the

requirements on the cover page of the application. Use the Income Tool, explained later in this training
document, to determine if the customer meets the income criteria, listed on the DHW website:

healthandwelfare.idaho.gov.

Eligibility Criteria - Hospital Use Only -

Select all eligibility criteria that apply to the applicant. All statements must be true for the applicant to be determine efigible.

' . - If pragnant, applicant has not received Presumptive Eligibility
[ ] Applicant is an |daha resident O o T e

[ ] Applicant mests residency/citizen requiremants O] Applicant meets one ar more of the following requirements
D Applicant's howsehold income is within the income limit e J

[[] s achild underage 19 [ ] Is a former foster care child

[ Applicant has not receive Presumptive Elgibility Medicaid i the

last 24 manths [] Is pregnant [] Isa parent/caretaker ralative

[[] s an adult age 19-64 without Medicare

PEM - Training | Rev. 6/9/2020
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Step 5 Making a PE Determination

Make and provide a copy of the completed application to the customer.

Based on the answers you made in Step 4 Determine the customer’s eligibility.
Customer is not eligible for Presumptive Medicaid

If the customer does not meet the eligibility criteria, let them know that they have been denied for
Presumptive Eligibility Medicaid.

Print out a copy of the Presumptive Eligibility Medicaid Notice of Denial, available on the DHW website
at healthandwelfare.idaho.gov, and complete the following:

e Write the Date of Notice, Client Name, and hospital name at the top of the notice.

e Complete and sign the Hospital Representative box, indicating the legitimacy of the
document.

e Select the denial reason by marking one or more boxes of the list on the first page of the
notice.

Provide the customer with a copy of completed Notice of Denial Let them know that they will still be
considered for other Health Coverage Assistance programs through DHW if you submit the
application. If the customer agrees to submit the application to DHW, follow the steps in the Finishing
the Presumptive Eligibility Medicaid Process section of this training.

Customer is eligible for Presumptive Medicaid

If the customer meets all of the eligibility criteria, let them know that they have been approved for
Presumptive Eligibility Medicaid.

Print out a copy of the Presumptive Eligibility Medicaid Notice of Approval, available on the DHW
website at healthandwelfare.idaho.gov, and complete the following:

e Write the Date of Notice, Client Name, and hospital name at the top of the notice.

e Write in the coverage end date in the designated date field. The end date is the last day of
the month following the month of application.

For example, if your customer applies for Presumptive Eligibility Medicaid on June 4th, the
last day of coverage is July 31st.

e Complete and sign the Hospital Representative box, indicating the legitimacy of the
document.

Provide the customer a copy of the completed Notice of Approval and let them know that their
coverage starts immediately.

Inform the customer that coverage is temporary, but that the application will also be used to
determine eligibility for long-term Medicaid and other Health Coverage Assistance programs through
DHW.

Print out a copy of the Proof of Temporary Coverage letter and complete it according to the
instructions of the Proof of Temporary Coverage section of this training. Provide the completed letter
to the customer and inform them that they must keep the letter and the Notice of Approval with them
at any time they are receiving care.

PEM - Training | Rev. 6/8/2020 Page 11
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Income Calculation

An income calculation tool is available on the DHW website at healthandwelfare.idaho.gov. This tool is
designed to help you determine a customer’s eligibility according to the income requirements.

After determining the household income, compare that income to the Medicaid income eligibility limit for the
customer’s household size available on the DHW website at healthandwelfare.idaho.gov. Children under 19 in
the household should be determined according to the CHIP income limits.

L IDAHO DEPARTMENMNT OF

| HEALTH &« WELFARE
DO NOT DOWNLOAD THIS FORM!
Multiple Income Calculator Job Aid

Uze the "Multiple Income Caleulatar Job Aid” to calculate monthly income
when a member has income fram multiple sources paid at different
frequencies. Use the "Tatal Manthly Income” amount to complete the
Prezumptive Eligibility Toal sereen. Key the total amaout ko the member using
the frequency of monthly. IF more the one member has multiple income
sources paid at different requencies, clear the contents and complete the
"Multiple Income Calculatar Job Aid" for e ach member this applies to.

Multiple Income Calculator:

Income Frequency

Total Monthly Income: _$ -

PEM - Training | Rev. 6/8/2020 Page 12
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Proof of Temporary Coverage Form

After determining that the customer is eligible, print out a copy of the Proof of Temporary Coverage letter
available on the DHW website at healthandwelfare.idaho.gov.

b ) PEM Coverage | Rev. 03/17/2020
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Proof of Temporary Coverage

As the recipient of Presumptive Eligibility Medicaid, you must present this letter, along with your Notice of Approval to any doctor ar
hospital staff from whom you are requesting services.

Dear Provider,
The personis) listed below is approved for temporary health coverage through Presumptive Eligibility Medicaid in Idaho. Temporary
coverage is applicable until the date shown below. To ensure payment, please verify eligibility prior to providing services and
submitting claims. You can verify customer eligibility using the Partner Data Access Portal (PDAF).

For more information about Presumptive Eligibility Medicaid, call 1-877-456-1233.

For more information about PDAR, email PartnerAccess@dhw.idaho.gov.

Except for pregancy services, services included under temporary coverage are the same as those available under regular Medicaid
coverage. Pregnancy services are limited to ambulatory and prenatal care services.

Rediplent name:

Date of birth:

Coverage: []Formerfoster care [ Child under 19 [JPregnant [] Parent/Caretaker Relative []individual aged 19-64 []Breast & Cervical Cancar

Coverage start date: Coverage end date:

Rediplent name:

Date of birth:

Coverage: [ Former foster care [T1Child under 19 [T1Preanant ] Parent/Caretaker Relative [1individual 20ed 19-64 [Breast & Cervical Cancer

You will need to list each recipient of coverage. This is not necessarily every member of the household, as it
applies only to the individuals receiving care.

Based on the customers’ specific eligibility group that you marked on the application according to Step 3 of
this training, select the coverage type for each recipient.

Then, list the start date (the date of the application) and the end date (as listed on the Notice of Approval).
Finally, date and sign the Proof of Temporary Coverage letter.

Make a copy of the completed letter and provide the copy to the customer. Inform the customer that they must
always keep this letter and their Notice of Approval with them while rebceiving care.
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Finishing the Presumptive Eligibility Medicaid Process

Keep all customer documents for the hospital’s records. Supply copies of these documents to the customer
and to DHW. This should include:

Completed and signed application for Presumptive Eligibility Medicaid
Notice of Approval or Notice of Denial

Proof of Temporary Coverage letter, if eligible

Copy of customers’ immigration document, if applicable

Copy of any income verification documents provided by the customer

Submitting the application to DHW

To submit the application to DHW, call us at 1-855-289-1427, select the Presumptive Eligibility Providers
option, within the next business day.

DHW operating hours are Monday - Friday, 8:00 am - 5:00 pm (MST).

Do not mail, fax, or email the application for Presumptive Eligibility Medicaid to DHW until you are asked to do
so by the DHW specialist.
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