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ADMINISTRATION 

CHAPTER 49 

ADMINISTRATION 
Authority 

N.J.S.A. 30:4D-1 et seq. 

Source and Effective Date 
R.1992 d.317, effective August 17, 1992. 

See: 24 N.J.R. 1728(a), 24 N.J.R. 2837(a). 

Executive Order No. 66(1978) Expiration Date 

Chapter 49, Administration, expires on August 17, 1997. 

Chapter Historical Note 
Chapter 44, Administration, was filed and became effective prior to 

September 1, 1969. Amendments to subchapter 1 through 6 were filed 
on June 20, 1977, to become effective on July 1, 1977, as R.1977 d.213. 
See: 9 N.J.R. 123(b), 9 N.J.R. 342(c). Pursuant to Executive Order 
No. 66(1978), Chapter 49 was readopted as R.1990 d.390. See: 22 
N.J.R. 1512(a), 22 N.J.R. 2313(a). Chapter 49 was repealed by R.1992 
d.317, and was replaced with new rules, effective August 17, 1992. See: 
Source and Effective Date. 

See subchapter and section annotations for specific rulemaking activi-
ty. 

Prior rulemaking activity in Chapter 49, Administration, which was 
repealed by R.1992 d.317, follows: 

FOREWORD 
Amended by R.1986 d. 236, effective June 16, 1986 (operative 

July 1 1986). 
See: 18 N.J.R. 803(a), 18 N.J.R. 1287(a). 

Substantially amended. 
Amended by R.1989 d. 498, effective September 18, 1989. 
See: 21 N.J.R. 1791(a), 21 N.J.R. 2998(a). 

New program provisions described. 

SUBCHAPTER 1. GENERAL PROVISIONS 

Authority 
N.J.S.A. 30:4D-3, 6, 7, 17, 17.1; 42 CFR 431.51, 107, 301; 

42 CFR 435; 42 CFR 440. 

Source and Effective Date 

R.1985 d. 246, effective April 29, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

Historical Note 

All provisions of this subchapter were filed prior to September 1, 
1969. Amendments became effective May 5, 1972 as R.1972 d. 85. 
See: 4 N.J.R. 127(a), 4 N.J.R. 68(b). Further amendments were 
filed and became effective April 2, 1973 as R.1973 d. 91. See: 5 
N.J.R. 43(c), 5 N.J.R. 149(a). Further amendments were filed and 
became effective April 17, 1973 as R.1973 d. 105. See: 5 N.J.R. 
82(b), 5 N.J.R. 149(d). Further amendments were filed and 
became effective November 1, 1973 as R.1973 d. 313. See: 5 
N.J.R. 188(c), 5 N.J.R. 415(b). Further amendments were filed 
and became effective January 1, 1974 as R.1973 d. 249. See: 5 
N.J.R. 266(b), 5 N.J.R. 341(e). Further amendments were filed 
and became effective January 15, 1974 as R.1973 d. 340. See: 5 
N.J.R. 377(a), 6 N.J.R. 14(b). Further amendments were filed and 
became effective March 1, 1974 as R.1973 d. 323. See: 5 N.J.R. 
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339(a), 5 N.J.R. 420(b). Further amendments were filed and 
became effective June 15, 1974 as R.1974 d. 112. See: 6 N.J.R. 
141(c), 6 N.J.R. 245(c). Further amendments were filed and 
became effective June 3, 1975 as R.1975 d. 150. See: 7 N.J.R. 
165(a), 7 N.J.R. 328(d). Further amendments were filed and 
became effective August 1, 1975 as R.1975 d. 225. See: 7 N.J.R. 
317(b), 7 N.J.R. 421(a). Further amendments were filed and 
became effective January 1, 1976 as R.1975 d. 383. See: 7 N.J.R. 
557(b), 8 N.J.R. 70(b). Further amendments were filed and 
became effective January 16, 1976 as R.1975 d. 380. See: 7 N.J.R. 
557(a), 8 N.J.R. 70(a). Further amendments were filed and 
became effective March 10, 1976 as R.1976 d. 78. See: 8 N.J.R. 
196(a). Further amendments were filed and became effective 
October 8, 1976 as R.1976 d. 314. See: 8 N.J.R. 283(a), 8 N.J.R. 
516(a). Further amendments were filed and became effective 
January 19, 1977 as R.1977 d. 12. See: 9 N.J.R. 91(a). Further 
amendments were filed and. became effective August 1, 1977 as 
R.1977 d. 243. See: 9 N.J.R. 370(e). Further amendments were 
filed and became effective October 26, 1977 as R.1977 d. 408. 
See: 9 N.J.R. 431(b), 9 N.J.R. 534(b). Further amendments were 
filed and became effective December 30, 1977 as R.1977 d. 490. 
See: 9 N.J.R. 571(b), 10 N.J.R. 65(b). Further amendments 
became effective March 1, 1980 as R.1980 d. 90. See: 12 N.J.R. 
19(b), 12 N.J.R. 193(b). Further amendments became effective 
July 1, 1980 as R.1980 d.278. See: 12 N.J.R. 20(a), 12 N.J.R. 
481(a). Further amendments became effective November 14, 1980 
as R.1980 d. 501. See: 12 N.J.R. 581(a), 13 N.J.R. 17(a). Further 
amendments became effective January 1, 1981 as R.1980 d. 549. 
See: 12 N.J.R. 274(a), 13 N.J.R. lO0(c). Further amendments 
became effective May 7, 1981 (operative June 15, 1981) as R.1981 
d. 123. See: 12 N.J.R. 187(c), 13 N.J.R. 272(a). Further amend-
ments became effective July 9, 1981 as R.1981 d. 246. See: 13 
N.J.R. 272(b), 13 N.J.R. 412(d). Further amendments became 
effective September 10, 1981 as R.1981 d. 329. See: 12 N.J.R. 
520(b), 12 N.J.R. 574(b). Further amendments became effective 
November 2, 1981 as R.1981 d. 393. See: 13 N.J.R. 496(c), 13 
N.J.R. 758(c). Further amendments became effective March 1, 
1982 as R.1982 d. 52. See: 13 N.J.R. 654(b), 14 N.J.R. 235(b). 
Further amendments became effective August 16, 1982 as R.1982 
d. 261. See: 14 N.J.R. 418(a), 14 N.J.R. 917(b). Further amend-
ments became effective December 6, 1982 (operative January 1, 
1983) as R.1982 d. 415. See: 14 N.J.R. 889(a), 14 N.J.R. 1393(a). 
Further amendments became effective March 21, 1983 as R.1983 d. 
75. See: 14 N.J.R. 1332(a), 15 N.J.R. 442(a). Further amend-
ments became effective December 19, 1983 as R.1983 d. 583. See: 
15 N.J.R. 782(a), 15 N.J.R. 2168(b). Further amendments became 
effective February 6, 1984 as R.1984 d. 21. See: 15 N.J.R. 
1726(a), 16 N.J.R. 239(c). Further amendments became effective 
April 2, 1984 as R.1984 d. 91. See: 16 N.J.R. 118(a), 16 N.J.R. 
727(a). Further amendments became effective February 4, 1985 as 
R.1985 d. 7. See: 16 N.J.R. 1933(a), 17 N.J.R. 309(a). Further 
amendments became effective April 15, 1985 as R.1985 d. 177. 
See: 16 N.J.R. 2413(a), 17 N.J.R. 966(a). This subchapter was 
readopted pursuant to Executive Order 66 (1978) effective April 
29, 1985 (with amendments effective May 20, 1985) as R.1985 d. 
246. See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). Public Notice: 
"Jersey Care-Special Medicaid Programs" has been changed to 
"New Jersey Care-Special Medicaid Programs" administratively. 
See: 20 N.J.R. 2478(c). 

10:49-1.1 Who is eligible for Medicaid 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

Substantially amended. · 
Amended by R.1986 d. 137, effective April 21, 1986. 
See: 17 N.J.R. 2729(a), 18 N.J.R. 845(c). 

Added text in (d) "(address on application) ... for public 
assistance." 
Amended by R.1986 d. 236, effective June 16, 1986 (operative 

July 1, 1986). 
See: 18 N.J.R. 803(a), 18 N.J.R. 1287(a). 

Substantially amended. 
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Emergency Amendment, R.1987 d. 312, effective June 29, 1987. 
(Operative July 1, 1987, expires August 28, 1987). 

See: 1324(a). 
Adoption of concurrent proposal as R.1987 d. 380, effective 

August 27, 1987. 
See: 19 N.J.R. 1324(a}, 19 N.J.R. 1731(a). 

Provisions of emergency amendment R.1987 d. 312 readopted 
with changes. 
Emergency Amendment, R.1988 d. 96, effective February 2, 

1988 (expires April 2, 1988). 
See: 20 N.J.R. 548(a). 

Added new (b)9; renumbered (b)9. to (b)lO. 
Amended by R.1988 d. 192, effective May 2, 1988. 
See: 20 N.J.R. 367(a), 20 N.J.R. 983(a). 

Substantially amended (d) and (e). 
Adoption of concurrent proposal as R.1988 d. 212, effective May 

16, 1988. 
See: 20 N.J.R. 548(a), 20 N.J.R. 1103(a). 
Amended by R.1989 d. 397, effective August 7, 1989. 
See: 21 N.J.R. 965(a), 21 NJ.R. 2383(a). 

Eligible persons listed at (b)3-10 deleted and new listing 
added at 3-21. Exceptions at (d)l deleted and new text added 
at 1 and 2 to allow newborns to be billed for under the mother's 
number. 
Amended by R.1989 d. 498, effective September 18, 1989. 
See: 21 N.J.R. 1791(a), 21 NJ.R. 2998(a). 

Provisions for ambulatory prenatal services from Medicaid 
participating providers added. 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J.R. 3000(a). 

Provisions for retroactive eligibility added at ( d)3. Provisions 
for New Jersey Care added. 
Administrative Correction: deleted (f) and (g). 
See: 22 N.J.R. 1375(a). 

10:49-1.2 How to identify a Medicaid recipient (an eligible per-
son) 

Emergency Adoption, R.1988 d. 96, effective March 7, 1988. 
See: 20 N.J.R. 548(a). 

Amended (a)3 categories. 
Adopted concurrent prop0sal, R.1988 d. 212, effective May 16, 

1988. 
See: 20 N.J.R. 548(a), 20 NJ.R. 1103(a). 
Amended by R.1989 d. 498, effective September 18, 1989. 
See: 21 N.J.R. 1791(a), 21 N.J.R. 2998(a). 

Provisions for New Jersey Care added. 

EXHIBITS I TIIROUGH IV: VALIDATION FORMS 
Amended by R.1980 d. 549, eff. January 1, 1981. 
See: 12 N.J.R. 274(a), 13 N.J.R. lOO(c). 
Amended by R.1982 d. 261, eff. August 16, 1982. 
See: 14 N.J.R. 418(a), 14 N.J.R. 917(b). 

. Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 NJ.R. 1307(a). 

Original text deleted and new text substituted. 

EXHIBIT V: MEDICAID ELIGIBILITY IDENTIFICATION 
CARD 

Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a}. 

Exhibits I through V were deleted in their entirety and new 
Exhibits I through IV were inserted. 
Amended by R.1986 d. 236, effective June 16, 1986 (operative 

July 1, 1986). 
See: 18 N.J.R. 803(a), 18 N.J.R. 1287(a). 

Substantially amended. 
Emergency amendment R.1987 d. 312, effective June 29, 1987 

(operative July 1, 1987, expires August 28, 1987). 
See: 19 N.J.R. 1324(a). 
Adoption of concurrent proposal as R.1987 d. 380, effective 

August 27, 1987. 
See: 19 N.J.R. 1324(a), 19 NJ.R. 1731(a). 

Provisions of emergency amendment R.1987 d. 312 readopted 
with changes. 
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Amended by R.1989 d. 498, effective September 18, 1989. 
See: 21 N.J.R. 1791(a), 21 N.J.R. 2998(a). 

Exhibit VI added. 

10:49-1.3 Eligible Providers 
EXHIBIT VI: PROVIDER AGREEMENT BETWEEN NEW 
JERSEY DIVISION OF MEDICAL ASSISTANCE AND 
HEALTH SERVICES 

As amended, R.1977 d. 490, effective December 30, 1977. 
See: 9 N.J.R. 571(b), 10 N.J.R. 65(b). 
As amended, R.1980 d. 90, effective March 1, 1980. 
See: 12 NJ.R. 19(b), 12 N.J.R. 193(b). 
As amended, R.1981 d. 393, effective November 2, 1981. 
See: 13 N.J.R. 496(c), 13 N.J.R. 758(c). 

(d) and (e) added. 
As amended, R.1982 d. 415, effective December 6, 1982, opera-

tive January 1, 1983. 
See: 14 N.J.R. 889(a), 14 NJ.R. 1393(a). 
As amended, R.1984 d. 21, effective February 6, 1984. 
See: 15 N.J.R. 1726(a), 16 N.J.R. 239(c). 

Reference to personal care assistant services providers added. 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 523(a), 17 N.J.R. 1307(a). 

Section substantially amended and Exhibit V added. 
Amended by ij..1988 d. 62, effective February 1, 1988. 
See: 19 N.J.R. 1978(a), 20 N.J.R. 278(b). 

Added text in (a): "and/or such other documentation as the 
program may require," 

10:49-1.4 Services covered by the New Jersey Medicaid Program 
As amended, R.1982 d. 415, effective December 6, 1982, opera-

tive January 1, 1983. 
See: 14 N.J.R. 889(a), 14 NJ.R. 1393(a). 
As amended, R.1983 d. 583, effective December 19, 1983, opera-

tive January 1, 1984. 
See: 15 N.J.R. 782(a), 15 N.J.R. 2168(b). 

Language added concerning initial evaluation visits and per-
sonal care assistant services. 
As amended, R.1984 d. 21, effective .February 6, 1984. 
See: 15 N.J.R. 1726(a), 16 N.J.R. 239(c). 

Personal care assistant services added. 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

Section substantially amended. 
Amended by R.1986 d. 59, effective March 17, 1986. 
See: 17 NJ.R. 1235(a), 18 N.J.R. 559(a). 

New (a)18 added. Personal Care Assistance Services was not 
deleted at R.1985 d. 246 by error. It has been deleted in this 
update. . 
Amended by R.1986 d. 236, effective June 16, 1986 (operative 

July 1, 1986). 
See: 18 N.J.R. 803(a), 18 N.J.R. 1287(a). 

Old rule "Authorized services for covered persons,.deleted in 
its entirety. 
Amended by R.1988 d. 62, effective February 1, 1988. 
See: 19 N.J.R. 1978(a), 20 NJ.R. 278(b). 

Added new (a)7, 14 and 20 and renumbered listing according-
ly. 
Amended by R.1988 d. 349, effective August 1, 1988. 
See: 19 N.J.R. 1388(a), 20 N.J.R. 1945(a). 

Deleted (b)4 and renumbered 5.-9. as 4.-8. 

10:49-1.5 General exclusions 
Amended by R.1977 d. 408, effective October 26, 1977. 
See: 9 N.J.R. 43l(b), 9 N.J.R. 534(b). 
Amended by R.1981 d. 549, effective January 1, 1981. 
See: 12 N.J.R. 274(a), 13 N.J.R. lOO(c). 

Amendment provided for a hearing if a recipient objects in 
any way to the issuance of a Special Status Medicaid Card. 
As amended, R.1981 d. 329, effective September 10, 1981. 
See: 12 N.J.R. 520(b), 12 N.J.R. 574(b). 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 NJ.R. 532(a), 17 N.J.R. 1307(a}. 

Substantive changes in (a}l3. 
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Amended by R.1987 d. 180, effective April 20, 1987. 
See: 18 N.J.R. 2411(c), 19 N.J.R. 643(a). 

(a)14 added. 
Amended by R.1988 d. 62, effective February 1, 1988. 
See: 19 N.J.R. 1978(a), 20 N.J.R. 278(b). 

Added new (a)2; renumbered (a)2.-14. as (a)3.-15. 

10:49-1.6 (Reserved) 
Repealed by R.1988 d. 62, effective February 1, 1988. 
See: 19 N.J.R. 1978(a), 20 N.J.R. 278(b). 

Repealed Free Services. 

10:49-1.7 Utilization of insurance benefits 
Amended by R.1981 d. 123, effective May 7, 1981, operative 

June 15, 1981. 
See: 12 N.J.R. 187(c), 13 N.J.R. 272(a). 
Amended by R.1985 d. 7, effective February 4, 1985. 
See: 16 N.J.R. 1933(a), 17 N.J.R. 309(a). 

(a)5.-6. added. 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

Text added "combined total of'. 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J.R. 3000(a). 

Added note to alert personnel that persons with a third digit 
of 1, 2, 5 or 7 in their Medicaid number may have Medicare 
coverage. 

10:49-1.8 Prior and retroactive authorization (general) 
Amended by R.1976 d. 151, effective June 1, 1976. 
See: 8 N.J.R. 194(a), 8 N.J.R. 287(c). 
Amended by R.1983 d. 376, effective September 19, 1983, opera-

tive October 1, 1983. 
See: 15 N.J.R. 997(a), 15 N.J.R. 1582(a). 

Circumstances under which retroactive authorization is grant-
ed, added. 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

"Fiscal agent" substituted for "Contractor". 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 471(b), 21 N.J.R. 3000(a). 

Clarification added that providers are responsible for verifica-
tion of eligibility; prior authorization no guarantee of eligibility. 

10:49-1.9 Policy on out-of-State medical care and services 
As amended, R.1973 d. 105, effective April 17, 1973. 
See: 5 N.J.R. 82(b), 5 N.J.R. 149(d). 
As amended, R.1982 d. 52, effective March 1, 1982. 
See: 13 N.J.R. 654(b), 14 N.J.R. 235(b). 

Old text deleted are replaced with the new text ((a)-(b)l.). 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

(a)3 added. 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J.R. 3000(a). 

Stylistic changes. 

10:49-1.10 Bureau of Claims and Accounts; Fiscal Agents 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

Substantially amended. 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J.R. 3000(a). 

Clarification added that the Bureau of Claims and Accounts is 
responsible for processing; telephone numbers added. 
Amended by R.1990 d. 326, effective July 2, 1990. 
See: 22 N.J.R. 117(a), 22 N.J.R. 2009(a). 

Replaced (b), concerning Prudential and Blue Cross/Blue 
Shield as fiscal agents. 

10:49-1.12 Timeliness of claim submission and claim inquiry 
Amended by R.1980 d. 278, effective July 1, 1980. 
See: 12 N.J.R. 20(a), 12 N.J.R. 481(a). 

Substantially amended. 
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Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

Substantially amended. 
New Rule, R.1987 d. 408, effective October 5, 1987. 
See: 19 N.J.R. 1155(a), 19 N.J.R. 1800(a). 

Old rule repealed was "Timely submission of claims and claim 
inquiries." 
Amended by R.1988 d. 541, effective November 21, 1988 (opera-

tive December 1, 1988). 
See: 20 N.J.R. 1642(a), 20 N.J.R. 2915(a). 

108 days changed to 365 days. 

10:49-1.13 Prohibition of payment to factors 
Amended by R.1981 d. 246, effective July 9, 1981. 
See: 13 N.J.R. 272(b), 13 N.J.R. 412(d). 

Old text concerning "prohibition of factoring" deleted and 
new text concerning "prohibition of payment to factors" substi-
tuted therefor. 

10:49-1.14 Use of service bureau and/or management agency 
Amended by R.1981 d. 246, effective July 9, 1981. 
See: 13 N.J.R. 272(b), 13 N.J.R. 412(d). 

Old text deleted, new text substituted therefor. 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

"fiscal agent" substituted for "Contractor". 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J.R. 3000(a). 

Blue Shield added at ( e )2. 

10:49-1.16 Provisions for appeals; fair hearings 
Amended by R.1984 d. 91, effective April 2, 1984. 
See: 16 N.J.R. 118(a), 16 N.J.R. 727(a). 

(e), added. 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

"CN 712" substituted for "P.O. Box 2486". 

10:49-1.17 Program participation 
R.1972 d. 85, effective May 5, 1972. 
See: 4 N.J.R. 127(a), 4 N.J.R. 68(b). 
Amended by R.1975 d. 150, effective June 3, 1975. 
See: 7 N.J.R. 165(a), 7 N.J.R. 328(d). 
Amended by R.1975 d. 151, effective June 3, 1975. 
See: 7 N.J.R. 165(c), 7 N.J.R. 329(c). 
Amended by R.1980 d. 501, effective November 14, 1980. 
See: 12 N.J.R. 581(a), 13 N.J.R. 17(a). 
Amended by R.1981 d. 315, effective September 10, 1981 (to 

become operative October 1, 1981). 
See: 13 N.J.R. 222(a), 13 N.J.R. 574(c). 

(b)l-4 added. 
Amended by R.1981 d. 393, effective November 2, 1981. 
See: 13 N.J.R. 496(c), 13 N.J.R. 758(c). 

(d)25 and 26 added. 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

"fiscal agents" substituted for "contractors". 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J.R. 3000(a). 

Stylistic changes. 

10:49-1.18 Civil rights 
R.1973 d. 91, effective April 2, 1973. 
See: 5 N.J.R. 43(c), 5 N.J.R. 149(a). 
As amended, R.1974 d~ 112, effective June 15, 1974. 
See: 6 N.J.R. 141(c), 6 N.J.R. 245(c). 
As amended, R.1980 d. 247, effective July 1, 1980. 
See: 12 N.J.R. 84(a), 12 N.J.R. 418(d). 

10:49-1.19 Observance of religious belief 
R.1973 d.93, effective April 2, 1973. 
See: 5 N.J.R. 43(b), 5 N.J.R. 149(c). 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J.R. 3000(a). 
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Eligibility determination must follow any required physical 
examination. 

10:49-1.20 Free choice by recipient and by provider 
R.1973 d. 323, effective March 1, 1974. 
See: 5 N.J.R. 339(a), 5 N.J.R. 420(b). 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

"Medicaid district office" substituted for "local medical assis-
tance unit". 

10:49-1.21 Integrity of the Medicaid program 
R.1973 d. 340, effective January 15, 1974. 
See: 5 N.J.R. 377(a), 6 N.J.R. 14(b). 

10:49-1.22 Confidentiality of records 
R.1973 d. 313, effective November 1, 1973. 
See: 5 N.J.R. 188(c), 5 N.J.R. 415(b). 
Amended by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 NJ.R. 1307(a). 

Old text deleted and new text substituted. 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J.R. 3000(a). 

Addition of text at (b)6 and 7 to conform with SSA and IRS 
regulations, and 42 CFR 431.305. 

10:49-1.23 Recordkeeping and provider certification requirement 
As amended, R.1980 d. 247, effective July 1, 1980. 
See: 12 N.J.R. 84(a), 12 NJ.R. 418(d). 

10:49-1.24 Individual Medicaid Practitioner (IMP) number 
R.1973 d. 249, effective January 1, 1974. 
See: 5 N.J.R. 266(b), 5 N.J.R. 341(1 ). 
Amended by R.1983 d. 75, effective March 21, 1983. 
See: 14 N.J.R. 1332(a), 15 N.J.R. 442(a). 

Term Local Medical Assistance Unit changed to Medicaid 
District Offices. 

Chart substantially amended. 
Repealed by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 N.J.R. 1307(a). 

Section was originally "Directory of Medicaid District Offices 
and the chart was recodified to Appendix A. 
New Rule, R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J.R. 3000(a). 

10:49-1.25 (Reserved) 
R.1975 d. 225, effective August 1, 1975. 
See: 7 N.J.R. 317(b), 7 N.J.R. 421(a). 
Amended by R.1977 d. 12, effective January 19, 1977. 
See: 9 N.J.R. 91(a). 
Amended by R.1977 d. 243, effective August 1, 1977. 
See: 9 N.J.R. 370(e). 
Repealed by R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 NJ.R. 1307(a). 

Section was originally "Medicaid reimbursement for abor-
tions". 

10:49-1.26 Patient certification 
R.1977 d. 206, eff. August 1, 1975. 
See: 7 N.J.R. 365(a). 
R.1981 d. 331, eff. September 10, 1981. 
See: 13 N.J.R. 413(a), 13 N.J.R. 575(a). 
Amended by R.1989 d. 499, effective September 18, 1989. 
See: 21 N.J.R. 417(b), 21 N.J,R. 3000(a). 

Stylistic changes. 

10:49-1.27 Audits 
R.1981 d. 114, eff. May 7, 1981. 
See: 13 N.J.R. 133(c), 13 NJ.R. 273(a). 
Amended by R.1983 d. 5, eff. February 7, 1983 (operative March 

1, 1983). 
See: 14 N.J.R. 1031(a), 15 N.J.R. 155(a). 

Substantially amended, full text deleted and replaced. 
Amended by R.1985 d. 177, effective April 15, 1985. 
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See: 16 N.J.R. 2413(a), 17 N.J.R. 966(a). 
(a)liii added. 

Correction: (a)liii was left out of code. It has been inserted. 
See: 18 N.J.R. 1205(c). 

10:49-1.28 (Reserved) 
R.1975 d. 383, eff. January 1, 1976. 
See: 7 NJ.R. 557(b), 8 N.J.R. 70(b). 
Amended by R.1976 d. 204, eff. July 1, 1974. 
See: 8 NJ.R. 385(a). 

10:49-1.29 (Reserved) 
R.1975 d. 380, eff. January 16, 1976. 
See: 7 NJ.R. 557(a), 8 N.J.R. 70(a). 
Amended by R.1976 d. 78, eff. March 10, 1976. 
See: 8 N.J.R. 196(a). 
Amended by R.1976 d. 314, eff. October 8, 1976. 
See: 8 N.J.R. 283(a), 8 NJ.R. 516(a). 

10:49-1.30 (Reserved) 
R.1974 d. 202, eff. July 24, 1974. 
See: 6 N.J.R. 242(b), 6 N.J.R. 313(b). 

10:49-1.31 (Reserved) 
R.1977 d. 62, eff. March 1, 1977. 
See: 8 N.J.R. 120(c), 9 N.J.R. 126(e). 

10:49-1.32 (Reserved) 
R.1976 d. 189, eff. July 1, 1976. 
See: 8 N.J.R. 335(b). 

10:49-1.33 (Reserved) 
R.1977 d. 36, eff. February 16, 1977. 
See: 8 N.J.R. 383(a), 9 N.J.R. 125(c). 

APPENDIX A: MEDICAID DISTRICT OFFICES 
New Rule R.1985 d. 246, effective May 20, 1985. 
See: 17 N.J.R. 532(a), 17 NJ.R. 1307(a). 
Amended by R.1990 d. 390, effective August 6, 1990. 
See: 22 NJ.R. 1512(a), 22 N.J.R. 2313(a). 

Medicaid District office list updated. 

SUBCHAPTER 2. AVAILABILITY OF PROGRAM POLICY 
ISSUANCES 

Subchapter mstorical Note 

Unless otherwise expressly noted, all provisions of this subchap-
ter were adopted pursuant to authority of N.J.S.A. 30:4D-1 et seq. 
and were filed and became effective prior to September 1, 1969. 
Amendments which repealed this subchapter were filed on June 
20, 1977, as R.1977 d. 213 to become effective on July 1, 1977. 
See: 9 N.J.R. 123(b), 9 NJ.R. 342(c). Amendments which re-
stored this subchapter were filed and became effective on August 
15, 1978, as R.1978 d.280. See: 10 NJ.R. 399(a). 

SUBCHAPTER 3. HEALTHSTART-COMPREHENSIVE 
MATERNITY CARE SERVICES AND 
COMPREHENSIVE PEDIATRIC CARE 
SERVICES 

Authority 
N.J.S.A. 30:4D-2, 30:4D-3, 30:4D-5, 30:4D-6, 

30:4D-7, 30:4D-12 and 1920(a) of the Social Security Act. 

Source and Effective Dates 
R.1988 d.62, effective February 1, 1988. 

See: 19 NJ.R. 1978(a), 20 N.J.R. 278(b), 20 N.J.R. 401(a). 

10:49-3.19 HealthStart Maternity Care Code requirements 
Public notice: Pursuant to N.J.S.A. 30:4D-2, 3, 5, 6 and 7 and 

the New Jersey Appropriations Act (P.L1988, c. 47), maxi-
mum fee allowance for HealthStart Maternity Care Services in 
(b) increased effective October 1, 1988 and April 1, 1989. 
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SUBCHAPTER 5. FAIR HEARINGS 

Authority 
Unless otherwise expressly noted, all provisions of this subchap-

ter were adopted pursuant to authority of N.J.S.A. 30:4D-1 et 
seq. and were filed and became effective on August 10, 1973, 
as R.1973 d. 221. See: 5 N.J.R. 145(a), 5 N.J.R. 308(b). 
Amendments which repealed this subchapter were filed on 
June 20, 1977, as R.1977 d. 213 to become effective on July 1, 
1977. See: 9 N.J.R. 123(b), 9 N.J.R. 342(c). Amendments 
which restored this subchapter were filed and became effective 
on August 15, 1978, as R.1978 d. 280. See: 10 N.J.R. 399(a). 

10:49-5.3 Opportunity for fair hearing 
As amended, R.1976 d. 136, effective May 25, 1976. 
See: 8 N.J.R. 183(d), 8 N.J.R. 286(c). 
As amended, R.1980 d. 512, effective November 24, 
1980. 
See: 12 N.J.R. 581(b), 13 N.J.R. 17(f). 

See: 20 N.J.R. 2101(a). 
Administrative Correction: Deleted the price of $521.00 Maxi-

mum fee allowance for WM in W9030WM; claim form 
changed from MC-19 to MC-14. 

See: 20 N.J.R. 2400(f). 

10:49-3.20 HealthStart Pediatric Care Codes 
Public notice: Pursuant to N.J.S.A. 30:4D-2, 3, 5, 6 and 7 and 

the New Jersey Appropriations Act (P.L.1988, c.47), maximum 
fee allowance for HealthStart Pediatric Care Services in ( e) 
increased effective October 1, 1988 and April 1, 1989. 

See: 20 N.J.R. 2101(a). 

10:49-5.4 Advance notice of intent to terminate, reduce or 
suspend assistance 
As amended, R.1980 d. 512, effective November 24, 
1980. 
See: 12 N.J.R. 581(b), 13 N.J.R. 17(f). 

10:49-5.5 Location of the hearing 
As amended, R.1980 d. 33, effective January 17, 1980. 
See: 11 N.J.R. 623(c), 12 N.J.R. 86(f). 

10:49-5.6 Impartiality of official conducting the hearing 
As amended, R.1980 d. 512, effective November 20, 
1980. 
See: 12 N.J.R. 581(b), 13 N.J.R. 17(f). 

SUBCHAPTER 6. ADMINISTRATIVE PROVISIONS 

Subchapter Historical Note 
Unless otherwise expressly noted, all provisions of this sub-

chapter were adopted pursuant to authority of N.J.S.A. 30:4D-1 et 
seq. and were filed and became effective on July 29, 1971, as 
R.1971 d. 128. See: 3 N.J.R. 133(b), 3 N.J.R. 178(b). Amend-
ments which repealed this subchapter were filed on June 20, 1977, 
as R.1977 d. 213 to become effective on July 1, 1977. See: 9 
N.J.R. 123(b), 9 N.J.R. 342(c). Amendments adopting new text 
for this subchapter was filed and became effective on August 15, 
1978, as R.1978 d. 280. See: 10 N.J.R. 399(a). 

10:49-6.4 (Reserved) 
Repealed by R.1983 d. 349, effective September 6, 
1983. 
See: 15 N.J.R. 1475(c), 16 N.J.R. 1075(a). 

Section was "Rules governing reimbursement of 
Medicaid approved acute care general hospitals". 

10:49-6.5 Recovery of payments correctly made 
As amended R.1982 d. 147, effective May 3, 1982. 
See: 14 N.J.R. 80(a), 14 N.J.R. 427(c). 

Deleted existing text and replaced with (a)-(c). 
10:49-6.6 Recoveries involving county welfare agencies/boards of 

social services 
Repealed by R.1983 d. 349, effective September 6, 
1983. 
See: 15 N.J.R. 1075(a), 15 N.J.R. 1475(c). 
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New Rule: R.1991 d. 135, effective March 18, 1991. 
See: 22 N.J.R. 2672(a), 23 N.J.R. 856(a). 

This section formerly contained rules entitled 
"New Jersey Medical Formulary". They were no long-
er necessary due to the enactment of Drug Price 
Quality Stabilization Act (P.L.1977 c. 240, N.J.S.A. 
24:6E-l). Replaced by R.1983 d. 349, effective Sep-
tember 6, 1983. See: 15 N.J.R. 1075(a), 15 N.J.R. 
1475(c). 

10:49-6.7 Contracts with county welfare agencies 
As amended, R.1983 d. 349, effective September 6, 
1983. 
See: 15 N.J.R. 1075(a), 15 N.J.R. 1475(c). 

Phrase "welfare agency" replaced "welfare board", 
language limiting reimbursement deleted. 

10:49-6.8 Authority to adjust, comprise, settle or waive claims, 
liens and certificates of debt 
R.1980 d. 502, effective November 14, 1980. 
See: 12 N.J.R. 582(a), 13 N.J.R. 17(b). 
As amended, R.1983 d. 349, effective September 6, 
1983. 
See: 15 N.J.R. 1075(a), 15 N.J.R. 1475(c). 

References to Chief Creditor deleted, slight reco-
dification. 

10:49-6.9 Administrative charges/service fees 
New Rule, R.1988 d. 446, effective September 19, 1988. 
See: 20 N.J.R. 518(a), 20 N.J.R. 2387(a). 

SUBCHAPTER 7. PROVIDER REINSTATEMENT 

Subchapter Historical Note 
All provisions of this subchapter became effective September 

3, 1980 as R.1980 d. 378. See: 12 N.J.R. 409(a), 12 N.J.R. 599(a). 
This subchapter was readopted pursuant to Executive Order 
66(1978) effective August 12, 1985 as R.1985 d.463. See: 17 
N.J.R. 1519(a), 17 N.J.R. 2139(a). See chapter and section levels 
for further amendments. 

SUBCHAPTER 8. DEMONSTRATION PROJECTS 

Subchapter Historical Note 
Unless otherwise expressly noted, all provisions of this sub-

chapter were adopted pursuant to authority of N.J.S.A. 30:4D-1 et 
seq. and were filed and became effective on July 21, 1976, as 
R.1976 d. 234. See: 8 N.J.R. 67(a), 8 N.J.R. 386(a). 

SUBCHAPTER 9. REQUIREMENTS APPLICABLE TO 
SHARED HEALTH CARE FACILITIES 

Subchapter Historical Note 
Unless otherwise expressly noted, all provisions of this sub-

chapter were adopted pursuant to authority of N.J.S.A. 30:4D-1 et 
seq. and were filed and became effective on March 2, 1977, as 
R.1977 d. 65. See: 8 N.J.R. 120(b), 9 N.J.R. 176(c). 

SUBCHAPTER 10. PREPAID HEALTH CARE SERVICES: 
TITLE XIX ELIGIBLES 

Authority 
N.J.S.A. 30:4D-3b; 30:4D-6b(17), 30:4D-7, 7a, b and c, r; 

30:4D-12; 42 CFR 434 

Source and Effective Date 
R.1992 d. 167, effective April 6, 1992. 

See: 24 N.J.R. 64(a), 24 N.J.R. 1342(a). 

Subchapter Historical Note 
Subchapter 10, Prepaid Health Care Services; Title XIX 

Eligibles, was filed and became effective as R.1979 d. 231, effective 
June 13, 1979. See: 10 N.J.R. 394(a), 11 N.J.R. 346(b). Pursuant 
to Executive Order No. 66(1978), Subchapter 10 was readopted by 
R.1984 d. 211, effective May 18, 1984. See: 16 N.J.R. 675(a), 16 
N.J.R. 1348(a). Pursuant to Executive Order No. 66(1978), Chap-
ter 49 and its subchapters were readopted by R.1990 d. 390, 
effective July 13, 1990. See: 22 N.J.R. 1512(a), 22 N.J.R. 2313(a). 
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Subchapter 10 was repealed and replaced by new rules by 
R.1992 d. 167, effective April 6, 1992. See: 24 N.J.R. 64(a), 24 
N.J.R. 1342(a); 

Section annotations for prior rulemaking activity are as fol-
lows. 

10:49-10.1 Definitions 
Amended by R.1984 d. 211, effective May 18, 1984. 
See: 16 N.J.R. 675(a), 16 N.J.R. 1348(a). 

Definitions added: "Federally qualified HMO"; 
"Nonrisk"; "Prepaid health plan" and "Risk" or "un-
derwriting risk". 

10:49-10.2 Criteria for contracting with the Department 
Amended by R.1984 d. 211, effective May 18, 1984. 
See: 16 N.J.R. 675(a), 16 N.J.R. 1348(a). 

(b) added. 
10:49-10.3 Benefits 

Amended by R.1984 d.211, effective May 18, 1984. 
See: 16 N.J.R. 675(a), 16 N.J.R. 1348(a). 

Revised section. 

SUBCHAPTER 11. MEDICAID MANAGEMENT INFORMA-
TION SYSTEM 
10:49-1.1 General provisions . 

R.1977 d.409, effective October 27, 1977. 
See: 9 N.J. 534(c). 
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Financial arrangements 
Capitation payments to contractors 
General reporting requirements 
Contract sanctions 
State-defined HMOs 
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10:49-20.1 Introduction 
10:49-20.2 Physician case manager (PCM) 
10:49-20.3 Capitation payment system 
10:49-20.4 Medicaid recipient 
10:49-20.5 Action required by providers 
10:49-20.6 GSHP services 
10:49-20.7 Emergency medical care situations for GSHP members 
10:49-20.8 GSHP reimbursement policy for emergency services 
10:49-20.9 Exception Payment Request Form (GSHP-16) 

SUBCHAPTER 21. PHARMACEUTICAL ASSISTANCE 
TO THE AGED AND DISABLED (PAAD) 

10:49-21.1 Introduction 
10:49-21.2 Eligibility requirements 
10:49-21.3 Eligibility renewal 
10:49-21.4 Loss of eligibility 
10:49-21.5 Applications 
10:49-21.6 Inquiries 

SUBCHAPTER 22. LIFELINE PROGRAMS 

10:49-22.1 Introduction 
10:49-22.2 Eligibility requirements 
10:49-22.3 Lifeline Credit Program 
10:49-22.4 Tenants Lifeline Assistance Program (TLAP) 
10:49-22.5 Lifeline for Supplemental Security Income (SSI) beneficia-

ries 
10:49-22.6 Review of eligibility for Lifeline 
10:49-22.7 Applications 
10:49-22.8 Inquiries 

SUBCHAPTER 23. HEARING AID ASSISTANCE TO 
THE AGED AND DISABLED 

10:49-23.1 Introduction 
10:49-23.2 Eligibility requirements 
10:49-23.3 Administration and application 

APPENDIX 
Medicaid Eligibility Identification Card 
(FD-73/178) 
Medically Needy Claim Transmittal (FD-311) 
Public Assistance Inquiry (PA-lC) 
Certification of Presumptive Eligibility (FD-334) 
Application for Payment of Unpaid Medical Bills 
(FD-74) 
Department of Human Services Medicaid ID 
(FD-172) 
DYFS Validation for Health Services Program 
(DYFS-16-26) 

Form# 1 
Form #2 
Form #3 
Form #4 

10:49-18.3 Eligibility requirements 
10:49-18.4 Application Validation of Eligibility (FD-34) 

Form #5 

Form# 6 

Form #7 
Form #8 
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Provider Application (FD-20) 
Provider Agreement (FD-62) 
Disclosure of Ownership and Control Statement 
(HCFA-1513) 
Patient Certification Form (FD-197) 
Garden State Health Plan Information Sheet 
Garden State Health Plan Conditions of Member-
ship (GSHP-4(a)) 
Hearing Aid Assistance Application (HA-1) 
P AAD Eligibility Card 
Medicaid District Office Directory 

Form #9 
Form# 10 

Form# 11 
Form# 12 
Form# 13 

Form# 14 
Form# 15 
Form# 16 
Form# 17 

SUBCHAPTER 1. GENERAL PROVISIONS 

10:49-1.1 Scope and purpose 
The Division of Medical Assistance and Health Services, 

under the Department of Human Services, administers the 
New Jersey Medicaid Program and other special programs. 
This chapter provides general and specific information 
about the regular Medicaid Program; special Medicaid 
services or programs (such as HealthStart, Prepaid Health 
Plans, and Waivered Programs); and other special (State) 
funded programs. 

10:49-1.2 The Medicaid Program: definitions, 
organizations, services and eligibility 

(a) The following words and terms, when used in this 
chapter, shall have the following meanings, unless the con-
text clearly indicates otherwise. 

"Medicaid" means medical assistance provided to certain 
persons with low income and limited resources as authorized 
under Title XIX (Medicaid) of the Social Security Act. 

"County welfare agency" means that agency of county 
government which is charged with the responsibility for 
determining eligibility for public assistance programs includ-
ing Aid to Families with Dependent Children, the Food 
Stamp Program, and Medicaid. Depending on the county, 
the county welfare agency might be identified as the board 
of social services, the welfare board, the division of welfare, 
or the division of social services. 

"Fiscal Agent" means an entity that processes and adjudi-
cates provider claims on behalf of the New Jersey Medicaid 
Program, other Special Programs, and the Pharmaceutical 
Assistance to the Aged and Disabled Program. 

"Provider" means any individual, partnership, association, 
corporation, institution, or any other public or private entity, 
agency, or business concern, meeting applicable require-
ments and standards for participation in the New Jersey 
Medicaid Program, other Special Programs and the Pharma-
ceutical Assistance to the Aged and Disabled Program, and 
where applicable, holding a current valid license, and lawful-
ly providing medical care, services, goods and supplies au-
thorized under N.J.S.A. 30:40-1 et seq. and amendments 
thereto. 
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"Recipient" means a person who is a resident of the State 
of New Jersey and is determined to need medical care and 
services under N.J.S.A. 30:40-1 et seq. and amendments 
thereto, and falls within the eligibility criteria set forth 
therein. 

(b) Regarding the organization of the Division of Medical 
Assistance and Health Services, the Department of Human 
Services is the single State agency for receipt of Federal 
funds under Title XIX (Medicaid) of the Social Security 
Act. The Division of Medical Assistance and Health Ser-
vices, Department of Human Services, administers the New 
Jersey Medicaid Program through its Central Office and 
through Medicaid District Offices (MOO) located through-
out the State of New Jersey. A listing of the MDOs is 
provided in the chapter Appendix. 

1. The Program is jointly financed by the Federal and 
State governments and administered by the State. The 
New Jersey Medicaid Program is conducted according to 
the Medicaid State Plan approved by the Secretary, Unit-
ed States Department of Health and Human Services. 

(c) Regarding Medicaid Program services and eligibility, 
the New Jersey Medicaid Program became effective January 
1, 1970 (P.L. 1968, c.413; codified as N.J.S.A. 30:40-1 et 
seq.). The Program originally provided a broad array of 
medical services for individuals (aged, or blind, or disabled, 
or specified members of families with dependent children) 
categorically eligible for public assistance under the Social 
Security Act. Since then Medicaid coverage has been ex-
tended to the following: 

1. Individuals who qualify under the Medically Needy 
provisions, codified as N.J.S.A. 30:4D-6(g); 

2. Pregnant women and children (up to the age of six) 
whose income is less than 133 per cent of the Federal 
poverty level, codified as N.J.S.A. 30:4D-3(i)(9). These 
individuals are determined by the County Welfare Agency 
to be eligible for the New Jersey Care ... Special Medic-
aid Programs; 

3. Pregnant women and children (up to the age of 
one) whose income is less than 185 percent of the Federal 
poverty level, codified as N.J.S.A. 30:4D-3(i)(13); and 

4. Individuals 65 years of age and older, or individuals 
who are blind or disabled (pursuant to Federal regula-
tions either 42 CPR 435.530 et seq. or 42 CFR 455.540 et 
seq.) whose income cannot exceed 100 percent of the 
Federal poverty level adjusted for family size. These 
individuals are determined by the county welfare agency 
to be eligible for the New Jersey Care ... Special Medic-
aid Programs, codified as N.J.S.A. 30:4D-3i(ll). 

10:49-1.3 Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) 

(a) EPSDT is a Federally mandated comprehensive child 
health program for Medicaid recipients from birth through 
20 years of age. The Omnibus Budget Reconciliation Act 
of 1989 (OBRA '89) codified EPSDT. Accordingly, the 
term "EPSDT Services" means the following: 
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1. EPSDT Screening Services; 

2. Vision Services; 

3. Dental Services; 

4. Hearing Services; and 

5. Such necessary health care diagnostic services, 
treatment and other measures to correct or ameliorate 
defects, and physical and mental illnesses and conditions 
discovered by the screening services. 

(b) A physician, independent clinic, or hospital outpatient 
department may provide EPSDT screening services. 

10:49-1.4 HealthStart 

HealthStart is a program to provide comprehensive ma-
ternity care services for all pregnant women (including those 
determined to be presumptively eligible) and child health 
care services for children (through two years of age) who 
are eligible for Medicaid benefits. Detailed information 
about this program is included in the Physician Services 
Manual or N.J.A.C. 10:54, Independent Clinic Services 
Manual or N.J.A.C. 10:66, Nurse-Midwifery Services Manu-
al or N.J.A.C. 10:58 and the Hospital Services Manual or 
N.J.A.C. 10:52. 

Case Notes 

Exclusion of Medicaid funding for abortions except where necessary 
to save mother's life was unconstitutional. Right to Choose v. Byrne, 
91 N.J. 287, 450 A.2d 925 (1982). 

10:49-1.S Prepaid health plans 

"Prepaid health plan" means an entity that provides 
medical services to enrolled Medicaid eligibles under a 
contract with the Medicaid agency on the basis of prepaid 
capitation fees but does not necessarily qualify as an HMO. 
For policies and procedures concerning prepaid health care 
services see N.J.A.C. 10:49-19. For a description of the 
State operated HMO, the Garden State Health Plan, see 
N.J.A.C. 10:49-20. 

10:49-1.6 Waivered programs 

(a) The Division of Medical Assistance and Health Ser-
vices also administers Respite and the following Home and 
Community-Based Services Waivers: Community Care Pro-
gram for the Elderly and Disabled (CCPED); Home and 
Community-Based Services Waivers for Blind or Disabled 
Children and Adults (Medicaid Model Waivers I, II, and 
III); and AIDS Community Care Alternatives Program 
(ACCAP). An overview of these programs is provided at 
N.J.A.C. 10:49-17. 

10:49-1.8 

(b) The Division also provides oversight to the Division 
of Developmental Disabilities in its administration of its 
Home and Community-Based Services Waiver for develop-
mentally disabled individuals. 

10:49-1.7 State-funded programs 

(a) In addition to the New Jersey Medicaid Program, the 
Division of Medical Assistance and Health Services also 
administers the following four State-funded programs: 

1. Pharmaceutical Assistance to the Aged and Dis-
abled Program (PAAD), see N.J.A.C. 10:49-21; 

2. Lifeline Programs (utility assistance programs), see 
N.J.A.C. 10:49-22; 

3. Hearing Aid Assistance for the Aged and Disabled, 
see N.J.A.C. 10:49-23; and 

4. The Home Care Expansion Program, see N.J.A.C. 
10:49-18. 

Case Notes 

Medical service not funded by Medicare or other insurance would be 
funded by Medicaid. Monmouth Medical Center v. Harris, 646 F.2d 74 
(3rd Cir.1981). 

10:49-1.8 Overview of provider manuals 

(a) There are 19 New Jersey Medicaid provider manuals. 
Each is designed for use by a specific type provider that 
provides services to Medicaid recipients. Each manual is 
written in accordance with Federal and State laws, rules, 
and regulations, with the intent to ensure that such laws, 
rules, and regulations are uniformly applied. 

(b) Each Medicaid provider manual consists of two chap-
ters, broken down into subchapters. The first chapter is 
referred to as N.J.A.C. 10:49 (Administration) and outlines 
the general administrative policies of the New Jersey Medic-
aid Program and other special programs. The second chap-
ter of each manual specifies the rules and regulations 
relevant to the specific provider-type and the services pro-
vided. Following the second chapter of the manuals is the 
Fiscal Agent Billing Supplement. 

( c) Codification of manual material follows that of the 
New Jersey Administrative Code (N.J.A.C.). The citation 
for a particular section of the provider manual reflects the 
same material under the same citation in the N.J.A.C. The 
following is an example of a citation in the N.J.A.C. or a 
provider manual: 
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Citation ----------------------------------------10:49-11.10 
I I I 

Title-Department of Human Services------------' ! I 
I I 

Chapter (Administration) --------------------------1 I I 
I Subchapter--------------------------------------------J 1 

Section-------------------------------------------------1 
( d) There is an individual New Jersey Medicaid provider 

manual for each of the following services. · These services 
are listed in the New Jersey Administrative Code (N.J.A.C.) 
under Title 10 (Department of Human Services) Chapters 
10:50 through 10:68, and 10:73, as follows: 

1. 10:50-Transportation Services Manual 
2. 10:51-Pharmacy Services Manual 
3. 10:52-Hospital Seivices Manual 
4. 10:53-(Reseived) 
5. 10:54-Physician Services Manual 
6. 10:55-Prosthetic and Orthotic Services Manual 
7. 10:56-Dental Seivices Manual 
8. 10:57-Podiatry Services Manual 
9. 10:58-Nurse-Midwifery Services Manual 

10. 10:59-Medical Supplier Services Manual 
11. 10:60-Home Care Services Manual 
12. 10:61-Independent Clinical Laboratory Services Manual 
13. 10:62-Vision Care Services Manual 
14. 10:63-Long Term Care Services Manual 
15. 10:64-Hearing Aid Seivices Manual 
16. 10:65-Medical Day Care Seivices Manual 
17. 10:66-Independent Clinic Services Manual 
18. 10:67-Psychological Services Manual 
19. 10:68-Chiropractic Seivices Manual 
20. 10:73-Case Management Seivices Manual 

( e) Regarding manual updates, revised pages or additions 
to the provider manual are issued, as required, for new 
policy, policy clarification, and/or revisions to the New 
Jersey Medicaid Program. A newsletter system is utilized to 
distribute new or revised manual material and to provide 
any other pertinent information regarding manual updates. 
Newsletters should be filed at the back of the manual and 
replacement pages should be added to the manual in accor-
dance with instructions provided. Manual revisions shall be 
substantially made through the rulemaking process, in accor-
dance with the Administrative Procedure Act, N.J.S.A. 
52:14B-1 et seq. 

(f) Regarding provider responsibility, this manual and all 
subsequent updates are distributed as a guide to assist 
providers in their participation in the New Jersey Medicaid 
Program. The provider is ultimately responsible for know-
ing and abiding by current laws and regulations pertaining 
to this Program. 

SUBCHAPTER 2. NEW JERSEY MEDICAID 
RECIPIENTS 

10:49-2.1 Who is eligible for Medicaid? 
Medicaid recipients are divided into two categories: those 

eligible for all services under the regular New Jersey Medic-
aid Program (see N.J.A.C. 10:49-2.2); and those eligible for 
a limited range of services under the Medically Needy 
Program (see N.J.A.C. 10:49-2.3). 

10:49-2.2 Persons eligible under the regular New Jersey 
Medicaid Program 

(a) The following groups are eligible for medical and 
health services covered under the regular New Jersey Med-
icaid Program when provided in conjunction with specific 
Program requirements as outlined in the second chapter of 
each Provider Services Manual. The list is not all-inclusive. 

1. Persons who are eligible to receive Supplemental 
Security Income (SSI) payments as determined by the 
Social Security Administration and those persons who 
meet the SSI standards but apply for the Medicaid Only 
program through the county welfare agency. Those per-
so-ns are the aged (65 and over), the blind, and the 
disabled; 

2. A person who qualifies under the Supplemental 
Security Income (SSI) Program as the "ineligible spouse" 
of an SSI recipient determined by the Social Security 
Administration; 

3. Children and caretaker relatives eligible for and 
receiving Aid to Families with Dependent Children 
(AFDC); 

4. Deemed recipients of AFDC including: 
i. Persons denied AFDC solely because the pay-

ment would be less than $10.00; 
ii. Persons whose AFDC payment is reduced to 

zero ($0.00) because of an over-payment recovery; and 
iii. For a period of four months, persons losing 

AFDC because of the receipt of child or spousal sup-
port; 
5. For a period of up to 12 months from the first 

month of ineligibility, persons losing eligibility for AFDC 
as a result of earnings or hours of employment, or the 
receipt of New Jersey Unemployment or Temporary Dis-
ability Insurance benefits; 
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6. Persons ineligible for AFDC because of require-
ments that do not apply under Medicaid; 

7. For a period of one year, a child born to a woman 
who is a Medicaid recipient, so long as the woman 
remains eligible for Medicaid, or would remain eligible if 
pregnant; 

8. Persons for whom adoption assistance agreements 
are in effect pursuant to Section 473 of the Social Security 
Act (42 U.S.C. 673) or for whom foster or adoption 
assistance is paid under Title IV-E of the Act; 

9. Persons ineligible for Supplemental Security In-
come (SSI) because of requirements that do not apply 
under Medicaid; 

10. Persons receiving only mandatory State supple-
mental payments administered by the Social Security Ad-
ministration; 

11. Certain former recipients of Supplemental Securi-
ty Income (SSI) who would still be eligible for SSI except 
for entitlement to or increase in the amount of Social 
Security benefits; 

12. Persons eligible for but not receiving AFDC or an 
optional State benefit; 

13. Children under the age of 21 years who meet the 
income and resource requirements for AFDC but do not 
qualify as dependent children; 

14. Persons who are in institutions for at least 30 
consecutive days and who are eligible under a special 
income level (the Medicaid "cap") that is higher than the 
income level for a non-institutionalized SSI or State sup-
plement recipient; 

15. Pregnant women and children up to the age of 
one whose income is below 185 percent of the Federal 
poverty level, and children up to the age of six whose 
income is below 133 percent of the Federal poverty level, 
codified as 42 U.S.C. 1396a, or 1902(1) of the Social 
Security Act; 

16. Aged, blind, and disabled persons whose income is 
below 100 percent of the Federal poverty level and whose 
assets are within 200 percent of the SSI asset limits; 

17. For a period of 60 days, women who have applied 
for Medicaid benefits before the last day of pregnancy 
and who are eligible for Medicaid on the last day of 
pregnancy; 

18. Persons 65 years of age or older who do not meet 
the eligibility standards of the categorically needy or 
medically needy and who are eligible for the Medical 
Assistance to the Aged Continuance (MAA) program. 
(No new applications are accepted for this coverage); and 

19. Refugees who are eligible under the Refugee Re-
settlement program. 

10:49-2.3 

10:49-2.3 Persons eligible under the Medically Needy 
Program 

(a) A Medicaid recipient under the Medically Needy 
Program is limited to those medical services listed in 
N.J.A.C. 10:49-5.3. Services shall be provided in conjunc-
tion with specific Program requirements as outlined in the 
second chapter of the applicable Provider Services Manual. 

(b) To be determined Medically Needy under the Medic-
aid Program, it is necessary for the person to meet categori-
cal eligibility requirements, have income and/or resources in 
excess of the categorical standards, and have insufficient 
funds to meet his or her medical expenses. Medically 
Needy persons shall be in one of the following groups: 

1. Pregnant women; 

2. Needy children (under 21 years of age); or 

3. The aged (65 years of age or older), the blind or 
the disabled. 

( c) There are special income and resource levels estab-
lished for the Medically Needy. If a person meets one of 
the categories listed in (b) above and has income and/or 
resources above categorical program levels but less than or 
equal to the Medically Needy income and resource levels, 
he or she shall be determined as Medically Needy eligible. 
However, if a person meets one of the categories listed in 
(b} above and meets the Medically Needy resource level but 
has income which exceeds the Medically Needy income 
level, eligibility may be established through the "spend-
down" process. 

1. "Spend-down" is the process whereby a person may 
apply incurred medical expenses to offset income above 
the Medically Needy income level, and thereby adjust his 
or her income to meet the Medically Needy income limit. 

(d) Medically Needy eligibility for all groups, including 
the aged, blind and disabled, shall be determined by the 
county welfare agency for both the retroactive and prospec-
tive period. 

1. Each Medically Needy applicant/recipient shall 
reapply for benefits every six months. Eligibility may be 
established the first day of that six-month period or on 
any date during the six-month period that spend-down is 
met. 

2. Eligibility shall be verified by providers on each 
visit by reviewing the Medicaid Eligibility Identification 
Card (MEI) (FD-73/178) (see N.J.A.C. 10:49-2.13-Vali-
dation Form). For those cards issued for the month 
within the six month period in which the spend-down is 
met, the card will reflect the date that eligibility begins 
after the spend-down is met. 

(e) Claims for Medically Needy covered services provided 
during an eligible period may be submitted to the Program 
for reimbursement using standard Medicaid procedures. 
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Services provided prior to the effective date of eligibility 
shall be the client's liability, except for certain "special" 
claims. 

1. "Special" claims are claims for Medically Needy 
covered services that were not used to meet the spend-
down and were rendered between the first of the month 
in which eligibility is established and the date of eligibility 
tr..at appears on the Medicaid Eligibility Identification 
Card. 

2. The county welfare agency shall identify "special" 
claims which may be reimbursed under the Program and 
shall provide a Medically Needy Claim Transmittal (Form 
FD-311, see Appendix, N.J.A.C. 10:49). Such claims 
shall be submitted hard copy with Form FD-311 attached. 

10:49-2.4 Eligibility process (variations to routine 
procedure) 

There are variations to the routine procedure for deter-
mining Medicaid eligibility. These variations are relevant to 
applying for eligibility for a newborn infant or for an 
inpatient upon admission to a hospital (see N.J.A.C. 
10:49-2.5); to determining presumptive eligibility for preg-
nant women (see N.J.A.C. 10:49-2.6); and to determining 
retroactive eligibility (see N.J.A.C. 10:49-2.7). 

10:49-2.5 Applying for Medicaid eligibility for a newborn 
infant or for an inpatient upon admission to a 
hospital 

(a) There are limited variations to the eligibility process 
for a newborn infant of a woman who is a Medicaid 
recipient. The policy and procedures follow: 

1. Although both the mother and newborn infant may 
be Medicaid recipients on the date of delivery, the new-
born infant is not immediately assigned a Person Number 
(see N.J.A.C. 10:49-2.10). In order to expedite payment 
to any provider before this number is assigned, the pro-
vider is permitted to bill for services provided to the 
newborn using the mother's HSP (Medicaid) Case Num-
ber and Person Number on the claim form. 

i. Immediately after the birth of a newborn infant, 
the hospital shall submit a "Public Assistance Inquiry" 
(Form PA-lC, see Appendix, N.J.A.C. 10:49) to the 
county welfare agency. This will facilitate the assign-
ment of a Person Number and addition of the new-
bom's name to the Medicaid eligibility file. The 
P A-1 C Form shall include the date of birth of the 
newborn and the signature of the mother. 

2. The period for which newborn services may be 
billed under the mother's HSP (Medicaid) Case Number 
and Person Number shall extend from the date of birth 
until the last day of the month in which a 60 day time 
frame ends, or until the newborn is assigned his or her 
own Person Number, whichever happens first. 
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Example: If a newborn's date of birth is January 5th, 
the 60 day period ends March 6th. Claims may be 
submitted through March 31st using the mother's HSP 
(Medicaid) Case Number and Person Number, provid-
ed the newborn has not been assigned his or her own 
Person Number in the meantime. Claims for services 
provided to the newborn after March 31st would be 
processed only if the required information about the 
newborn is used (Person Number, name, age, sex, etc.). 

3. The newborn's Person Number shall be used as 
soon as it is available to the provider. The practitioner or 
any other type of provider shall request the newborn's 
Person Number from the mother at each encounter. 

4. Billing instructions for services provided a newborn 
infant under his or her mother's HSP (Medicaid) Case 
Number and Person Number are provided in the Fiscal 
Agent Billing Supplement following the second chapter of 
each Provider Services Manual, as applicable. 

(b) The following procedures shall apply when applica-
tion is made for Medicaid eligibility for an inpatient upon 
admission to a hospital: 

L A Hospital may submit a "Public Assistance Inqui-
ry" (Form PA-lC, see Appendix, N.J.A.C. 10:49) when 
an individual is admitted to the facility and financial or 
medical indigency is a factor in the coverage of care. 
Under this arrangement, if the patient is determined to be 
eligible for Medicaid, the effective date of eligibility is the 
date of the hospital inquiry. 

i. A PA-lC Form should be directed to either the 
Social Security Administration District Office in the 
area where the hospital is located or the county welfare 
agency as follows: 

(1) The Social Security Administration is responsi-
ble for establishing Medicaid eligibility for the aged 
(persons 65 years and over), for the blind, and for the 
disabled who apply for Supplemental Security In-
come (SSI). 

(2) The county welfare agency is responsible for 
establishing Medicaid eligibility for the individual 
who applies for Aid to Families with Dependent 
Children (AFDC), or for the individual who is aged, 
blind, or disabled and applies for "Medicaid Only," 
or for any individual who applies for New Jersey 
Care . . . Special Medicaid Programs. 

2. Before preparing a PA-lC Form, the hospital shall 
screen the patient to determine the following: 

i. Whether or not the patient is already eligible for 
Medicaid; 

ii. Whether or not the patient has health insurance 
to cover the cost of hospital care and treatment; and 

iii. Whether or not the person has sufficient income 
and/or resources to meet the cost of hospital care. 
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3. In the event that the date of the Medicaid eligibility 
which was established by the Social Security Administra-
tion or the county welfare agency is later than the date of 
admission, the recipient may apply directly to the New 
Jersey Medicaid Program for retroactive Medicaid pay-
ment of unpaid bills for allowable medical services within 
the three month period prior to the month of application 
(see N.J.A.C. 10:49-2.7). 

10:49-2.6 Presumptive eligibility 

(a) "Presumptive eligibility" means an expedited process 
whereby selected certified HealthStart Comprehensive Ma-
ternity Care providers make preliminary Medicaid eligibility 
determinations on behalf of pregnant women (see Health-
Start in applicable Provider Services Manuals). This is a 
preliminary process to determine presumptive eligibility pri-
or to the determination of Medicaid eligibility or ineligibility 
by the county welfare agency. 

1. Approved HealthStart Maternity Care providers 
(independent clinics and hospital outpatient departments) 
may determine presumptive eligibility for pregnant wom-
en who require ambulatory prenatal services from Medic-
aid participating providers. 

(b) A presumptively eligible pregnant woman is entitled 
to all Medicaid covered services with the exception of 
inpatient hospital and nursing facility care services. Al-
though Medicaid HealthStart services must be provided only 
by a HealthStart provider, other Medicaid covered services 
may be provided to a presumptively eligible pregnant wom-
an by any appropriate Medicaid provider. 

(c) A presumptively eligible pregnant woman is eligible 
for a period of time which will end: 

1. If the woman has not filed an application with the 
county welfare agency, on or before the last day of the 
month subsequent to the date of the presumptive eligibili-
ty determination; or 

2. If the woman has filed an application with the 
county welfare agency, on the last day of the month 
subsequent to the month in which she was determined 
presumptively eligible, or on the day eligibility or ineligi-
bility for Medicaid benefits is determined by the county 
welfare agency. 

( d) A presumptively eligible pregnant woman is identified 
by the two messages which appear on the "Medicaid Eligi-
bility Identification Card" (Form FD-73/178) ( see Appen-
dix, N.J.A.C. 10:49). One message is above the woman's 
name on the upper left side: PRESUMPTIVELY ELIGI-
BLE PREGNANT WOMAN. The second message appears 
in the message box on the upper right hand comer: PRO-
VIDERS ONLY: CALL 1-800-328-0065 TO VERIFY ELI-
GIBILITY BEFORE PROVIDING SERVICES. This card 
is the only document acceptable for the identification of a 
presumptively eligible pregnant woman. 
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1. As part of the presumptive eligibility process, a 
presumptively eligible pregnant woman will be given an 
FD-334 Form, Certification of Presumptive Eligibility 
(see Appendix, N.J.A.C. 10:49). This is not valid proof of 
eligibility for Medicaid and should not be used by the 
provider for presumptive eligibility purposes. A request 
for reimbursement based solely upon the presentation of 
the FD-334 form does not guarantee payment. 

2. Even with the identification through the MEI card, 
each time a service is rendered the provider shall verify 
the presumptive eligibility status of a pregnant woman, 
prior to the delivery of ambulatory services, by calling the 
toll free telephone number, 1-800-328-0065, during nor-
mal business hours (Monday through Friday, 8:30 
A.M.-4:30 P.M.) or as soon as possible if the services are 
delivered other than during normal business hours. 

3. When the provider requests verification for pre-
sumptive eligibility, he or she is required to provide the 
individual's name and HSP (Medicaid) Case Number, 
including the Person Number, to the operator. 

4. The operator will advise the provider of the pre-
sumptive eligibility status on the date service is delivered 
and furnish him or her with an authorization number. 
The authorization number documents the verification of 
the Medicaid presumptive eligibility status for the provid-
er. 

5. Payment for services rendered without presumptive 
eligibility verification may be denied if the provider did 
not secure the required authorization number which veri-
fied the eligibility status, as noted in ( d)4 above. 

10:49-2.7 Medicaid Retroactive Eligibility 

(a) Any person applying for Medicaid benefits shall b,~ 
asked if he or she has unpaid medical bills incurred within 
the three-month period immediately prior to the month oi 
application for Medicaid. Except for a Medically Needy 
applicant (see N.J.A.C. 10:49-2.3(e)), an individual indicat-
ing that there are such bills, may complete an FD-74 Form, 
Application for Payment of Unpaid Medical Bills (see Ap-
pendix, N.J.A.C. 10:49) and forward the application with all 
outstanding unpaid medical bills to the Medicaid Retroac-
tive Eligibility Unit, Division of Medical Assistance and 
Health Services, CN-712-10, Trenton, New Jersey 08625. 

1. An application for retroactive eligibility may be 
obtained by the applicant, or his or her authorized agent, 
from the county welfare agency, the Medicaid District 
Office, the Social Security Administration District Office, 
or from the Retroactive Eligibility Unit, Division of Medi-
cal Assistance and Health Services. The application shall 
be submitted within six months from the date of applica-
tion for public assistance. 
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(b) If the New Jersey Medicaid Program determines that 
the person was eligible for Medicaid at the time the service 
was provided, providers shall be notified directly that the 
unpaid bills for any service covered by the New Jersey 
Medicaid Program may be reimbursable in accordance with 
standard Medicaid reimbursement procedures. 

1. The provider shall then complete the appropriate 
Medicaid claim form and submit it to the Retroactive 
Eligibility Unit for consideration and authorization of 
payment. 

2. For any Medically Needy recipient, a retroactive 
eligibility determination shall be completed by the county 
welfare agency (see N.J.A.C. 10:49-2.3, Persons eligible 
under the Medically Needy Program). 

10:49-2.8 Verification of eligibility for Medicaid services 
(a) Each Medicaid recipient, except Nursing Facility re-

cipients, has an HSP (Medicaid) Case Number printed on a 
Medicaid form that validates eligibility. The recipient shall 
present this form to the provider, as a proof of Medicaid 
eligibility, every time a service is to be provided. See 
N.J.A.C. 10:49-2.10 for a description and information about 
the HSP (Medicaid) Case Number and see N.J.A.C. 
10:49-2.11 for information about the Medicaid forms that 
are used to validate eligibility. The Recipient Eligibility 
Verification System (REVS) can be used, in some instances, 
as an alternative to viewing a form used to validate eligibili-
ty (see N.J.A.C. 10:49-2.9). 

1. When extended plans of treatment have been ap-
proved, it is especially important to review the validation 
of eligibility form each time a service is provided. 

i. Medical authorization or approval of a service by 
the Division shall not be construed as a guarantee that 
a person is eligible for the Medicaid Program. 

ii. There shall be no reimbursement for services 
performed after termination of eligibility except as not-
ed in N.J.A.C. 10:49-5.4(a)9. 

10:49-2.9 Recipient Eligibility Verification System (REVS) 
In the event a recipient is unable to produce a form that 

validates Medicaid eligibility (see N.J.A.C. 10:49-2.11) and 
the recipient's HSP (Medicaid) Case Number is known, the 
provider can verify eligibility by calling the Unisys Recipient 
Eligibility Verification System (REVS). REVS is accessed 
by dialing 1-800-676-6562 (or 587-1955 in the local Tren-
ton area). Complete instructions for using REVS can be 
found in the Fiscal Agent Billing Supplement following the 
second chapter of each Provider Services Manual. 

10:49-2.10 HSP (Medicaid) Case Number 
(a) An HSP (Medicaid) Case Number consists of 12 

digits, which includes a two-digit Person Number. The 
components of an HSP (Medicaid) Case Number as it is 
initially assigned to a recipient follows. 

(b) The first two digits usually designate the county of 
residence as follows. 
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01 Atlantic 
02 Bergen 
03 Burlington 
04 Camden 
05 Cape May 
06 Cumberland 
07 Essex 
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08 Gloucester 
09 Hudson 
10 Hunterdon 
11 Mercer 
12 Middlesex 
13 Monmouth 
14 Morris 

15 Ocean 
16 Passaic 
17 Salem 
18 Somerset 
19 Sussex 
20 Union 
21 Warren 

1. For some adult recipients (that is, the Medicaid 
Only Program and New Jersey Care ... Special Medicaid 
Programs for Aged, Blind, and Disabled) the first two 
digits of the HSP (Medicaid) Case Number designate the 
county of residence where eligibility was originally deter-
mined but not necessarily the location where the recipient 
is currently residing. In these instances, when the recipi-
ent moves to another county, the recipient retains the 
HSP (Medicaid) Case Number of the original county of 
application. . However, the eligibility identification card 
will indicate the current address. 

2. For recipients in certain State or county facilities, 
the first two digits of the HSP (Medicaid) Case Number 
designate the facility where the recipient resides. In a 
few unique situations the first two digits designate a 
special State program. The following list identifies the 
first two digits used to identify a State or county facility or 
a special State program. Following the name of the 
facility and enclosed in· parentheses, is the Medicaid 
District Office serving that facility. For those facilities 
below marked by an asterisk(*), it should be noted that 
when the first two digits of an HSP (Medicaid) Case 
Number are used to identify more than one facility, a 
specific series. of numbers for the fifth through tenth digit 
shall be used to designate the second or third facility as 
well as to designate the sequential identification number 
of the Medicaid recipient. 

i. Identification of State and County Psychiatric Fa-
cilities 

31-Greystone Park Psychiatric Hospital (Morris 
MOO) 

32-Trenton Psychiatric Hospital (Mercer MOO) 
*32-(300,000 series) Forensic Psychiatric Hospital 

(Mercer MOO) 
*32-(600,000 series) Senator Garrett W. Hage-

dorn Center for Geriatrics-Psychiatric Section 
(Hunterdon MOO) 

33-Marlboro Psychiatric Hospital (Monmouth 
MOO) 

34-Ancora Psychiatric Hospital (Camden MOO) 
36-Arthur Brisbane Child Treatment Center 

(Psychiatric Hospital) (Monmouth MOO) 
37-Bergen Pines Psychiatric Center (Bergen 

MOO) 
38-Essex County Hospital Center-Cedar Grove 

(Essex-Suburban MOO) 
39-Camden County Psychiatric Hospital (Camden 

MOO) 
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ii. Identification of Intermediate Care Facili-
ties/Mental Retardation 

*34--(800,000 series) Ancora Development Center 
(Camden MDO). 

35-North Princeton Development Center (Hun-
terdon MDO) 

41-Vineland Developmental Center ( Cumberland 
MDO) 

42-North Jersey Developmental Center (Totowa) 
(Passaic MDO) 

43-Greenbrook Regional Center (Hunterdon 
MDO) 

44--Woodbine Developmental Center (Cumber-
land MDO) 

45-New Lisbon Developmental Center (Burling-
ton MDO) 

46-E. R. Johnstone Training and Research Cen-
ter (Middlesex MDO) 

47-Woodbridge Developmental Center (Middle-
sex MDO) 

48-Hunterdon Developmental Center (Hunter-
don MDO) 

iii. SI-Soldiers Homes (Unit Dose Drugs) (MDO 
in county in which home is located) 

iv. 90-Division of Developmental Disabilities 
Community Care Services (Waiver and Non-Waiver) 
and Special Residential Services, Statewide. (MDO in 
county in which the recipient resides.) 

(c) The third and fourth of the 12-digit HSP (Medicaid) 
Case Number designate the category under which a person 
was determined eligible for the New Jersey Medicaid Pro-
gram. For some adult recipients (that is, the Medicaid Only 
Program and New Jersey Care ... Special Medicaid Pro-
grams for Aged, Blind, and Disabled) the third and fourth 
digits of the HSP (Medicaid) Case Number will not change 
from Program 20 and 25 (meaning the individual is disabled 
and under 65 years of age) to 10 and 15 (meaning the 
individual is aged-65 years of age or older) when recipients 
reach age 65. 

10-Aged-SSI related (65 years of age or older) 
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IS-Aged-Medically Needy (65 years of age or 
older) 

20-Disabled-SSI related (under 65 years of age) 
25-Disabled-Medically Needy (under 65 years of 

age) 
30-Aid to Families with Dependent Children 

(AFDC). New Jersey Care ... Special Medic-
aid Programs for pregnant women and children 
are included in this category. 

35-Medically Needy (children and pregnant wom-
en) 

50-Blind-SSI related 
55-Blind-Medically Needy 
60-Children (If first two digits are 01 to 21, the 

individual is under supervision of the Division of 
Youth and Family Services. If the first two 
digits are greater than 21, the individual is insti-
tutionalized under the Institutional Services Sec-
tion of the Division of Medical Assistance and 
Health Services). 

70-Medical Assistance for Aged-A New Jersey 
State Program 

SO-Refugee Program 

( d) The fifth through tenth digits of the HSP (Medicaid) 
Case Number designate the sequential identification number 
of the Medicaid recipient. 

(e) The 11th and 12th digits of the HSP (Medicaid) Case 
Number designate the specific Person Number assigned to 
each recipient. 

01-04 Adult (any age) 
05 Pregnant Women 

06-09 Adult (any age) 
10--19 Ineligible Spouse 
20--39 Children under 19 
40--49 Medicaid Special ( Children under 21 but not 

under 19) 

(f) For example, an adult Medicaid recipient (caretak-
er/parent) from Bergen County receiving assistance under 
Aid to Families with Dependent Children (AFDC) Program 
could have the following HSP (Medicaid) Case Number: 

02 30 123456 01 
~------------~ ~-J L--~ ~-------------Bergen AFDC Sequential Pe~on 

County Program ID No. No 

10:49-2.11 Forms that validate Medicaid eligibility 

(a) A New Jersey Medicaid provider may verify a per-
son's Medicaid eligibility by means of one of the following 
four .forms: 

1. Department of Human Services-"Medicaid-ID" 
(FD-152) (see N.J.A.C. 10:49-2.12); 

49-15 

2. "Medicaid Eligibility Identification Card" 
(FD-73/178) (see N.J.A.C. 10:49-2.13); 

3. "Validation for Health Services Program" (DYFS 
16-36) (see N.J.A.C. 10:49-2.14); or 

4. "Validation of Eligibility" (FD-34) (see NJ.AC. 
10:49-2.15). 
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10:49-2.12 Validation Form (FD-152) "Department of 
Human Services Medicaid-ID" 

(a) The validation Form FD-152 (see Appendix, N.J.A.C. 
10:49) is issued monthly to persons eligible for Aid to 
Families with Dependent Children (AFDC) and to persons 
eligible under the Refugee and Community Medicaid Only 
programs. The form indicates that the persons are current-
ly eligible for coverage for the month shown on the form-
"V ALID ONLY FOR THE MONTH OF-"· The vali-
dation form shall be retained by the Medicaid recipient to 
whom it is issued. ' 

1. This form is the indicator of Medicaid eligibility for 
the Medicaid recipient( s) listed on the form. 

i. Any Medicaid recipient enrolled in an HMO shall 
also be required to show his or her HMO ID Card. 

2. Providers shall enter the name, HSP (Medicaid) 
Case Number, including the Person Number, exactly as it 
appears on Form FD-152 when requesting authorization 
for services or submitting a claim form. 

3. One of the following three messages may be print-
ed on the FD-152 form issued by the County Welfare 
Agency. Only one message will appear on the form. If 
more than one applies, however, the message printed is 
chosen in the order of priority listed below. Providers 
shall be requested to take the specific action for the 
message which appears. 

i. Message One: "HMO-CHECK GSHP ID 
CARD". This recipient and all members of his or her 
family listed on the Medicaid ID Card are enrolled in 
the Garden State Health Plan, a State-operated health 
maintenance organization. Each family member choos-
es a primary care physician known as a physician case 
manager. To obtain service, this recipient shall also 
present the Garden State Health Plan Identification 
Card. This gold colored card lists each family member 
and the name and telephone number of the member's 
physician case manager. The member's physician case 
manager shall either authorize or personally provide all 
medical services. (See N.J.A.C. 10:49-20, Garden 
State Health Plan.) 

ii. Message Two: "RESTRICTED USE HMO-
CALL (NUMBER LISTED)" or "HMO COVER-
AGE-CHECK HMO ID CARD". This recipient 
( and any member of his or her family on the AFDC 
grant) is enrolled in a Health Maintenance Organiza-
tion (HMO). The provider shall call the telephone 
number listed on either the FD-152 validation card or 
on the HMO ID Card to determine whether the service 
or the item he or she is being asked to provide is 
provided by the HMO. If a provider provides a service 
available through the HMO, reimbursement will be 
denied by the New Jersey Medicaid Program, except in 
medical emergencies. 
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iii. Message Three: "OTHER COVERAGE"-
There will be an asterisk ("') before the name of the 
recipient(s) covered by another health insurer. The 1 

provider shall determine the insurer and the policy 
number (see N.J.A.C. 10:49-7.3, Third party liability). 

10:49-2.13 Validation Form (FD-73/178) Medicaid 
Eligibility Identification Card (MEI Card) 

(a) The MEI Card, Validation Form FD-73/178 (see 
Appendix, N.J.A.C. 10:49) is issued monthly or quarterly as 
indicated in (a)l and 2 below. 

1. The MEI Card is issued monthly to: 

i. Persons (aged, blind and disabled) determined by 
the Social Security Administration to be eligible for 
Supplemental Security Income (SSI) and their spouses, 
if eligible as an essential person; 

ii. Persons determined by the county welfare agency 
to be eligible for the New Jersey Care ... Special 
Medicaid Programs and the Medically Needy Program; 
and 

iii. Recipients in the Special Status Program (see 
(e)2 below); and 

2. The MEI card is issued quarterly for children 
(Medicaid recipients) under the supervision of the Divi-
sion of Youth and Family Services (DYFS). 

(b) The MEI Card usually identifies eligibility for only 
one recipient. However, several special programs list all 
eligible persons in the family; for example, for New Jersey 
Care . . . Special Medicaid Programs all Medicaid recipients 
in the family are listed on the MEI card; the Special Status 
Program also identifies all recipients in the family on the 
MEI card. 

1. When the MEI Card is issued to the Medically 
Needy, more than one recipient may be listed with a 
service code indicated next to each name. 

(c) The information on the MEI Card includes an ad-
dress, date of birth, Social Security Account Number and 
the availability of any third-party health insurance; however, 
for the Medically Needy Program, the date of birth and 
Social Security Account Number are omitted and the words 
"Medically Needy" are printed in this space. 

1. If the Medicaid recipient has health insurance, the 
name of the other insurer will be printed together with a 
corresponding policy number. Additiomµly, Medicare 
coverage and the HIC (Medicare) Number will be printed 
on the MEI Card for all Medicare/Medicaid recipients. 

( d) The MEI Card is valid only when signed by the 
Medicaid recipient or his or her representative payee/legal 
guardian. 
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( e) A message printed on the MEI card will indicate the 
cardholder's enrollment in any waivered or special programs 
such as Home and Community-Based Services Waivers (see 
N.J.A.C. 10:49-17); Home Care Expansion Program (see 
N.J.A.C. 10:49-18); and Garden State Health Plan (see 
10:49-20). 

1. The MEI Card for Garden State Health Plan mem-
bers will have the printed message: "HMO-Check-GSHP 
ID Card" under the section "Additional Health Insur-
ance." To obtain service, this recipient shall also present 
the Garden State Health Plan Identification Card. This 
gold colored card lists the recipient and the name and 
telephone number of the recipient's physician case man-
ager. All medical services shall be either provided by or 
authorized by the recipient's physician case manager prior 
to rendering a service. 

2. The MEI Card for the Medicaid "Special Status 
Program" either restricts the Medicaid recipient(s) listed 
on the MEI Card to a single provider, except in a medical 
emergency, or warns providers that the recipient's card 
has been used by an unauthorized person or persons, or 
for an unauthorized purpose. If a warning card is issued, 
a message will be printed on the card alerting the provid-
er to ask the Medicaid recipient for additional identifica-
tion or to take other appropriate action. (See N.J.A.C. 
10:49-14.2, Sanctions-Special Status Program). 

3. The MEI Card issued for the Medically Needy 
Program will have the following message printed on the 
top of the card: "Medically Needy Eligible, Check Pro-
vider Manual for Authorized Services." It is important 
for the provider to always review the eligibility dates and 
to be aware that eligibility is not always established for an 
entire month. Coverage may begin on any day during the 
month. Also, a provider shall always review the "service 
code" for each Medically Needy recipient. The service 
code will enable the provider to determine which services 
are available to each Medically Needy recipient (see 
N.J.A.C. 10:49-2.3 and 10:49-5.3 for service exceptions). 
The service codes for the three groups under Medically 
Needy are: 

(A) Group A-Pregnant women 

(B) Group B-Needy children 

(C) Group C-Aged, blind and disabled. 

10:49-2.14 Validation Form (DYFS-16-36) Validation for 
Health Services Program (Medicaid) 

(a) The DYFS-16-36 Validation Form (see Appendix, 
N.J.A.C. 10:49) is issued by the Division of Youth and 
Family Services (DYFS) to certain eligible children (Medic-
aid recipients). This form indicates eligibility for covered 
health services during the months shown on the form itself. 

1. The validation form shall be retained by the recipi-
ent to whom it is issued. 
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2. The form is the indicator of eligibility for this group 
of children. 

i. Any Medicaid recipient enrolled in a HMO shall 
also be required to show his or her HMO ID Card. 

ii. The HSP (Medicaid) Case Number shall be en-
tered exactly as it appears on the validation form on all 
requests for authorization of services and when submit-
ting claim forms. 

10:49-2.15 Validation Form (FD-34) Validation of 
Eligibility 

(a) The FD-34 Form, Validation of Eligibility (see Ap-
pendix, N.J.A.C. 10:49), identifies a Medicaid recipient who 
resides in a State or county institution. 

1. The validation form shall be prepared and complet-
ed by the authorized Medicaid representative at the State 
or county institution. It is valid for the calendar month it 
is issued (up to a period of 31 days) to a Medicaid 
recipient (patient/resident) in a State or county govern--
mental psychiatric hospital or an intermediate care facili-
ty/mental retardation, and is used to obtain Medicaid 
covered services outside of the institutional setting. The 
form shall be returned with the Medicaid resident. 

2. Form FD-34 requires the signature, title, and tele-
phone number of the authorized representative at the 
institution. 

3. The Medicaid resident or patient of a State or 
county institution receiving covered health services in the 
community is identified by the 12-digit HSP (Medicaid) 
Case Number in which the first two digits identifies the 
institution. (See N.J.A.C. 10:49-2.10(b)2). 

(b) The New Jersey Medicaid Program has designated 
specific Medicaid District Offices to handle prior authoriza-
tion requests for services for patients/residents from each 
institution and family care residents who are under the 
jurisdiction of the Division of Developmental Disabilities. 
If the patient/resident's HSP (Medicaid) Case Number be-
gins with any of the following numbers, providers shall 
contact the Medicaid District Office (MDO) indicated (for 
MDO Directory, see Appendix at N.J.A.C. 10:49). 

31-Morris MDO 
32-Mercer MDO 
32-Hunterdon MDO (Applicable only to 600,000 

series) 
33-Monmouth MDO 
34-Camden MDO 
35-Hunterdon MDO 
36-Monmouth MDO 
37-Bergen MDO 
37-Hudson MDO (Applicable only to 600,000 

series) 
38-Essex-Suburban MDO 

49-17 5-15-95 



10:49-2.15 

39-Camden MDO 
41-Cumberland MDO 
42-Passaic MDO 
43-Hunterdon MDO 
44--Cumberland MDO 
45-Burlington MDO 
46-Burlington MDO 
47-Middlesex MDO 
48-Hunterdon MDO 
90-MDO in county in which recipient resides. 

10:49--2.16 Medicaid application 

(a) If a person has not applied for benefits, is unable to 
pay for services provided, and appears to meet the require-
ments for eligibility for the New Jersey Medicaid Program, 
the provider shall encourage the person, or his or her 
representative, to apply for benefits: 

1. To the county welfare agency for programs such as 
Aid to Families with Dependent Children; Medicaid 
Only; New Jersey Care ... Special Medicaid Programs· 
for pregnant women, children, and the aged, blind, or 
disabled; or for Medically Needy; 

2. To the Social Security Administration for Supple-
mental Security Income benefits for the aged, blind, and 
disabled; or 

3. In certain cases, to the New Jersey Division of 
Youth and Family Services, Department of Human Ser-
vices. 

(b) If it is not known which agency is responsible for 
determining eligibility or which program might be applica-
ble, the Medicaid District Office will be able to provide 
guidance in this matter (for MDO Directory, see Appendix 
N.J.A.C. 10:49). 

(c) All providers are encouraged to refer pregnant wom-
en who may be eligible for Medicaid to a provider autho-
rized to determine presumptive eligibility. The names and 
addresses of these providers may be obtained by calling the 
HOT LINE at 1-800-321-BABY. 

SUBCHAPTER 3. PROVIDER PARTICIPATION 

10:49-3.1 . Provider types eligible to participate 

(a) The following provider types are eligible to partici-
pate as Medicaid providers: 

1. Chiropractors and/or chiropractic groups; 
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2. Clinics (independent outpatient health care facili-
ties); 

3. 
4. 

5. 
6. 

7. 
8. 

9. 

10. 

i. 

ii. 

Clinical laboratories; 

Dentists and/or dentist groups; 

Hearing aid dealers; 

Health maintenance organizations; 

Home health agencies; 

Homemaker agencies; 

Hospices; 

Hospitals; 

General; 

Psychiatric; and 

iii. Special; 

11. Nursing facilities, including intermediate care fa-
cilities for the mentally retarded; 

12. Medical suppliers; 

13. Medical day care centers; 

14. Nurse-midwives; 

15. Opticians; 

16. Optometrists; 

17. Orthotists; 

18. Pharmacies; 

19. Physicians and/or physician groups; 

20. Podiatrists and/or podiatrist groups; 

21. Prosthetists; 

22. Psychologists and/or psychologist groups; 

23. Residential treatment facilities; 

24. Transportation providers; and 

25. State and county agencies that have agreed to 
provide personal care assistant services. 

Cross References 
Regional Perinatal Centers and Community Perinatal Centers, pro-

viding services in accordance with this section, see N.J.A.C. 8:33C-4.2. 

10:49-3.2 Enrollment process 
(a) Providers shall be required to complete a Medicaid 

Provider Application and sign a Provider Agreement ( see 
Appendix, 10:49) or a specialized agreement, and/or such 
other documentation as the Program may require, depend-
ing on the nature of the services provided. 

1. Policies and rules pertaining to shared health care 
facilities are outlined in N.J.A.C. 10:49--4. 
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(b) All Medicaid providers other than an individual prac-
titioner and/or group of practitioners shall be required to 
complete Form HCFA-1513, Ownership and Control Inter-
est Disclosure Statement (see Appendix N.J.AC. 10:49) at 
the time of application or reapplication. Providers prior to 
1973 were not required to utilize provider agreement forms; 
however, they shall comply with all applicable State and 
Federal Medicaid laws, policies, rules and regulations. 

1. As a condition of continued participation in the 
New Jersey Medicaid Program, a provider may, from time 
to time, be required to: 

i. Complete a provider application form and sign a 
provider participation agreement; and/or 

ii. Complete a Form HCFA 1513, Ownership and 
Control Interest Disclosure Statement. This require-
ment shall not be applicable to individual practition-
ers( s) or groups of practitioners. 
2. The New Jersey Medicaid Program shall terminate 

any existing agreement or contract if the provider fails to 
disclose information required by (b) 1ii above. 

3. Enrollment documentation requested by the New 
Jersey Medicaid Program shall be furnished within 35 
calendar days of the date of the written request. 

(c) An out-of-State provider shall have a current, ap-
proved provider agreement with the New Jersey Medicaid 
Program and hold a current, valid certification and/or li-
cense from the appropriate agency under the laws of the 
respective state in which the provider is located. 

( d) A provider application to enroll may be requested 
from the Fiscal Agent of the New Jersey Medicaid Program. 
An appropriate Medicaid Program enrollment package will 
be mailed to the requesting provider. The enrollment 
application must be completed in full and returned to the 
Fiscal Agent, along with all the necessary attachments. 

1. The applicant's eligibility to participate in the New 
Jersey Medicaid Program will be confirmed in writing. A 
New Jersey Medicaid provider number will be assigned 
and returned to the applicant along with the ~ppropriate 
Medicaid Program Provider Manual. 

2. If the application is denied, the applicant will re-
ceive a notification which explains the decision to deny 
and the applicant's right to appeal the decision (see 
N.J.A.C. 10:49-10). 

( e) If the applicant is found to be currently enrolled (for 
example, an inactive provider who now wants to actively 
participate), the applicant will be assigned an appropriate 
Medicaid provider number and the provider's existing rec-
ord on the Provider Master File will be reactivated. 

(t) The Division may refuse to enter into a provider 
participation agreement with any applicant who has been 
suspended, debarred, disqualified, or excluded by the Med-
icaid Program of another state. 

10:49-3.4 

(g) The Division shall not enter into a provider partic-
ipation agreement with an applicant who has been suspend-
ed or excluded from participation in the delivery of medical 
care or services under Medicare (Title XVIII), Medicaid 
(Title XIX), or the Social Services Block Grant Act (Title 
XX) of the Federal Social Security Act, by the Secretary of 
the United States Department of Health and Human Ser-
vices. 

Cross References 
Eye care providers, fulfillment of enrollment process as under this 

section, see N.J.A.C. 10:62-2.3. 

10:49-3.3 Providers with multi-locations 
(a) The New Jersey Medicaid Program requires that all 

providers ( except independent clinical laboratories, nursing 
facilities, and pharmacies) applying to participate in the 
Program or presently participating in the Program, identify 
each and every branch or satellite location from which they 
shall provide services to Medicaid recipients. 

(b) Each separate location shall meet all required stan-
dards for participation in the New Jersey Medicaid Program 
and shall be uniquely identified, if approved for partic-
ipation. Services rendered to Medicaid recipients at an 
unapproved satellite shall not be billed and will not be paid· 
under the approved parent organization's provider number. 

( c) Billing through a central location for approved multi-
location providers shall be allowed; however, providers shall 
utilize the preaddressed claims for each office location as 
the claims reflect the proper address and provider number 
for that location. Selection of central or localized billing 
shall be left to providers, who shall state their preference on 
the application. 

10:49-3.4 Medicaid Provider Billing Number 
(a) Each Medicaid provider is assigned a Medicaid Pro-

vider Billing Number. The seven digit provider billing 
number is required on all Medicaid claim forms as a condi-
tion of payment. 

(b) Certain Medicaid providers are also assigned an indi-
vidual Medicaid Provider Services Number which must also 
appear on certain claim forms as detailed in the Medicaid 
Fiscal Agent Billing Supplement. 

(c) Providers who, for billing purposes, need a referring 
practitioner's individual Medicaid Provider Services Number 
shall contact that practitioner to obtain the number. A 
practitioner who does not participate in the Medicaid Pro-
gram will not have a Medicaid Provider Services Number. 
In the absence of the referring practitioner's individual 
Medicaid Provider Services Number, providers must enter 
seven fives (S's) for non-participating out-of-State providers 
or seven sixes (6's) for non-participating in-State providers 
to indicate non-participation in the New Jersey Medicaid 
program. 

1. Each Medicaid participating practitioner {that is, 
physician, certified nurse mid-wife, chiropractor, dentist, 
optometrist, podiatrist, or psychologist) shall supply his or 
her individual Medicaid Provider Services Number to 
other providers when referring a Medicaid recipient for 
services. 
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(d) A shared health care facility (SHCF) (see N.J.A.C. 
10:49-4.1) is assigned a registration code (Shared Health 
Care Facility Number), which must appear on a claim form 
submitted to the Medicaid Fiscal Agent by every member of 
the SHCF. In addition, each practitioner rendering a ser-
vice in a shared health care facility must indicate his or her 
Medicaid Provider Billing Number and individual Medicaid 
Provider Services Number on the claim form (see Fiscal 
Agent Billing Supplement following the second chapter of 
each Provider Services Manual). 

SUBCHAPTER 4. PROVIDERS' ROLE IN A 
SHARED HEALTH CARE FACILITY 

10:49-4.1 Definitions 
The following words and terms, when used in this sub-

chapter, shall have the following meanings unless the con-
text clearly indicates otherwise. 

"Department" means the Department of Human Services. 

"Discipline" means a branch of instruction or learning 
such as medicine, dentistry, chiropractic, and so forth. 

"Division" means the Division of Medical Assistance and 
Health Services. 

"Patient" means anyone eligible to receive benefits from 
the Program. 

"Program" means the New Jersey Medicaid Program. 

"Provider" means any individual, partnership, association, 
corporation, institution or any other public or private entity, 
agency or business concern, meeting applicable require-
ments and standards for participation in the New Jersey 
Medicaid Program, and where applicable, holding a current 
valid license, and lawfully providing medical care, services, 
goods and supplies authorized under N.J.S.A. 30:4D-1 et 
seq. and amendments thereto. 

"Purveyor" means any person, firm, corporation or other 
entity other than a provider who, whether or not located in 
a building which houses a shared health care facility, directly 
or indirectly, engages in the business of supplying to ulti-
mate users or providers within the shared health care facility 
any medical supplies, equipment and/or services for which 
reimbursement under the Program is received, including, 
but not limited to, clinical laboratory services or supplies; 
diagnostic radiology services; sick room supplies; physical 
therapy services or equipment; orthopedic or surgical appli-
ances or supplies; drugs, medication or medical supplies; 
eyeglasses, lenses or other optical supplies or equipment; 
hearing aids or devices; and any other goods, services, 
supplies, equipment or procedures prescribed, ordered, rec-
ommended or suggested for medical diagnosis, care or 
treatment, and which amount to $10,000 per year. 
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"Shared health care facility" (SHCF) means four or more 
providers, two or more of whom are practicing within 
different specialties and/or disciplines, either independently 
or in association with each other, within a single structure; 
and 

1. Two or more of whom share any of the following: 

i. Common waiting areas; 

ii. Examining rooms; 

iii. Treatment rooms; 

iv. Equipment; 

v. Supporting staff; 

vi. Common records; and 

2. One or more of whom receives payment on a fee-
for-service basis, and where the gross Medicaid income 
for the facility meets or exceeds $80,000 per year. 

"Specialty" means a health care practice within a disci-
pline such as pediatrics, obstetrics/gynecology, orthodontics, 
periodontics, and so forth. 

10:49-4.2 Scope 
(a) This subchapter shall apply to shared health care 

facilities as defined herein and to providers located in a 
specific health care facility. 

(b) This subchapter shall apply to purveyors, whether or 
not located in a building which houses a shared health care 
facility. 

(c) Nothing in this subchapter shall apply to an associa-
tion of health care providers delivering health services on 
other than a fee-for-service basis. 

( d) This subchapter shall not apply to hospitals participat-
ing in the Medicaid Program. 

10:49-4.3 Registration of shared he~.lth care facilities 
(a) No shared health care facility shall be operated under 

the Program unless it has been registered with the Division. 
The Office of Program Integrity Administration, CN-712, 
Trenton, New Jersey 08625 is responsible for registration. 

1. Providers within the shared health care facility shall 
designate one provider member who shall be responsible 
for registration: 

i. Said responsibility and liability by the designated 
provider, shall be limited to timely filing of accurate 
reports required under this section. 

(b) Registration shall be made on forms furnished by the 
Division and shall contain the information required therein, 
including, but not limited to: 

1. The name of the owner or owners of the facility; 
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2. The name, residence address and professional li-
cense number of every provider and purveyor working in 
the shared health care facility; 

3. The name, residence address and curriculum vitae 
of the individual designated to assume responsibility for 
the central coordination and management of the shared 
health care facility's activities, if so designated; 

4. The owner, lessor or lessee shall furnish to the 
Division a copy of the lease agreement upon request; 

5. The name of any person, firm or corporation pro-
viding administrative, clerical or billing services to provid-
ers in shared health care facilities, other than employees 
of providers; and 

6. The name and address of lessor of any space or 
equipment in the shared health care facility. 

(c) The registrant shall re-register on the June 1 next 
following initial registration, and annually thereafter on 
June 1. 

( d) The Division shall be notified, in writing, within 30 
days of any change in: 

1. The owner or owners of the facility; 
2. The termination of the services of the individual 

designated to assume responsibility for coordination and 
management of the shared health care facility's activities. 
The Division shall also be notified within 30 days of the 
name, residence address and professional qualifications of 
any new individual appointed to assume such central 
administrative responsibility; and 

3. Any addition or termination of any provider or 
purveyor in the shared health care facility. Such notifica-
tion shall include the name, residence address and license 
number of each person appointed in place of such individ-
ual. 

10:49-4.4 Prohibited practices; administrative 
requirements 

(a) The Division shall not enter into any agreement of 
Medicaid participation, nor shall any payment be made to 
any provider in a shared health care facility where the rental 
fee for the letting of space or supportive professional or 
clerical services to a provider in a shared health care facility 
is calculated in whole or in part, directly or indirectly, as a 
percentage · of earnings or billings of the provider for ser-
vices rendered on the premises in which the shared health 
care facility is located. 

(b) No purveyor or provider, whether or not located in a 
building which houses a shared health care facility, shall 
directly or indirectly offer, pay or give, or permit or cause to 
be offered, paid or given to any provider or purveyor, and 
no provider or purveyor shall directly or indirectly solicit, 
request, receive or accept from any purveyor or provider any 
sum of money, credit or other valuable consideration for: 

10:49-4.4 

1. Recommending or procuring goods, services or 
equipment of such purveyor or provider to any other 
person; 

2. Directing patronage or clientele to such purveyor 
or provider; or 

3. Influencing any person to refrain from using or 
utilizing goods, services or equipment of any purveyor or 
provider. 

(c) Patient referral rules require that: 

1. No provider in a shared health care facility or 
person employed in such facility shall refer a patient to 
another provider located in such a facility, unless the 
records of the referring provider pertaining to such pa-
tient clearly sets forth the justification for such referral; 

2. Every provider practicing in a shared health care 
facility who treats a patient referred to him or her by 
another provider practicing in the same facility shall 
communicate in writing to the referring provider, the 
diagnostic evaluation and the therapy rendered. The 
referring provider shall incorporate such information into 
~e patient's permanent record; and 

3. The claim submitted to the Program by the provid-
er to whom such patient has been referred shall contain 
the full name and individual Medicaid Provider Services 
Number of the referring provider, and shall identify the 
medical problem that necessitated the referral. 

( d) Any pharmacy maintaining a business in the same 
building in which a shared health care facility is located shall 
prominently post a notice informing patients that all phar-
maceuticals prescribed in the Program may be obtained at 
any pharmacy of the recipient's choice. 

(e) No purveyor or provider other than a physician, 
dentist, podiatrist, optometrist or chiropractor, who main-
tains a business in the building in which a shared health care 
facility is located, shall maintain a door or window opening 
into the offices or waiting room of the shared health care 
facility. 

(t) All provider claims submitted for services rendered at 
a shared health care facility shall contain the registration 
code (SHCF Number) of the facility at which the service 
was performed. The individual Medicaid Provider Services 
Number of the practitioner rendering the service must also 

· be entered on the claim form. The practitioner who ren-
dered the service or his or her authorized representative 
must sign and date the claim form. 

(g) The requirements set forth in the Medicaid Program 
Provider Services Manuals for each respective discipline 
shall apply to services rendered at a shared health care 
facility. 
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{h) It shall be unlawful for any provider to pay a bonus, 
commission or fee to any other provider based on business 
supplied or referred. 

10:49-4.5 Quality of care requirements 

(a) To ensure quality, continuity and proper coordination 
of medical care, each shared health care facility shall: 

1. Where feasible, designate an individual who, on a 
full-time basis, shall coordinate and manage the facility's 
activities; 

2. Devise an appropriate means of insuring that pa-
tients shall be scheduled to return for appropriate follow-
up care and shall be treated by a provider familiar with 
patient's medical history; · 

3. Post conspicuously the names and scheduled office 
hours of all providers practicing in the facility; 

4. Maintain proper records. Such records shall con-
tain at least the following information: 

i. The full name, address and Medicaid Number of 
the patient; 

ii. The dates of all visits to all providers in the 
shared health care facility; 

iii. The chief complaint for each visit to each pro-
vider in the shared health care facility; 

iv. Pertinent history and all physical examinations 
rendered by each provider in the shared health care 
facility; · 

v. Diagnostic impressions for each visit to any pro-
vider in the shared health care facility; 

vi. All medications prescribed at each visit by any 
provider in the shared health care facility who is quali-
fied to issue prescriptions; 

vii. The precise dosage and prescription regimens 
for each medication prescribed by a provider in the 
shared health care facility; 

viii. All x-ray, laboratory work and electrocardio-
grams ordered at each visit by any provider in the 
shared health care facility; 

ix. The results of all x-ray, laboratory work and 
electrocardiograms ordered as in (a)4viii above; 

x. All referrals by providers in the shared health 
care facility to other medical providers and the reason 
for such referrals, and date of referral; and 

xi. A statement as to whether or not the patient is 
expected to return for further treatment. 
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5. The Division shall have the right to inspect the 
business records, patient records, leases and other con-
tracts executed by any provider in a shared health care 
facility. Such inspections may be by site visits to the 
shared health care facility. 

SUBCHAPTER 5. SERVICES COVERED BY 
MEDICAID PROGRAM 

10:49-5.1 Requirements for provision of services 

(a) The services listed in N.J.A.C. 10:49-5.2 are available 
to recipients eligible for the regular New Jersey Medicaid 
Program. Services available to Medically Needy recipients 
are listed in NJ.AC. 10:49-5.3. The services listed in 
N.J.A.C. 10:49-5.2 and 5.3 shall be provided in conjunction 
with Program requirements specifically outlined in the sec-
ond chapter of each Provider Services Manual. 

1. Any service limitations imposed will be consistent 
with the medical necessity of the patient's condition as 
determined by the attending physician or other practition-
er and in accordance with standards generally recognized 
by health professionals and promulgated through the New 
Jersey Medicaid Program. Some services require authori-
zation from the Program before the services are provided 
(see N.J.A.C. 10:49-6, Authorization Required). 

10:49-5.2 Services available to recipients eligible for the 
regular Medicaid Program 

(a) The services listed below, in alphabetical order, are 
available to recipients eligible for the regular Medicaid 
Program: · 

1. Case management services (Mental Health Pro-
gram); 

2. Chiropractic services; 

3. Christian Science Sanatoria care and services (see 
Hospital Services Manual); 

4. Clinic services (services in an independent outpa-
tient health care facility, other than hospital, that provides 
services such as Mental Health, Family Planning, Dental, 
Optometric, Ambulatory Surgery, etc.); 

5. Dental services; 

6. Early and Periodic Screening, Diagnosis, and Treat-
ment for recipients under age 21 (EPSDT): A preventa-
tive health care program for recipients under age 21 
designed for early detection, diagnosis and treatment of 
correctable abnormalities. This program supplements the 
general medical services otherwise available; 
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7. Family planning services including medical history 
and physical examination (including pelvic and breast), 
diagnostic and laboratory tests, drugs and biologicals, 
medical supplies and devices, counseling, continuing med~ 
ical supervision, continuity of care and genetic counseling. 

i. Services provided primarily for the diagnosis and 
treatment of infertility, including sterilization reversals, 
and related office (medical and clinic) visits, drugs, 
laboratory services, radiological and diagnostic services 
and surgical procedures are not covered by the New 
Jersey Medicaid program. 

8. HealthStart maternity and pediatric care services 
include packages of comprehensive medical and health 
support services provided by independent clinics; hospital 
outpatient departments; local health departments meet-
ing · New Jersey Department of Health's improved preg-
nancy outcome criteria; physicians; and nurse midwives; 
either directly or through linkage with other HealthStart 
care providers. (See N.J.A.C. 10:49-1.4 for applicable 
Provider Services Manuals regarding HealthStart services, 
and requirements for provider participation); 

9. Hearing aid services; 

10. Home care services {home health care and per-
sonal care assistant services); 

11. Hospice room and board services in a nursing 
facility ( available to dually eligible Medicare/Medicaid 
recipients); 

12. Hospital services-inpatient: 

i. General hospitals; 
ii. Special hospitals; 

111. Psychiatric hospitals (inpatient): Limited to per-
sons age 65 or older and children 21 years of age and 
under; and 

iv. Inpatient psychiatric programs for children 21 
years of age and under; 

13. Hospital services-outpatient; 

14. Laboratory (clinical); 
15. Medical day care services; 

16. Medical supplies and equipment; 

17. Mental health services; 

18. Nursing facility servi~s, including intermediate 
care facilities for the mentally retarded; 

19. Nurse-midwifery services; 
20. Optometric services; 
21. Optical appliances; 
22. Pharmaceutical services; 

23. Physician services; 
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24. Podiatric services; 

25. Prosthetic and orthotic devices; 

26. Radiological services; 

27. Rehabilitative services {Payments are made to eli-
gible Medicaid providers only. No payment is made to 
privately practicing therapists); 

i. Physical therapy, as provided by a home health 
agency, independent clinic, nursing facility, hospital out-
patient department, or in a physician's office; 

ii. Occupational therapy, as provided by a home 
health agency, independent clinic, nursing facility, or 
hospital outpatient department; 

iii. Speech-language pathology services, as provided 
by a home health agency, independent clinic, nursing 
facility, hospital outpatient department, or in a physi-
cian's office; and 

iv. Audiology services provided in the office of a 
licensed specialist in otology or otolaryngology, or as 
part of independent clinic or hospital outpatient ser-
vices; and 

28. Transportation services which include ambulance, 
invalid coach, livery, and other transportation provided by 
independent clinics or through arrangements with a coun-
ty welfare agency. 

Amended by R.1994 d.600, effective December 5, 1994. 
See: 26 N.J.R. 3345(a), 26 N.J.R. 4762(a). 

10:49-5.3 Services available to recipients eligible for the 
medically needy program 

(a) Regular Medicaid services are available to Medically 
Needy recipients except for the following services which are 
not available or are only available to certain eligible Medi-
cally Needy groups: (See the service code next to the 
recipient's name on the Medicaid Eligibility Identification 
Card to ascertain the Medically Needy group under which 
the recipient's eligibility was established; that is, Group A-
pregnant women, Group B-needy children, and Group C-
aged, blind and disabled.) 

1. Chiropractic services are available only to pregnant 
women (Group A). 

2. EPSDT services are not available to any Medically 
Needy group. 

3. Hospital services (inpatient) are available only to 
pregnant women (Group A). 

4. Nursing facility services are not available to any 
Medically Needy group. 

5. Medical day care services are available only to 
pregnant women, the aged, the blind and the disabled 
(Groups A and C). 
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6. Pharmaceutical services are available only to preg-
nant women and needy children (Groups A and B). 

7. Podiatric services are available only to pregnant 
women, the aged, the blind and the disabled (Groups A 
and C). . 

8. Rehabilitative services are not available for reim-
bursement when provided through a hospital or nursing 
facility, except to pregnant women as part of their inpa-
tient hospital services. 

9. Case management services for the mentally ill are 
available to Medically Needy pregnant women only. 

10. Services provided primarily for the diagnosis and 
treatment of infertility, including sterilization reversals, 
and related office (medical or clinic), drugs, laboratory 
services, radiological and diagnostic services and surgical 
procedures are not available to the Medically Needy 
group. 

Amended by R.1994 d.600, effective December 5, 1994. 
See: 26 N.J.R. 3345(a), 26 N.J.R. 4762(a). 

Case Notes 

Administrative Procedure Act notice requirement violated by freeze 
on Medicaid reimbursement rate increases. Thomas Jefferson Univer-
sity Hospital v. Div. of Medical Assistance and Health Services, 6 
N.J.A.R. 127 (1981). 

Hospital not entitled to hearing prior to decertification as Medicaid 
provider. Preakness Hospital v. Div. of Medical Assistance and Health 
Services, 3 N.J.A.R. 351 (1981). 

Agency action in enforcing its regulations to deny ambulance service 
claims not arbitrary, capricious and unreasonable (Division's Final 
Decision). Bergen Ambulance Services v. Hudson Cty. Medical Assis-
tance Unit, 2 N.J.A.R. 196 (1980). 

10:49-5.4 Services not covered by Medicaid Program 

(a) Listed below are some general services and items 
excluded from payment under the New Jersey Medicaid 
program. There are additional specific exclusions and limi-
tations detailed in the second chapter of each Provider 
Services Manual. Payment is not made for the following: 

1. Any service, admission, or item, which is not medi-
cally required for diagnosis or treatment of a disease, 
injury, or condition; 

2. Services provided to all persons without charge 
shall not be billed to the Medicaid Program when provid-
ed for a Medicaid recipient. Services and items provided 
without charge through programs of other public or vol-
untary agencies (for example, New Jersey State Depart-
ment of Health, New Jersey Heart Association, First Aid 
Rescue Squads, and so forth) shall be utilized to the 
fullest extent possible; 
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3. Any service or items furnished in connection with 
elective cosmetic procedures; 

i. There are certain exceptions to this rule, but the 
exceptions require prior authorization. A written certi-
fication of medical necessity and a treatment plan shall 
be submitted by the physician to the appropriate Med-
icaid District Office for consideration; 

4. Private duty nursing services ( except for recipients 
under EPSDT); 

5. Services or items furnished for any sickness or 
injury occurring while the covered person is on active duty 
in the military; 

6. Services provided outside the United States and 
territories; 

7. Services or items furnished for any condition or 
accidental injury arising out of and in the course of 
employment for which any benefits are available under 
the provisions of any workers' compensation law, tempo-
rary disability benefits law, occupational disease law, or 
similar legislation, whether or not the Medicaid recipient 
claims or receives benefits thereunder, and whether or not_ 
any recovery is obtained from a third-party for resulting 
damages; 

8. That part of any benefit which is covered or pay-
able under any health, accident, or other insurance policy 
(including any benefits payable under the New Jersey no-
fault automobile insurance laws), any other private or 
governmental health benefit system, or through any simi-
lar third-party liability, which also includes the provision 
of the Unsatisfied Claim and Judgment Fund; 

9. Services or items furnished prior to or after the 
period for which the recipient presents evidence of eligi-
bility for coverage. 

i. Payment is made for inpatient hospital services 
(excluding governmental psychiatric hospitals) when in-
eligibility occurs after admission to hospital as an inpa-
tient. Payment is also made for certain services that 
were authorized and initiated before loss of eligibility 
such as dental, vision care, prosthetics and orthotics, 
and durable medical equipment. Also, see "Retroac-
tive Eligibility" at N.J.A.C. 10:49-2.7(c); 

10. Any services or items furnished for which the 
provider does not normally charge; 

11. Any admission, service, or item, requmng prior 
authorization, where authorization has not been obtained 
or has been denied (see N.J.A.C. 10:49-6, Authorizations 
Required); 

12. Services furnished by an immediate relative or 
member of the Medicaid recipient's household; 
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13. Services billed for which the corresponding health 
care records do not adequately and legibly reflect the 
requirements of the procedure described or procedur~ 
code utilized by the billing provider, as specified in the 
Provider Services Manual; 

i. Final payment shall be made in accordance with a 
review of those services actually documented in the 
provider's health care record. Further, the medical 
necessity for the services must be apparent and the 
quality of care must be acceptable as determined upon 
review by an appropriate and qualified health profes-
sional consultant. 

ii. All such determinations will be based on rules 
and regulations of the New Jersey Medicaid Program, 
the minimum requirements described in the appropri-
ate New Jersey Medicaid Provider Services Manual, to 
include those elements required to be documented in 
the provider's records according to the procedure 
code(s) utilized for payment, and on accepted profes-
sional standards. (See N.J.AC. 10:49-9.5, Provider 
Certification and Recordkeeping.) 

iii. Any other evidence of the performance of ser-
vices shall be admissible for the purpose of proving that 
services were rendered only if the evidence is found to 
be clear and convincing. "Clear and convincing evi-
dence" of the performance of services includes, but is 
not limited to, office records, hospital records, nurses 
notes, appointment diaries, and recipient statements. 

iv. Therefore, any difference between the amount 
paid to the provider based on the claim submitted and 
the Division's value of the procedure as determined by 
the Division's evaluation, may be recouped by the 
Division of Medical Assistance and Health Services; 

14. Any claim submitted by a provider for service(s) 
rendered, except in a medical emergency, to a Medicaid 
recipient whose Medicaid Eligibility Identification Card 
(FD-73/178) has a printed message restricting the recipi-
ent to another provider of the same service(s). (See 
N.J.AC. 10:49-2.13(e)2, Special Status Program); 

15. Services or items reimbursed based upon submis-
sion of a cost study when there are no acceptable records 
or other evidence to substantiate either the costs allegedly 
incurred or recipient income available to offset those 
costs. In the absence of financial records, a provider may 
substantiate costs or available income by means of other 
evidence acceptable to the Division. If upon audit, finan-
cial records or other acceptable evidence are unavailable 
for these purposes: 

i. All reported costs for which financial records or 
other acceptable evidence are unavailable for review 
upon audit are deemed to be non-allowable; and/or 
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ii. Recipient income shall be presumed to equal tht: 
maximum income allowable for a Medicaid recipient 
for those recipients whose records relating to income 
are completely unavailable. 

iii. The Division shall seek recovery of any resulting 
overpayments; and 

16. Services provided primarily for the diagnosis and 
treatment of infertility, including sterilization reversals, 
and related office (medical or clinic), drugs, laboratory 
services, radiological and diagnostic services and surgical 
procedures. 

Amended by R.1994 d.600, effective December 5, 1994. 
See: 26 N.J.R. 3345(a), 26 N.J.R. 4762(a). 

Cross References 

Medical Day Center, verification of recipients eligibility as under this 
section, see N.J.A.C. 10:65-1.6. 

Case Notes 

Hospital not entitled to hearing prior to decertification as Medicaid 
provider. Preakness Hospital v. Div. of Medical Assistance and Health 
Services, 3 N.J.A.R. 351 (1982). 

SUBCHAPTER 6. AUTHORIZATIONS REQUIRED 
BY MEDICAID PROGRAM 

10:49-6.1 Prior and retroactive authorization (general) 

(a) Under the Program, payment for certain services shall 
require prior authorization except in an emergency. Jt is 
the responsibility of the provider to obtain prior authoriza-
tion before furnishing or rendering a service. Spt:cific 
instructions are detailed in the appropriate Provider Ser-
vices Manuals. 

1. Prior authorization should not be construed as a 
guarantee that a person is eligible for the New Jersey 
Medicaid Program. At the time the service is to be 
provided, it is the provider's responsibility to verify digi 
bility. 

2. . "Medical emergency" means a critical illness or 
injury status for which prompt medical care may be 
crucial to saving life and limb or sparing the recipient 
significant or intractable pain. Services provided for a 
medical emergency are exempt from prior authorization. 
Any service classified as a medical emergency that would 
have been subject to prior authorization had it hot been 
so classified, must be supported by a practitioner's state·• 
ment which describes the nature of the emergency, includ-
ing relevant clinical information, and must state why the 
emergency services rendered were considered to be imme-
diately necessary. To simply state that an emergent,)' did 
exist is not sufficient. 
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3. In addition to services that must be prior autho-
rized under the previous subsections, a provider may be 
required to submit some or all services for prior authori: 
zation if in the judgment of the Director the provider has 
engaged in conduct which would constitute good cause for 
suspension, debarment or disqualification unper N.J.A.C. 
10:49-11.l(d). Prior authorization under this subsection 
may be imposed prior to a hearing under the same 
conditions applicable to suspensions under N.J.A.C. 
10:49-11.l(j), except that the approval of the Attorney 
General shall not be necessary. 

(b) Retroactive authorization may be granted under cer-
tain circumstances provided that the service is a part of 
continuing recipient care and, on the basis of medical 
judgment, would have been authorized at the time the 
service was rendered. Each case is considered on its own 
merit. Retroactive authorization is an exceptional measure 
granted only under the following unusual circumstances: 

1. "Other coverage" (Medicare, Third-Party liability, 
other insurance, etc.) has denied or made only partial 
payment of a claim for services or items requiring prior 
authorization and it would have been unreasonable to 
expect the provider to have requested authorization prior 
to rendering the service; 

2. Retroactive determination of eligibiHty; 

3. An "administrative emergency" existed because 
communication between the provider and the staff of the 
New Jersey Medicaid Program could not be established 
(for example, during a weekend, holiday or evening) and 
provision of the service should not have been delayed. 
This differs from a medical emergency in that the recipi-
ent's condition would not be impaired if the service was 
not provided (see example below). In such instances, the 
request for retroactive authorization, including an expla-
nation of the circumstances as well as the medical docu-
mentation supporting the services, shall be submitted to 
the Medicaid District Office or Central Office, as appro-
priate, within five calendar days after the service was 
provided or initiated. If verbal authorization was ob-
tained, confirming written documentation shall follow. 

Example: A physician orders a Medicaid recipient 
home from the hospital on a Friday evening. The 
recipient requires an electrical hospital bed, but the 
Medical Supplier is unable to contact the Medicaid 
District Office to obtain prior authorization. It is 
advantageous to the Medicaid Program, the hospital 
and the patient to discharge the recipient and not wait 
until authorization for the bed is requested on Monday; 
or 

4. In situations not covered by (b)l, 2, and 3 above, 
the New Jersey Medicaid Program follows the doctrine of 
reasonableness which asks, "Is it reasonable to conclude 
that the situation presented warrants waiver of procedural 
rules?" 
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10:49-6.2 Out-of-State medical care and services 
(a) Services provided outside the United States and terri-

tories are not covered by the New Jersey Medicaid Program. 

(b) Any covered service that requires prior authorization 
as a prerequisite for reimbursement to New Jersey Medicaid 
providers shall also require· prior authorization if it is to be 
provided in any other state. 

1. Services which require prior authorization are de-
scribed in the specific Medicaid Provider Services Manual. 

( c) Prior authorization shall be required for all inpatient 
and outpatient hospital services provided outside the State 
of New Jersey except in the following situations: 

1. Care provided in an emergency; 

2. Interstate hospital transfers; and 

3. Care provided to Medicaid recipients residing out-
of-State at the discretion of the New Jersey Department 
of Human Services. 

SUBCHAPTER 7. SUBMITTING CLAIMS FOR 
PAYMENT (POLICIES AND REGULATIONS) 

10:49-7.1 General provisions 
(a) The following information outlines the rules of the 

New Jersey Medicaid Program that the provider shall ad-
here to when submitting a claim and requesting payment for 
services provided to a New Jersey Medicaid recipient. (To 
identify a Medicaid recipient see N.J.A.C. 10:49-2.) 

1. Each Provider Services Manual has information 
relevant to basis of payment for services and items of 
payment provided that is usually found in the second 
chapter of each manual. 

(b) In addition to information in this subchapter about 
submitting claims for payment, a Fiscal Agent Billing Sup-
plement is included following the second chapter of each 
Provider Services Manual. Included in the Supplement are 
prior authorization forms and instructions; information for 
the proper completion and submission of claim forms; the 
procedure to follow when claims are rejected and returned 
to the provider by the Fiscal Agent during the adjudication 
process; third party liability verification, procedure for sub-
mitting crossover claims, and examples of timely submission 
of claims; electronic media claims (EMC) submission; Re-
mittance Advice statements; procedure for Electronic 
Funds Transfer (EFT); adjustments for overpayment and 
underpayment of claims, and adjustments by Medicare; 
procedure to follow when a claim is paid in error (voids); 
procedure for inquiries about claims; procedure for order-
ing forms; information about provider services; and item-
by-item instructions for completing the claim form and other 
forms. 
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1. The Fiscal Agent Billing Supplement is not publish-
ed in the New Jersey Administrative Code (N.J.A.C.) but 
is referenced as an appendix and is thus not a legal 
description of the New Jersey Medicaid Program's rules. 
Should there be any conflict between the Fiscal Agent 
Billing Supplement and the pertinent laws or rules gov-
erning the Medicaid Program, the latter talces precedence. 

10:49-7.2 Timeliness of claim submission and inquiry 
(a) A claim is defined as a request for payment from the 

New Jersey Medicaid Program for a Medicaid-reimbursable 
service provided to a Medicaid recipient. The claim may be 
submitted hard copy or by means of an approved method of 
automated data exchange. In order for a Medicaid claim to 
be considered for reimbursement, all appropriate documen-
tation shall be included with the claim form. 

1. It is the responsibility of the provider to ensure that 
each Medicaid claim submitted by that provider is re-
ceived by the New Jersey Medicaid Program's Fiscal 
Agent within the time periods indicated in this section. 

i. The New Jersey Medicaid Program shall not re-
imburse for a claim received outside the prescribed 
time periods. This policy also applies to inquiries 
concerning a claim or claim related information re-
ceived outside the prescribed time periods. 

ii. For retroactive eligibility cases, a claim associat-
ed with a retroactive eligibility application will be con-
sidered as received on the date of receipt of the 
application on behalf of the applicant. For information 
about retroactive eligibility, see 10:49-2.7. 

(b) An institutional claim is a claim submitted by a 
hospital; home health agency; nursing facility; intermedi-
ate care facility/mental retardation; residential treatment 
center; or governmental psychiatric hospital. The time 
requirements for submitting an institutional claim is as 
follows: 

1. For claims submitted by home health agencies and 
hospitals (excluding governmental psychiatric hospitals), a 
claim for payment of a service provided to any Medicaid 
recipient shall be received by the New Jersey Medicaid 
Fiscal Agent within: 

i. One year of the date of discharge on an inpatient 
hospital claim; 

ii. One year of the date of service entered on an 
outpatient hospital claim or home health claim; 

iii. One year of the earliest date of service entered 
on an outpatient hospital claim form or home health 
claim, if the claim carries more than one date of 
service; or 

iv. For early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) including pediatric HealthStart 
services, claims must be submitted to the Fiscal Agent 
within 30 days of the provision of services. 
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2. For claims submitted by a nursing facility; interme-
diate care facility/mental retardation; residential treat-
ment center; or government psychiatric hospital, a claim 
for payment for services shall be received by the Fiscal 
Agent no later than one year after the "from date of 
service" on the claim form. 

(c) A non-institutional claim is a claim submitted by all 
providers except a hospital, home health agency, nursing 
facility, intermediate care facility/mental retardation, resi-
dential treatment center, or governmental psychiatric hospi-
tal. The time requirements for submitting a non-institution-
al claim is as follows: 

1. A claim for payment of a non-institutional service 
provided to any Medicaid recipient shall be received by 
the New Jersey Medicaid Fiscal Agent within: 

i. One year of the date of service; 

ii. One year of the earliest date of service entered 
on the claim form if the claim form carries more than 
one date of service; 

iii. One year (365 days) of the dispensing date on a 
pharmacy claim form; or 

iv.· For early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) including pediatric HealthStart 
services, claims must be submitted to the Fiscal Agent 
within 30 days of the provision of services. 

( d) The time requirements for submitting a combination 
Medicare/Medicaid claim are as follows (Under Federal 
regulations, this applies only to Medicare/Medicaid claims 
and does not extend to claims involving any other third 
party insurance.): 

1. A combination Medicare/Medicaid claim is defined 
as a request for payment from the New Jersey Medicaid 
Program for a medical service provided to any Medi-
care/Medicaid recipient. 

i. The claim form shall contain both the HSP (Med-
icaid) Case Number and the Medicare HIC Number. 

2. A combination Medicare/Medicaid claim shall be 
received by the Medicare Intermediary/Carrier within the 
applicable Medicaid timely submission period ( see (b) and 
( c) above) to be considered for further payment by the 
New Jersey Medicaid Program. 

i. The provider shall continue to have one year 
from the date of service for a claim to be received by 
the Medicaid Fiscal Agent. A claim received by the 
Medicaid Fiscal Agent after Medicare adjudication and 
within one year from the date of service shall be 
considered timely submitted. 

ii. For combination Medicare/Medicaid claims re-
ceived by the Medicare Intermediary/Carrier within the 
applicable Medicaid timely submission period and 
where Medicare adjudication occurs beyond the one 

49-27 5-15-95 



10:49-7.2 

year of the date of service, the provider shall submit a 
claim to be received by the Medicaid Fiscal Agent 
within 90 days of the date of the Medicare adjudication. 

iii. For Medicare/Medicaid claims where the Medi-
care adjudication occurs within one year from the date 
of service, but less than 90 days remain within the 
timely filing period, the provider shall submit the claim 
to be received by Medicaid within the one year timely 
filing period or 90 days, whichever is later. 

iv. A combination Medicare/Medicaid claim re-
ceived outside the applicable Medicaid timely submis-
sion period shall not be reimbursed by the New Jersey 
Medicaid Program. 

3. In most cases, when a recipient is eligible for both 
Medicare and Medicaid, a Medicare/Medicaid claim will 
cross over from the Medicare Carrier/Intermediary to the 
Medicaid Fiscal Agent. The provider is requested to 
allow 45 days from Medicare adjudication fot the Medic-
aid Program . to receive and process crossover claims. 
Failure to allow the 45 days for the transition from 
Medicare to Medicaid may result in payment delays due 
to duplicate claim errors. There are instances, however, 
where claims will not cross over from Medicare to Medic-
aid. In those instances, or when a Medicare/Medicaid 
crossover is not reflected on the provider's Medicaid 
Remittance Advise within 45 days of t~ Medicare Expla-
nation of Benefits (BOB), the provider shall follow the 
billing instructions in the Fiscal Agent Billing Supplement 
following the . second chapter of the Provider Services 
Manual. 

( e) If additional information is required in order to pro-
cess a claim, the provider shall supply the information as 
soon as possible, but not more than 90 days after the end of 
the applicable timely submission period. 

(t) Regarding an adjudicated claim inquiry, a provider 
may inquire about a claim that has been paid or denied but 
shall make the inquiry within 90 days of the date of adjudi-
cation as indicated on the Remittance Advice Statement. 

(g) Regarding a non-adjudicated claim inquiry, a provider 
may inquire about the status of a claim for which neither 
payment nor denial has been received. The inquiry may be 
made at any time after the claim is received, but not more 
than 90 days after the end of the applicable timely submis-
sion period. 

(h) Claims may be paid beyond 12 months of the date of 
receipt with Federal financial participation (FFP) in the 
following situations: 

1. When the claim invoice or retroactive adjustment is 
paid to a provicJer reimbursed under a retrospective pay-
ment system; 
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2. . For a Medicare/Medicaid claim, timely filed, Med-
icaid payment may be made for services within six months 
after the Program or provider receives notice of the 
Medicare claim disposition for a timely filed Medi-
care/Medicaid claim; 

3. For claims from providers under investigation for 
fraud or abuse; or 

4. For claims associated with administrative or legal 
actions pursuant to a hearing action or agency corrective 
action mandate, whether for an eligible individual or for 
all those eligibles affected in a similar manner. 

10:49-7.3 Third party liability (TPL) benefits 
(a) "Third party liability" (TPL) exists when any person, 

institution, corporation, insurance company, absent parent, 
Medicare program, public, private, or governmental entity is 
or may be liable in contract, tort, or otherwise by law or 
equity to pay all or part of the cost of medical assistance 
payable under this act. 

1. It is a violation of section 1902(a)(25)(D) of the 
Federal Social Security Act to refuse to furnish covered 
services to any Medicaid recipient because of a third 
party's potential liability to pay for services. 

(b) Medicaid benefits are last-payment benefits. All 
TPL, for example, health insurance, Medicare, CHAMPUS, 
prepaid health plans, workers' compensation and auto insur-
ance, shall, if available, be used first and to the fullest extent 
in meeting the cost of the medical needs of the Medicaid 
recipient, subject to (h) below. 

(c) The New Jersey Medicaid Program will supplement 
the amount paid by a third party, but the combined total 
paid to the provider shall not exceed the total amount 
payable under the Program in the absence of any TPL. The 
following exceptions should be noted: 

1. Medicare: The Program will make payment in the 
full amount of the Medicare deductible and co-insurance 
for certain inpatient hospital services (see (e)li(l) below). 

2. Contracting practitioners: No Program payments 
shall be made when the third party calls for a contracting 
or participating practitioner to accept the TPL as payment 
in full. 

( d) Medicaid participating providers are prohibited from 
billing Medicaid recipients for any amount, except: 

1. For services, goods, or supplies not covered or 
authorized by the New Jersey Medical Assistance and 
Health Services Act (N.J.S.A. 30:4D-1 et seq.) if the 
recipient elected to receive the services, goods, or supplies 
with the knowledge that they were not covered or autho-
rized; or 

2. For payments made to the recipient by a third party 
on claims submitted to the third party by the provider. 
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( e) When a Medicaid recipient has other health insur-
ance, the Program requires that such benefits be used first 
and to the fullest extent, subject to the exceptions in (h) 
below. Supplementation may be made by the Program, but 
the combined total paid shall not exceed the amount pay-
able under the Program in the absence of other coverage. 
The Program shall not supplement coverage services ren-
dered by a participating or contracting practitioner with any 
private health coverage program where the private plan calls 
for the practitioner to accept that plan's payment as pay-
ment in full. When other health insurance is involved, 
supplementation claims shall not be filed with the Program 
unless accompanied by a statement of payment, Explanation 
of Benefits (EOB), or denial from the other carrier. At-
tachment of such information will expedite Medicaid claim 
processing. 

1. Medicare is a health insurance program which cov-
ers certain aged and disabled persons. When rendering 
Medicare-covered services to any Medicaid recipient, pro-
viders shall inquire about Medicare eligibility especially if 
the third digit of the HSP (Medicaid) Case Number is a 1, 
2, 5, or 7. Medicaid supplementation of available Medi-
care benefits shall be as follows: 

i. Medicare (Title XVIII): For any Medicaid recipi-
ent who is covered under Medicare, responsibility for 
payment by the New Jersey Medicaid Program shall be 
limited to the unsatisfied deductible and/or co-insur-
ance to the extent that the combined total of payments 
does not exceed the maximum allowable under the 
Medicaid Program in the absence of other coverage. 
The following exceptions should be noted: 

(1) The Program shall pay the full amount of any 
unsatisfied Medicare deductible and/or co-insurance 
for inpatient hospital services billable to the Program 
in accordance with Chapter 83, P.L. 1978 (that is, 
inpatient hospital services subject to payment by the 
Program according to the New Jersey DRG reim-
bursement methodology). 

(f) When a Medicaid recipient has benefits available, 
such as those described above or from any other liable third 
party, an approved Medicaid provider shall be authorized to 
sign an insurance claim form for the Commissioner, based 
on the third party assignment of rights, in order to receive 
direct payment from the insurer. This is done pursuant to 
N.J.S.A. 30:4D-7.l(c). The following language shall be 
used by the provider when completing insurance claim 
forms: "(signature of authorized provider), Assignee for the 
Commissioner, New Jersey Department of Human Ser-
vices." 

(g) When recovery of benefits is sought by the Medicaid 
Program from a liable' third-party, the Commissioner shall 
authorize the Director or his designee( s) to sign the recov-
ery demand. 
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(h) TPL may be exhausted, but is not required to be, 
before a claim is submitted for Medicaid payment in any of 
the following circumstances: 

1. The TPL benefits are derived from a parent whose 
obligation to pay support is being enforced by the State 
Title IV-D agency; 

2. The claim is for prenatal care for a pregnant wom-
an or for preventive pediatric services (including EPSDT 
services) that are covered by the Program; 

3. The claim is for labor, delivery, and post-partum 
care and does not involve hospital costs associated with 
the inpatient hospital stay; or 

4. The claim involves a service for which HCF A has 
granted a waiver of the TPL cost avoidance requirements 
in accordance with 42 C.F.R. 433.139(e). Waivers have 
been granted for: 

i. Pharmacy services; and 

ii. Services covered by Medicare Part B which are 
rendered at State and county governmental psychiatric 
hospitals, State and private ICFs/MR and Vineland 
Special Hospital. 

(i) In those situations where an insurance payment is 
received from another payer after Medicaid has been billed 
and has made payment, the provider must reimburse the 
Medicaid payment to the Medicaid Program and not the 
Medicaid recipient. Reimbursement must be made imme-
diately to comply with Federal regulations. To initiate the 
process, providers must submit an AdjustmentNoid Request 
Form. (See Fiscal Agent Billing Supplement following the 
second chapter of each Provider Services Manual). 

G) Regardless of the status of a provider's claim with 
other third parties, all claims for Medicaid reimbursement 
must be received by the Medicaid Fiscal Agent within the 
time frames specified in N.J.A.C. 10:49-7.2, Timeliness of 
claim submission. 

(k) Any individual who undertakes to legally represent 
any Medicaid recipient in an action for damages against any 
third party when medical expenses have been paid by the 
Division shall be required to give written notice to the 
Division within 20 days of filing or commencing the action. 

1. The term "legal representative" shall include, but 
not be limited to, an attorney, administrator/administra-
trix, executor/executrix, conservator, guardian or guardian 
ad litem. 

Petition for Rulemaking. 
See: 27 N.J.R. 770(b), 27 N.J.R. 1320(a). 

10:49-7.4 Prohibition of payment to factors 
(a) A "factor" means an individual or an organization, 

such as a collection agency or service bureau, that advances 
money to a provider for accounts receivable that the provid-
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er has assigned, sold or transferred to the individual organi-
zation for an added fee or deduction of a portion of the 
accounts receivable. 

(b) Payment for any covered services furnished to any 
Medicaid recipient by an approved provider may not be 
made to or through a factor, either directly or by power-of-
attorney. 

10:49-7.5 Use of service bureau and/or management 
agency 

(a) Payment may be made to a business agent, such as a 
billing service or an accounting firm, that furnishes state-
ments and receives payment in the name of the provider if 
the agent's compensation for this service is: 

1. Related to the cost of processing the billing; 

2. Not related on a percentage or other basis to the 
amount that is billed or collected; and 

3. Not dependent upon the collection of the payment. 

(b) If a participating provider wishes to designate a busi-
ness agent to perform management, clerical and/or other 
services related to the claims payment process, approval is 
required from the New Jersey Medicaid Program. 

( c) In order to obtain approval the provider/agent shall 
submit a copy of the signed agreement and power-of-
attorney, if any, between the provider and the agent which 
shall contain a detailed statement of the powers and duties 
of the agent (including the power to sign Medicaid claim 
forms on behalf of the provider and the compensation 
arrangement) to Provider Enrollment, New Jersey Medicaid 
Program. 

( d) Approval shall be obtained for each provider/agent 
agreement. Approval of an agent agreement with one 
provider does not confer an automatic approval of any 
additional provider/agent agreement. 

( e) Standard Medicaid hard-copy claim forms shall be 
used unless the provider has been authorized for electronic 
media claims submission; however, in some instances hard-
copy claims are required. These instances are detailed, as 
applicable, in the appropriate Provider Services Manual. 

1. If standard Medicaid claim forms are not utilized, 
the provider/agent shall obtain approval from the New 
Jersey Medicaid Program. 

2. In order to obtain approval, the provider/agent 
shall submit a printer's prototype of an exact replica of 
the Medicaid claim form and the programming instruc-
tions for completio:o. of the form to the Fiscal Agent. 

3. The provider/agent shall assume the entire cost of 
printing duplicate forms at all times. 
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(f) The New Jersey Medicaid Program in approving any 
provider/agent agreement, assumes no responsibility for the 
performance of the provider or agent. In the event that any 
error of the provider/agent requires special programming to 
be made by the Medicaid Fiscal Agent in order to have 
claims paid correctly, the provider/agent shall assume the 
entire cost of the special program. 

SUBCHAPTER8. PAYMENT FOR SERVICES 
PROVIDED 

10:49-8.1 Fiscal Agent 

The State of New Jersey uses a fiscal agent for the 
processing of claims and payment to providers for all health 
services. 

10:49-8.2 Claim payment 

(a) The Fiscal Agent will process claims daily and pro-
duce provider payments and associated Remittance Advice 
(RA) statements once each week. The RA is the provider's 
account statement and reflects the status of all claims 
currently entered into the Medicaid Management Informa-
tion System. Provider payments in the form of checks and 
electronic funds transfers will be released following approval 
by the New Jersey Medicaid Program. 

1. The Remittance Advice (RA) is the major vehicle 
for communicating to the provider the status of all Medic-
aid claims received by the Fiscal Agent. All of the 
provider's claims are processed and supporting records 
are updated during each payment cycle. RA statements 
are generated as a result of a payment cycle. All claims 
processed ( entered into the Medicaid Management Infor-
mation System) fall into one of three classifications: paid; 
suspended; or denied. 

i. A claim that is correctly completed for a covered 
service provided to a Medicaid recipient by an ap-
proved provider will be paid. The claim will appear on 
the RA Claims Status page, or pages, along with all 
other claims for which a provider is being paid in that 
payment cycle. If the amount differs from the billed 
charges, an explanation will appear on the RA. 

ii. Suspended claims are those claims held for re-
view by the Fiscal Agent. The review will result in a 
claim being paid, denied, or additional information 
being requested. If additional information is required, 
a Claim Correction Form (CCF) will be forwarded to 
the provider. (Additional billing information is provid-
ed in the Fiscal Agent Billing Supplement following the 
second chapter of each Provider Services Manual). 

iii. Reasons for denial of a claim will be provided 
on the RA in the form of a code. 
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(1) Messages explaining all codes reflected on the 
Remittance Advice will be printed on a separate 
page. 

(b) A unique 13 digit Internal Control Number (ICN) is 
assigned to each Medicaid claim received by the Fiscal 
Agent. The ICN is reflected on the RA and can be used to 
track the status of a claim. For more information about the 
ICN, see Fiscal Agent Billing Supplement following the 
second chapter of each Provider Services Manual. 

(c) For each claim processed in a payment cycle, the 
ICN, recipient name, dates of service and other claim 
information is printed on the RA. On the line immediately 
below this information, a code is printed representing a 
denial reason, suspense reasons, and payment reduction 
reasons, if any. The only type of claim status that will not 
have a code is one that is paid as billed. Messages explain-
ing all codes found on the RA will be found on a separate 
page following the status listing of all claims. For more 
information about Remittance Advice see Fiscal Agent Bill-
ing Supplement following the second chapter of· each Pro-
vider Services Manual. 

10:49-8.3 Adjustments following payment of claims 
(a) If a claim is incorrectly paid and the provider receives 

an overpayment or underpayment, the provider shall notify 
the Fiscal Agent in writing. (For the procedure to follow, 
see Fiscal Agent Billing Supplement, AdjustmentNoid 
Form, following the second chapter of each Provider Ser-
vices Manual). 

(b) On occasion, a claim will be paid that should not have 
been paid; for example, a duplicate payment. If a claim is 
paid in error, the provider shall notify the Fiscal Agent by 
requesting that the claim be voided. (For the procedure to 
follow, see Fiscal Agent Billing Supplement following the 
second chapter of each Provider Services Manual.) 

( c) Any adjustment made by Medicare will not cross over 
to Medicaid. If Medicare makes an adjustment that results 
in an overpayment or underpayment by Medicaid, the pro-
vider shall notify the Fiscal Agent. (For the procedure to 
follow, see the Fiscal Agent Billing Supplement following 
the second chapter of each Provider Services Manual). 

10:49-8.4 Claims payment by direct deposit (electronic 
funds transfer (EFf)) 

(a) Through electronic funds transfer, a provider has the 
option of receiving claims payment automatically as a direct 
deposit to his or her checking account. 

-1. To enroll in the EFT payment program, the provid-
er must complete an EFT Enrollment Request/Authoriza-
tion form. A voided check displaying the provider's 
account number must accompany the complete authoriza-
tion form. The enrollment form must be signed by the 
provider or an authorized official such as the business 
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manager, owner, or facility administrator. Any change to 
the EFT information (for example, a change of account 
number, ownership, or authorized official) requires the 
completion of a new EFT Enrollment Request/Authoriza-
tion form. (For detailed instructions about enrollment in 
the EFT payment program, see Fiscal Agent Billing Sup-
plement following the second chapter of each Provider 
Services Manual). 

10:49-8.5 Outstanding checks 

(a) After Medicaid checks are outstanding for a period of 
six months, a follow-up letter shall be sent to the payee. 
This procedure shall only apply to checks of $5.00 or more. 

(b) All Medicaid checks remaining outstanding after 12 
months shall be cancelled in monthly lots rather than check 
by check. Listings of cancelled checks shall be in sufficient 
detail to identify providers and amounts of payment. These 
records shall be retained for audit. 

SUBCHAPTER 9. PROVIDER AND RECIPIENT'S 
RIGHTS AND RESPONSIBILITIES; 
ADMINISTRATIVE PROCESS 

10:49-9.1 Civil rights 

Federal regulations require that services provided to any 
Medicaid recipient shall be given without discrimination on 
the basis of race, color, national origin, or handicap. There-
fore, payments shall be limited to providers of service who 
are in compliance with the nondiscrimination requirements 
of Title VI of the Civil Rights Act and Section 504 of the 
Rehabilitation Act of 1973. 

10:49-9.2 Observance of religious belief 

(a) Nothing in the Medicaid Program shall be construed 
to require any recipient to undergo any medical screening, 
examination, diagnosis, or treatment, or to accept any other 
health care or services provided under the Program for any 
purpose ( other than for the purpose of discovering and 
preventing the spread of infection or contagious disease or 
for the purpose of protecting environmental health) if such 
person or his or her parent or guardian objects thereto on 
religious grounds, except as specified in (b) below. 

(b) If a physical examination is necessary to establish 
eligibility based on disability or blindness, the Medicaid 
Program may not find an individual eligible for Medicaid 
unless he or she undergoes the examination. 

10:49-9.3 Free choice by recipient and provider 

(a) The concept of freedom of choice shall apply to both 
provider and recipient. 
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1. A Medicaid recipient shall be free to choose pro-
viders of service who meet Program standards and who 
elect to participate in the Medicaid Program. The Med-
icaid District Office shall assist any recipient in obtaining 
services if the recipient cannot locate a provider. Excep-
tion: see N.J.A.C. 10:49-14.2, Special Status Programs. 

2. A provider who accepts a recipient for care shall 
accept the Program's policies and reimbursement for all 
covered services and/or items provided or delivered dur-
ing that period when, by mutual agreement, the recipient 
is under the provider's care. In the provision of profes-
sional services, the provider shall be bound by the code of 
ethics governing his or her profession. 

10:49-9.4 Confidentiality of records 

( a) All information concerning applicants and recipients 
acquired under this Program shall be confidential and shall 
not be released without the written consent of the individual 
or his or her authorized representative. If, because of an 
emergency situation, time does not permit obtaining consent 
before· release, the Program shall notify the individual, his or 
her family, or authorized representative, immediately after 
releasing the information. 

(b) The restriction on the disclosure of information shall 
not preclude the release of statistical or summary data or 
information in which applicants or recipients are not, and 
cannot be, identified; nor shall it preclude the exchange of 
information among providers furnishing services, Fiscal 
Agent of the Program, and State or local government 
agencies, for purposes directly connected with administra-
tion of the Program. Disclosure without the consent of the 
applicant or recipient shall be limited to purposes directly 
connected with the administration of the Program in accor-
dance with Federal and State law and regulations. 

1. Purposes directly connected with the administration 
of the Program shall include, but are not limited to: 

i. Establishing eligibility; 

ii. Determining the amount of medical assistance; 

iii. Providing services for recipients; and 

iv. Conducting or assisting an investigation, prose-
cution, or civil or criminal proceeding related to the 
administration of the Program. 

(c) The type of information about applicants and recipi-
ents that shall be safeguarded by the Program includes, but 
is not limited to: 

1. Name and address; 

2. Medical services provided; 

3. Social and economic conditions or circumstances; 

4. Program evaluations of personal information; 
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5. Medical data, including diagnosis and past history 
of disease or disability; 

6. Any information received for verifying income eligi-
bility and amount of medical assistance payments. In-
come information received from SSA or the Internal 
Revenue Service shall be safeguarded according to the 
requirements of the agency that furnished the data; and 

7. Any information received in connection with the 
identification of legally liable third party resources as 
required under applicable Federal Regulations (42 C.F.R. 
433.138). 

Case Notes 

Disclosure of grand jury materials to government departments for use 
in civil proceedings requires strong showing of particularized need that 
outweighs public interest in grand jury secrecy. State v. Doliner, 96 
N.J. 236, 475 A2d 552 (1984). 

Regulation cited as example of confidential record rule the invoca-
tion of which overrides the subpoena power of the Office of Adminis-
trative Law. Hayes v. Gulli, 175 NJ.Super. 294,418 A2d 295 (Ch.Div. 
1980). 

10:49-9.5 Provider certification and recordkeeping 

(a) All program providers, except institutional, pharma-
ceutical, and transportation providers, shall be required to 
certify that the services billed on any claim were rendered by 
or under his or her supervision ( as defined and permitted by 
Program regulations); and all providers shall certify that the 
information furnished on the claim form is true, accurate, 
and complete. 

1. All claim forms for covered services must be per-
sonally signed by the provider or by an authoriz~d repre-
sentative of the provider (for example, hospital, home 
health agency, independent clinic) unless the provider is 
approved for electronic media claims (EMC) submission 
by the fiscal agent. The provider must apply to the Fiscal 
Agent for EMC approval and sign an electronic billing 
certificate. 

i. The following signature types are unacceptable: 

(1) Initials instead of signature; 

(2) Stamped signature; and 

(3) Automated (machine-generated) signature. 

(b) Providers shall agree to the following: 

1. To keep such records as are necessary to disclose 
fully the extent of services provided; 

2. To furnish information for such services as the 
Program may request; 

3. That where such records do not document the 
extent of services billed, payment adjustments shall be 
necessary; 
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4. That the services billed on any claim and the 
amount charged therefore are in accordance with the 
regulations of the New Jersey Medicaid Program; 

S. That no part of the net amount payable under any 
claim has been paid, except that all available third party 
liability has been exhausted, in accordance with Program 
regulations; and 

6. That payment of such amount, after exhaustion of 
third party liability, will be accepted as payment in full 
without additional charge to the Medicaid recipient or to 
others on his behalf. 

10:49-9.6 Patient's (recipient) certification 
(a) A recipient's certification, authorization to release 

information and payment request, shall, under ordinary 
circumstances, be signed after the services identified on the 
claim form are provided and before a claim for payment is 
submitted by the provider. The recipient is: 

1. Certifying that the service( s) covered by a claim has 
been received; 

2. Requesting payment for those services made on his 
or her behalf; and 

3. Authorizing any holder of medical or other infor-
mation to release to New Jersey Medicaid or its autho-
rized agents any information needed for this or a related 
claim. 

(b) A provider who is submitting claims via an approved 
electronic media claims submission shall request a waiver to 
obtain the recipient or representatlve's certification on the 
standard Patient Certification (Form FD-197) which the 
provider shall keep on file for each service rendered and 
shall make available upon request to representatives of the 
New Jersey Medicaid Program. Initials instead of a signa-
ture are unacceptable on the Patient Certification Form. 

1. If a signed Patient Certification Form is not on file 
for each service, Medicaid reimbursement for the service 
shall be subject to recoupment. 

(c) A provider who is submitting a hard-copy Medicaid 
claim form shall, under ordinary circumstances, obtain the 
recipient's certification on the Medicaid hard-copy claim 
form (appropriate to the provider), unless a waiver is re-
quested to use the standard Medicaid Patient Certification 
(Form FD-197, see Appendix, N.J.A.C. 10:49). A waiver 
application may be obtained from the Fiscal Agent. 

( d) For certain providers, an individualized certification 
form, as indicated in the specific service chapter of the 
appropriate provider manual, may be used in place of the 
standard Medicaid Patient Certification (Form FD-197). 

( e) A Medicaid hard-copy claim form or a Patient Certifi-
cation Form shall be completed by a provider before it is 
presented to the recipient for signature. A Medicaid recipi-
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ent may not sign a blank Medicaid hard-copy claim or a 
Patient Certification Form prior to receiving services or as a 
condition for receiving services. 

(f) \Vhen the recipient's signature is unobtainable, the 
following procedures may be used: 

1. An illiterate recipient may make his or her mark 
(x), and the mark shall be witnessed by another person 
who signs his or her name and address on the Patient 
Certification Form (FD-197) or on the Medicaid hard-
copy claim form. 

2. If a recipient is physically or mentally incapable of 
signing, or is deceased, the form(s) may be signed on his 
or her behalf by: 

i. A parent; 

ii. A legal guardian; 

iii. A relation; 

iv. A friend; 

v. An individual provider; 

vi. A representative of an institution providing care 
or support; 

vii. A representative of a governmental agency pro-
viding assistance; or 

viii. An administrator or executor. 

3. A brief explanation of the reason the recipient was 
not personally able to sign the form(s) and the relation-
ship of the signee to the recipient shall be noted directly 
on the Medicaid hard-copy claim form or the Patient 
Certification Form (FD-197). 

10:49-9. 7 Integrity of the Medicaid Program 

The New Jersey Medicaid Program, in order to maintain 
the integrity of the Program, strictly prohibits its employees 
from accepting gifts or gratuities of any kind and of any 
value from individuals, representatives of provider organiza-
tions or institutions who provide services and are reim-
bursed through the Program. This includes the prohibition 
of offers of special employment, consultation fees and all 
other gratuities by a provider, individual or facility. 

10:49-9.8 Fraud and abuse 

The New Jersey Medicaid Program shall employ methods 
to identify situations in which a question of fraud and/or 
abuse in the Program may exist. The Division shall refer to 
law enforcement officials situations in which there is valid 
reason to suspect that fraud has or may have been commit-
ted. 
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10:49-9,9 Informing individuals of their rights 
(a) All claimants shall be informed of the following, in 

writing, at the time of application and at the time of any 
action affecting their claim: 

1. Of their right to a fair hearing; 

2. Of the method by which they may obtain a hearing; 

3. That they may be represented by legal counsel or 
by a relative, friend, or other spokesperson, or they may 
represent themselves; and 

4. Of legal services within the community from which 
they may receive legal aid. 

10:49-9.10 Provisions for appeals; fair hearings 
(a) Pursuant to N.J.A.C. 10:49-10, Fair Hearings, both 

providers and Medicaid recipients with the New Jersey 
Medicaid Program shall have the right to file for fair 
hearings. 

(b) A provider may be granted a hearing because of the 
denial of a prior authorization request or issues involving 
the provider's status; for example,· termination, debarment, 
suspension, and so forth, as described in N.J.A.C. 
10:49-11.1, or issues arising out of the claims payment 
process. 

( c) A Medicaid recipient may be granted a hearing be-
cause his or her claim for medical assistance is denied or is 
not acted upon with reasonable promptness, or because the 
recipient is aggrieved by any other agency action resulting in 
non-eligibility, denial, termination, reduction or suspension 
of such assistance. 

( d) In order to obtain a fair hearing, the provider or the 
recipient shall submit a request in writing to the Fair 
Hearing Unit, Division of Medical Assistance and Health 
Services, CN 712, Trenton, New Jersey 08625, outlining the 
reason for the request. 

( e) Any nursing facility whose certification or Medicaid 
Provider Agreement is denied, terminated, or not renewed, 
may request a hearing in accordance with the appeals 
procedure described in the Nursing Facilities Services Man-
ual. 

SUBCHAPTER 10. NOTICES, APPEALS AND FAIR 
HEARINGS 

10:49-10.1 Definitions 
The following words and terms, when used in this sub-

chapter, shall have the following meanings unless the con-
text clearly indicates otherwise. 
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"Applicant" means any person who has made application 
for purpose of becoming a "qualified applicant." 

"Claimant," when used within these rules, means appli-
cant, qualified applicant or recipient as defined in this 
section. 

"Department" means the Department of Human Services, 
the single State agency responsible for administering the 
New Jersey Medicaid Program and other special programs 
through the Division of Medical Assistance and Health 
Services. 

"Notice" means an announcement of a policy decision by 
the Title XIX agency that may adversely affect the Medicaid 
recipient. 

"Provider" means any person, public or private institu-
tion, agency or business concern lawfully providing medical 
care, services, goods and supplies authorized under N.J.S.A. 
30:4D-1 et seq. and amendments thereto, holding, where 
applicable, a current valid license to provide such services or 
to dispense such goods or supplies. 

"Qualified applicant" means any person who is deter-
mined to be eligible to receive benefits in accordance with 
N.J.S.A. 30:4D-1 et seq. and amendments thereto. 

"Recipient" means a person who is a resident of this 
State and is determined to need medical care and services 
under N.J.S.A. 30:40-1 et seq. and amendments thereto, and 
falls within the eligibility criteria set forth therein. 

10:49-10.2 Notices 
(a) The Department/Division may print a notice of pro-

spective policy changes affecting Medicaid recipients gener-
ally in one or more newspapers in New Jersey. 

1. This public notice will be accompanied by a pro-
posed rulemaking on the subject of the notice in the New 
Jersey Register. 

2. The public notice may precede or be subsequent to 
the Register publication. 

3. The Department of Human Services may proceed 
to adopt the regulatory changes pursuant to N.J.S.A. 
52:14B-4 without providing further notice. 

10:49-10.3 Opportunity for fair hearing 
(a) An opportunity for a fair hearing may be granted to 

any provider requesting a hearing on any valid complaint or 
issue arising out of the claims payment process. 

1. Such issues shall include, but not be limited to, 
denials of prior authorization and denial of claims submit-
ted for payment. 

2. Such requests for hearing shall be made in writing 
within 20 days from the date of the notice of the agency 
action giving rise to said complaint or issue. 
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3. For claim denial or payment adjustment, the 20 
days' notice starts from the date in the right hand corner 
of the Remittance Advice Claims Status returned to 
providers with the Remittance Advice cover page (see 
Fiscal Agent Billing Supplement following the second 
chapter of each Providers Services Manual regarding the 
Remittance Advice cover page and Claims Status explana-
tions and examples). Providers should include a photo-
copy of the applicable Claims Status page, highlighting 
the recipient and applicable edit code(s) when submitting 
a hearing request. 

(b) An opportunity for fair hearing shall be granted to all 
claimants requesting a hearing because their claims for 
medical assistance are denied or are not acted upon with 
reasonable promptness, or because they believe the agency 
has erroneously terminated, reduced or suspended their 
assistance. The agency need not grant a hearing if the sole 
issue is one of a Federal or State law requiring an automatic 
termination, reduction or suspension of assistance affecting 
some or all claimants. Under this requirement: 

1. A request for hearing shall be defined as any clear 
expression (submitted in writing) by claimants (or some-
one authorized to act on behalf of claimants) to the effect 
that they desire the opportunity to present their case to 
higher authority; 

2. The freedom to make such a request shall not be 
limited or interfered with in any way, and departmental 
emphasis shall be on helping claimants to submit and 
process their case if needed; 

3. Claimants shall have 20 days from the date of 
notice of departmental action in which to request a 
hearing; 

4. The fair hearing shall include consideration of: 
i. Any departmental action, or failure to act with 

reasonable promptness, on a claim for medical assis-
tance, which includes undue delay in reaching a deci-
sion on eligibility, suspension of assistance or denial of 
such assistance in whole or in part; 

ii. Department decision regarding: 
(1) Eligibility for medical assistance in both initial 

and subsequent determinations; 
(2) Amount of medical assistance or change in 

such assistance; 
5. The Department may respond to a series of individ-

ual requests for fair hearings by arranging for a single 
group hearing. A consolidation of cases by the Depart-
ment may be allowed only in cases which the sole issue 
involved is one of federal or State law or policy; 

6. In all group hearings, whether initiated by the 
Department or by claimants, the policies governing fair 
hearings shall be followed. Thus, each individual claim-
ant shall be permitted to present his or her own case and 
be represented in accordance with the provisions of 
N.J.A.C. 10:49-9.9(a)3; and 
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7. The Department shall not deny or dismiss a request 
for a hearing except where it has been withdrawn by 
claimant in writing or abandoned. 

(c) For purposes of these rules, the right to a hearing is 
considered abandoned if claimants or their representative 
fail to appear at a scheduled hearing and, within five days 
after receipt of an inquiry as to whether they desire any 
further action on their request, no reply is received. Refus-
al of acceptance of a registered letter inquiring into contem-
plated further action by claimants shall constitute abandon-
ment effective the date of refusal. 

Case Notes 

Opportunity for prompt posttermination hearing provided physician 
in connection with termination of his right to participate in state 
medical assistance program satisfied due process (also cited as N.J.A.C. 
10:49-63). Greenspan v. Klein, 442 F.Supp. 860 (D.N.J.1977), (See 
Greenspan v. Klein, 550 F.2d 856 (3rd Cir.1977). 

10:49-10.4 Advance notice of intent to terminate, reduce, 
or suspend assistance 

(a) In cases of any proposed action to terminate, reduce 
or suspend assistance, the Department shall give the claim-
ant timely and adequate notice detailing the reasons for the 
proposed action. Under these requirements: 

1. "Timely" means that the notice is dated at least 10 
days before the action is to be taken; and 

2. "Adequate advance notice" means a written notice 
that includes a statement of the action the Department 
intends to take, reasons for the proposed departmental 
action, the specific regulations that support, or the change 
in Federal or State law that requires, the action, the 
claimant's right to request a fair hearing, or in cases of a 
departmental action based on a change in law, the circum-
stances under which a hearing shall be granted, and the 
circumstances under which assistance shall be continued if 
a fair hearing is requested. 

(b) In cases in which there is a request for a fair hearing 
within the advance notice period: 

1. Assistance shall be continued until a decision is 
rendered unless: 

i. It is determined at the hearing that the sole issue 
is one of Federal or State law or policy; and 

ii. The Department promptly informs the claimant 
in writing that services shall be terminated or reduced 
pending the hearing decision. 

2.. If the Department's action is sustained by the hear-
ing decision, the Department may institute recovery pro-
cedures against claimants to recoup the cost of any ser-
vices furnished claimants to the extent the services were 
furnished solely by reason of this section. 
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(c) The Department may reinstate services if a claimant 
requests a hearing not more than 10 days after the effective 
date of the termination, suspension or reduction of eligibili-
ty or covered services. 

1. If services are reinstated, they shall continue until a 
hearing decision is made unless it shall be determined at 
the hearing that the sole issue is one of Federal or State 
law or policy. 

( d) The Department shall reinstate and continue services 
until a decision is rendered after a hearing if: 

1. An action is taken to terminate, suspend or reduce 
eligibility or covered services without affording claimants 
adequate advance notice as defined herein; 

2. Claimants request a hearing within 10 days of the 
date of the notice of action; and 

3. The Department determines that the action to ter-
minate, reduce or suspend assistance resulted from rea-
sons other than the application of federal or State law or 
policy. 

( e) If a claimant's whereabouts are unknown, as indicated 
by the return of unforwardable departmental mail directed 
to them, any discontinued services shall be reinstated if their 
whereabouts become known during the time they are eligi-
ble for services. 

Cross References 
Notification of approval or denial of nursing facility services by 

Medicaid District Office as under this section, see NJ.AC. 10:63-1.8. 

10:49-10.5 Location of hearing 

The hearing shall be conducted at a reasonable time, date 
and place after adequate written notice of the hearing is 
given. 

10:49-10.6 Impartiality of official conducting the hearing 

The hearing shall be conducted by an Administrative Law 
Judge from the Office of Administrative Law or by other 
persons eligible to conduct hearings pursuant to the New 
Jersey Administrative Procedure Act, set forth in N.J.S.A. 
52:14B-1 et seq. and 52:14F-1 et seq. 

10:49-10.7 Recipient's right to different medical 
assessment 

When the hearing involves medical issues, such as those 
concerning a diagnosis or an examining physician's report or 
the medical review team's decision, and if the hearing 
officer considers it necessary to have a medical assessment 
other than that of the person or persons involved in making 
the original decision, ' such medical assessment shall be 
obtained at Departmental expense from a source satisfacto-
ry to the claimant and shall be made part of the record. 
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10:49-10.8 Hearing procedures 
The hearing shall be conducted pursuant to the proce-

dures set forth in the Administrative Procedures Act, and 
the Uniform Administrative Procedure Rules (N.J.A.C. 1:1). 
The Special Hearing Rules set forth at N.J.A.C. 1:10B apply 
to claimant (recipient) hearings. (See 42 C.F.R. 431.200, 
Subpart E). . 

10:49-10.9 Prompt, definitive and final action 
Prompt, definitive and final administrative action shall be 

taken within 90 days from the date of the request for a fair 
hearing, except where claimant requests an adjournment. 

10:49-10.10 Notification to claimants 
Claimants shall receive a written final decision, in the 

name of the Department and shall be notified of their right 
to judicial review. 

10:49-10.11 Action upon favorable decision to claimants 
When the final hearing decision is favorable to claimants 

or when the Department decides in favor of claimants prior 
to the hearing, the Department shall make corrective pay-
ments retroactively to the date the incorrect action was 
taken or such earlier date as may be provided under State 
policy. 

10:49-10.12 Hearing decision 
(a) A final decision by the agency head shall specify the 

reasons for the decision and identify the supporting evi-
dence or may incorporate by reference the findings, conclu-
sions, and recommendations, contained in the initial deci-
sion. 

(b) Final decisions shall be binding on the Department. 

(c) Under this rule, no person who participated in the 
local decision being appealed shall participate in a final 
administrative decision on such a case; the Department 
shall be responsible for seeing that the decision is carried 
out promptly. 

( d) The final decision shall be promptly implemented. 

10:49-10.13 Accessibility of hearing decisions to local 
agencies and the public 

The Department shall establish and maintain a method 
for informing, at least in summary form, all local agencies of 
all fair hearing decisions by the hearing authority and the 
decisions shall be accessible to the public (subject to the 
provisions of safeguarding public assistance information). 

SUBCHAPTER 11. EXCLUSION FROM 
PARTICIPATION IN THE NEW JERSEY 
MEDICAID PROGRAM (SUSPENSION, 
DEBARMENT, AND DISQUALIFICATION) 

Cross References 
Termination of nursing facility provider agreement, good cause as 

under this section, see N.J.A.C. 10:63-1.6. 
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10:49-11.1 Program participation 
(a) The provisions of this section were adopted and 

issued pursuant to Executive Order No. 34, dated March 29, 
1976, and the authority vested in the Division of Medical 
Assistance and Health Services to implement the New Jer-
sey Medicaid Program by rules and regulations set forth in 
N.J.S.A. 30:4D-5, and by N.J.S.A. 30:4D-17.la and c. 

(b) Suspension, debarment, and disqualification are mea-
sures which shall be invoked by the Division of Medical 
Assistance and Health Services to exclude or render ineligi-
ble certain persons from participation in contracts and 
subcontracts with the Division, or in projects or contracts 
performed with the assistance of and subject to the approval 
of the Division, on the basis of a lack of responsibility. 
These measures shall be used for the purpose of protecting 
the interests of the Division and not for punishment. To 
assure the Division the benefits to be derived from the full 
and free competition between and among such persons and 
to maximize the opportunity for honest competition and 
performance, these measures shall not be invoked for any 
time longer than deemed necessary to protect the interests 
of the Division. 

1. Any individuals, including, but not limited to, own-
ers, officers, administrators, assistant administrators, em-
ployees, accountants, attorneys, and management services, 
who have been suspended, debarred or disqualified from 
participation in the Medicaid Program for any reason 
shall not be involved in any activity relating to the New 
Jersey Medicaid Program. 

2. Providers reimbursed on a cost-related basis may 
not claim as allowable costs any amounts paid or credited 
to such individuals, and such amounts shall not be reim-
bursed by the New Jersey Medicaid Program. 

3. Providers reimbursed on a fee-for-service basis may 
not submit claims and shall not be reimbursed for any 
goods supplied or services rendered by such individuals. 

4. The above policy shall apply only for the period 
during which such individuals are suspended, debarred or 
disqualified from Medicaid participation. 

(c) Definitions, as used in this section, shall include the 
following: 

"Affiliates" means persons having an overt or covert 
relationship such that any one of them directly or indirectly 
controls or has the power to control another. 

"Debarment" means an exclusion from State contracting, 
on the basis of a lack of responsibility evidenced by an 
offense, failure or inadequacy of performance, for a reason-
able period of time commensurate with the seriousness of 
the offense, failure or !nadequacy of performance. 

"Disqualification" means a debarment or a suspension 
which denies or revokes a qualification to bid or otherwise 
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engage in State contracting which has been granted or 
applied for pursuant to statute, or rules and regulations. 

"Division" means the Division of Medical Assistance and 
Health Services, which administers Medicaid, Federally 
waivered programs (see N.J.A.C. 10:49-1.6) and state fund-
ed programs (see N.J.A.C. 10:49-1.7). 

"Fiscal Agent" means an entity which processes and pays 
claims on behalf of the State of New Jersey. 

"Person" means any natural person, company, firm, asso-
ciation, corporation or other entity. 

"Provider" means any person, public or private institu-
tion, agency or business concern lawfully providing medical 
care, services, goods and supplies authorized under the New 
Jersey Medicaid Program P.L. 1968, c.413 (N.J.S.A. 30:4D-1 
et seq.), as amended, holding, where applicable, a current 
valid license to provide such services or to dispense such 
goods or supplies. 

"State" means the State of New Jersey or any of the 
departments or agencies in the executive branch of govern-
ment with the lawful authority to engage in· contracting. 

"State contracting" means any arrangement giving rise to 
an obligation to supply anything to or perform any service 
for the State, other than by virtue of State employment, or 
to supply anything to or perform any service for a private 
person where the State provides substantial financial assis-
tance and retains the right to approve or disapprove the 
nature or quality of the goods or service or the persons who 
may supply or peqorm the same. 

"Suspension" means an exclusion from State contracting 
for a temporary period of time, pending the completion of 
an investigation or legal proceedings. 

( d) Any of the following, among other things, shall consti-
tute a good cause for suspension, debarment, or disqualifica-
tion of a person engaged in State contracting, as defined 
herein, by the Division of Medical Assistance and Health 
Services: 

1. Commission of a criminal offense as an incident to 
obtaining or attempting to obtain a public or private 
contract, or subcontract thereunder, or in the perfor-
mance of such contract or subcontract; 

2. Violation of the Federal Organized Crime Control 
Act of 1970, or commission of embezzlement, theft, for-
gery, bribery, falsification or destruction of records, perju-
ry, false swearing, receiving stolen property, obstruction of 
justice or any other offense indicating a lack of business 
integrity or honesty; 

3. Violation of the Federal or State antitrust statutes, 
or of the anti-kickback provisions of the Social Security 
Act at 42 U.S.C. 1320a-7b (b), subject to the exceptions 
set forth in 42 CPR 1001.952; 
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4. Violations of any of the laws governing the conduct 
or elections of the State of New Jersey or of its political 
subdivisions; 

5. Violation of the "Law Against Discrimination" 
(P.L. 1945, c.169, N.J.S.A. 10:5-1 et seq. as supplemented 
by P.L. 1975, c.127), or of the "Act Banning Discrimina-
tion in Public Works Employment" (N.J.S.A. 10:2-1 et 
seq.) or of the "Act Prohibiting Discrimination by Indus-
tries Engaged in Defense Work in the Employment of 
Persons Therein" (P.L. 1942, c.114, N.J.S.A. 10:1-10 et 
seq.); 

6. Violations of any laws governing hours of labor, 
minimum wage standards, prevailing wage standards, dis-
crimination in wages, or child labor; 

7. Violations of any laws, regulations or code of ethics 
governing the conduct of occupations or professions or 
regulated industries; 

8. Willful failure to perform in accordance with con-
tract specifications or within contractual time limits; 

9. A record of failure to perform or of unsatisfactory 
performance in accordance with the terms of one or more 
contracts, provided that such failure or unsatisfactory 
performance has occurred within a reasonable time pre-
ceding the determination to debar and was caused by acts 
within the control of the person debarred; 

10. Violations of contractual or statutory provisions 
regulating contingent fees; 

11. Presentment for allowance or payment of any false 
or fraudulent claim for services or merchandise; 

12. Submitting false information for the purpose of 
obtaining greater compensation than that to which the 
person is legally entitled; 

13. Submitting false information for the purpose of 
obtaining authorization requirements; 

14. Failure to disclose or make available to the Divi-
sion of Medical Assistance and Health Services or its 
authorized agent, records of services provided to or pay-
ments made on behalf of Medicaid recipients; 

15. Failure to provide and maintain quality services to 
Medicaid recipients within accepted medical community 
standards as adjudged by a body of peers; 

16. Engaging in a course of conduct or performing an 
act deemed improper or abusive of the New Jersey Med-
icaid Program following notification that said conduct 
should cease; 

17. Breach of the terms of the Medicaid provider 
agreement entered mto with the Division or failure to 
comply with the terms of the provider certification on the 
Medicaid claim form; 
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18. Overutilizing the New Jersey Medicaid Program 
by inducing, furnishing or otheiwise causing an individual 
to receive service(s) or merchandise not otheiwise re-
quired or requested by the recipient; 

19. Rebating or accepting a fee or portion of a fee or 
charge for a Medicaid recipient referral; 

20. Violating any provision of N.J.S.A. 30:4D-1 et 
seq. (New Jersey Medical Assistance and Health Services 
Act) as amended, or any rule or regulation promulgated 
by the Commissioner of Human Services pursuant there-
to; 

21. Conviction of any crime involving moral turpitude; 
22. Submission of a false or fraudulent application for 

provider status to the Division or to its fiscal Agent; 
23. Any other cause affecting responsibility as a State 

contractor of such serious and compelling nature as may 
be determined by the Division to warrant debarment, 
including such conduct as may be proscribed by the laws 
or contracts enumerated in this subsection, even if such 
conduct has not been or may not be prosecuted as 
violations of such laws or contracts; 

24. Debarment by some other department or agency 
in the executive branch; 

25. Suspension, debarment, disqualification or exclu-
sion from participation in the Medicaid Program of an-
other state; or 

26. Suspension or exclusion from participation in the 
delivery of medical care or services under Title XVIII, 
XIX or XX of the Federal Social Security Act by the 
Secretary of the United States Department of Health and 
Human Services. 

( e) Conditions for debarment shall be as follows: . 
1. Debarment shall be made only upon approval of 

the Director of the Division, except as otheiwise provided 
by law. 

2. The existence of any of the causes set forth in ( d} 
above shall not necessarily require that a person· be 
debarred. In each instance, the decision to debar shall be 
made within the discretion of the Director of the Division 
unless otheiwise required by law, and shall be rendered in 
the best interests of the Division. 

3. All mitigating factors shall be considered in deter-
mining the seriousness of the offense, failure or inadequa-
cy of performance and in deciding whether debarment is 
warranted. 

4. The existence of a cause set forth in (d)l through 7 
above shall be established upon the rendering of a final 
judgment or conviction by a court of competent jurisdic-
tion or by an administrative agency empowered to render 
such judgment. In the event an appeal taken from such 
judgment or conviction results in reversal thereof, the 
debarment shall be removed upon the request of the 
debarred person unless other cause for debarment exists. 
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5. The existence of a cause set forth in (d)8, 9, 10 and 
23 above shall be established by evidence which the 
Division or agency determines to be clear and convincing 
in nature. 

6. The existence of a cause set forth in (d)l through 7, 
11 through 22, and 24 above shall be established by a 
preponderance of the believable evidence. 

7. Debarment for the cause set forth in (d)24 above 
shall be proper, provided that one of the causes set forth 
in ( d) 1 through 23 above was the basis for debarment by 
the original debarring agency. Such debarment may be 
based entirely on the record of facts obtained by the 
original debarring agency, or upon a combination of such 
facts and additional facts. 

(f) If the Division seeks to debar a person or his or her 
affiliates, . the Division shall furnish such party with a written 
notice stating that debarment is being considered, setting 
forth the reasons for the proposed debarment and indicating 
that such party will be afforded an opportunity for a hearing 
if he or she so requests within a stated period of time. All 
such hearings shall be conducted in accordance with the 
provisions of the Administrative Procedure Act. However, 
where one department or agency has imposed debarment 
upon a party, a second department or agency may also 
impose a similar debarment without affording an opportuni-
ty for a hearing, provided that the second agency furnishes 
notice of the proposed similar debarment to that party and 
affords that party an opportunity to present information in 
his or her behalf to explain why the proposed similar 
debarment should not be imposed in whole or in part. 

(g) Debarment shall be a reasonable, definitely stated 
period of time which as a general rule shall not exceed five 
years. Debarment for an additional period shall be permit-
ted provided that notice thereof is furnished and the party is 
accorded an opportunity to present information in his or her 
behalf to explain why the additional period of debarment 
should not be imposed. 

(h) Scope of debarment rules shall be as follows: 
1. Except as otherwise provided by law, a debarment 

may be removed or the period thereof may be reduced at 
the discretion of the debarring agency upon the submis-
sion of a good faith application under oath, supported by 
documentary evidence, setting forth substantial and ap-
propriate grounds for the granting of relief, such as newly 
discovered material evidence, reversal of a conviction or 
judgment, actual change of ownership, management or 
control, or the elimination of the causes for which the 
debarment was imposed. 

2. A debarment may include all known affiliates of a 
person, provided that each decision to include an affiliate 
is made on a case-by-case basis after giving due regard to 
all relevant facts and circumstances. The offense, failure 
or inadequacy of performance of an individual may be 
imputed to a person with whom he or she is affiliated, 
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where such conduct was accomplished within the course 
of his or her official duty or was effected by him or her 
with the knowledge or approval of such person. 

3. Debarment by the Director of any provider of 
service shall preclude such provider from submitting 
claims for payment, either personally or through claims 
submitted by any clinic, group, corporation or other asso-
ciation to the Division of Medical Assistance and Health 
Services or its Fiscal Agent for any services or supplies he 
or she has provided under the New Jersey Medicaid 
Program, except for services or supplies provided prior to 
the debarment. No clinic, group, corporation or other 
association which is a provider of services shall submit 
claims for payment to the Division or its Fiscal Agent for 
any services or supplies provided by a person within such 
organization who has been debarred by the Director, 
except for services or supplies provided prior to the 
debarment. 

4. When the provisions of this section are violated by 
a provider of service which is a clinic, group, corporation 
or other association, the Director may debar such organi-
zation and/or any individual person within said organiza-
tion who is responsible for such violation. 

(i) The Division may suspend a person in the public 
interest for any cause specified in ( d) above, or upon a 
reasonable suspicion that such cause exists, or when, in the 
opinion of the Director, such action is necessary to protect 
the public welfare and the interests of the medical assistance 
Program. 

(j) Conditions for suspension shall be as follows: 
1. Suspension shall be imposed only upon approval of 

the Director of the Division and upon approval of the 
Attorney General, except as otherwise provided by law. 

2. The existence of any cause for suspension shall not 
require that a suspension be imposed, and a decision to 
suspend shall be made at the discretion of the Director of 
the Division and of the Attorney General, and shall be 
rendered in the best interests of the Division. 

3. Suspension shall not be based upon unsupported 
accusation, but upon . adequate evidence that cause exists 
or upon evidence adequate to create a reasonable suspi-
cion that cause exists. 

4. In assessing whether adequate evidence exists, con-
sideration shall be given to the amount of credible evi-
dence which is available, to the existence or absence of 
corroboration as to important allegations, and to infer-
ences which may properly be drawn from the existence or 
absence of affirmative facts. 

5. Reasonable suspicion of the existence of a cause 
described in ( d) above may be established by a judgment 
or order of an administrative agency, or court of compe-
tent jurisdiction, or by a judgment of conviction, grand 
jury indictment, accusation, arrest, or by evidence that 
such violations of civil or criminal law did in fact occur. 
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6. A suspension invoked by the Division for any of the 
causes described in ( d) above may be the basis for the 
imposition of a concurrent suspension by another agency, 
which may impose such suspension without the approval 
of the Attorney General. 

(k) · The Division may suspend a person or his affiliates 
provided that within 10 days after the effective date of the 
suspension, the Division provides such party with a written 
notice stating that a suspension has · been imposed and its 
effective date, setting forth the reasons for the suspension to 
the extent that the Attorney General determines that such 
reasons may be properly disclosed, stating that the suspen-
sion is for a temporary period pending the completion of an 
investigation and such legal proceedings as may ensue, and 
indicating that, if such legal proceedings are not commenced 
or the suspension removed within 60 days of the date of 
such notice, the party shall be given either a statement of 
the reasons for the suspension and an opportunity for a 
hearing, if he so requests, or a statement declining to give 
such reasons and setting forth the agency's position regard-
ing the continuation of the suspension. Where a suspension 
by the Division has been the basis for suspension by another 
agency, the latter shall note that fact as a reason for its 
suspension. 

(l ) A suspension shall not continue beyond 18 months 
from its effective date unless civil or criminal action regard-
ing the alleged violation shall have been initiated within that 
period, or unless debarment action has been commenced. 
Whenever prosecution or debarment action has been initi-
ated, the suspension may continue until the legal proceed-
ings are completed. 

(m) Scope of suspension rules are as follows: 
1. A suspension may include all known affiliates of a 

person, provided that each decision to include an affiliate 
is made on a case-by-case basis after giving due regard to 
all relevant facts and circumstances. The offense, failure 
or inadequacy of performance of an individual may be 
imputed to a person with whom he or she is affiliated, 
where such conduct was accomplished within the course 
of his official duty or was effectuated by him or her with 
the knowledge or approval of such person. 

2. Suspension, by the Director, of any provider of 
service shall preclude such provider from submitting 
claims for payment, either personally or through claims 
submitted by any clinic, group, corporation or other asso-
ciation to the Division of Medical Assistance and Health 
Services or its Fiscal Agent for any services or supplies he 
or she has provided under the New Jersey Medicaid 
Program, except for services or supplies provided prior to 
the suspension. No clinic, group, corporation or other 
association which is a provider of services shall submit 
claims for payment to the Division or its Fiscal Agent for 
any services or supplies provided by a person within such 
organization who has been suspended by the Director, 
except for services or supplies provided prior to the 
suspension. 
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3. When the provisions of this section are violated by 
a provider of service which is a clinic, group, corporation 
or other association, the Director may suspend such orga-
nization and/or any individual person within said organi-
zation who is responsible for such violation. 

(n) Exclusion from State contracting by virtue of debar-
ment, suspension or disqualification shall extend to all State 
contracting and subcontracting within the control or jurisdic-
tion of the Division. However, when it is determined 
essential to the public interest by the Director of the 
Division, and upon filing of a finding thereof with the 
Attorney General, an exception from total exclusion may be 
made with respect to a particular State contract. 

(o) Insofar as practicable, prior notice shall be given to 
the Attorney General and the Treasurer of any proposed 
debarment or suspension. 

(p) The Division shall provide the State Treasurer with 
the names of all persons suspended or debarred and the 
effective date and term thereof, if any. 

( q) This section shall be applicable to all persons, provid-
ers, contractors, Fiscal Agent, and their affiliates who en-
gage in State contracting with the Division as defined in this 
section. 

Law Review and Journal Commentaries 

Defense of Health Care Fraud, Abuse Charges. Richard L. Fried-
man, 133 N.J.L.J. No. 7, 10 (1993). 

Case Notes 

Division alone could suspend provider's participation in Medicaid for 
crime possession of controlled dangerous substance and possession with 
intent to distribute. (Director's Final Decision). Div. of Medical 
Assistance and Health Services v. Kares, 8 N.J.A.R. 517 (1983). 

Suspension of provider privileges upon indictment involving moral 
turpitude affirmed pending conclusion of proceedings. (Director's 
Final Decision). Div. of Medical Assistance and Health Services v. 
Rednor, 5 N.J.A.R. 430 (1981). 

Suspension of Medicaid provider reserved as indicated crime (unau-
thorized wiretap) does not constitute a crime of moral turpitude. 
(Division's Final Decision). Div. of Medical Assistance and Health 
Services v. Dalglish, 3 N.J.A.R. 23 (1981), affirmed Dfk. No. A-4941-79 
(App.Div.1982). 

SUBCHAPTER 12. PROVIDER REINSTATEMENT 

10:49-12.1 Definitions 

As used in this subchapter, the following words shall have 
the following meanings, unless the context clearly indicates 
otherwise: 
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"Committee" means the Provider Reinstatement Commit-
tee, 

"Director" means the Director of the Division of Medical 
Assistance and Health Services. 

"Division" means the Division of Medical Assistance and 
Health Services. 

"Person" means any natural person, company, firm, cor-
poration, professional· association, partnership, or other enti-
ty, who has been excluded from participation in the New 
Jersey Medicaid Program. 

10:49-12.2 Requests for reinstatement 
Persons who have been debarred, disqualified or suspend-

ed from participating in the New Jersey Medicaid Program 
or programs administered by the Division shall petition the 
Director for reinstatement in writing. 

10:49-12.3 Petition by debarred, disqualified or suspended 
person 

(a) Persons debarred or disqualified for a definitely stat-
ed period of time may petition the Director for reinstate-
ment 90 days prior to the expiration of the period of 
debarment or disqualification. 

(b) Persons disqualified for an indefinitely stated period 
of time may petition the Director for reinstatement after a 
disqualification period of eight years. 

(c) Persons who have been suspended, debarred or dis-
qualified as the result of an indictment, conviction or license 
revocation may immediately petition the Director for rein-
statement upon acquittal, reversal of the conviction upon 
appeal or restoration of the license, whichever is applicable. 

10:49-12.4 Director's powers 
The Director may on his or her own motion order the 

reinstatement of debarred, disqualified or suspended per-
sons or may refer the matter to the Provider Reinstatement 
Committee. 

10:49-12.5 Provider Reinstatement Committee 
(a) The Provider Reinstatement Committee shall be a 

non-standing committee that is convened for the purpose of 
evaluating requests for reinstatement. 

1. The Committee shall be composed of three impar-
tial officials of the Division appointed by the Director. 

i. Under this requirement, the Committee members 
shall not have been directly involved in the debarment, 
disqualification or suspension of persons requesting 
reinstatement. 

ii. The Chairperson of the Committee shall be an 
attorney from the Office of Legal and Regulatory Liai-
son/Division of Medical Assistance and Health Services. 

10:49-12.7 

m. Whenever possible, the associate members of 
the Committee shall be one member of the Division 
staff from the same discipline as the debarred, disquali-
fied or suspended persons and one member from the 
general administrative staff of the Division. 

10:49-12.6 Criteria for reinstatement 

(a) Reinstatement will not be granted unless it is reason-
ably certain that the causes which led to the debarment, 
disqualification or suspension shall not be repeated. In 
determining a person's fitness for reinstatement, the Com-
mittee and the Director may consider, among other factors: 

1. Statements from debarred, disqualified or suspend-
ed persons setting forth the reasons why they should be 
reinstated; 

2. Statements from private health insurers, indicating 
whether there have been any questionable claims submit-
ted during the period of exclusion from Program partic-
ipation; 

3. Statements from peer review bodies, probation or 
parole officers or professional associates, attesting to their 
belief, supported by facts, that the causes which led to the 
debarment, disqualification or suspension shall not be 
repeated; 

4. The absence of any pending criminal, licensing, or 
professional disciplinary proceedings; 

5. Full restitution and the payment of any criminal 
fines imposed; 

6. Full satisfaction of any civil penalties imposed; 

7. Full satisfaction of interest payments; 

8. Compliance with the terms and conditions of Con-
sent Orders or Court Orders; and 

9. Satisfaction of any conditions or requirements pre-
viously imposed by the Division. 

Case Notes 

A disqualified Medicaid provider must apply for reinstatement and 
satisfy all requirements of subchapter. Div. of Medical Assistance and 
Health Services v. Kares, 8 N.J.A.R. 517 (1983). 

Hospital not entitled to a hearing prior to decertification as Medicaid 
provider. Preakness Hospital v. Div. of Medical Assistance and Health 
Services, 3 N.J.A.R. 351 (1982). 

10:49-12.7 Committee procedures 

(a) The Committee shall meet at the Division's central 
offices. 

(b) Persons requesting reinstatement and/or their repre-
sentative shall be notified, in writing, as to the time, date 
and place of the meeting. 
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( c) All correspondence concerning the meeting shall be 
directed to the Chairperson of the Committee. 

( d) Persons requesting reinstatement may appear on their 
own behalf or be represented by counsel. 

(e) The Committee shall be governed by the New Jersey 
Administrative Procedure Act concerning admissibility of 
evidence at the meeting. 

(f) The Chairperson of the Committee shall rule on all 
procedural questions and objections that may be raised at 
the meeting. 

(g) Persons requesting reinstatement shall have the bur-
den of providing their fitness for reinstatement by a prepon-
derance of the evidence. 

(h) Persons may present evidence of their fitness for 
reinstatement by the testimony of witnesses under oath or 
by documentary evidence, or both. 

(i) After reviewing the testimony and documentation pre-
sented, the Committee shall prepare a written report which 
discusses the testimony, contains findings of facts and rec-
ommended disposition. 

(j) At least two members of the Committee shall concur 
in the recommended disposition. 

(k) Copies of the Committee's report shall be sent to all 
parties at the meeting. Upon receipt of the Committee's 
report, the parties shall have the opportunity to submit 
written objections or exceptions to said report within the 
time period specified by the committee. 

(/ ) After the expiration of the time period prescribed for 
the filing of the exceptions, the Committee's report, excep-
tions or objections thereto, evidence and any transcripts 
shall be forwarded to the Director. 

(m) The Director shall have final decisional authority and 
may adopt, reverse or modify the Committee's recom-
mended determination. The Director may also, for cause, 
remand the matter back to the Committee for further 
testimony. 

SUBCHAPTER 13. PROGRAM CONTROLS 

10:49-13.1 Medical review and evaluation 
Under the provisions of Federal and State law, the Divi-

sion of Medical Assistance and Health Services shall provide 
continuing review and' evaluation of the care and services 
provided under the Program. This includes review of uti-
lization of services of practitioners and other providers. 
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10:49-13.2 Audits 
(a) A field audit shall be subject to the following: 

1. "Completion of the field audit" for nursing facility 
providers for purposes of N.J.S.A. 30:4D-17(f) shall be 
defined in the following manner: 

i. For all such audits and audit recovery cases pend-
ing on March 1, 1983, it shall mean the date that field 
work is completed, or the date information requested 
from the provider during the course of that field work 
is received, whichever is later. 

ii. For all such audits and audit recovery cases 
pending on March 1, 1983, which are, have been or will 
be referred either to the Legal Action Committee, or to 
the Division of Criminal Justice or other agency for 
criminal investigation, it means the date the Office of 
Program Integrity Administration (OPIA) receives au-
thorization to take administrative . action. 

iii. For all such audits initiated on or after March 1, 
1983, it means the date the exit conference is complet-
ed or the date information requested from the provider 
during the course of the exit conference is received, 
whichever is later. 
2. "Completion of the field audit" for all other pro-

viders for purposes of N.J.S.A. 30:4D-17(f) shall be de-
fined in the following manner: 

i. For all such audits and audit recovery cases pend-
ing on March 1, 1983, it means the date of final 
screening of the case file by the Assistant Director, 
Office of Program Integrity Administration (OPIA) or, 
if the case is referred to the Legal Action Committee or 
the Division of Criminal Justice, the date OPIA re-
ceives authorization to take administrative action; 

ii. For all such audits initiated on or after March 1, 
1983, it means the date of final screening of the case 
file by the Assistant Director, OPIA. 
3. Notwithstanding any of the previous subsections, if 

after the screening of any provider audit initiated on or 
after March 1, 1983, the Assistant Director, OPIA, deter-
mines with reasonable justification that an act or omission 
on the part of the provider requires additional field work, 
the field audit shall be considered completed when the 
additional field work is completed. 

4. Notwithstanding any of the previous subsections, if 
after the screening of any provider audit initiated on or 
after March 1, 1983, the Assistant Director, OPIA, deter-
mines with reasonable justification that an act or omission 
on the part of the provider requires that additional infor-
mation or documentation be obtained from the provider, 
then a completed field audit shall be considered reopened 
and interest shall again accrue for the period beginning 20 
days from the date the request for such information or 
documentation is received by the provider and ending on 
the date that all of the requested information or docu-
mentation is received by the agency making the request. 
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5. Notwithstanding any of the previous paragraphs, if 
all or part of any provider audit initiated on or after 
March 1, 1983, is referred to the Division of Criminal 
Justice or other agency for criminal investigation: 

i. In the event no criminal action results from the 
referral the field audit shall be considered completed 
one year from the date the decision was made to refer 
the matter for criminal investigation; and 

ii. In the event criminal action does result from the 
referral, the field audit shall be considered completed 
on the date OPIA receives authorization to take admin-
istrative action. 

(b) "Final audit," for purposes of N.J.S.A. 30:4D-7m 
only, means that point in the audit process when the Divi-
sion issues to the provider an audit report specifically 
designated as the "final audit" for a specified period audit-
ed. 

Case Notes 

Audit pending on effective date of regulation comes within purview 
of regulation. Bridgeton Nursing Center, Inc. v. Div. of Medical 
Assistance and Health Services, 8 N.J.A.R. 217 (1983), affirmed per 
curiam Dkt. No. A-165-83 (App.Div.1984). 

SUBCHAPTER 14. RECOVERY OF PAYMENTS 
AND SANCTIONS 

10:49-14.1 Recovery of payments correctly made 

(a) Correctly paid benefits shall only be recoverable from 
the estate of an individual who was 65 years of age or older 
when he or she received medical assistance if: 

1. The individual leaves no surviving spouse; 

2. For estates coming into being between February 
1984 and October 20, 1992, the individual leaves no 
surviving child; 

3. For estates coming into being on or after October 
21, 1992, the individual leaves no surviving child who is 
under the age of 21 or any surviving blind or permanently / 
and totally disabled children; 

4. The amount to be recovered is in excess of $500.00; 
and 

5. The gross estate is in excess of $3,000. 

(b) Paragraphs (a)4 and 5 above shall apply to recoveries 
from the estates of individuals who died on or after July 20, 
1981, the effective date of P.L. 1981, c.217 (N.J.S.A. 
30:4D-7.2a). 

Amended by R.1994 d.524, effective October 17, 1994. 
See: 26 N.J.R. 2757(a), 26 N.J.R. 4184(b). 

Case Notes 

10:49-14.2 

Retroactive application of statute for recovery of Medicaid overpay-
ments did not violate due process. In re: Kaplan, 178 NJ.Super. 487, 
429 A.2d 590 (App.Div.1981). 

10:49-14.2 Sanctions-Special Status Program 

(a) The "Special Status Program" either restricts the 
Medicaid recipient(s) listed on the Medicaid Eligibility 
Identification (MEI) Card to a single provider, except in a 
medical emergency, or warns providers that the recipient's 
card has been used by an unauthorized person or persons, 
or for an unauthorized purpose. If a warning card is issued, 
a message will be printed on the card alerting the provider 
to ask the Medicaid recipient for additional identification or 
to take other appropriate action. 

1. The restrictive card is issued to Medicaid recipients 
determined to have misused, abused or overutilized their 
Medicaid benefits. Overutilization occurs when a recipi-
ent has utilized Medicaid services or items at a frequency 
or amount that is not medically necessary. Examples of 
misuse or abuse include, but are not limited to, medically 
harmful or inappropriate use of different drugs or provid-
er services and forgery or alteration of prescriptions. A 
determination that there has been misuse, abuse or overu-
tilization of benefits obtained by use of an MEI Card shall 
create a presumption that the recipients listed on the 
MEI Card were responsible for such actions. If this 
presumption is successfully rebutted by the Medicaid re-
cipient, he or she shall not be enrolled in the Special 
Status Program. 

i. A recipient shall be permitted to change the 
designated provider upon demonstration of good cause 
and the Division may grant the request. 

ii. The Division may change the provider to which 
the recipient is restricted if a pattern of continued 
misuse, abuse or overutilization is evident. 

iii. The recipient may request a contested case hear-
ing in the following situations: 

(1) If the recipient objects to being included in the 
special status program; 

(2) If the recipient requests a change and the 
request is denied; 

(3) If the agency causes undue delay in responding 
to the recipient's request for change. 

49-43 5-15-95 



10:49-14.2 

2. The warning card is issued to Medicaid recipients 
determin~d to have had their MEI Card used by an 
unauthorized person or persons, or for an unauthorized 
purpose. The purpose of the warning card is to notify 
providers that the recipient's MEI Card has been used by 
an unauthorized person or persons, or for an unautho-
rized purpose. A message wiH be printed on the card 
alerting the provider to ask the Medicaid recipient for 
additional identification or to take other appropriate ac-
tion. A determination that an MEI Card has been used 
by an unauthorized person or for an unauthorized pur-
pose shall create a presumption that the ret:ipients listed 
on the MEI Card were responsible for such actions. If 
this presumption is successfully rebutted by the recipient, 
the recipient shall not be issued a warning card. 

10:49-14.3 Authority to adjust, compromise, settle or 
waive cfaims, liens, and certificates of debt 

(a) The Commissioner, Department of Human Services; 
Director, Division of Medical Assistance and Health Ser-
vices; Assistant Director, Office of Program Integrity Ad-
ministration; or anyone serving in an acting capacity in any 
of those positions shall have the authority to adjust, compro-
mise, settle or waive any claim, lien or certificate of debt 
arising under this act (N.J.S.A. 30:4D-1 et seq.), and to 
execute an appropriate release or document of discharge 
with respect to that claim, lien or certificate of debt. 

(b) Such authority may be exercised by other officials 
only in the following limited circumstances: 

1. The Chief of the Bureau of Administrative Control 
may compromise, settle or waive any claim or lien not 
arising under N.J.S.A. 30:4D-7(h) within the dollar limits 
specified by the Director, Division of Medical Assistance 
and Health Services; and 

2. The Fiscal Agent may compromise, settle or waive 
claims arising under N.J.S.A. 30:4D-7(h) within the dollar 
limits specified by the Director, Division of Medical Assis-
tance and Health Services. 

10:49-14.4 Recoveries involving county welfare agencies 
(a) The purpose of this section is to define areas of 

responsibility and establish basic principles and procedures 
in those collection activities in which the Division of Medi-
cal Assistance and Health Services (DMAHS), the Division 
of Economic Assistance (DEA) and/or a county welfare 
agency (CWA) may be involved. It is intended that maxi-
mum conservation of public funds be effected without dupli-
cati~n of effort. It is recognized that certain situations may 
fall mto more than one of the following categories. Any 
such matter will be processed in accordance with the provi-
sions of the first occurring applicable category. 

(b) The following pertain to incorrectly granted assistance 
(cash and/or medical assistance): 

1. In instances involving incorrect eligibility for medi-
cal assistance, whether or not in combination with cash 
assistance, the CWA shall determine the period(s) of 
ineligibility and ascertain from DMAHS the amount of 
medical assistance incorrectly granted. The CW A shall 
then attempt recovery of medical assistance incorrectly 
granted either by administrative collection, or by way of 
restitution in a criminal or disorderly persons proceeding. 
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i. Recoveries or attempts at recoveries can be made 
from those persons specified in N.J.S.A. 30:4D-7i. 
2. When recovery cannot be obtained by these meth-

ods in a case generated by the Internal Revenue Service 
(IRS) unearned income component of the Income and 
Eligibility Verification System (IEVS), the case shall be 
referred by the CWA to DMAHS for possible initiation of 
recovery proceedings. 

3. When in any other case not generated by IEVS, 
recovery cannot be obtained by these methods, the CW A 
is authorized after securing DMAHS approval to initiate 
recovery proceedings as DMAHS' agent. If the CWA 
does not initiate such recovery proceedings, it shall refer 
the case to DMAHS for possible initiation of recovery 
proceedings. 

4. When collection occurs in a case involving both 
cash assistance and medical assistance, the CWA shall, in 
the absence of court instruction to the contrary, apply the 
net proceeds, after deducting identifiable costs of collec-
tion such as filing fees and advertising costs but not 
including such costs as CWA staff time, supplies, counsel 
fees or overhead, to the repayment of cash assistance and 
the reimbursement of DMAHS. 

5. When in any other case a CWA recovers only 
medical assistance improperly granted, the CWA shall 
reimburse itself for those cash expenses directly related to 
the recovery such as filing fees and advertising costs but 
not including costs such as CW A staff time, supplies, 
counsel fees or overhead. In addition, the CWA shall 
retain 10 percent of the gross amount of the recovery up 
to $250.00. The CW A shall remit the remaining proceeds 
to DMAHS. The reimbursement shall be payable to the 
Treasurer, State of New Jersey. 

6. When any CWA action, whether alone or in combi-
nation with DMAHS, results in a recovery of improperly 
granted medical assistance from a case generated by the 
Internal Revenue Service (IRS) unearned income compo-
nent of the IEVS match, all funds recovered shall be 
remitted to DMAHS, payable to the Treasurer, State of 
New Jersey, which shall then reimburse the CWA in the 
amount of 25 percent of the gross recovery on a periodic 
basis to be determined by DMAHS. 

(c) The following pertain to third party liability claims in 
tort actions: 

1. Whenever either a CWA or DMAHS learns of a 
situation in any case in which the other may have a claim 
it will notify the other. 

2. Unless the individual case circumstances intervene, 
the first claim after settlement or judgment is for any 
payments by DMAHS arising from the occurrence not-
withstanding any CW A claim for recovery of cash assis-
tance. The next claim is that which the CW A may assert 
in accordance with an agreement to repay or similar 
document. The DMAHS and the CWA will, insofar as 
their controls allow, maintain priority of payment in the 
above order. 
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( d) The following pertain to liquidation of potential re-
sources: 

1. The CW A will participate in the liquidation of 
potential resources according to the Program require-
ments under which eligibility has been established, regard-
less of whether cash assistance is being granted. Notifica-
tion of the potential resource to be liquidated shall be 
forwarded to DMAHS, enabling it to seek a voluntary 
contribution. Sale of real property to which title is held 
by a CWA is subject to DEA approval in all instances 
regardless of the proposed distribution of the proceeds. 

2. All funds arising from the liquidation of resources 
and which, by action of law, regulation, or agreement with 
the owner, fall under the jurisdiction of either a CW A or 
DMAHS for distribution will, insofar as possible, be 
allocated as follows: 

i. Proceeds will be first applied to the cash costs of 
liquidation, such as advertising costs and filing fees but 
not including costs such as CW A staff time, supplies, 
counsel fees or overhead. 

ii. Proceeds will be next applied to any claims supe-
rior to that of the CWA (for example, taxes). 

iii. Proceeds will be next applied to any funds owing 
to and collectible by the CW A. 

iv. Any residue remaining after the above payments 
are allocated would, in the absence of circumstances to 
the contrary, be the property of the client and thereby 
subject to (d)3 below. 
3. All funds properly belonging to a client free of any 

agency claim are to be remitted to the client as promptly 
as possible or otherwise disbursed at the client's instruc-
tion. The CWA will promptly reevaluate eligibility fol-
lowing such distribution, taking into consideration any 
voluntary repayment to DMAHS. 

( e) The following pertains to recovery from estates of 
deceased clients: 

1. The CWA shall normally undertake recovery activi-
ty as agent for DMAHS in any case in which the CWA is 
or will be undertaking activities on its own account. 
However, in those cases where the recovery of medical 
assistance is possible and where the entire CWA claim is 
for burial expenses only, DMAHS shall initiate recovery 
activity inclusive of CWA burial costs. DMAHS may, in 
certain cases, assume direct jurisdiction in recovery of its 
claim concurrent with CWA activity. DMAHS shall 
make the CWA aware of its activity in such cases. 

2. CW A recoveries and distribution shall be in accord 
with the following procedures: 

i. From the proceeds of liquidation, the CW A shall 
first recover the amount necessary to satisfy its own 
claim, including cdsts of liquidation and the claims of 
other New Jersey CWAs. The CWA shall recover 
funds from the clearing account in the order in which 
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the funds were received in the clearing account. If any 
part of any remaining surplus has been received from 
the proceeds of assigned life insurance for which there 
was a named beneficiary other than the client's estate, 
that surplus or the policy benefit, whichever is less, is 
the property of the beneficiary and should be so direct-
ed. 

ii. All other surplus funds are part of ( or the entire) 
the client's estate and are payable to the legally desig-
nated representative of the estate. If the representa-
tive of the estate is unknown or if no representative has 
been appointed and there are no known next of kin, the 
CWA shall forward to the DMAHS an amount not to 
exceed the amount of the proper medical assistance 
claim as determined by communication with the Chief, 
Bureau of Administrative Control, DMAHS. Any re-
maining funds will escheat to the State of New Jersey. 

iii. When there are known next of kin, the CW A 
shall request the next of kin to take appropriate legal 
action to be appointed administrator if the amount to 
be disbursed is greater than the claim of DMAHS. If 
the claim of DMAHS will equal or exceed the estate, 
the CW A shall request the next of kin to sign a consent 
to transfer his or her rights to DMAHS and, upon 
receipt of such signed consent, the CW A shall forward 
the funds to DMAHS. 

iv. When the next of kin will not sign a consent to 
transfer his or her right to DMAHS and will not file to 
become the administrator, the CWA may, at its option, 
arrange for someone to file to become administrator or 
the CWA may refer the information to DMAHS for 
action. 

v. In any questions or dispute among two or more 
claimants on surplus funds, the CW A shall withhold 
payment pending resolution by mutual consent of all 
claimants or by court order. 
3. DMAHS recoveries and distribution shall be in 

accordance with the following procedures: 
i. DMAHS shall undertake recovery activity in med-

ical assistance payment cases in which no CW A shall be 
submitting a claim. However, should information from 
the CWA be necessary to such DMAHS activity, the 
CWA shall communicate with DMAHS, supplying such 
material as may be required. 

ii. In cases in which DMAHS is acting for a CWA 
in collection of burial expenses, DMAHS shall accord 
payment of the burial claim priority over its own recov-
ery. 

(t) The CWA may at any time accept an offer of volun-
tary repayment, either on its own behalf or on behalf of 
DMAHS, up to but not in excess of the amount of assis-
tance granted. To any inquiry as to amount granted, the 
CW A shall supply the appropriate information, identifying 
the respective amounts granted by the CWA and DMAHS. 
In the absence of instruction from the payer, the CWA will 
reimburse cash assistance first and then remit any balance to 
DMAHS. 
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(g) Regarding compromise settlements: 
1. Compromise settlements of cash assistance are sub-

ject to DEA approval. 
2. Compromise settlements of medical assistance are 

subject to DMAHS approval. 

(h) This section shall apply to all pending and future 
recovery cases, except that (b )6 above shall apply to all 
IEVS-related recoveries received on or after July 1, 1989 by 
either DMAHS or the CWA, whichever agency is handling 
the recovery. 

10:49-14.5 Administrative charges/service fees 
(a) A provider shall not pay nor require payment of an 

administrative charge or service fee for the privilege of 
doing business with another provider or for services for 
which reimbursement is included as part of the Medicaid 
fee. 

1. An example of a prohibited practice is that a 
nursing facility may not require a pharmacy to pay an 
administrative charge or service fee to the facility for 
handling of the nursing facility resident's medications, 
drugs and/or related pharmaceutical records. 

2. An administrative charge may be made for the 
collection of a copayment on behalf of pharmacies from 
beneficiaries of the Pharmaceutical Assistance to the 
Aged and Disabled (PAAD) Program who are residents 
in nursing facilities. Such administrative charges may not 
exceed 10 percent of the billed amount, or $2.00, whichev-
er is less. 

10:49-14.6 Contracts with county welfare agencies 
Payment shall be made by the Department of Human 

Services/Division of Medical Assistance and Health Services 
to county welfare agencies for conducting investigations and 
for determining whether applicants qualify for benefits un-
der the New Jersey Medicaid Program. 

SUBCHAPTER 15. AVAILABILITY AND 
MAINTENANCE OF PROGRAM POLICY 
ISSUANCES 

10:49-15.1 Maintenance of public policy issuances 
Program manuals and other policy issuances which affect 

the public, including the Divisions' rules and regulations 
governing eligibility, need and amount of assistance, recipi-
ent's rights and responsibilities, and services offered by the 
agency, shall be maintained in the State office and in each 
Medicaid District Office for examination during regular 
workdays and regular office hours by individuals, and upon 
request, for study or reproduction by such individuals. 
These manuals and other policy issuances are also distribut-
ed to entities which serve as custodians such as the State 
Library, County Welfare Agencies, and regional legal ser-
vices offices. 
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10:49-15.2 Availability of material 

(a) In order to facilitate public access, a current copy of 
material described in N.J.A.C. 10:49-15.1 shall be made 
available without charge to custodians who request the 
material for this purpose. 

(b) Custodians shall meet the following requirements: · 

1. They shall be centrally located and publicly accessi-
ble to a substantial number of the recipient population 
they serve; and 

2. They shall agree to accept responsibility for filing 
all amendments forwarded by the agency. 

10:49-15.3 Reproduction of policy material 

(a) The specific policy materials necessary for an appli-
cant or recipient ( or his or her representative) to determine 
whether a fair hearing should be requested, or to prepare 
for a fair hearing, shall be reproduced without charge upon 
request. 

(b) The Division may impose a charge for copying or 
reproducing materials. If a charge is imposed, it shall be 
computed pursuant to N.J.S.A. 47:lA-1. 

SUBCHAPTER 16. DEMONSTRATION PROJECTS 

10:49-16.1 Purpose 

This subchapter sets forth the basic parameters for dem-
onstration projects established pursuant to N.J.S.A. 30:4D-1 
et seq., as amended, and Section 1115 of the Social Security 
Act. Any time a demonstration project is implemented, 
New Jersey Medicaid providers will receive information and 
instructions if the project is relevant to the services they 
provide. 

10:49-16.2 Definitions 

The following words and terms, when used in this sub-
chapter, shall have the following meanings, unless the con-
text clearly indicates otherwise. 

"Beneficiary" means any person certified eligible for re-
ceipt of services in accordance with Title XIX of the Social 
Security Act and Chapter 413 of the Public Laws of New 
Jersey, including those persons who are covered by virtue of 
the waiver granted under Section 1115 of the Social Security 
Act. 

"Commissioner" means the Commissioner of the Depart-
ment of Human Services. 

"Department" means the Department of Human Services. 
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"Eligible beneficiaries" means those beneficiaries who 
meet the requirements to become a recipient. 

"Principal" means all management personnel. 

"Project" means any demonstration project authorized 
through a waiver of certain requirements under Title XIX of 
the Social Security Act as provided under Section 1115 of 
the Social Security Act. 

"Provider" means providers of medical and health ser-
vices under a project. 

"Recipient" means any beneficiary who receives services 
from the project. 

"Services" means medical or health services rendered as 
an integral part of the project. 

10:49-16.3 Implementation of projects 
The Department may implement projects directly or 

through contractual arrangements with any legal entity, 
including, but not limited to, corporations organized pursu-
ant to Title 14A, New Jersey statutes (N.J.S.A. 14A:1-1 et 
seq.) and Title 15 revised statutes (R.S. 15:1-1 et seq.), as 
well as boards, groups, agencies, persons and other public or 
private entities. 

10:49-16.4 Necessary criteria for a project 
(a) The following shall apply to all projects implemented 

under this subchapter: 
1. All projects shall have approval from the United 

States Department of Health and Human Services; 
2. All projects entered into under this subchapter shall 

be subject to all relevant State and Federal statutes and 
regulations, except to the extent that appropriate waivers 
shall have been granted; 

3. The Commissioner shall have the authority to re-
view and approve in writing arrangements and agree-
ments, whether formal or otherwise, between all projects 
and third parties prior to the execution thereof; 

4. All projects in their hiring policies shall not dis-
criminate against any individual on the basis of race, sex, 
religion, ethnicity or age, and shall comply with all the 
requirements of Title VI of the Civil Rights Act of 1964, 
as amended, and other applicable Federal and State laws 
or regulations pertaining to the civil rights of individuals; 

5. No project shall deny services to any eligible person 
on the basis of race, sex, religion, ethnicity or age, and 
shall comply with all the requirements of Title VI of the 
Civil Rights Act of 1964, as amended, pertaining to the 
civil rights of individuals; 

6. All projects shall institute procedures for safeguard-
ing of information in compliance with applicable Federal 
and State regulations and shall strictly adhere to same; 
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7. All projects shall collect and report data relevant to 
the project on a periodic basis, in a manner and fashion 
prescribed by the Department, including, but not limited 
to, the following: 

i. Financial data, such as line item expenditure 
statements and audit reports; 

ii. Data necessary to the project regarding the char-
acteristics of the population involved in the project and 
the control population, if any; and 

iii. Program data, such as number and type of ser-
vice rendered; 

8. All projects shall furnish to the Department, in a 
manner and fashion prescribed by the Department, peri-
odic progress reports; 

9. The Department, at its option, may require receipt 
of copies of all project reports; 

10. Any project entered into under this subchapter 
may include components fundable from sources other 
than that authorized by Section 1115 of the Social Securi-
ty Act. These funds cannot be matched under the provi-
sions of Section 1115 if they are Federal funds or if these 
funds are not otherwise matchable; 

11. Nothing herein shall abridge the Commissioner's 
statutory authority to implement and administer demon-
stration programs under Section 1115 of Title XIX of the 
Social Security Act and N.J.S.A. 30:4D-7, as amended; 

12. Each project shall have the organizational and 
administrative capabilities to carry out its duties and 
responsibilities under the contract. This shall include as 
a minimum the following: 

i. A full-time administrator to manage the day-to-
day business activities of the project; 

ii. Data reporting capabilities sufficient to provide 
necessary and timely reports to the Department; 

iii. Financial reports and books of accounts main-
tained in accordance with general accepted accounting 
principles, which are sufficient to fully disclose the 
disposition of all program funds received; and 

iv. An annual independent audit arranged for by 
the project; 

13. Each project director shall advise the Department 
of the project's administrative organization and changes 
thereto. This includes the functions and responsibilities 
of each principal. An organization chart, and a list of all 
personnel, and providers used either directly by the pro-
ject or through contractual arrangements. For each prin-
cipal and each provider, not previously reported, the 
following information shall be included: 

i. Full name; 

ii. Business address; 
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iii. Date and place of birth; 

iv. Social Security Account Number; 

v. IRS employer number; 

vi. · Professional license number (when applicable); 
and 

vii. Medical specialty (when applicable); 

14. Each project director shall submit to the Commis-
sioner for written approval a manual of administrative 
procedures which shall include personnel, purchasing and 
internal fiscal procedures. This manual shall be in con-
formance with approved management procedure; and 

15. In those instances where a project involves the 
delivery of services, the following shall apply where appro-
priate and necessary: 

i. The project shall demonstrate, to the satisfaction 
of the Commissioner, the capability to provide for 
and/or arrange for the provision of those services which 
are required as components of the project; 

ii. All individuals receiving services funded under 
Title XIX of the Social Security Act shall be informed 
in a simple, brief statement of their rights to a fair 
hearing; 

iii. The project shall develop and establish griev-
ance procedures for recipients in addition to fair hear-
ing procedures established pursuant to this paragraph; 

iv. The project shall take steps to insure that it is 
rendering services that are consistent with and utilizes 
existing related Federal and State programs such as the 
EPSDT; 

v. The project shall insure that there will be period-
ic peer review and quality of care audits; 

vi. The project shall utilize eligibility criteria for 
eligibles to receive services as defined by the Depart-
ment, and the Department shall insure, by a review 
process, that the project is in conformance with these 
criteria; 

vii. The project shall take appropriate action to 
insure that the eligibility criteria provided per (a)15vi 
above is faithfully executed; 

viii. The project shall obtain written approval from 
the Commissioner prior to implementing the following:· 

(1) The methods of enrollment and enrollment 
forms to be used to enroll beneficiaries; 

(2) The form and content of informational and 
instructional materials to be distributed to beneficia-
ries outlining the nature and scope of covered ser-
vices provided by the project; 
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(3) The form and content of informational and 
instructional materials to be distributed to inform 
enrollees of changes in program scope or administra-
tion; and 

(4) Provider claim forms and instructions for their 
use where such claim forms are unique to this con-
tract; 
ix. The project shall provide to the Department, for 

written approval prior to use, the form and content of 
all public information releases pertaining to the project; 
and 

x. The project shall insure that all marketing repre-
sentatives have received instruction, as appropriate, 
from the Department, on acceptable enrollment prac-
tices. 

10:49-16.S Sanctions 
The Commissioner, in addition to any and all other 

authority, shall have the authority to totally suspend or 
partially reduce payment in order to enforce compliance 
with this subchapter. 

SUBCHAPTER 17. HOME AND COMMUNITY-
BASED SERVICES WAIVERS 

10:49-17.1 Introduction 
(a) Home and Community-Based Services Waivers are 

five-year, renewable Federal waiver programs, prepared by 
the Division of Medical Assistance and Health Services in 
response to the Omnibus Budget Reconciliation Act of 1981 
(Section 2176, Public Law 97-35 and amendments under 
P.L. 99-509). These Home and Community-Based Services 
Waivers were submitted to the Health Care Financing Ad-
ministration (HCFA) of the United States Department of 
Health and Human Services. The purpose of these pro-
grams is to help eligible individuals remain in the communi-
ty, or return to the community, rather than be cared for in a 
nursing facility or hospital setting. 

(b) Retroactive eligibility is not available to waiver pro-
gram recipients; no waiver service received prior to the date 
of enrollment shall be considered for reimbursement. 

(c) Total program costs are restricted by limits on the 
number of community care slots and on per-person costs. 
The case manager is responsible for the development of the 
service plan with the client/family, with input from provider 
agencies, and for monitoring the cost of the service package. 

( d) Any questions regarding Home and Community-
Based Services Waivers may be directed to the Office of 
Home Care Programs, located in the Division of Medical 
Assistance and Health Services' Central Office, telephone 
number (609) 588-2620. 

5-15-95 49-48 



ADMINISTRATION 

( e) The Division administers the following six Statewide 
waivers that are described in N.J.A.C. 10:49-17.2, 17.3, 17.4 
and 17 .5 respectively: 

1. Community Care Program for the Elderly and Dis-
abled (CCPED); 

2. Home and Community-Based Services Waivers for 
Blind or Disabled Children and Adults (Medicaid's Model 
Waivers I, II, and III); 

3. AIDS Community Care Alternatives Program (AC-
CAP); and 

4. Traumatic Brain Injury Program. 

Amended by R.1994 d.426, effective August 15, 1994. 
See: 26 N.J.R. 1566(a), 26 N.J.R. 3466(b). 

10:49-17.2 Community Care Program for the Elderly and 
Disabled (CCPED) 

(a) CCPED became effective October 1, 1983. The pro-
gram allows for community care slots, allocated on a county 
basis in accordance with the needs of the county. 

(b) The seven services listed below are available under 
CCPED. Other Medicaid (Title XIX) services are not 
available to the waivered population. There is a cost cap on 
each individual service package. 

1. Case management; 

2. Home Health; 

3. Homemaker; 

4. Medical day care; 

5. Medical transportation (non-emergency); 

6. Respite care; and 

7. Social day care. 

(c) Eligibility requirements for CCPED are as follows: 

1. All individuals must be assessed to be in need of 
nursing facility care. 

2. Individuals age 65 or over must be eligible for 
Medicare or have other health insurance coverage which 
includes hospital and physician coverage. 

3. Individuals under 65 must be determined disabled 
by the Federal Social Security Administration and be 
eligible for Medicare or be determined disabled by the 
Division of Medical Assistance and Health Services' Dis-
ability Review Section and have other health insurance, 
including hospital and physician coverage. 

4. An individual's own income must exceed the SSI 
community standard up to the institutional cap or be 
ineligible in the community because of SSI Deeming 
Rules. An individual's resources may not exceed those 
required in the institutional program. A spouse's income 
also is not considered. While the spouse's resources are 
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considered in the determination of eligibility, up to one-
half of the couple's total resources are protected for the 
use of the spouse. 

5. In order to be enrolled in the program, a waiver 
slot must be available. 

10:49-17.3 Medicaid's Model Waivers-I, II and III 

(a) The Model Waivers are Home and Community-
Based Services Waivers for Blind or Disabled Children and 
Adults. Included are Model Waiver I (effective September 
1, 1983), Model Waiver II (effective April 1, 1985) and 
Model Waiver III (effective April 1, 1986). 

1. Model Waivers I and II serve a maximum of 50 
individuals each. Model Waiver III serves 150. There 
are no geographic limitations nor limitations on the num-
ber of individuals who can be served within any one 
county. 

(b) The Model Waiver programs offer, with the exception 
of nursing facility services, all New Jersey Medicaid (Title 
XIX) services, plus case management. Model Waiver III 
also offers private-duty nursing. "Private duty nursing" 
means individual and continuous care, in contrast to part-
time or intermittent care, provided by licensed nurses. Pri-
vate duty nursing is limited to a maximum of sixteen hours 
per day per person and will be provided only when there is a 
live-in primary caregiver (adult relative or significant other 
adult) who accepts 24-hour responsibility for the health and 
welfare of the recipient. 

1. Each individual's servicl package must be no more 
than the cost of institutional care, determined at a pro-
jected weighted cost of hospital care or net average cost 
of nursing facility care. 

(c) Eligibility requirements for the Model Waivers are as 
follows: 

1. Individuals must be in need of institutional care 
and meet the minimum nursing facility (NF) level of care 
criteria. Model Waiver III also requires that individuals 
need private-duty nursing service. 

2. For Model Waivers I and II, individuals must meet 
optional categorically needy standards. Total income 
must exceed the SSI community standard up to the 
institutional CAP, or the individual must be ineligible in 
the community because of SSI Deeming Rules. Parental 
income or resources are not considered in determining 
eligibility. While a spouse's income is not considered 
towards eligibility, up to one-half of the couple's total 
resources are protected for the use of the spouse. 

3. Model Waiver III applicants can either be optional 
categorically eligible or categorical eligible. In other 
words, MW III also serves individuals who are eligible 
under SSI, DYFS or AFDC programs. 
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4. Individuals must be blind or disabled children and 
adults. Individuals who have not been determined dis-
abled under the Social Security Act must be determined 
disabled by the Division of Medical Assistance and Health 
Services' Disability Review Section. 

5. In order to be enrolled in the program, a waiver 
slot must be available. 

10:49-17.4 AIDS Community Care Alternatives Program 
(ACCAP) 

(a) ACCAP became effective March 1, 1987. The pro-
gram allows for an allocation of a specific number of slots in 
accordance with the needs of each county in the State. 

(b) ACCAP offers, with the exception of nursing facility 
services, all New Jersey Medicaid (Title XIX) services, plus 
those listed in (a)l through 7 below. Total program costs 
are restricted by the number of community care slots each 
year and on per-person costs. Each individual's service 
package must be no more than the cost of institutional care, 
determined at a projected weighted cost of hospital care or 
net average cost of nursing facility care. 

1. Case management; 
2. For children: 

i. Intensive supervision to children who reside in 
Division of Y.outh and Family Services' foster homes; 
and 

ii. Specialized group foster home; 

3. Hospice care sel'\'.ices at home; 
4. Medical day care ·(specialized); 

5. (Certain) Narcotic and drug abuse treatments at 
home; 

6. Personal care assistant services (no limitation on 
the number of hours); and 

7. Private-duty nursing. 

(c) Eligibility requirements for ACCAP are as follows: 
1. Individuals must be in need of institutional care 

and meet, at a minimum, the nursing facility level of care 
criteria. 

2. Individuals must be diagnosed as having AIDS or 
ARC. Children under the age of five may also be 
diagnosed HIV positive. 

3. Individuals who are categorically needy or optional 
categorically needy are served under the program. 

4. There is no deeming or parental income or re-
sources in the determination of eligibility. A spouse's 
income also is not considered. While the spouse's re-
sources are considered in the determination of eligibility, 
up to one-half of the couple's total resources are protect-
ed for the use of the spouse. 
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5. Optionally categorically eligibles under age 65 must 
be determined disabled by the Social Security Administra-
tion (SSA) or by the Disability Review Section, Division 
of Medical Assistance and Health Services. < __ ) 

6. In order to be enrolled in the program, a waiver 
slot must be available. 

10:49-17.5 Traumatic Brain Injury Program 
(a) The Traumatic Brain Injury (TBI) Program is a re-

newable Federal waiver program under Section 1915(c) of 
the Social Security Act, 42 U.S.C. 1396n, which offers home 
and community-based services to a recipient with an ac-
quired traumatic brain injury. The purpose of the TBI 
program is to help eligible recipients to remain in the 
community, or to return to the community rather than be 
cared for in a nursing facility. 

(b) The waiver, prepared by the Division of Medical 
Assistance and Health Services (DMAHS), encourages the 
development of community-based services in lieu of institu-
tionalization. 

(c) The Program is Statewide, with slots allocated as 
individuals, ages 18 through 65, are admitted to the pro-
gram. 

( d) The Division administers the overall program, and 
has the responsibility for assessing an applicant's need for 
care and, for determining which applicants will be served by 
the program. \.__) 

( e) Program oversight shall be provided by the Division 
of Medical Assistance and Health · Services through the 
Office of Home Care Programs (OHCP) and the Surveil-
lance Utilization Review Subsystem (SURS). The delivery 
of home care services to TBI Waiver recipients will be 
subject to a post-payment utilization review by professional 
staff of the Medicaid District Offices in accordance with 
N.J.A.C. 10:63-1.15 

(t) Applicants for participation in the TBI waiver pro-
gram shall meet the following medical and financial eligibili-
ty criteria: 

1. Be not less than 18 nor more than 65 years of age 
at the time of enrollment; 

2. Have a diagnosis of acquired brain injury which 
occurred after the age of 16; 

3. Exhibit medical, emotional, behavioral and/or cog-
nitive deficits; 

4. Meet the Division's nursing facility standard care 
criteria for Pre-Admission Screening (PAS), at N.J.A.C. 
10:60-1.2; 

5. Have a rating of at least four on the Rancho Los 
Amigos Levels of Cognitive Functioning Scale ( see 
N.J.AC. 10:60, Appendix I); 
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6. Be blind, disabled, or a child under the supervision 
of the Division of Youth and Family Services (DYFS) and 
be eligible for Medicaid in the community or be eligible 
for Medicaid if institutionalized. Persons eligible for the 
Medically Needy segment of New Jersey Care ... Special 
Medicaid Programs, or enrolled in Garden State Health 
Plan, or private Health Maintenance Organizations serv-
ing Medicaid recipients are not eligible for this program. 

i. There is no deeming of spousal income in the 
determination of eligibility for this program. While 
spousal resources are considered in the determination 
of eligibility, up to one-half of the total resources are 
protected for the use of the spouse; and 

7. Be determined disabled by the Social Security Ad-
ministration (SSA) or by the Disability Review Unit of 
the Division, using the SSA disability criteria. 

(g) If the individual is dually diagnosed, for example, with 
a head injury and psychiatric illness or developmental dis-
ability or substance abuse addiction, a determination will be 
made during the initial review as to the most appropriate 
service system to manage the recipient's care. This decision 
will be made based on clinical evidence as of onset of injury, 
and professional evaluation. 

(h) Retroactive eligibility shall not be available to waiver 
recipients for those Medicaid services provided only by 
virtue of enrollment in the waiver program. Those individ-
uals who are not eligible for Medicaid services in the 
community prior to enrollment in the TBI Waiver are not 
eligible for retroactive Medicaid eligibility. 

(i) All applicants determined eligible for the TBI Waiver 
shall be issued a Medicaid Eligibility identification (MEI) 
Card. 

G) In order for an applicant to be enrolled in the pro-
gram, a waiver slot must be available. 

(k) Prior to formal application for the TBI waiver, a 
referral shall be submitted to the Office of Home Care 
Programs (OHCP) of the Division, which shall review the 
referral to determine if the individual meets the basic 
criteria for the program. If it is determined that the 
individual referred is a potential candidate for the TBI 
waiver, the following shall occur: 

1. Supplemental Security Income (SSI) recipients shall 
be referred to the appropriate Medicaid District Office 
serving their county of residence; · 

2. Children under the supervision of the Division of 
Youth and Family Services (DYFS) shall be referred to 
DYFS for the initiation of the formal application, which 
includes the determination of disability, and shall then be 
referred to the appropriate Medicaid District Office 
(MOO) serving the recipient's county of residence; and 
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3. Individuals who are not currently Medicaid eligible 
shall be referred by OHCP to the county welfare agency 
(CWA) located in the county where the individual resides, 
for a determination of financial eligibility, including the 
referral for determination of disability. 

(l ) After the applicant has been determined financially 
eligible, he or she shall be referred to the Medicaid District 
Office (MOO) of the applicant's residence for a determina-
tion of medical eligibility by the Regional Staff Nurse 
(RSN). 

(m) When the applicant is judged financially and medi-
cally eligible for the TBI waiver program, the MOO shall 
assign the case to a case management site and notify the 
OHCP of the recipient's approval for participation in the 
program. 

(n) The MOO shall review and approve the plan of care . 
prepared by the case manager initially, and at six month 
intervals. 

(o) If a waiver recipient is categorically eligible for Med-
icaid services under the State Plan and no waiver services 
are required as a part of the plan of care, the recipient shall 
be terminated from the TBI program. 

(p) All approved services under the New Jersey Medicaid 
program, except for nursing facility services, are available 
under the TBI Waiver from approved Medicaid providers in 
accord with an individualized plan of care. (See NJ.AC. 
10:60-5.5 for a description of services.) 

(q) An individual shall be terminated from the TBI Waiv-
er Program for the following reasons: 

1. He or she no longer meets the income and resource 
requirements for Medicaid; 

2. · He or she no longer exhibits medical, emotional, 
behavioral and/or cognitive deficits which would qualify 
the individual for nursing facility care; 

3. He or she attains a Level 8 or above on the Rancho 
Los Amigos Levels of Cognitive Functioning Scale; 

4. He or she refuses to accept case management 
services; or 

5. He or she is categorically eligible for Medicaid 
State Plan services and does not require waiver services as 
part of the plan of care. 

(r) Where termination is sought pursuant to (q) above, an 
individual shall be afforded the opportunity to request a 
hearing pursuant to N.J.A.C. 10:49-9.10. 

New Rule, R.1994 d.426, effective August 15, 1994. 
See: 26 N.J.R. 1566(a), 26 N.J.R. 3466(b). 
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SUBCHAPTER 18. HOME CARE EXPANSION 
PROGRAM 

10:49-18.1 Introduction 

(a) The Home Care Expansion Program (HCEP) (P.L. 
1988, c.92), as set forth in N.J.S.A. 30:4E-6, is a Casino 
Revenue funded program. The intent of the legislation is 
to offer home care services to elderly and disabled persons 
in New Jersey who are at risk of institutionalization and 
whose income and resources exceed the financial require-
ments for Medicaid or the Community Care Program for 
the Elderly and Disabled (CCPED). It is anticipated that 
the provision of home care service will delay or prevent 
institutionalization. HCEP is available Statewide. Program 
slots are allocated to each county. 

(b) The Division of Medical Assistance and Health Ser-
vices has the responsibility for overall administration of the 
program and for monitoring the case management sites. 
The determination of eligibility and cost-share billing and 
collection is the responsibility of the Division's Bureau of 
Pharmaceutical Assistance to the Aged and Disabled 
(PAAD). 

10:49-18.2 Services 

(a) HCEP can provide payment for a limited package of 
services including: 

1. Case management services; 

i. Case management is provided by a nurse or social 
worker. Case managers are responsible for assessing 
need for care, planning, locating, coordinating and 
monitori1;1g the services designed to meet individual 
needs of persons being served. Case management 
services, provided by a variety of agencies, also include 
responsibility for the development of a service plan with 
input from the client/family, attending physician and 
provider agencies, and for monitoring the cost of the 
service package, and calculating cost-share liability; 

2. Home health care over and above what Medicare 
allows; 

3. Homemaker services; 

4. Medical day care; 

5. Non-emergency medical transportation; 

6. Respite care to relieve caregiver for short periods 
of time; and 

7. Social day care. 

(b) Cost limitations/requirements for HCEP are as fol-
lows: 
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1. Total costs for HCEP are restricted by the amount 
of money appropriated to the Division of Medical Assis-
tance and Health Services from the Casino Revenue 
Fund. The number of HCEP slots and the per person 
costs are limited in order to stay within these appropriat-
ed monies. The cost for care for each individual is 
limited to a percentage of the cost of nursing home care 
which will be determined periodically. There is no pay-
ment for services provided before enrollment in the pro-
gram. 

2. Clients may be required to share in the cost of their 
care. The amount of this cost-share is determined by the 
individual's income, the cost of the services, and the 
additional medical or remedial care received. Non-pay-
ment of this cost-share will result in termination from the 
program. 

10:49-18.3 Eligibility requirements 
(a) To qualify for HCEP services, an individual 65 or 

over must: 

1. Need long-term home care services which are medi-
cally necessary to avoid or delay institutionalization; 

2. Be eligible for Medicare or have other health care 
insurance which includes hospital and physician coverage; 
and 

3. Have an annual income of less than $18,000 if 
single, or if married, less than $21,000 in combination 
with that of his/her spouse. Liquid resources must be less 
than $15,000 for single or married persons. 

(b) To qualify for HCEP services, an individual under 65 
must also: 

1. Be receiving Social Security disability benefits; or 

2. Be determined disabled by the Social Security Ad-
ministration, or the New Jersey Division of Medical Assis-
tance and Health Services, Disability Review Section; and 
also 

3. Be eligible for Medicare or have other health care 
insurance which includes hospital and physician coverage. 

10:49-18.4 Application 
Application for HCEP can be made to P AAD, by calling 

the toll-free number, 1-800-792-9745. Inquiries about the 
program should be directed to the Division's Office of 
Home Care Programs at (609) 588-2620. 

SUBCHAPTER 19. PREPAID HEALTH CARE 
SERVICES: MEDICAID ELIGIBLES 

Cross References 
Optical appliance services, prior authorization for inclusion in bene-

fits package, see N.J.AC. 10:62-2.5. 
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10:49-19.1 Definitions 

The following words and terms, when used in this sub-
chapter, shall have the following meanings unless the con-
text clearly indicates otherwise. 

"Benefits" means medical, psychiatric and related health 
services which the contractor has agreed to provide, arrange 
for and be held fiscally responsible for under the negotiated 
contract. The benefit package that shall be provided by the 
contractor under the terms of the contract is specified in 
N.J.A.C. 10:49-19.3. 

"Capitation rate" means a stated sum due the contractor 
for a stated group of services for each enrollee for a period 
of time specified in the contract. 

"Commissioner" means the Commissioner of the Depart-
ment of Human Services or a duly authorized representa-
tive. 

"Contractor" means a health maintenance organization or 
prepaid health plan as defined herein which contracts with 
the Department for the provision of comprehensive health 
care services to Medicaid enrollees on a prepayment basis. 

"CWA" means county welfare agency, that agency of 
county government which is charged with the responsibility 
for determining eligibility for certain public assistance pro-
grams. 

"Department" means the Department of Human Services. 

"Director" means the Director of the Division of Medical 
Assistance and Health Services or a duly authorized repre-
sentative. 

"Disenrollment" means the process of removal of an 
enrollee from the contractor's plan, not from the Medicaid 
Program. 

"Division" means the Division of Medical Assistance and 
Health Services of the Department. 

"Emergency services" means those services required to 
treat a life-threatening or organ-threatening condition or 
potentially life or organ-threatening condition of such imme-
diate nature that any unusual delay in treatment would be 
dangerous to the health or well-being of the enrollee. 

"Enrollee" or "enrolled recipient" means an individual 
who is eligible for Medicaid residing within the defined 
market area, who elects or has had elected on his or her 
behalf by an authorized person, in writing, to participate in 
the contractor's plan ahd meets specific Medicaid eligibility 
requirements for Plan enrollment agreed by the Department 
and the contractor. 

10:49-19.1 

"Enrollment" means the process by which individuals 
eligible for Medicaid voluntarily contract to utilize prepaid 

. health care services in lieu of standard Medicaid benefits. 

"Enrollment area" means the boundaries established by 
Zip Code, within which the HMO shall limit their enroll-
ment. 

"EPSDT" means Early, Periodic, Screening, Diagnosis, 
and Treatment mandated by Title XIX of the Social Securi-
ty Act. 

"Federally qualified HMO" means an HMO that has 
been determined by the Public Health Service (PHS) to be a 
qualified HMO under section 1310(d) of the PHS Act. 

"Health maintenance organization" or "HMO" means a 
public or private organization, organized under State law 
which: 

1. Is a Federally qualified HMO (defined above); or 

2. Meets the State Plan's definition of an HMO which 
includes at a minimum the following requirements: 

i. Is organized primarily for the purpose of provid-
ing health care services; 

ii. Makes the services it provides to its Medicaid 
enrollees as accessible to them (in terms of timeliness, 
amount, duration, and scope) as those services are to 
non-enrolled Medicaid eligible individuals within the 
area served by the HMO; 

iii. Makes provision, satisfactory to the Division, 
against risk of insolvency, and assures that Medicaid 
enrollees will not be liable for the HMO's debts if it 
does become insolvent; and 

iv. Has a Certificate of Authority granted by the 
State of New Jersey to operate in all or selected 
counties in New Jersey. 

"HHS" or "DHHS" means the Department of Health 
and Human Services of the Federal government. 

"JPN" means Independent Practitioner Network which is 
one of the types of HMO operation. Services are provided 
for enrollees in the individual offices of the contracting 
physician case managers (PCMs). 

"Market area" means the defined geographic area within 
which all potential enrollees shall reside. 

"Marketing" means any presentation by or on behalf of 
an HMO for enrollment purposes. 

"Medicaid" refers to the program funded under Title 
XIX of the Social Security Act administered by the Depart-
ment. 
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"Medicaid recipient" means an individual eligible to re-
ceive services under the New Jersey Medicaid Program as 
authorized by State and Federal law and amendments there-
to. 

"Non-covered HMO services" means services not covered 
in the contractor's benefits package included under the 
terms of the Medicaid contract. 

"Non.:covered Medicaid services" means all services not 
covered under the New Jersey State Plan for the Medicaid 
Program. 

"Nonrisk" means that the contractor is not at financial 
risk for changes in the cost or utilization of services provid-
ed for in the payment rate agreed upon at the beginning of 
the contract period. Under a nonrisk contract, the State 
agency may make retroactive adjustments during and at the 
end of the contract period so that the contractor is reim-
bursed for costs actually incurred, subject to the upper limit 
of payment established in 42 CFR 447.362 or any lower limit 
specified in the contract. 

"PCM" means physician case manager which is the pri-
mary care physician. 

"Plan" means all services and responsibilities undertaken 
by the contractor pursuant to this contract. 

"Prepaid health plan (php)" means an entity that provides 
medical services to enrollees, under a contract with the 
Medicaid agency and on the basis of prepaid capitation fees, 
but does not necessarily qualify as an HMO. 

"Primary care physician" means a physician who has the 
responsibility for general care and treatment and for initiat-
ing referrals for specialist care and for maintaining continui-
ty of patient care. In general, the primary care physician is 
a general or family practitioner, internist, pediatrician or 
obstetrician/gynecologist. 

"Referral services" means those health care services ren-
dered outside of the contractor's facilities or IPN when 
ordered and approved by the contractor. 

"Risk" or "underwriting risk" means the possibility that a 
contractor may incur a loss because the cost of providing 
services may exceed the payments made by the agency to 
the contractor for services covered under the contract. 

"Service area" means the geographic area in which the 
contractor is obligated to provide covered services for its 
Medicaid enrollees under its contract. 

"Subcontract" means any written agreement between the 
contractor and a third party to perform a specified part of 
the contractor's obligations under the contract. 

DEPT. OF HUMAN SERVICES 

"Subcontractor" means any third party who has a written 
agreement with the contractor to perform a specified part of 
the contractor's obligations, and is subject to the same 
terms, rights, and duties as the contractor. 

"Target population" means the population from which 
the initial number of enrollees, not to exceed any limit 
specified in the contract, will be drawn; that is, individuals 
eligible for Medicaid residing within the stated market area 
and belonging to one of the categories of eligibility for 
Medicaid to be covered under the contract. 

"Termination" means the loss of Medicaid eligibility and 
therefore automatic disenrollment from· the HMO if beyond 
the guaranteed eligibility period. 

Emergency Amendment, R.1993 d.525, effective October 4, 1993 (to 
expire December 3, 1993). 

See: 25 N.J.R. 4793(a). 
. Adopted Concurrent Proposal, R.1994 d.4, effective December 2, 1993. 

See: 25 N.J.R. 4793(a), 26 N.J.R. 224(a). 

10:49-19.2 Criteria for contracting with the Department 

(a) The contractor shall: 

1. Comply with the requirements of the New Jersey 
Certificate of Authority (P.L. 1973, c.337, N.J.S.A 26:2J-l 
et seq.) statutes and regulations; 

2. Provide to the Division of Medical Assistance and 
Health Services, Department of Human Services, a copy 
of the Department of Health approved Certificate of 
Authority and application document on request; 

3. Furnish the Department with such information and 
reports that the Department finds necessary and maintain 
records as required by the Department, State and Federal 
governments; 

4. Enroll individuals and provide services without ref-
erence to race, sex, age, religion, creed, color, national 
origin, ancestry or on the basis of health status or need 
for health services other than those services specifically 
excluded from coverage by the contract; 

5. Comply with the requirements of having any con-
tract resulting from a proposal be approved by the Health 
Care Financing Administration (HCFA) and the appro-
priate State control agencies before it shall become effec-
tive; 

6. Have the organizational and administrative capabil-
ities to carry out its duties and responsibilities under the 
contract. This shall include at a minimum, the following: 

i. A full time administrator to manage day-to-day 
business activities of the contractor and who is the 
responsible contract officer. (This does not require a 
full time administrator to be dedicated solely to the 
Medicaid contract.); 
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ii. Data reporting capabilities sufficient to provide 
necessary reports and to assure orderly and timely flow 
of reports to the Department; 

iii. Financial records and books of accounts main-
tained in accordance with generally accepted account-
ing principles which are sufficient to disclose fully the 
disposition of all program funds received; and 

iv. An annual independent audit arranged for by 
the contractor and which shall be performed by a 
certified public accountant; 

7. Advise the Department of its administrative organi-
zation and changes thereto. This includes the functions 
and responsibilities of each principal, an organizational 
chart and list of all personnel and providers used either 
directly by the contractor or through subcontractual ar-
rangements. For each principal and each provider not 
previously reported, include the following information: 

i. Full name; 

ii. Business address; 

iii. Date of birth; 

iv. Social Security Number; 

v. IRS employer number; 

vi. Professional license number (when applicable); 
and 

vii. Medical specialty (when applicable); 

8. Comply with eligibility requirements of the program 
which, for example, include but are not limited to: con-
tractor shall only enroll individuals who are covered under 
specified Medicaid categories of assistance and who reside 
in the agreed upon market area; 

9. Identify and provide financial disclosure of subcon-
tractors with whom it has had business transactions in 
excess of $25,000 per year, and any significant business 
transactions with such subcontractors. Transactions that 
shall be reported include: 

i. Any sale, exchange or leasing of property; 

ii. Any furnishing for consideration of goods, ser-
vices, or facilities (but not employee salaries); and 

iii. Any loans or extensions of credit; 

10. Make available any information reported to the 
State, and upon request, to the Secretary of the U.S. 
Department of Health and Human Services, the Office of 
the Inspector General, the Comptroller General and to its 
enrollees. The State or Secretary may request that the 
information be in the form of a consolidated financial 
statement; 

11. Disclose to the Division the identity of each per-
son with a controlling interest or ownership of five per-
cent or more; and 

10:49-19.3 

12. The contrnctor may not employ or contract with: 

i. Any individual or entity excluded from Medicaid 
participation under Sections 1128 or 1128A of the 
Social Security Act for the provision of health care, 
utilization review, medical social work, or administra-
tive services; or 

ii. Any entity for the provision of such services 
( directly or indirectly) through an excluded individual 
or entity. 

(b) The contractor shall also comply with the Federal 
regulations governing HMOs or PHPs, as currently exist or 
hereinafter may be amended. The federal regulations gov-
erning prepaid health care services may be found in the 
Code of Federal Regulations at 42 CFR 434 and 42 CFR 
110. 

10:49-19.3 Benefits 
(a) Rules on the scope of benefits require that: 

1. The Division shall be responsible for providing all 
non-HMO covered services that are Medicaid benefits to 
Medicaid enrollees. This means that any service or item 
normally provided under the New Jersey Medicaid Pro-
gram shall be provided to members if it is not covered 
under the terms of the contract with the HMO or PHP. 
The same limitations, such as prior authorization and 
medical necessity, shall still be applicable for Medicaid 
services provided outside the contract. 

2. The benefits available under a nonrisk contract 
shall be those services and/or items that are specified in 
the contract. 

3. The benefits available under a risk contract shall be 
those services and/or items that are specified in the 
contract. 

4. Pursuant to Federal regulations (42 CFR 434.21), 
risk comprehensive contracts are risk contracts for fur-
nishing comprehensive services, which shall include inpa-
tient hospital services and any of the following services, or 
any three or more of the following services or groups of 
services: 

i. Outpatient hospital services; 
ii. Other laboratory and x-ray services; 

111. Covered long-term care services provided in 
nursing facilities, early and periodic screening, diagnosis 
and treatment (EPSDT), and family planning; 

iv. Physicians' services; 
v. Home Health services. 

(b) Responsibilities of the contractor are as follows: 
1. The contractor shall make available emergency ser-

vices, as defined in N.J.A.C. 10:49-19.1, on a 24-hour-a-
day, seven-day-a-week basis. 
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2. The contractor shall offer health education services 
as an integral part of its health care delivery system to its 
enrollees in order to assure appropriate use of health care 
services and to promote the maintenance of health. 

3. The contractor shall provide EPSDT equivalent 
services for all Medicaid enrollees under 21 years of age 
in accordance with the protocols approved by the Divi-
sion. 

i. Initial physical examinations shall be provided. 
All further treatments indicated shall be provided in an 
appropriate and timely manner and shall be appropri-
ately documented as specified by EPSDT requirements. 
The above shall be in accordance with EPSDT regula-
tions. 

(1) The Division shall monitor the EPSDT equiva-
lent through periodic audits. 

4. The contractor shall provide or arrange to have 
provided all covered necessary health care services in a 
manner that is prompt, appropriate, and of a quality that 
conforms to generally acceptable professional standards 
as set forth in the Federal Social Security Act, 42 U.S.C. 
1302 et seq., and all other applicable Federal and State 
laws. 

(c) Limitations on services in an HMO setting are as 
.follows: 

1. · The following service limitations are consistent with 
those of the fee-for-service Medicaid Program and are not 
included in the contractual service package or capitation 
payments even if provided by the HMO: 

i. Services of podiatrists shall be provided with the 
exceptions of routine foot care and treatment of flat 
foot conditions, unless medical necessity determines 
otherwise. 

ii. Physical therapy, occupational therapy, and treat-
ment for speech, language or hearing disorders are 
provided but limited to such services when provided to 
an enrollee by a nursing facility, by an approved home 
health agency, hospital outpatient department, indepen-
dent outpatient clinic, or at Contractor's facilities. Ser-

. vices provided by privately practicing therapists shall 
not be eligible for payment under the capitation rate 
unless: 

(1) The Physical therapist holds a current license 
to practice in New Jersey; · 

(2) The physical therapist is under contract with 
the contractor and will abide by the provisions of the 
contract; and 

(3) The costs of these services are specifically 
identified in the contractor's proposed capitation 
rate. 
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iii. Abortions are not covered under an HMO pro-
gram but will continue to be paid on a fee-for-service 
basis by the Medicaid Program. 

( d) Exclusions: The following are not covered services: 

1. All claims arising directly or indirectly from services 
provided by or in institutions owned or operated by the 
Federal government; 

2. Elective cosmetic surgery; 

3. Rest cures and custodial or domiciliary care; 

4. Personal comfort and convenience items; services 
and supplies not directly related to the care of the patient, 
including but not limited to guest meals and accommoda-
tions, telephone charges, travel expenses other than ·those 
services which may be specifically covered under the 
contract (such as ambulance services), take-home supplies 
and similar costs; 

5. Services involving the use of equipment in facilities, 
the purchase, rental or construction of which has not been 
approved by applicable laws of the State of New Jersey 
and regulations issued pursuant thereto; 

6. All services not provided, approved, or arranged by 
the HMO physician except in emergency services as de-
fined in N.J.A.C. 10:49-19.1; 

7. Services provided in an inpatient psychiatric institu-
tion that is not an acute care hospital to individuals under 
65 years of age and over 21 years of age; and 

8. Private duty nursing. 

(e) Availability of services rules require that: 

1. Each contractor shall demonstrate the availability 
and accessibility of sufficient numbers of institutional 
facilities and professional, allied and supporting paramed-
ical personnel to perform adequately the agreed-upon 
services; 

2. Each contractor shall insure that no distinctions will 
be made with regard to quality of service or availability of 
benefits .between Medicaid enrollees under this subchap-
ter and any other parties served by the contractor; 

3. To the extent feasible and appropriate, each Medic-
aid enrollee shall be given the choice of a primary care 
physician who will supervise and coordinate his or her 
care; and 

4. Generally, the contractor shall have only one mar-
ket area for all Medicaid parties served, including those 
served under these regulations. Modifications of such 
market area for purposes of contracting under this sub-
chapter shall be subject to approval by the Division. 

10:49-19.4 Marketing and enrollment 
(a) The following pertain to marketing: 
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1. The contractor shall obtain written approval from 
the Division prior to implementing the following: 

i. The form and content of informational and in-
structional materials to be distributed to Medicaid en-
rollees, outlining the scope and nature of benefits pro-
vided by the contractor; 

ii. The form and content of informational and in-
structional materials to be distributed to inform Medic-
aid enrollees of changes in program scope or adminis-
tration; and 

iii. The form and content of all public information 
releases pertaining to the enrollment of Medicaid indi-
viduals in the contractor's plan. 

2. The contractor shall insure that: 

i. All marketing presentations accurately and clearly 
represent the benefits and limitations of the contrac-
tor's plan; 

ii. The marketing representatives have received suf-
ficient instructions and training to be capable of per-
forming such marketing activities; 

iii. The marketing representatives shall only repre-
sent themselves as agents of the contractor involved in 
marketing; 

iv. That all marketing presentations make clear that 
HMO enrollment is voluntary; and 

v. The marketing representatives shall be prohibited 
from offering or giving any form of compensation or 
reward as an inducement to a Medicaid recipient to 
enroll in the contractor's plan. 

(b) The following pertain to information provided to 
enrollees: 

1. At such time as a Medicaid recipient signs an 
enrollment application of an HMO or prepaid health 
plan, the contractor shall inform the eligible that: 

i. There is normally a minimum 30 to 45-day pro-
cessing period between the date of application and the 
effective date of enrollment; 

ii. During this interim period, the Medicaid enrollee 
may continue to receive health care services under his 
or her current arrangement as long as he or she retains 
Medicaid eligibility; and 

iii. Subject to the disenrollment rules in (d) below 
and the termination provisions in the contract between 
the contractor and the Department, enrollment shall be 
for a period of six months at a time; 

2. Within 10 days after the effective date of coverage, 
or as specified in the contract, the contractor shall provide 
in writing to a new enrollee: 

i. Notification of his or her effective date of enroll-
ment; 
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ii. An identification card clearly indicating that the 
bearer is an enrollee in the HMO or prepaid health 
plan; 

iii. Specific written details on benefits, limitations, 
exclusions, and availability and location of services and 
facilities. Thereafter, such notification shall be provid-
ed at least annually; 

iv. An explanation of the procedure for obtaining 
benefits including the address and telephone number of 
primary care physicians, the hours and days facilities 
are open, and accepted appointment procedures; 

v. Information regarding continued enrollment in 
the contractor's plan including patient's rights and pa-
tient's responsibilities, and the reasons a person may 
lose eligibility for the plan and what should be done if 
this occurs; 

vi. Procedures for resolving complaints; 

vii. Information giving reasons and procedures for 
disenrollment; 

viii. Any other information essential to the proper 
use of the plan as may be required by the Division; 

ix. An explanation of where and how 24 hour a day 
emergency medical care and out-of-area coverage is 
available; and 

x. An explanation of how to obtain non-covered 
HMO services that are Medicaid benefits. 

3. Information as required by (b )2 above shall be 
supplied whenever there are significant changes in the 
services provided or the locations where they can be 
obtained, or other changes in program nature and admin-
istration. Such information shall be provided to each 
enrolled family household at least 10 days prior to such 
change. 

(c) The following pertain to enrollment: 

1. The contractor shall enroll Medicaid recipients in 
the order in which they apply, without restrictions, up to 
contract limits. 

2. Enrollment shall be accomplished by the Medicaid 
eligible individual's voluntary signing of an enrollment 
application agreeing to utilize only the health care ser-
vices provided or arranged by the contractor, and comple-
tion of the enrollment procedures specified by the Divi-
sion. 

3. Enrollment shall be for the entire Medicaid case 
(family household). The contractor may not enroll a 
partial case except at the Director's discretion. 

4. Enrollment shall be for periods of six months and 
in accordance with Federal statute, Section 1903(m)(2)(F) 
of the Social Security Act with the exceptions indicated in 
(d) below. This fact shall be clearly stated on the enroll-
ment application. 
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5. At any time during the first 30 days of each six 
month enrollment period, the enrollee may elect to disen-
roll from the contractor's plan, upon written notification 
to the contractor, without stating a cause and with cause 
thereafter. The contractor may terminate an enrollee's 
enrollment for reasonable cause, through a grievance 
process which is consistent with applicable State and 
Federal regulations and is approved by the Division. 

i. There is an exception for State-defined HMOs as 
found in N.J.A.C. 10:49-19.11. 

6. The contractor shall obtain written approval from 
the Director prior to implementing a method of enroll-
ment and enrollment forms to be used to enroll Medicaid 
recipients. 

7. For any person who applies for participation in the 
Plan and who is hospitalized at the time this coverage 
becomes effective, such coverage shall not commence 
until the date such person is discharged from the hospital. 

( d) The following pertain to disenrollment: 

1. Disenrollment of an enrollee from the plan will 
occur: 

i. Whenever the enrollee is no longer qualified to 
receive Medicaid services, unless otherwise specified in 
the contract; 

ii. Whenever the enrollee moves outside of the 
market area boundaries; 

iii. Whenever the contract between the Department 
and the contractor is terminated; or 

iv. Through formal grievance. 

2. Provision shall also be made for an enrollee's vol-
untary disenrollment from the contractor's plan in accor-
dance with Section 1903(m)(2)(F) of the Federal Social 
Security Act. 

3. Until such time as the enrollee's termination of 
coverage becomes effective, the contractor shall remain 
liable for all contracted services. If an enrollee is hospi-
talized at the time of disenrollment or termination, the 
contractor shall be liable for all inpatient hospital charges 
(if a contracted service). 

Emergency Amendment, R.1993 d.525, effective October 4, 1993 (to 
expire December 3, 1993). · 

See: 25 N.J.R. 4793(a). 
Adopted Concurrent Proposal, R.1994 d.4, effective December 2, 1993. 
See: 25 N.J.R. 4793(a), 26 N.J.R. 224(a). 

10:49-19.5 Medical records; peer review; quality 
assurance 

(a) The following pertain to medical records: 

1. Each contractor shall maintain a medical record on 
each member who has received medical services while 
enrolled in the contractor's plan. 
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2. Each enrollee's medical records shall be kept in 
detail consistent with Federal and State requirements and 
good medical and professional practice based on the 
service provided. Furthermore, each contractor shall 
conform to the standards of confidentiality of information 
mandated for Federal and State officials (Section 
1902(a)(7) of the Federal Social Security Act, 42 CFR 
431.300, N.J.S.A. 30:4D-7(g), and N.J.A.C. 10:49-9.4 and 
9.5.). 

3. Medical records of enrollees shall be sufficiently 
complete to permit subsequent peer review or medical 
audit. All required records, either originals or reproduc-
tions thereof, shall be maintained in legible form and 
readily available to appropriate Division professional staff 
upon request for review and evaluation by professional 
medical and nursing staff. 

4. The contractor shall release medical records of 
enrollees, as may be directed by authorized personnel of 
the Division, appropriate agencies of the State of New 
Jersey or the U.S. Government and shall be consistent 
with the provisions of confidentiality. (Section 1902(a)(7) 
of the Federal Social Security Act, 42 CFR 431.300, 
N.J.S.A. 30:4D-7(g), and N.J.A.C. 10:49-9.6). 

5. All records shall be retained in accordance with the 
record retention requirements of 45 CFR Part 74 and 
appropriate State law. 

6. The Division has the right to conduct audits accord-
ing to appropriate Federal and State statutes and regula-
tions. 

(b) The following pertain to peer review: 

1. Each contractor shall submit a description of its 
system of internal peer review to the Division for approval 
to assure that acceptable professional practice shall be 
followed by the contractor as well as its subcontractors. 

2. There shall also be an explanation of how such peer 
review procedures will relate to the applicable peer review 
organization (PRO) should such exist. 

3. The number · of cases reviewed and summaries of 
the actions taken by the peer review ·system shall be 
reported annually to the Division. 

(c) The following pertain to quality assurance: 

1. The Division and the U.S. Department of Health 
and Human Services shall have the right to inspect or 
otherwise evaluate the quality, appropriateness and timeli-
ness of services performed under this contract in accor-
dance with State and Federal requirements. 

2. The contractor shall offer assurances that all health 
care services required by its enrollees shall meet quality 
standards within the acceptable medical practice of care 
consistent with the medical community standards of care. 
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3. The contractor shall submit a detailed plan for 
establishing and maintaining an internal quality assurance 
system to the Division for approval to assure that accept-
able professional practice shall be followed by the organi-
zation and its subcontractors, This shall include a pro-
posed system for continuing performance review and 
health care evaluation, that is, explanation of the methods 
which the contractor proposes to follow in guaranteeing 
that the services provided each enrollee shall meet criteria 
required bey appropriate Federal and State statutes and 
regulations (42 CFR 434.34). 

4. The contractor shall agree to medical audits relat-
ing to its standard of medical practice and the quality, 
appropriateness and timeliness of health care services 
provided all members, as may be required by the Division. 
The medical audit shall include, at a minimum, the review 
of: 

i. The delivery system for patient care; 

ii. Utilization data and medical evaluation of care 
provided and patient outcomes for specific enrollees as 
well as for a statistical representative sample of enrollee 
records. 

iii. The peer review system and reports; and 

iv. The grievances relating to medical care including 
their disposition. 

5. The results of the medical audits may be disclosed 
to the public on a need-to-know basis by the State, 
consistent with State and Federal law. 

6. The contractor shall agree to release the compre-
hensive medical records of enrollees upon termination of 
their coverage, as may be directed by the member, autho-
rized personnel of the Division, appropriate agencies of 
the State of New Jersey, or the United States Govern-
ment. 

10:49-19.6 Grievance procedure 
(a) The contractor shall establish a grievance procedure 

for the receipt and adjudication of any and all complaints 
from enrollees relating to quality, scope, nature and delivery 
of services. Such grievance procedure shall be communicat-
ed to the enrollee in writing to provide for expeditious 
resolution of grievances by the contractor's personnel at a 
decision-making level with authority to require corrective 
action. The contractor shall also review the complaint 
procedure at reasonable intervals, but no less than annually, 
for the purpose of amending same, with the prior written 
approval of the Division in order to improve said system and 
procedure. 

(b) The contractor shall insure that all enrollees receiving 
services funded under Title XIX of the Social Security Act 
shall be informed in a simple, brief statement of their rights 
to a fair hearing and of the contractor's grievance review 
procedures. This may be accomplished by an annual mail-

10:49-19.7 

ing as noted in N.J.A.C. 10:49-19.4, a member handbook, or 
any other method approved by the Division. 

(c) The contractor shall report all completed grievances 
to the Division with a brief statement of the problem and 
resulting outcome on a quarterly basis. 

10:49-19.7 Financial arrangements 
(a) The contractor shall submit for Division approval 

information in sufficient detail to describe: 

1. The exact capitation rate requested for each cate-
gory of medical assistance covered under the contract; 

2. The major cost components that constitute each 
capitation rate, including at a minimum the projected 
costs of hospital services, physician services, administra-
tion, and other components as approved by the Division; 
and 

3. A detailed description of the underlying assump-
tions and procedures followed by the contractor in deter-
mining its rate. 

(b) The annual capitation rate for any contractor may not 
exceed the expected per capita, fee-for-service cost for 
similar services provided to an actuarially equivalent non-
enrolled population who reside in the contractor's market 
area. 

(c) Capitation rates shall be subject to negotiation before 
the contract renewal, but shall not be revised more often 
than annually. 

( d) Any capitation rates paid to the contractor shall not 
include payment for recoupment of losses incurred by the 
contractor from prior years. 

( e) The Division does not provide stop loss for risk 
contracts. 

(t) The contractor is responsible for payment of all con-
tracted covered services, including emergency services as 
defined in the contract, rendered to an enrollee whether or 
not such services are provided at the contractor's facilities. 

(g) The contractor shall make available to the Division, 
for inspection and audit, any financial records of the con-
tractor or its subcontractors in accordance with 42 C.F.R. 
434.38 and as specified by the Division. 

(h) If third party liability exists for an enrollee, for exam-
ple, by health insurance contract, subrogation or tort, the 
Division shall require the contractor to recover, or attempt 
to recover, all appropriate payments from any and all liable 
third party sources for services provided to enrollees. Like-
wise, the Division shall require that the contractor use its 
best efforts to insure that its subcontractors utilize these 
same payment sources. 
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1. It is the contractor's responsibility to recover mo-
nies from liable third parties and any monies so recovered 
are the property of the contractor. 

2. The contractor shall include in its periodic report-
ing to the Division a complete disclosure demonstrating 
its efforts to obtain payment from liable third parties and 
the amount and nature of third party payments recovered 
for Title XIX members including, but not limited to, 
services, and conditions which are: 

i. Employment related injuries or illnesses; 

ii. Related to motor vehicle accidents, whether in-
jured as pedestrians, drivers, passengers or bicyclists; or 

iii. Contained in Diagnosis Codes 800 through 999 
(ICD-9-CM) with the exception of Code 994.6. 

3. The Division shall thereafter pursue a policy of 
deducting an amount actuarially determined to be repre-
sentative of the availability of third party coverage from 
the capitation rate, unless the capitation rate already 
includes an allowance for the recovery of third party 
payments. 

Emergency Amendment, R.1993 d.525, effective October 4, 1993 (to 
expire December 3, 1993). 

See: 25 N.J.R. 4793(a). 
Adopted Concurrent Proposal, R.1994 d.4, effective December 2, 1993. 
See: 25 N.J.R. 4793(a), 26 N.J.R. 224(a). 

10:49-19.8 Capitation payments to contractors 

(a) For Medicaid enrollees enrolled in accordance with 
N.J.A.C. 10.49-19.4(c)2, the Division shall pay the capita-
tion rate no later than the 15th day of the month in which 
that individual will be eligible to receive services. 

(b) The Division shall make monthly payments to the 
contractor based upon the total number of certified enroll-
ees and negotiated capitation rate(s). 

10:49-19.9 General reporting requirements 

(a) Each contractor shall furnish such timely information 
and reports as the Division may find necessary, and on such 
forms or in such format as the Division may prescribe. 
Such reports shall include information sufficient for Division 
management and evaluation purposes in at least the follow-
ing areas: 

1. Marketing and enrollment performance; 

2. Enrollee identification data, such as age, sex, and 
residence; 

3. Utilization data for covered services provided under 
the contract; 

4. Financial data; and 

5. Third party payment recoveries for enrollees. 
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(b) The contractor shall submit to the Division at least 
annually information specified by the Division on non-
Medicaid enrollees for purposes of comparative analyses of 
services use and cost patterns. 

( c) Each contractor shall maintain records in accordance 
with 45 C.F.R. 74, and applicable law, and make available to 
authorized personnel of the Division all records created 
pursuant to the contracts entered into under this subchap-
ter. 

( d) All significant changes that may affect the contrac-
tor's performance under the contract shall be immediately 
reported to the Division. 

(e) The contractor, with the prior written approval of the 
Division as to form and content, shall arrange for the 
distribution of informational materials to all subcontractors 
providing services. to enrollees, outlining the nature, scope 
and contract requirements. 

10:49-19.10 Contract sanctions 
(a) If the Division finds that a contractor fails to comply 

with any of the appropriate laws, regulations or terms of the 
contract, or for other good cause, the Division may impose 
one or all of the following: 

1. A letter of admonishment to the contractor indicat-
ing that continued violations may lead to the imposition 
sanctions listed in (a)2, 3 or 4 below; 

2. A suspension of further enrollments and one or 
more marketing activities; 

3. A ~ithholding of all or part of the capitation 
payments; and/or 

4. Termination of the contract. 

(b) The Division shall give reasonable written notice of 
its intention to impose· sanctions to the contractor, and if 
necessary as determined by the Division, to enrollees and 
others who may be directly interested. Such written notice 
shall state the effective date of, and the reason for, the 
sanctions. 

(c) The contractor or Division shall have the right to 
terminate the contract with at least 90 days written notice to 
the other party, or as otherwise stated in the contract. 

(d) Pursuant to 42 U.S.C. 1396b(m)(5)(A), the Secretary 
of the U.S. Department of Health and Human Services may 
impose substantial civil money penalties on the contractor if: 

1. It has failed to substantially provide required medi-
cally necessary items and services if that failure has 
adversely affected the enrollees or has substantial likeli-
hood of adversely affecting the enrollees; 

2. It imposes premiums on enrollees in excess of the 
premiums allowed by the law; 
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3. It discriminates among enrollees on the basis of 
their health status or requirements for health care services 
by expulsion or refusal to re-enroll an enrollee or engag-
ing in any practice that would reasonably be expected to 
have the effect of denying or discouraging enrollment by 
eligible persons whose medical condition or history indi-
cates a need for substantial future medical services; or 

4. It misrepresents or falsifies information that is fur-
nished to: 

i. Secretary of the Department of Health and Hu-
man Services or the State; or 

ii. To any person or to any other entity under this 
subsection. 

( e) The Secretary may provide, in addition to any other 
remedies available under law, for any of the following 
remedies: 

1. Civil money penalties of not more than $25,000 for 
each determination under (d) above, or, with respect to a 
determination under ( d)3 or ( d)4i of not more than 
$100,000 for each such determination, plus, with respect 
to a determination under ( d)2 above, double the excess 
amount charged in violation of such paragraph (and the 
excess amount charged shall be deducted from the penalty 
and returned to the individual concerned), and plus, with 
respect to a determination under (d)3 above, $15,000 for 
each individual not enrolled as a result of a practice 
described in such paragraph. 

10:49-19.11 State-defined HMOs 

(a) A State-defined HMO is subject to all of the require-
ments of N.J.A.C. 10:49-19.1 through 19.10 with the follow-
ing exceptions noted: 

1. A guarantee of Medicaid eligibility cannot be of-
fered to enrollees of a State defined HMO. 
(1902(e)(2)(A) of the Social Security Act) 

2. The State may not restrict the period for requests 
for termination of enrollment without cause to the first 
month of each period of enrollment for enrollees of a 
State-defined HMO. (1903(m)(2)(F) of the Social Secu-
rity Act) 

(b) Medicaid members of a State defined HMO receive 
all Medicaid services for as long as they remain Medicaid 
eligible. 

1. Out-of-plan services are reimbursed through fee-
for-service and do not require prior authorization by the 
HMO. 

Emergency New Rule, R.1993 d.525, effective October 4, 1993 (to 
expire December 3, 1993). 

See: 25 N.J.R. 4793(a). 
Adopted Concurrent Proposal, R.1994 d.4, effective December 2, 1993. 

10:49-20.3 

See: 25 N.J.R. 4793(a), 26 N.J.R. 224(a). 

SUBCHAPTER 20. THE GARDEN STATE 
HEALTH PLAN (GSHP) 

Cross References 
Optical appliance services, prior authorization for inclusion in bene-

fits package, see N.J.A.C. 10:62-2.5. 

10:49-20.1 Introduction 
The Garden State Health Plan (GSHP) is a State-operat-

ed health maintenance organization (HMO) with a Certifi-
cate of Authority from the New Jersey State Department of 
Health to operate in selected counties. It was formerly a 
Federal demonstration project known as the Medicaid Per-
sonal Physician Plan. 

10:49-20.2 Physician case manager (PCM) 
(a) The primary component of the Garden State Health 

Plan is the medical case management system whereby the 
physician case manager (PCM) is responsible for the provi-
sion of all primary care services and for the management of 
referral, ancillary and inpatient services, Participating pro-
viders who are acting as PCMs can be in solo practice; 
group practice; professional corporation or association; 
health maintenance organization (HMO); independent, 
free-standing clinic; or in a hospital affiliated entity which 
allows for primary care services and is not subject to DRG 
reimbursement principles. 

(b) The PCM must review and approve all medical ser-
vices and expenditures on behalf of the patient (including 
referrals for ancillary services, specialty care, and inpatient 
hospital care) and provide or arrange for the provision of 
24-hour, seven-day-a-week medical coverage. 

(c) Participation by physicians in the Garden State 
Health Plan is voluntary and on a contractual basis. A 
physician can participate in both the Garden State Health 
Plan and the Medicaid fee-for-service program. A Physi-
cian, however, must be a Medicaid approved provider be-
fore he or she can participate in the Garden State Health 
Plan. 

( d) The physician case manager must submit a claim form 
for each encounter with a patient who is included in his or 
her panel for GSHP members. The form is required for 
utilization data, quality assurance and reporting, not for 
billing purposes. Information on the claim is the same as 
that which is required on a regular fee-for-service claim. 
See the Fiscal Agent Billing Supplement for instructions to 
complete the claim form. 

10:49-20.3 Capitation payment system 
(a) Physician case managers (PCMs) participating in the 

Garden State Health Plan are reimbursed through a capita-
tion payment system. The capitation payment system is 
divided into three funds: 
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1. The Monthly Prepayment Fund; 

2. The Referral Services Fund; and 

3. The Inpatient Services Fund. 

10:49-20.4 Medicaid recipient 

(a) The Garden State Health Plan is offered to the 
Medicaid recipient as an alternative to the existing Medicaid 
fee-for-service program. Participation by the Medicaid re-
cipient is voluntary. 

(b) A Medicaid recipient who joins the Plan is guaran-
teed up to 12 months of Medicaid eligibility. This guaran-
tee is granted in six month segments and the individual must 
be Medicaid eligible the first day of each six month period. 

( c) A Medicaid recipient who enrolls in the Plan selects a 
physician case manager from a list provided by the enrolling 
agent. Each Medicaid eligible has his or her own PCM. 
Each family member may have the same PCM or may 
choose a different physician. A Medicaid eligible family 
may enroll in the GSHP only if all the Medicaid eligible 
family (case) members join. 

(d) When a Medicaid recipient enrolls in GSHP, the 
enrolling agent completes a GSHP Enrollment Application 
which the Medicaid recipient signs. The recipient is then 
given a copy of the application, a GSHP Conditions of 
Membership form and a GSHP Information Sheet at the 
time of application. (See Appendix, N.J.A.C. 10:49). 

( e) Beginning on the effective date of enrollment in the 
GSHP, a message is printed on the Medicaid ID card 
(FD--152 Form, see N.J.A.C. 10:49-2.12 and Appendix, 
N.J.A.C. 10:49). The message states "HMO-CHECK 
GSHP ID CARD." This message alerts providers to ask 
the member for his or her GSHP identification card. The 
GSHP ID card lists each family member and his or her 
physician case manager's name and telephone number. 

10:49-20.5 Action required by providers 

(a) When providing services and requesting payment for 
services rendered GSHP members, providers are required 
to: 

1. Check the Medicaid eligibility card for GSHP mes-
sage; 

2. Ask to see the GSHP Member Identification card 
for physician case manager's name and telephone num-
ber; 

3. Contact the physician case manager to receive prior 
authorization to provide services; and 

4. Follow billing instructions in the Fiscal Agent Bill-
ing Supplement. 
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10:49-20.6 GSHP services 

(a) The following services are covered under the GSHP. 
Those services in (a)18 through 22 below do ·not require 
prior authorization from a physician case manager. 

1. Chiropractic services; 

2. Clinical laboratory services; 

3. Clinic services at free-standing clinics; 

4. Drugs (prescription); 

5. EPSDT; 

6. Hearing aids; 

7. Home health services; 

8. Hospital services, including 

i. Emergency room service; 

(1) True life- or organ-threatening conditions may 
be treated, with notification to the PCM as soon as 
possible; 

ii. Inpatient hospitalization; and 

iii. Outpatient clinic; 

9. Medical equipment; 

10. Medical supplies; 

11. Mental health services including psychologist ser-
vices; only one mental health service every six months 
(requires prior authorization by the physician case manag-
er); 

12. Optical appliances; 

13. Optometric services; 

14. Physician services, including inpatient physician 
services; 

15. Podiatric services; 

16. Radiological services; 

17. Rehabilitative services (physical therapy, occupa-
tional therapy, audiology and speech-language pathology 
services); 

18. Second surgical opinion consultations; 

19. Physician fee for routine in-hospital newborn care; 

20. Pediatrician attendance at at-risk vaginal deliveries 
or caesarian sections; 

21. Practitioner fee for normal prenatal, delivery· and 
post partum services; and 

22. Certified nurse midwife services. 
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(b) The following services are non-covered services under 
the GSHP. Non-covered GSHP services are still available 
to the GSHP client, outside of the Plan, as long as the client 
retains his or her Medicaid eligibility. Such services must 
be provided in accordance with policies described in the 
appropriate manual. 

1. Dental services; 
2. Medical day care; 
3. Nursing facility care; 
4. Prosthetics and orthotics; and 
5. · Transportation services. 

10:49-20. 7 Emergency medical care situations for GSHP 
members 

(a) Emergency medical care is available to all GSHP 
members on a 24-hour, seven-day-a-week basis. Listed 
below are the guidelines for assessing (for reimbursement 
and reconciliation purposes) the levels of care in an emer-
gent, urgent or routine situation. These guidelines can be 
applied to any setting. 

1. Level I-Emergency life-threatening or organ-
threatening or potentially life-or-organ-threatening condi-
tion that requires immediate care. The treating provider 
must notify the physician case manager as soon as possi-
ble after stabilizing the patient. 

2. Level II-Urgent condition that is potentially harm-
ful to a patient's health and determined by the physician 
to be medically necessary for medical treatment within 12 
hours to prevent deterioration. The PCM must be called 
by the treating provider for authorization of the services 
before providing treatment. 

3. Level III-Routine medical care (non-emergent/ur-
gent-that which would have no adverse effects if not 
treated within 24 hours or could be treated in a less acute 
setting (for example, physician's office) or by the patient 
himself or herself. The physician case manager must be 
called by the treating provider for authorization of the 
services before providing treatment. 

10:49-20.8 GSHP reimbursement policy for emergency 
services 

(a) Level I emergency care will be reimbursed without 
the requirement of the PCM's prior authorization. Howev-
er, the PCM must be notified as soon as the patient is 
stabilized. The GSHP office shall be contacted for excep-
tion for payment processing (telephone 1-800-525-0047). 

(b) Services classified under Levels II and III will be 
reimbursed only when prior authorized by the PCM. If the 
PCM is contacted for authorization and he or she does 
grant his or her approval, the provider may then treat the 
patient and when billirlg for the service, include the PCM's 
authorization number in the appropriate portion of the 
claim form. The completed claim can . then be submitted 
directly to the Fiscal Agent for payment. 

10:49-21.1 

1. In situations for services classified under Levels II 
and III where the provider and PCM do not agree and 
the provider renders service without authorization but 
feels reimbursement is warranted, the provider may re-
quest of the Plan Office payment consideration by stating 
and documenting his or her reasons for treatment on the 
GSHP 16 form, "Exception Payment Request Form" 
(obtained through the Plan Office). To receive consider-
ation for reimbursement, it will be necessary for the 
provider to submit the completed GSHP-16 and a hard 
copy claim to the Garden State Health Plan Office. 

i. The New Jersey Medicaid Program's policy on 
timeliness of claim submission and inquiry applies to 
.the Garden State Health Plan; thus, the GSHP-16 
must be submitted to and received by the Garden State 
Health Plan, in accordance with time frames stated in 
N.J.A.C. 10:49-7.2. 

10:49-20.9 Exception Payment Request Form (GSHP-16) 

(a) If due to unusual circumstances a provider failed to 
obtain authorization from the PCM before rendering a 
service, he or she may request a review by and retroactive 
approval from the PCM. 

(b) After contacting the PCM, the provider will either be 
sent the authorization by the PCM, or will be refused. The 
PCM does have the right to refuse a request for a retroac-
tive approval. 

1. If retroactive authorization is refused by the PCM 
and the provider feels the care was appropriately ren-
dered, he or she may request an Exception Payment 
Request Form (GSHP-16), for each occurrence, from the 
GSHP Office, DMAHS, CN-712, Trenton, N.J. 
08625-0712. Detailed information about the nature of 
the service as well as the circumstances of the failure to 
obtain prior approval will be required. For more infor-
mation, providers may contact the Plan office at 
1-800-525-0047. 

SUBCHAPTER 21. PHARMACEUTICAL 
ASSISTANCE TO THE AGED AND 
DISABLED (PAAD) 

10:49-21.1 Introduction 

(a) Pharmaceutical Assistance to the Aged and Disabled 
(PAAD) is a unique State-funded program to help certain 
New Jersey residents pay for prescription medicines and 
certain pharmacy items. A person who applies and is 
approved will receive a PAAD Eligibility Card (see Appen-
dix, N.J.A.C. 10:49). A PAAD eligible person must pay a 
$2.00 copayment for each prescribed drug to the pharmacy. 
P AAD pays the rest. 
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1. Legend drugs, insulin, insulin syringes and needles 
and certain diabetic testing materials are covered. Drugs 
that the Food and Drug Administration determines to be 
proven not effective are not covered. -

10:49-21.2 Eligibility requirements 

(a) To qualify for PAAD, a person: 

1. Must have been a New Jersey resident at a perma-
nent address for at least 30 days before applying. Resi-
dence must not be seasonal or temporary but a legally 
established residence; and 

2. Must meet the annual income criteria established 
by the New Jersey State Legislature for a single individual 
and/or married couples; and 

3. Must be 65 years of age or older; or 

4. Must be receiving Federal Social Security Disability 
benefits and be at least 18 years of age and under 65; and 

5. Must not have any other health insurance or retire-
ment benefits which provide prescription coverage, equal 
to, or better than, P AAD benefits, or may not be receiv-
ing Medicaid prescription benefits. 

(b) A person under age 65 receiving Federal Social Secu-
rity Disability benefits on behalf of someone else is not 
eligible for P AAD. 

(c) A person in a nursing facility is eligible if he or she 
meets all the other standards. A person, whether married 
or single, who has been in a nursing facility for more than 
30 days, can receive benefits if his or her own individual 
income is within the established income limit for single 
persons and if this income goes directly to· the nursing 
facility. The single income limit similarly applies to the 
husband or wife of the patient who is not in a nursing 
facility but who would otherwise be eligible. For a stay of 
less than 30 days, the established limit for married couples 
applies. 

10:49-21.3 Eligibility renewal 

(a) The PAAD beneficiary must renew his or her eligibili-
ty every year unless his or her income is below the estab-
lished biennial incom~ eligibility limit. In that case, he or 
she would receive an updated eligibility card automatically 
for the second year, and would complete a renewal applica-
tion every two years. 

(b) Approximately four months prior to his or her expira-
tion date, P AAD will notify the beneficiary if he or she is 
eligible for biennial eligibility or if he or she must complete 
a renewal form. Renewal applications must be returned to 
the P AAD Bureau by the beneficiary at least 45 days prior 
to the expiration date to ensure continuous coverage. 
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(c) Under the PAAD Quality Control Program, a per-
son's name may be chosen at random for a review of 
eligibility. Selection of a person's name does not mean that 
a problem exists with that person's eligibility. 

10:49-21.4 Loss of eligibility 

(a) A person will be considered ineligible and PAAD will 
no longer pay for prescription drugs if: 

1. Eligibility is not renewed; 

2. The participant moves outside the State of New 
Jersey; 

3. . The participant's income increases above the estab-
lished income limits; 

4. A change occurs in a participant's marital status 
(for example, through divorce, death, remarriage) that 
increases his or her income above the allowable income 
limits; or if a spouse is discharged from a nursing home 
to the community altering a person's income eligibility; 

5. The participant loses his or her Federal Social 
Security Disability benefits; 

6. False information is submitted on or with the appli-
cation; or 

7. The participant obtains other health insurance or 
retirement benefits which provide prescription coverage 
equal to, or better than, P AAD benefits. 

(b) By law, any changes that will affect a person's eligibil-
ity must be promptly reported to PAA]). If for any reason 
a person becomes ineligible, the P AAD card must be re-
turned to PAAD immediately. 

10:49-21.S Applications 

Applications for P AAD may be obtained from local phar-
macies, senior citizens centers, Medicaid District Offices, 
County Offices on Aging or directly from PAAD. All 
documents of proof required must be submitted with the 
application. If married, and both husband and wife wish to 
apply, each must file separate applications, even though the 
joint income appears on both applications. 

10:49-21.6 Inquiries 

(a) Questions regarding PAAD may be directed to: 

PAAD, CN 715, TRENTON, N.J. 08625 

1. A toll-free number is ·also available: 
1-800-792-9745. 

2. A special teletypewriter telephone (TTY) is avail-
able for the hearing impaired by calling: (609) 588-7180. 
This is not a toll-free number. 
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SUBCHAPTER 22. LIFELINE PROGRAMS 

10:49-22.1 Introduction 

Lifeline Programs provide an annual benefit to eligible 
persons toward the cost of electricity and natural gas. The 
Lifeline Credit Program (LCP) provides the benefit as a 
credit on recipients' gas and/or electric bills. The Tenants 
Lifeline Assistance Program (TLAP) provides the benefit 
check to tenants whose utility costs are included in their 
rent. Supplemental Security Income (SSI) beneficiaries 
receive the benefit as a Special Utility Supplement (SUS) in 
their monthly SSI checks. For additional information, refer 
to N.J.A.C. 10:69B. 

10:49-22.2 Eligibility requirements 

(a) To qualify for Lifeline, a person must: 

1. Be a New Jersey resident; and 

2. Have annual income within the requirements estab-
lished by the New Jersey Legislature; and 

3. Be at least 65 years old; or receive Federal Social 
Security disability benefits from the month of July of one 
year through the month of January of the next year; and 

4. Receive electric and/or gas bills in his or her name; 
or be a tenant who does not receive utility bills but has 
the cost of utilities included in the rent; or 

5. Be eligible for or receiving benefits under the Fed-
eral Supplemental Security Income (SSI) program. 

10:49-22.3 Lifeline Credit Program 

(a) The credit is granted to utility customers as follows: 

1. If the customer pays utility bills directly to a single 
utility company, a $225.00 credit will appear on the 
customer's utility bill. If the customer receives utility 
service from two different companies, (gas and electric}, 
the credit will be divided and $112.50 applied to each 
company's bill. (A Special Utility Supplement (SUS) 
payment will be made to SSI beneficiaries instead of a 
Lifeline credit. See N.J.A.C. 10:49-22.5.) 

(b) When a customer is billed directly: 

1. The customer's application must apply to his or her 
primary place of residence, meaning the home where the 
customer lives most of the time during the year. Season-
al or temporary residence in New Jersey is not considered 
the primary residence. 

2. When two or more related or unrelated persons 
live in a single household, Lifeline will accept only one 
application from that household. The application must 
be in the name of the person ( or his or her spouse) whose 
name appears on the utility bills. 

10:49-22.5 

3. If the customer pays utility bills to two different 
companies and one bill is in the customer's name and the 
other in the spouse's name, the customer should report 
this at the time the application is made. In this instance, 
the credit would be divided with $112.50 applied to each 
of the two accounts. 

10:49-22.4 Tenants Lifeline Assistance Program (TLAP) 

(a) The benefit is granted to tenants as follows: 

1. Tenants who do not pay utility bills directly receive 
a check for $225.00 toward the cost of utilities. Only one 
tenant in a household is entitled to the payment. (A 
Special Utility Supplement (SUS) payment is made to SSI 
beneficiaries instead of a TLAP payment. See N.J.A.C. 
10:49-22.5.) 

(b) When utilities are included in the rent: 

1. The tenant's rental must be for his or her primary 
residence and not for seasonal or temporary rental. 

2. A "residential tenant" means a person renting or 
leasing real property, including a mobile home park site 
as a personal residence, a net lease residential tenant, as 
well as a person who is a resident shareholder in a non-
profit residential cooperative or mutual housing corpora-
tion, or an owner of a condominium, as defined by law. 

3. Only one application may be filed per household. 
When two or more related or unrelated persons live in 
the same rented household, the person whose name is on 
the lease or who is the primary tenant or head of house-
hold should complete the form. 

10:49-22.5 Lifeline for Supplemental Security Income 
(SSI) beneficiaries 

(a) The benefit is granted to SSI beneficiaries as follows: 

1. Recipients of Supplemental Security Income (SSI) 
receive the benefit as Special Utility Supplement (SUS) 
which is added to their monthly SSI checks. At the end 
of the fiscal year, those SUS recipients who did not 
receive the full benefit are sent a check for the difference. 

(b} Eligibility for the Special Utility Supplement (SUS) is 
as follows: 

1. Persons receiving SSI benefits who are not in a 
nursing facility or hospital may receive the SUS. 

2. SSI beneficiaries will not receive an application and 
should not apply. The Lifeline benefit is automatically 
included in the SSI check. Persons who do not receive 
the full annual benefit in a year, receive a 13th payment 
for the balance not received through their SSI checks. 
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10:49-22.6 Review of eligibility for Lifeline 

(a) Eligibility for participation in the Lifeline Programs 
will be reviewed. 

1. If any person is found ineligible for Lifeline or 
became eligible by providing false or incorrect informa-
tion, he or she will be required by law to repay the State 
of New Jersey the full amount of any payment made to, 
or credit made on his or her behalf. 

2. A Lifeline representative may contact a person 
about his or her eligibility and application if additional 
information is required. 

3. Under the Lifeline Quality Control Program, a 
person's name may be chosen at random for a review of 
eligibility. Selection of a person's name does not mean 
that a problem exists with that person's eligibility. 

4. Refusal to be interviewed could result in recovery 
of a person's Lifeline benefit by the State of New Jersey. 

10:49-22. 7 Applications 

(a) Applications for the Lifeline Programs are sent auto-
matically to persons benefitting from the following pro-
grams: 

1. Pharmaceutical Assistance to the Aged and Dis-
abled (PAAD); 

2. Medical Assistance to the Aged (MAA); 

3. Medical Assistance Only (MAO); and 

4. New Jersey Care ... Special Medicaid Programs 

10:49-22.8 lnquiri~s 

(a) Persons who have not received an application in the 
mail may call the Lifeline toll-free number: 
1-800-792-9745. 

1. A special teletypewriter telephone ('ITY) is avail-
able for the hearing and/or speech impaired (609) 
588-7180. This is not a toll-free number. 

DEPI'. OF HUMAN SERVICES 

SUBCHAPTER 23. HEARING AID ASSISTANCE 
TO THE AGED AND DISABLED 

10:49-23.1 Introduction 
The Hearing Aid Assistance to the Aged and Disabled 

Program (HAAAD) is a New Jersey program which pro-
vides a $100.00 reimbursement to eligible residents who 
purchase a hearing aid during a calendar year. Purchases 
made in subsequent calendar years may be reimbursed upon 
reapplication. Medicaid recipients or persons who have 
other health insurance coverage or retirement benefits that 
provide full hearing aid coverage are not eligible. · However, 
individuals who have only limited or partial coverage are 
eligible for a supplementary payment. 

10:49-23.2 Eligibility requirements 
(a) To meet the requirements for eligibility an individual 

must: 
1. Have purchased a hearing aid; 
2. Have been a New Jersey resident at a permanent 

address for at least 30 days; 
3. Have gross income within the requirements estab-

lished by the New Jersey Legislature; and 
4. Be 65 years of age or older; or 
5. Be receiving Social Security disability benefits. 

10:49-23.3 Administration and application 
(a) Applications may be obtained by calling the following 

toll-free number: 1-800-792-9745. 

(b) Individuals not currently enrolled in the Pharmaceuti-
cal Assistance to the Aged and Disabled (P AAD) Program, 
should complete a PAAD Eligibility Application (AP-2). 
Those having. a current P AAD card should complete a 
Hearing Aid Assistance to the Aged and Disabled (HA-1) 
Application (see Appendix, N.J.A.C. 10:49). 

(c) A special teletypewriter telephone (TTY) is available 
for the hearing impaired by calling: 609-588-7180. This is 
not a toll-free number. 
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APPENDIX 
Medicaid Eligibility Identification Card (FD-73/178) 
Medically Needy Claim Transmittal (FD-311) 
Public Assistance Inquiry (PA-IC) 
Certification of Presumptive Eligibility (FD-334) 
Application for Payment of Unpaid Medical Bills (FD-74) 
Department of Human Services Medicaid ID (FD-152) 
DYFS Validation for Health Services Program 

(DYFS-16-36) 
Validation of Eligibility (FD-34) 

Form# 1 
Form #2 
Form #3 
Form #4 
Form #5 
Form #6 

Form #7 
Form #8 

Provider Application (FD-20) 
Provider Agreement (FD-62) 
Disclosure of Ownership and Control Statement 

(HCFA-1513) 
Patient Certification Form (FD-197) 
Garden State Health Plan Information Sheet 
Garden State Health Plan Conditions for Membership 

(GSHP-4(a)) 
Hearing Aid Assistance Application (HA-1) 
PAAD Eligibility Card 
Medicaid District Office Directory 

MEDICAID IDENTIFICATION CARD 1939902 ITA11 OP NIW -
-OP 

-5~ [ _____ ][ __ ] 
ADOIT10NAL HIALTH INIUIWICI' 

Form #1 

HIP (MIDICAIO) CAIi NO. ,._ NO. 

VALIO l'IIOM TO 

SOC. IIC. ACCT. NO, DATE OP 1111TH 

UH THII CARO WHIN YOU NUO MIDICAL IIIIVICU 

49-67 

IIICIPIENTI IIQNATURI 

---YouMUII ..... INfrOl'llofWlllcafllN .......... .. 
ftlelltlNl ,,.,,,,,,,, .,,.. ................... .. lfld""6illt,.......,.,.. ........... ,.., ........... .. ................ ,.,.. ............ ,., . 
............. ,..., ............... OIIDl., .. Oilllllo,I IIYOUIIMd,.....,..,..__........,., .. COUntr .... ,...,, . ..,.,....,: 

.1,lf,OU ......................... IINlltt .... ---- .................... :. I. :,_,__,...,.,_,,IDNfNlflloflNloard: ,..,,.,,.....,........,.,...,..... ........ --........................ Uflllll ........... ............................ .....,..,... 
.......... .,. ... 1111111 .. ,..., ........... .., ................................. 

PIDIML ... ITATE LAW MIiie 
0

tl •-- ... •-pWftlltlfflllllfOr ....... wtlOl'll'fl._.1111#1111...,IINII-.,..., ................................. ... .. ,....., ..... .,,.,...,..., ........... ..,._ 
.,_,,,.~IININIWl..,__11,.....11 ... ,., .............. ...,.,.. ...... ....... 
.., .......... 111 • .........,. ......... lft .......................................... == ....................... _ .. --·-~-=-"··· 'hi ............... ...., ........... ~..:...-:...:.:-0:.-:::..-: 
tan 111,,_ apouNIOJtlld(ren) 1111N1 wt1t1 PPION 
NUMIIM) • ...... 111111111 .. IIIOCAID --- ..... 
1M .. N'IDCI ..... I ........ 1IIPIIIIINTATIVI 

............. ....... 

•A1111M.,,,.._,N ... 11......,_....,....,..., 
............... IIDIIIIIIII.IIINNINIIOlllllltlllflrffllllon ..... .,,,.,,.. ............... ,..., .. .... = = ~l'c.~a=- IIINI lllflr..,.. 1ft .. 

10:49 App. 

Form #9 
Form# 10 

Form# 11 
Form# 12 
Form #13 

Form #14 
Form #15 
Form #16 
Form# 17 
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lwte of Naw Je'lllly 
Dap.-tmll'lt of Human s.,,,q 

Dwilion of ~6Cat ,._._ and H ... th S.rwfll 

MEDICALLY NEEDY CLAIM TRANSMITTAL 

JIICl .. 111:NT INl'OUO,TION .. JIOVIOUI INl'OIUIIATION 

HSP IM.Otc,ICI) CASE NO. PROVIDER NO. 

NAME PROVIDER NAME 

ADDRESS PROVIDER AOOAESS 

DATI 01' .. AVMl:NT P'ltOM CLIENT 
TVN 01' SIUIVICI! IIJIVICI CHAJIQI: OTHlt:fll IOU .. CI: 

,. 
2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

Provider I nst:rvctlont and Information: 

• The services listed 1bov1 were provided to thfl identified individual during a covered retrOKtive period, 

DEPT. OF HUMAN SERVICES 

TOTAL Jl'IIOM 
OTHU, IOUJICH 

• Thi1 tr1n1mitt1/ dots not guerantn payment. Your claim will be processed in accordanc, with current Medicaid and 
Medically N11dy regulation,. 

Eich claim form 1ubmitttd for payment for services listltd above must bt attached to thl1 document. 

• Please enter your provider number in the appropriate space in the upper right corner. 

• Any amount listed in the column entitled "Client Obligation" is the responsibility of the client and should be paid by the 
client di reedy to you. 

NUMBER OF ITEM$ ___ _ SIi.Ji~" fURE ___________ _ 
AYl"orlud R•o, ... nt&llWI 

fl'D-311 (5/16) Form #2 
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ADMINISTRATION 

ST A Tl OF NIW .IEISI\' 
Of IH.IMAN 

DIVISION OF M[DICAL ASSISTANCE AND HEALTH SHVICl:S 
PUBLIC ASSISTANCE INQUIRY 

Referral for· D SSI D New Jcncy Care D Mcchcaid Only D AFDC D Newborn (complete items 1,2,4,l la,15 only) 

TO: FROM: 

!SSA i DO) 
______________ (Coun1y Welfare Aaency) ________________ _ 

HOl,.lal 

Dllt ----------------

I. Name: -----,,1,._-,,,-1---------c,lf,-,n~o---------,"'M~,..~.-, ---
(for newborn referral, enter name and sex of parent.) 

2. Social Sccunty Accoun1 Number: 

Pcrmancn1 Home Address: ____________________ Telephone: 

.Ii Mama! Sti,,tui.: (Chrck onti Married D Single D Divorced D Separated 0 Widowed 0 

0 M 
Sex O F 

Unknown D 
5. Date of Adm1111on: _____________ Date of 81r1h: ____________ _ 

t, Addreu from Which Admmed: ___________________ Telephone: 

Ill. Proanom: 

_____________________ Telephone: _____ _ 

10. Spouse: Name: ------------- Aac: __ Telephone: ____________ _ 

Address:--------------------------------
11. Minor Children (First Nomts and Aits): -------------------------

lal Newborn D111: Same: ________________ Dale or Binh: ____ _ 

Mo1her'sHSP(Medicaid)CueNo.: _________ _ 

M 
Sex D f 

12. Nex.1 of kin ({( 01hr, than Spous~ or Chddrrn): ______________________ _ 

Addren: ________________ Telephone: ____________ _ 

1,. Gross Monthly Income of Patient ____________ Source: ___________ _ 

14. Gross.Monchly Income of Fami~ Members: _______________________ _ 

IS. Ho1p1tal ln1urance: Blue Croll O 1.D. No.: ________ Medicare O H.I.C. No.: _______ _ 

(a) Applicable lo Newborn".t Yes D No D 
Other O Carrier Name: _____________ Policy No.: ____________ _ 

16. Employer's Name: ______________ Addre11: _____________ _ 

17. ~ame of Spouse's Employer: -------------Addreu.: ________ _ 

Form #3 

49-69 

10:49 App. 

5-15-95 



10:49 App. 

5-15-95 

DEPT. OF HUMAN SERVICES 

18. What 1nqumes have been made rrprdina finans:111 re1pon11bili1y ror 1hr hosp111I bill? 

What were 1he rtsuhs~ ------------------------------

19 Dots patient, pauent's authori,.ed or relatives know that an 1nqu1ry ia be1n1 made ror the previou1Jy checked program~ 

20. Whereabouts: 

h client s1ill 1n hospital" Yes D No D 

1f YES, 1n11c1p11ed address upon discharge: 

II NO.date old,scharae· ------------------------------

Pre&enl address i(known: -----------------------------

21. Other Commen11: --------------------------------

22. The above p111en1 is beina cared for 1n the hosp111I 11nce ------,,,,.----- on a ward service or 1enrr1I serv1ct 

buas 11 to prorcu,c,nal and other pcnonal Hl'YICII and I believe that such a patient may be eliaible for the pnv1ou1ly checked 
proaram. 

Si1n11ure: ---------------Title: ________ l)a1e: -~-----

23. Si1n11ure of P11icn1 or Rirla1ive: ___________________ 011e: ______ _ 

PLEASE READ CAREFULLY BEFORE SIGNING 
I unckn1and 1ha1 I mull furn11h cen1111 1n(Offlla11on 10 1ht SSA/DO or the County Welran Allnt:Y to n111J1illt eti1P•ili1y and ea1en1 
01 need for SupplC'mnual Sccun1y Income •nenu or public 111111ance, and 11111 rllt appropriale a,ency will help 10 1Ccurt ll1il in(onna1ion 
and venfy ii. I will supply comptrie and aa:ur11e information. within 111y knowltdp. 10 npr111n111ivt1 of the SSA; DO or lhc Coun1y 
Welfare Apncy. I hereby au1lumu and dirtt1 111y ,.lat1¥t1, ph)'lic1an, holp1tal. emplo)"m. banktn, and any 01hcr penon 11a'1ftl 1nlom1a11on 
conccrn1n1 the penon1 named above 10 fumi1h co111plet1 d1tlil1 10 Ille appropnate qency in¥t11ip1i111 my 1pplint1011 for such 111..aaaot. 
I undemaftd 1hat tlw 1nforrna11oa obtained will bt ultd !!!Jx 1n eonnecuon with the 1pplicalio11 for or receipt of 11111tanct. 

"'I further au1ti.»rllt lhe Social Stcunt)' Ad111in111r1t1on 10 releue Mnefit infonna11011 and 1111i1le1111n1 datn to 1111 hotpi11l wlloll 1111111 
appean on 1he reverse of lhil form. I under11and the hOlpital will only UM 1h11 1nfana111on for purpose, of n1abli1hin1 ffl)' 11t1lllili1y 
10M1chcaicl" 

Si1n11ure: _________ Dale: ___ _ 

IF NOT SIGNED BY PATIENT, EXPLAIN WHY: ---------------------

NOTICE TO THE SSA/00 OR CWA INITIALI.Y RECEIVING THIS INQUIRY. WHEN IT IS NECESSARY TO REFER 
THE APPLICANT TO ANOTHER PUBLIC ASSISTANCE AGENCY. INCLUDE AT LEAST A COPY OF THIS PA-IC 
FORM. 

49-70 
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DMAHI UH ONLY PIIDVIDEII USE ONLY 

CERTIFICATION OF PRESUMPTIVE ELIGIBILITY 

CLIENT INFORMATION: 
Nome: Counl)' of Residence 

Address: Banh Da1e: - - - ·- --
Social Securi1y No. - - _.- - - · - - - -

Telephone No.: ( ) Ho.,.hold Unit: -- (No. ofpmon, •• hou1tho/dJ 
(Chttk opp,opriot, box'1 b,/ow.) 
Marnal S11tus: Sinai• Morned Separated D Divorced 
Race: Black American Indian Onen11I Hispanic Olher 
Does clienl have a pendin1 AFDC. SSI, Medicaid •P.phcauon? v .. No (If Yl'l, r1rrlr program.) 
Client 11: U.S. Ci11zcn 0 Alien admitted £or permanent residence 

0 Alien admitted for temporary residence Undocumented alien 

Medicare Coveraae: .. If Yes, HIC Number: 

Other Insurance Company· Other Insurance Policy No.: 

INCOME INFORMATION: 
!otal H..-hold lncoffll: I•- Fr!!IUIM! Grou Monlll! /uni. Source 

Ciross Earninp 
Gross E1min1s 
Gross U nearncd Amount 
Oro11 Amount 
Groll Uncamcd Amoun1 
Gro11 Child Suppon Amoun1 
Gro11 Alimony Amount 

Total Monthly Grou Inc- s 
Child Core Expense Amoun1: Weekly BiWcekly ____ Monlhly 

PREGNANCY INFORMATION: 
Da1eofL.M.P. Prc1n1ney Due D11C: 

CERTIFICATION STATEMENT: 
,. Olltsl 1ho1 I haw r,ad and agrtt lo lht 
abow 11a1rm,nu and full.•· rraliz, .,,.a, tht tounty M't/fart agrncy rrlitJ upon tht truth and atturaty of m_,. 11a1rm,n1s. I 
Jun,, rtttivrd a top;v and untkrsland lht Potirnt GuidtlintJ. 

A;,1,.,,,., !,,,,.,,,,, ,,.,, 
I ttrt~fr 1h, abow 11ppl1t11n1 II prtfnan1 and pr11ump1i1Jtly ,t;giblt for limi1td Mtditaid btntfilJ 01 attordantt 'A'ilh N.J.A.C. 
10:71-6. I rt srq. 

',;,mii, Ai,.,.ri- _,q,.,,., """"" '""''"'"' 
Picn-iJr, ],.,...,.,,,. z,.,,. 

IMl'OIITANT: THE ORIGINAL FORM MUST IE FDIIWARDED TD THE DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES, 
ISS SECTION. AIIEA #l, PRESUMPTIVE EUGIIILl1Y RECORDS. CN-71 l, TRENTON, NJ 01121. WITHIN TWO IZI DAYS OF COMPLETION. 

Form #4 ,01,. 

49-71 

10:49 App. 

5-15-95 



10:49 App. 

5-15-95 

State of Scvw Jersey 
Dcpanmcnt of Human Scrv1c11 

D1v1s1on of Medical A11111ancc and Huilh Sf:n.·1ce, 

APPLICATION FOR PAYMENT OF UNPAID MEDICAL BILLS 
NEW JERSEY HEALTH SERVICES PROGRAM (MEDICAID) 

DEPT. OF HUMAN SERVICES 

NOTE: THIS FORM!FD-7'/ISG/V.li:N ONLY TO APPLICANTS WHOINDICATETHF.Y HA VE UNPAID BILLS FOR 
MEDICAL SERVICES RECEIVED DURING THE THREE (JJ MONTHS PRIOR TO APPLICATION FOR 
PUBLIC ASSISTANCE OR SUPPLEMENTAi. SECURITY INCOME. THE FD-7' MUST BE SUBMITTED 
WITHIN SIX (6/ MONTHS FROM THJ;" DATE OF APPLICATION FOR PUBLIC ASSISTANCE OR 
SUPPLl::MENTAL SECURITY INCOME. 

The ~cw Jcrse~ Mcd1ca1d Pro,:ram will c\.alua1e 1h1s apphcauon to de1erm1ne whether or no1 r,)'mcnl can he made" by the pr01ram 
for covered Mcd1ra1d ,cr .. 1cc~ rccc1\'Cd b:, 1hc apphcan1 and or cli11iblc person(~) liv1np. in 1hc umc household dunnp; 1he !>f1CC1riNt rcrind 
This rcfen ont, to thow 1cnlcn ror which b6ll1 remain unpaid. The Medicaid Pro1nm will not con,idtr paymcnl or bills 1h11 hue 
1lrt1cfy bffn paid. 

PART I • APPLICANT INFORMATION 

\'11"11' uf ApplKllltt 

l. ------------°"" of ApphratuM '"' l'MblK AUUIMt'd' 
U,,';Mf1plrww,i111IStn111nl1'KOMI' 

Stlltt 

.w .. 1 S1<111m <lc-r-011111 NwmHr 

""'""'" tnJd -"""u vf Atl'lln rr<H. """If •ppl1t11WM for l'vblr.t' AuutMtt.,,. S.,,p"-••i s;.,, . .,,,,_1 lttromt ru. Cur,u11r H,lf••t Alftk"~ u, Sat .. / S,n,,111· Ofll~- tit J 

If the applicant has applied for Aid to Families with Dependent Children (AFDC)or Atsistance to Families of the Working 
Poor ( AFWP). list the full names. ages and relationship of each dependent child or eligible person(s) living with applicant. 

PART II• MEDICAL INFORMATION 

A. PLEASE COMPLETE ALL QUESTIONS LISTED ON REVERSE SIDE AS ACCIJRATELY ljS POSSIBLE. 
B. YOU MUST ATTACH COPIES OF ALL UNPAID MEDICAL BILLS TO THIS APPLICATION. 

Lisr all unpaid medinl bill, and 1hc dates incyrred durin1 the three ( ~I mon1h1, before' application for usis1ancc. 

Type of Sln'vlCIH (Hotptial, Ph,uc11n, Etc. I Plliffll D111(1)of .... 
Nu. or Hotptlal, Ptl)'11CWI EiC. ....... ·-""' 

SEEOTH EKSluE 
Form #5 
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PART Ill· FINANCIAL ISFORMATIO!li 

9 Are an~ or the medical bills lnu~ 1 nn th1!!i appllc111ion lhe result or a joh related 1n1ur~. auto nr other 
accidcn1~ Ye~ I I So I 1 
If yes. explain and indicate the name or the insurance compan)I and your legal representative. 

------------------------------

IU. Whal were your income and resources at the time the medical bills were incurred for the three 111onlh period before 
your for Public Aui111nce or Supplemental Security Income! If you had no income or resource, durina 
the three ()) months prior. please specify in the spaces providt.d. tr you were under 18 years old. you must indicate 
your parent's income and resources. 

Plra11 rlrlrk b1l0M· 1h, 1yp, of inrom, you r,r,iv,d and in whirh mon1h(1) rttti111d. A/Jo, plra11 1ubmi1 v,rifiralion of your 
111tom1 (tapWs of tltttks, pay 11ub.s, tit.) with your applitolion. 

--EMPLOYMENT 
__ UNEMPLOYMENT 
__ DISABILITY 
__ SOCIAL SECURITY 
__ ALIMONY 

WHEN RECEIVED: 
__ hi MONTH BEFORE APPLICATION 
__ 2nd MONTH BEFORE APPLICATION 
__ 3rd MONTH BEFORE APPLICATION 

__ CHILD SUPPORT HOW OFTEN RECEIVED: 

TOTAL MONTHLY 
AMOUNT RECEIVED: 
s , ______ _ , _____ _ 

__ OTHER:______ __._WEEKLY __ Bl-WEEKLY __ MONTHLY 
__ NO INCOME RECEIVED DURING THE THREE MONTHS BEFORE APPLYING FOR PUBLIC ASSISTANCE OR 

SUPPLEMENTAL SECURITY INCOME. 

Whal resource, did you have dunn1 1hi1 same ume penod? 
__ CHECKING ACCOUNT $ ______ _ 
__ SAVINGS ACCOUNT $ ______ _ 

__ STOCKS, BONDS, ETC. I--------
__ SPECIFY: 

--AUTOMOBILE: I. Year 19 _ make ----- ___ OTHER: ____________ _ 
2. Year 19 _ make ____ _ 

____JNSURANCE POLICY I. Face Faluc $ ____ Cuh Value$ _____ _ 
2. Face Value, _____ Cuh Value 1------

---NO RESOURCE OF ANY KIND 

11. Did you have any type or Medical or Health ln1ur1nce luch u Blue Cross or Mldicare? Yes ( ) No ( I 
(If yn, nplaan below.I 

NAME OF INSURANCE COMPANY POLICY NUMBER OR NAME OF INSVRED 
OR PROORAM MEl>ICARE NUMBER 

-

12. I certif)' th11 the above information is true and correct 10 the best or my knowledp and 1h11 no facts have knowin1ly been omitted. I 
unders11nd that my 1pphc11i0n may bt inve11ip1ed and I qree 10 coopcr111 in such an invn1i111ion. I further unden11nd 1h11 the law 
pro\lides for fine or imprisonment, or both. for a pcnon hidin1 facts or n01 1ellin1 the truth. 

- - ·-· . ·- s;.-;;;,111;r 'OjA,pp,;;.,.-;---- ·- -···--,;;"'"o,ul,,p '" Applkan, Do,r 
NOTE: Thu apph, uli<>n must hr signtd by 1h, appliran1, or r,laliYf, or l•Ral 1uardian or fritnd nctinR on bthalf of 1h1 

applieanr. Th/J -,,,&at/on "''"' not b, 1l1ntd by tlrl -lklllll~ pl,yridall or ayon, rlprnMtlllf • llo,p/t•I or 
colltttlon ar,n<y, 

MAIL THIS COMPLETED APPLICATION, TOGETHER WITH COPIES OF ALL t;NPAID MEDICAL BILLS, TO THE RETRO-
ACTIVE ELICIIILITY UNIT, DIVISION OF MEDIC AL ASSISTANCE AND HEALTH SERVICES, CN-712°1D, TRENTON, NJ N6Z5. 
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DEPT. OF HUMAN SERVICES 

DEPARTMENT OF HUMAN SERVICES 
MEDICAID-ID 

7841006 
VALID ONLY FOR THE MONTH OF 
MEDICAID HSP # NOTICE TO PROVIDER 

r. ___ EL_1G_,_aL_e_•_ER_s_o_N_s __ -,-'-t----'e:c:L.::'Gc::1a:::LE::.....;•E;;.R;:;SO::;N.::S:._ __ +•~ REQUEST PERSONAL IOEN• 
TIFICATION IF VOU OD NOT 
KNOW THE PATIENT 

V PLEASE REPORT THE CASE :: I D NAME, CASE NUMBER. 
AMI PERSON NUMBER I I:; ACCURATELY ON ALL 

I 
I• , Cl.AIM FOAMS ANO OTHER l ·· COMMUNCATIONS RELAT-

--~-1 '-' ---------.J.....J ING TO THE CLAIM. 

STATE OF "IEW JERSEY 
OEPARTME"IT OF HUMAN SERVICES 
0 lil'S•Ollir 0' .... ,o,c&~ •!='i•s•a,-.:, & ... , ... , .. 51•\-•CE'-

MEDICAID ELIGIBILITY IDENTIFICATION 
CARRY T><_IS ~ARD AT A_.L TIMlS 
Present 11 10 1rie 0tia,m•cv "01p,1a1 ohv11c11n or 
other providers for medical render.ct ,n 
behalf of ,1ig1ble persons 

•1c,,,,~T S SIG~•,u•E •10uu110 

No n villd1 11 no 111i frrm1d1. Enuigulll I 11 
f1rm1c,1. hos0111I. mid1co u 01101 0,0..,ffdo,11 
di Mr'VICIOS medicos or1111do1 I per1on11 QUI 
reunen 111 cond1c,onH n1c1ur.a1 para coder 
uur M1dic11d. 

NOTICE TO CUINT 
THIS VALIDATION FORM INDICATES ELIGIBILITY FOR 
AUTHORIZED HEAL TH SERVICES PROVIDED UNDER THE 
NEW JERSEY HEAL TH SERVICES PROGRAM. 
THIS VALIDATION MUST BE PRESENTED TO THE DOC-
TOR, HOSPITAL OR OTHER MEDICAL SERVICES 
PROVIDER WHEN SERVICES ARE RENDERED. 

NOTICE TO PIIOYIDIII OF MEDICAL IIIMCII 
YOUR CLAIM FOR PAYMENT OF HEALTH SERVICES IS TO 
BE SUBMITTED TO THE APPIIOPAIATE CONTRACTOR 
FOR THE STATE OF NEW JERSEY ON THE REQUIRED 
VENDOII CLAIM FORM. 

iCeder1t 11w 11 a crime and se11 oun1sf'lmf'n! to• 
Dt•scns wno t'lave t'•~" •ou,,d 91,11Uy of rn11un9 an-.. 
lal1e s111ement or recre,1,pn111ion of I rn11e,111 f1c1 IC' 
,,pce1ve 1nv benefit or i:,avment under the meo,c11 
us,111nee orooram Th,s O",a,1n,~n, •s rttQu1,ed 10 
""lilt vou ,.,.,,;, ct 1h11 'a"" al"ld 10 warn 'IOU 191,ns1 
rnaiung any false s111em,n1 ,n an IDphc11u,n o, ,n 1 
iac~ used ,n d11erm,n1ng the 11gh1 10 a benefit o, 
conve,r,ng a benefit ~o lhe use of any 0erson 01her 
than ona tor wham II 1n1ended 

NON-TIIANIFIIIAILE UNOlll 'INALTV OF I.AW 
.A3l!l2 

Oe 1cu1rdo con la ley t1d1r11 e,, un d11t10 hactr uni 
d1cl1r1cl0n f1lsa I fin de r.c:1btr un t,enehc,o o p190 
b110 el progr1Pftl de 111t1enc11 mid1c1, y d1ch1 lev f111 
p1n1 1 111 personas au1 11 1nh1n11n. Ette 
D101r11men10 le hene qve 1nform1r de dich1 ley v ._ 
1ien1 QUI 1dver11t aue no hag, ninguna t1tu 
decl111cicin '" UNI sohcllud Plfl d111r-m1n1, SU 
derecho I un b1nefict0. o para conver1ir el benelic,o 11 
uso de otra persona Que no HI la dnt1n1d1 1 reclbir el 
m,smo. 

BAJO ~ENA 01 lA LEV 

Form #6 

Cltlld'allMllaldNo. 

YAUD ONLY FOIi DATIi OF 

PLACEMENT REl'l!RINCI 

STATE OF NEW JEIIIEY 

C..No. 

PU!ASE REPORT THE CASE NAME, CASE NUMBER AND 
PERSON NUMBER ACCURATELY ON AU. CLAIM FORMS 
AND OTHER COMMUNICATIONS RELATING TO THE 
Cl.AIM. 

DMIION OF YOUTH AND FAMILY IIIMCEI 

VALIDATION PLEASE CONTACT THE MEDICAID DISTRICT OFFICE 
SERVING YOUR AREA IF YOU HAVE QUESTIONS ABOUT 
THE MEDICAID PROGRAM. 

FOIi HEAL TH IEIMCEI PROGRAM 

49-74 
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ADMINISTRATION 

Lost Name 

STATE OF NEW JERSEY 
DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 

VALIDATION OF ELIGIBILITY 

First Name Mi Health Services 
Program Case No. 

NOTICE TO PROVIDERS 

Person Number 

This form identifies lhe prrson listed abo,·e as eligible fur authuri•ed seF\ices 11111lrr the Ne,.· 
Jersey Health S.-nices Program (Medicaid). 

This form also scm•s as • validation or Pligibilit~ fur up to 31 days from date or issue. All 
policirs and pru,·rdure• spel'ified in 1hr appropriatr New Jersey llralth Sn,·ic•·• Pro11:ram Pro,idrr 
Manual ar~ to hr followed by providers when rendning services to this prrson. 

Thr signature, title and telephonr number of an authorited representatiw ur the Sl•I• Institution 
listrd below must be included to ,alidatr thi• form. 

THIS FORM IS THE PROPERTY OF THE STATE OF NEW JERSEY AND MUST BE RETURNED WITH THE 
PATIENT. 

Form #8 

Signature and Tille or State 
Institution Repre~ntativt 

Name or State Institution 

49-75 

Date of 
Issue 

Telephone No. 
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DEPT. OF HUMAN SERVICES 

S1s1t al Ntw J-, 
o.,.-a111 .... -

DI•-., M..itll AIUIIIOCI ... Ntlll~ -

PROVIDER APPLICATION 

(.",o 51111 l,.(Olllf 

lnC11c1ie lr1111111u1 or ~our or1an1u11on Profi1 __ • ~on-Profit __ • Prn111c __ • Publu: __ . Mun1c1pal __ 
S111r __ Cha•m __ School,unr __ Counly __ ,Q,ht, __ lfo1her,plr.ue1pcc1f} ____ _ 

10 L1111hr 1,pcc1f1c 1cr\1cr111 for .,t,,,ch you arr rrqu1111n1 appro\al for rt1mbursrmrn1 under 1hr Mrc1tc11d Pro1ram 

11 De \OU C.,ptr11: (rr,m more than Onl' locallt>Pl'l --- v.. -- ,o If VII, hH all Olhtr 1ub,1d1U\ or 1ff11i11rd 
or111uuuon1 btlo"' ,,amr ant.111,.,,1,11 &ddrrui 

I! PIUN ,nd1c11e ,r ~ou art a member ctri11n or1an11111on. --- V11 ___ So. U !lft, 1nd1c11e name ___ _ 

1.1 Pleaw 1nd1uie ~our preference 10 recr,u nntr&I or local re1mhurwmen1. 

--- 10 each 1a1rll111 loeauon; 
--- 1ocrn1ral loca11ona1 ----------------------------

81lhn1 throu1h 1 «n1r1l loc111on 11 al!o·.,1blt and lef1 to 1hc prov1der'1 d1tcrt11on. HowcYer. if 1he p10111der choo1n 10 bill cuuralh 
pre-acldreued cl11m1 ~UST be u11h.ied Hr.let 1hey rertcc11111 proper addrtH and pro111dt:r numbtr for 11111 loc:111on 

14 Do ~011 rcq,mc I of Nctd under 1hr Pl1nn1n1 Act from the !'1ic11r Jene, Otp1nmcn1 of 
Htallh" ___ V,s ___ So Ir yes, 11.Uach I cop~ uf lht Ctn1fic111 of Steel If no. u.pl11r.i •hy ~ou do not re1i1uirc • 
ccn1f1catc •. 

IS If your tnmnns or fac1t11y requim I hcen1e perm11, 1nd1C'llt 1ype ------- and number-------
Plew 1111ch a copy of the hcenH pcrmu. 1.c .. lndcpcndtn1 L1bor11ory C1n1ric111on, 

16 CERTIFICATIO!'ti, ACCREDITATION Oil APPROVAL Spei:1fy 1ypt and IIIICh copy for u1mplc JC AHO 1ho1p111l11. ,,. 
Jent) Dep1nmen1 al HHllh (chn11:11. D1v111on of Menial Health Ind Hospnlll (menial lleallh chn1cu. S1111 Board of Denum~ 
ldtntal chn1c11; S1111 loard of Pharmac:y (prot1d1m offcnnt pharmaccuucal 1tn-1m), Amrr1can Board for Ctr11fo:111on ,n 
Pro11ht11c1 and Onhouc11Pro11ht1111 and or Onho11111 See liern 16. 

I' Approved b~ Mrchcarc" --- Yt1 ___ No. tr yet, plHH 1ndic1te Medicare pro,1dtr number------
and anach copy of your Medicare approwa! 

II Arc you curren1ly or h111t ~ou c111r been an apprond pt0\1der of 1ef'-1ce• under tht '!tic• Jent~ "1ed1r1id ProIr1m or 1ht "1td1c:•1d 
Pro111m or ant 01htr lllll or Junschc:1,on" ___ v.. ___ So If Yes. hu 1ypc1 of ,er"c" pto\1drd and curru1 ,1ahn 
If you wut 1ppro11cd 11 one tune and ~ou no lon1er p1n1c1p11e. ui,la.n tht re11on111 

Farm #9 
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ADMINISTRATION 

" 

:0 

ttau an,- or 1hr rn111111 nalfttd 1n r11,onM 10 qun11on1 I. or II or 1htir orran or ,annen. or any or 11\e 1nd11,Mlu1l1 11,affled 
Ill rtl,01111 10 q1i1n11on1 I '"'' bttn &lie lllltJICI or all) hetllll IUlptltllOII. ftlPOClllOft, or otller ld111ne hctlllUrt ICl.1011 1ft UIII 
\lilt or aft) Other JUrlldlCIIOII. -- Yn -- !liio U )'II., .... 11pl1111 

Ha,e an, of 1hr cn11111, nlrntd 111 rt1pon11 10 q111111on I or 11 or U111r omcrn or panntn. or an~ or 1hr 1nd1udual1 nalftrd 
Ill fllPOIIM 10 ijlltlllOIII II ' '" Men IIIChCltd. char11d. con,·1cltd of. or pied 1uill) or no COlllt'II 10 •n~ freltral or 11111 ,mm, 
1ft 1h1, ,i,ir or Ill\ Olhtr JUf1Mf1c11on• -- "" -- ---· If !,II, pltUI 11.pl11n 

Hau an, of 1hr rn1111H named 111rt1pon1110 qu.11110111 I or II or 1h11r omccn or panntn. or an, of 1hr 1nd1~11iho11h named 
,n m,pon\r 10 ~uru1on1 I ,,,, been 011 1ubJtC1 of an~ \t1d1c11d 1T11le XIX1 or Medicare 1Tnlt X\o'lll1 1u1pcn11on dcD.1rnrn1 
d11,qu111f1ca11on o• rt(O\fr\, ICl1on II\ 1h11 llllt 01 lft~ Olhtr JUrllChChon"' -- \'es -- 'io If~"· pluH upl11n 

Oo •n!> l"II 1hc cn1111ct n1md ,n re1pon1e 10 que111on I or II or 1hc1r orf1cen or p1nntn. or In~ of 1hr 01hrr .nd1,1d1o11H named 
1n rc•,pon1r 10 -.iu"11on1 II o•n or have (1n1nc11I 1n1em1 1n 111v oihrr pro"1drr p1nic1p111n1 u, 1hc ,n, Jcr,c, \lcd1c •. .! 
1T11lr Xl\1 Pro1Jr1m or 1hr \4td1c11d 1T1tlt XIXI Pro11m of any 01hrr 11111 or JUmd1ct1on"' -- h, __ ,., 11 ,r, 
plci11C Int pro, 1drr n1m1 •nd n11urc of rtl1110111h1p. 

Do ~ou char1c {or 1oocb Ind or 1tn·1ct1~ TO 4LL --- . TO "-iO~E ___ . TO CER f Al~ CROL'PS 0'L 't __ 
If ~ou ch1r1c 10 111 or Only crn11n lfOYPI, pleue upl11n )lour 1rranpmcn1 and anach I cop) of 11,our fet 1chtdult 

L1t1 d•!>• and houn of opcrauon 

49-77 
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STATE OF NEWJEIISEY 
DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 

NIW JIIIIEY HEAL TH IEIIVICEI PIIOGll.t.M 
TITLE lCllC CMEDIC.t.lDI 

PROVIDER AGREEMENT 
BE1WEEN 

DEPT. OF HUMAN SERVICES 

NEW JERSEY DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 
AND 

~tll0Yl01111 

PROVIDER AGREES: 

I. To comply with all applicable Stale and Federal Medicaid laws and policy, and rules and repda• 
tions promulpted pursuant thereto: 

2. To keep such records u are necessary to fully disclose the extent of semen provided to in· 
dividuals receivina 11.mtance under the Medicaid Proaram; 

3. To furnish the Division of Medical Aaistance and Health Services, the Secrewy of Health and 
Human Services and the Medicaid Fraud Section, Division of Criminal Juatice with such in-
fonnation u may be requested from time to time, reprdina any paym111ta claimed for providina 
1ervices under the Medicaid Proaram; 

4. To comply with the requirements of Title VI of the Civil Riahts Acts of 1964 and Section 504 
of the Rehabilitation Act of 1973 and any amendments thereto; and Section 1909 of P.L. 
92~03, Section 242 (c) which makes it a crime and NII the punilbment for penons who have 
been found suilty of makin1 any false statement or repre1entatlon of a material fact in order 
to receive any benefit or payment under the Medical Assistance Proaram- (The Department of 
Human Services ii required by Federal reaulation to make this law known and to warn apinst 
false statements in an apptication/qreement or in a fact uaed in determininl the rilbt to a 
benefit, or convertin1 a benefit to tbe uae of any penon other than one for whom it wu 
intended). 

5. To comply with the clilclosure requirements specified in 42 CFR 455.100 lhrouab 42 CFR 
455.106. 

The provider may, on thirty days written notice to the Division, tenninate this Alreement. 

OATI 

Fann #10 
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ADMINISTRATION 

DISCLOSURE OF OWNERSHIP AND CONTROL INTEREST STATEMENT 
I. --lnlDnla:lon ,.,._.,Enllly -- D/8/A -No. 

City, CGunty, - Zip Code 

lb! (To llo.........., 1w HCl'A,..., 0fflooJ Clllln Altllilllo No. 00 LIi 
II. AMwer IN toUDwlng QUllllonl lty chlclllftll "YN" or "No". H of thl qUNtion1 .,. "V•". 1111 namtl Incl ldetr ..... of lndNlduall or ---on-•.~--••-••111-lnUICI 

A. Ale ._. any 1ndMlluall or or11111&1Hon1 hiving direct or lndlrtct ownerahlp or conttol 1n1ernt of 5 P9fCln1 or more 1n lhl 1nt1ilutt0n, 
organllatlonl, or agency IMI MVII Nlfl oonYk:ted of I crimlnal .offenle , ... , .. IO IM lnvotvemenl ol lUCh per.an,. or '" any of 
,... --- 11W Tillol XVIII, XIX, o, XX? 

Ov• O No LU 

I. Are- onrdl-, -· -· Ol ffllftOlllng.......,... .,,.., lnllltullon, - o,_,iilltiOn ..... - - - -- ., • criffltnal oflenN Nlllacl 10 tNa' lfl IUCh progrt,ffll lllablilhld TIIIN XVIII, XIX, or lOC'7 

Ov• 011o w 
C. Are ,...,_ any indMdYIII currandJ' tlfflPIO,ld by lhl lftllilulion, 191ncy, or Otflntnlion in manage,111, accounling, aud111ng, or llmlllt 

capacMy who..,.~ by tM lnllllutl0ft'1, organiutlon'1. o, RICal inl1rmecliary or carrier within lhe p,ewlOUI 12 months? 
(TilloXYIII-Dftlrl 

Ov• D No LB< 

Ill Ca) Lill Mffill, addreuiN tor lndMdUIII, or lhl !IN lor tlaving direct or indirect OWNl'SNP o, a controHlng 1nlerHI 1n the Mlity 
(SN 1n11r1JC1km1 for definition of awnerat11p and controlling inllrfll ) LIii any, 1dd1t1on11 narnn and ICldrNNI under ··Remarkl" on Page 2 II 
more than one lnd1vldual ii repol'IN and any of INN ,,._tlCI to nch other. 1hi1 must be reported under A9marks 

- EIN 

LBS 

LIi (Ill Typo ol EnH,r, B-Proprlllorlhip O Pa•no""'p 

Uni ........... -··- _ .. D=....:Dl., .... .,_.(Spocify==· .. 1'-----------------
(C) II tfte dl1Clol6ng enlity ii a COfPOl'8flOft, ti• namn, lddllllN of lh• DilKIOII, and EINI lor corporalionl ""°'' Aemartil 

D Corporaloon 

Chock_..,..."°" '°'-h ol lllo fallOlringq-
(d) Are In," OWntrl of the dilCIOllng lntity OWMfl ol Olher tac,I11111? (E1ampla, loll praprlelor, partnership OI' IMrnberl 

ol INtCI ol Dl'9CIM.) II ~. H• nafflll, add, ..... of and p,owre, numbers. -
Form HCFA-1$13 

Form 11111 

--

49-79 
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Department of MHlth and Human Serv1cea 
HHl!h Cate F1nanc1no Adm,r11s1r11t1on 

IV (a) Has There been a change,,., .:iwnersn,p or con1,ot w11h1ri 1he 1as1 year' 
II yes give dale 

ft,) Do you an1u:1p11, any change ol owntr11ih1p or conuot w1lh1n lhe year? 
II yes. when'> 

{C) Do you 1n1tc1p1te liling for bankruptcy w1U11n the yHr" 
____ 11 ve•-~~-.,-=====----- ___________ _ 
V 11 this tac1111y operlltd by a m1n1g1men1 company. 01 lealed '" whole or part by anou,,, organization" 

II yH. g1\le dale ol change ,n oper111on1 

DEPT. OF HUMAN SERVICES 

Form Approved 
0MB No 0938-008f.i 

,--, Yes r 7 No LB8 

[ jves {"] No L89 

_ _[Jv_!i___lli..~ 
0 Vos O No LB11 

vr Has there been a change 1n Adm1n11tr11or. 01rec1or ol Nursing or Mechc:11 Director w1fh1n the la~~••r' _ • __ D Yes Q No LBl2 

VII (al Is 1tus l1c1111y cna,n aff•hautd? !II yes 1111 name address ot Corpor1110n and EIN) 
Name EtN " [ jYes n No L913 

Addr•t1 

ts,, ----- ----·--. 
VII (D) If lhe answer 10 Oues110n VII.a. 11 No. !he tac,Mv ever att11i:11ed w11h I chain? 

(II YES. 1111 Name, AC1dre11 of COl'po,a11on and EtNI 
Harne EIN i Ovff No LB18 

.... "' 
LB19 ---- ---·--- --------------- ... ··---- -

VIII Have you increased y,cur tied c1pac11y by 10~ or more or by 10 beds, wt11chever ,1 grHler w1th1n the IHI 2 years? 

Qvn O No 
II Yfl, gtve yaar of change 

LB15 

Curr•nl bed:::_•-=====- '.'.'.LB::1:_0_P:._:•;::•0:._:• -=•~====-:::LB::1.:_7 _____ _ 
WHOEVER KNOWINGLY ANO WILLFULLY MAKES OR CAUSES TO BE MADE A FALSE S1'ATEMENT OR REPRESENTATION OF THIS STATEMENT. 
MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS IN ADDITION, KNOWINGLY ANO WILLFULLY FAILING TO FULLY ANO 
ACCURATELY DISCLOSE THE INFORMATION REQUESTED MAY RESULT IN DENIAL OF A REQUEST TO PARTICIPATE OR WHERE THE ENTITY 
ALREADY PARTICIPATES. A TERMINATION OF ITS AGREEMENT OR CONTRACT WITH THE STATE AGENCY OR THE SECRETARY, AS 
APPROPRIATE 

Name or Autl'lonzlCl Repreun1a11ve (Typed) 

Oat• 

....,.,., 

Form HCFA-1513 

49-80 
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PA'ffENTCERTIFICATION FORM 

PATIIN,..I NAME--------------
HI..: NO, _______________ _ 

MEDICARE PATIENT'S AUTHORIZATION 

I 111la.oftH an,- bokl•r of ••d&C'.a or el.It.er lafo .. 1uon •• ID 
nlHN ID It• Soel&I Sff\ll'U, Adfflill&alHUoll, or .... H,.a. .. c ... 
Fuianna, ., Ill 1DIHmed1 ... , DI' ......... , &a-
lor"'••on nudld 101 ll1l1 or I H.111H lllulll. I •-I,' tluil 1111 
... ,c-,u, , ...... d br 11111 el111n ... '-"• •etl¥1td Md NCIIIHl ... ,. 
OHIII U'I IC'I.Uidanu Wllh "°" ........ , 1iU.H lo D,. 
or .,.11 ., VII douor don ltOI MHPI ----••L 

P1h1111 or A111hon,11d 
llfPftHIIUlllllf'I 511111111N 

HIPJfO. _______________ _ 

M'IDICAID PAYNINTI 

t.'::"A?!'i.. ... ..=m !:!:::1t'uu,"1i.!:.'T:'L!.•.:.•: ... 1 
and fftl\1111 11111 tlr•••• for ••• •1¥1e11 bl •ad• •• 11111111. 
I av,U.o:.'IN anr 11.ader of •N.11111 or •••r .. aMu1 1111 
le ,., .... ID 1111 111w AIHO or Ill aulboriaad Apnu .. , tatol• 
••••• ••• for •• 01 1 rdaled ellla. 

01h11Co1111111n11 

THIS FORM TO BE Rf.TAL'lilED IPli PROYlDER'S OFFICE 
THIS FORM HAS IEEN APPRO\'ED IV 

,-.~lj.1\1 Ed. 7/8:! 

Form 112 

'fffF NEW JERSEY DEPARtM!h'T OF HUMA"'-' SERVICES, 
Dl\'ISJON OF MEDICAL ASSISTANCE AND HEALTH SERVICES 

POR USE IN THE MEDICAID PROCRAM 

49-81 
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I WF-4= e e 
--=====1 == Plani 

YOUR PlmSCRIPTION l"OR 
QOOD Hl!ALTH 

WELCOME TO TIIE GARDEN STATE HEAL TII PLAN 

DEPr. OF HUMAN SERVICES' 

Thank you for applying for membership in the Garden State Health Plan 
(GSHP). After your eligibility for enrollment is verified, the GSHP will 
process your enrollment, which usually takes forty-five days. Your 
membership, therefore, should begin on . You will know 
when your membership begins when the message, "HMO-Check GSHP-ID Card," is 
printed on your Medicaid Identification (ID) Card which you receive each 
month. 

A few weeks before your mem0ership begins, you will receive a gold Garden 
State Health Plan.Membership Card. When.your GSHP membership begins, you 
must show both your Medicaid ID Card and your GSHP gold card each time you 
receive medical care. · 

Also, as a Plan member, it is important that you establish and maintain a 
close relationship with your primary care physician. Remember, all medical 
services you receive will be coordinated by your prima•y care physician. 
You must, therefore, call your physician for authorizat:on before you go to 
any other health provider, such as an eye doctor, for X••ays, or to have a 
prescription filled, etc. 

The Garden State Health Plan operates a toll-free number: 1-B0D-525-0047. 
Please call if you have any questions or problems. Our goal is to keep each 
GSHP member healthy and satisfied. In addition, please notify our office 
immediately if you do not receive your gold card within 45 days of your 
application. 

The Garden State Health Plan physician case manager(s) you have chosen 
is/are: 

N- of Filllfly limber Physician Telephone Address 

SlaatotN .. J...,. 
DEP411TMENT OF HUM4N SERVICES Form #13 

49-82 

, I 
\__,) 



ADMINISTRATION 

SIi RECETA PARA LA 
BUENA SALUD 

UNA CORDIAL BIENVENIDA AL GARDEN STATE HtALTII PLAN 

Le agradecemos su solic:itud p1r1 afi11arse 11 Garden State Heaith P11n 
(o3HP). Oe:.pu!s de que se c:ompruebe su e1egibi1idad para 1a inscricc:ion, e1 
GSHP tramitarr su ins:ripci6'n, 1_g. qui normalmente toma 45 das. Por 
cons!_guiente, su afi1 iacion comenzar,a 11 Usted 
sabra 1a t'ec:ha de1 i ni ci o de su afil iaci on cuando el mensaje "HMO-CHECK 
GSHP-ID CARD" este impreso en su tarjeta de identificaci&"n de Medi:aid, que 
re:ibirimer.sualmente. 

Unas semanas antes de que se inicie su afiliacion, usted recibiriuna 
Tarjeta dorada de Identificacion como Miembra de1 Garden State Hea1th Plan. 
Cuando se ini:il. su afil ilcion en 11 GSHP, cada vez qut r1cib1 aanci6'n 
mfdica usted debtrll" presentar su t1rj1t1 de· iaenti fic1cion de Medicaid junta 
con su t1rjet1 dor1d1 del GSHP. 

Ademas, coma miembro del Pl an, es important, qui usttd est1blez:1 y 111anttni;1 
unas re11ci0nes estre:has :on su,midi:o de atenci5n prim1ri1. Teng• 
pruente que tocios 1os nr,•icios medicos que usted r1cib1 serin :oordinados 
par su medico de attncion primaria. Par consiguientt, usted deberi llam1r 1 
su medico para ootener autorizacion antes de acudir I cu1lqui1r pr0v11d0r dt 
salud distinto, ta1 coma el oculista, para radiograf(as o para que s1 le 
di sper.se una re:e:a. 

T '::1 Warden S:at1 H1u1tn Plan man-:iene un nUrnero de tele'fano \gratis d1 ~arifa: 1-aoo-szs-0047_ Lt rogamas qu1 llame si tiene preguntas o problemas. 
Nuestro objetivo es el de m1nten1r sano y satisfecho a c1d1 uno dt lcs 
mi1mbros de1 GSHP. le rogamos que I oficina si nc 
~e:ib1 su t1rjet1 dor1d1 en un plaza dt 45 d(u de remitir su solicitud. 

;:1 o los .9er1n:es mec:i:cs para cuas del Garden State Hulth Plan que us~1c 
se1e::iano son: 

Hombre de1 familiar Medico Telefono Direc:ioii 

Forni #13 
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Slall ti N .. J-, 
DEPARTMENT OF HUMAN SERVICES 

Dl-ollllMlcal-uol H-S-• 

GARDEN STATE HEALTH PLAN (GSHP) 
CONDITIONS FOR MEMBERSHIP 

DEPT. OF HUMAN SERVICES 

I. I have applied for membership in the Garden S1ate Health Plae (OSHP). I have accepred no money nor 
rewards 10 enroll in the Plan, nor have I been rorced by anyone 10 join the Plan. 

2. I understand that I may choose my Physician Cuc Mana1cr (PCM) from a list or panicipatin1 physicians 
in my area accordina 10 the type or practice and availability or openinp ror that PCM. 

3. I understand that I am eliaiblc for all Medicaid services u • Plan member and I will not lose any Medicaid 
bencfiu by enrollin1 in this plan. 

4. I understand and qrcc, u a Plan member, to only 10 to the doctor I have chosen for oil medical services 
no mane, what <he problem. Ir an emer .. ncy occurs and my doctor cannot be contacted ri1h1 away, I may 10 
lo a bo1pi1al emer1ency room and my PCM will be notified. I will not 10 10 the hospital emer .. ncy room or to 
aay other doctor if it is not an emcrpncy situation. 

,. I understand 1ha1 the PCM I have chosen will send me for other health services whenever necnsary. I will 
only UJe another phy11cian's services or other health care provider's services (e.1, optometrill, chiropractor, etc.) i( 
I have been sent by or have !he approval of my PCM. Only my PCM will write any neceuary prescription, (or 
me or will authorize another pby1ici1n to write a pre1cription for me. 

6. I understand that i( I UJe any health services ((or example, uain1 the hospital emc, .. ncy room (or non-
emer .. ncy or routine care) without the approval or my PCM, the Medicaid Proaram will not pay (or these unauthorized 
services and I may become respon1ible (or payin1 the bills. 

7. I understand that my Plan panicipation bepnJ when I receive my validation stub with the (01lowin1 messa .. , 
"HMO-Check OSHP ID Card," printed on the 11ub. My membership in the Plae will automatically continue until 
my elipbility is 1ormina1ed or my disenrollment ii authorized. I( .1 want to dilonroll from the Plan or choose another 
PCM, I mw, conlact lhe Plan Office listed below. Under cenain cireumatances, I may be paranteed 1welve (12) 
months or Medicaid elipbility upon enrollment which hu been explained 10 me. 

I. I understand 1h11 I am enrollin1 ror six (6) month periods and that I may chan .. my Phy1ici1n Cuc Man ... , 
ror any reuon durin1 1he lint thiny (30) days or membership in the Plan (which bep the lint month the Plan 
mmqe appears on my Medicaid Validation Card) and durin1 the lint thiny (30) days of each 1uceeuive six (6) 
month period or membership, 

9. I understand 1hat in order to panioipate in the Plan I must be Medicaid elipble on the effective date of 
my enrollment in the Plan. Ir I should lose my Medicaid elipbility, my membership becomes null and void. 

10. I understand that if I am cumntly receivin1 lon1-ran .. medical servica, (sucb u mental health eoumelilll) 
or am under a "plan or care" or another physician, I will discuas this mauer with my PCM u soon u posaible. 
It tbere ii any dilaareement about con1inuin1 1h11 care, I may call the desipated Plan Office at the toll rrec number 
10 dilcUII a pos,ible solution. •. 

11. I unclemand 1ha1 under cenain circum11ance1 lhe County Welfare A .. ncy (AFDC clienu only) bu the ript 
and obliption 10 invalidate my twelve (12) month ,uarantce or eli,ibility i( I rail 10 comply with public Jaw which 
affect my elisibility ror public auiltance benefits. 

Any questions or complainu abou1 my Plan membership should be directed to: 

Otllct of Ille Gudu Slate H•llb PIM 

Address: CN 712, TNDIOII, New J-y 11625 

Toll Free Telephone Number: ____ IL.:.· IN,....;:•_.!l:al!I"-'-· :i::"4='-----------------
(nll number CU UICI N row OD your GSHP M1111bonlllp Canl.) 

Form 114 
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ADMINISTRATION 

CONDICIONES DE MIEMBRO 

I. He 1olicitado ser m1embro del Plan de Salud del E111do del Jardin. No he .. ep1ado n,nglin dinero o recompen11 
para 1nscrib1rme al Plan. ni 1e me ha obli1ado a uninne al Plan. 

2. Ten10 entendido que puedo escopr mi Gerente Mi!dico para Cuos (GMC) de un li11ado de medicos panicipantes 
en mi •re•. de acucrdo al tipo de prmica y • la di1ponibilidad de pluu exi1en1a para ae GMC. 

J. Ten10 entendido que soy ele1ible para todos 101 aerv_icia1 de Medicaid coma miembro del Plan y que no voy 
I perder ninpn benelicio de Medicaid al panicipar en este plan. 

4. Teqo entendido y estoy de acuerdo que. como miembro del Plan. vi1i11ri para rodtn IOI serv1c101 medicos Joll,m,nr, 
al mi!dico que h1y1 eacopdo, independientemente del problem•. En cuo de emergencia y no poder comunicarme con 
mi imd1co inmedi1wnen1e, puedo· ir • la 1111 de emerpncia de un ho1pi1al y se notilicari • mi GMC. No iri • la sala 
de emerpacia de un bo1pi1al o • nin1un otro mi!dico, • mtnOI que sea una emerpncia. 

5. Tm,o entendido que al GMC que h1y1 acopdo me en•iari • OlrOI servicios de salud cuando sea necesario. 
Soil,,,,.,.,. recurriri I los servicio, de otro mi!dico ode alpn otro proveedor de serv1cios de salud (p.e. optometra. quirop,Ktico, 
etc.), 1iempre y cuando me b1y1 enYiado y 1en11 la aprobacion de mi GMC. Mi GMC seri el unico que podr• suministrarme 
lu recctu necesariu o aucorizar a otro medico a bacerJo. 

6. Ten10 entendido que si utilizo cualquier servicio de salud (por ejemplo, la utilizacion de la sala de emerpacia 
hospilalaria para cuo, que no son de urpncia o para cuidado rulinario) sin la aprobacion de mi GMC. el pro1rama 
de Medicaid no pa,"" dichos servicios i· puede que yo sea mponsable de cubrir los 111101 incurridos. 

7. Tens• entendido que mi Plan de pan1c1pacion comieaza en el momenta en que reciba mi 1arje11 de Yllidacion 
1mpres1 con el 11111ien1e mem&JI: "HMO - Check GSHP ID Card,• (HMO-Faetue la llrje11 de 1den1ilic1cion del Plan). 
Mi panicipacion en el Plan continu"" 1u1om,1iclmen1e bu11 que termine mi elepbilidad o huta que se 1u1orice mi 
disociacion. En cuo de que claee disociarme del Plan o escopr • otro GMC, nH,t comun,carme con la olicina del 
Plan cuyo nombre aparece al pie d• la pqina. Baja cienu circunstanciu, se me podrin 1ar1n1izar doce ( 12) meses de 
elepbilidad con Medicaid. lo cull me fue explicado al momenta de I• inscripcion. 

8. Ten10 entendido que 1lis10 para un periodo de Mil meses y que puedo cambiar de Gerente Medico para Cuos 
por la razon que sea durantc IOI primeros 1rein11 (30) dlu de panicipacion en el Plan (el cual com,enza • panir de! 
primer mes en quo aparezca en mi llrje11 de ,·alidacion de Medicaid el mens,tje de Plan) y durante 101 pnmero, 1rein11 
( JOI diu de cad a periodo 1ucesi•o de sei, meses de panicipacilin. 

9. · Tenro entendido quo para panicpar en el Plan debo ser elepble para Medicaid en la fecha efecti•• de mi 1ubacripcion 
ol Plan. Si pierdiera mi elepbiliclad de Medicaid. mi sar• nula e 1nv'1ida. 

10. Ten10 entendido que so aetualmen1e moy recibieado servicos mi!dico, 1 IIIJO plazo. !Illes como conaejeria de 
salud mental) o estoy bajo un "plan de cuidado" de 01ro medico. disculiri estc uunto con mi GMC lo mu pronto posible. 
En cuo de surpr alpn desacuerdo sobre la de dicha atencion. podri comunicarme con la olicina del Plan 
para discutir una posible 1oluci6n. 

11. Tonio entendido quo bajo cienu circunswu:iu la Apncia de Bienes1ar del Condado para clientes 
del AFDC) tiene el derecho y la obli11cion de invalidar mi 1ar1nli1 de elesibilidad de doce (12) meses. en cuo de que 
no cumpla con lu leyes quo 1obieman mi elesibilidad para 101 beneficio1 de ui11enci1 publica. 

Cualquier pregun11 o queja sobre mi membrecia al Plan deberi diri1irse al: 

Ofldna del Plan da dol Ellado dal 

D,reccuin: ____ C_N_7_1_2_, _T_,..._1o_a._s_,,._J_11"M......;y_Ol6 __ 25 ______________________ _ 

Numero del Teli!fono Libre de Tarifa: ___ 1-I_G0-_52_5-G04 __ 7 ____________________ _ 
(Est• numero del 1e1•rono lo puede en su de mlembro de GSHP) 

Form #14 
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s1111ofN1• , .... , 10:49-Appendix-F0RM •IS ""41r11sr .. ,,io 
0.,.rt- of H- !itmct1 HAMD Pr09ram 

Dl•-ulM-IA-IMHtoh~!,,,.1cn Cn,711 
Tron1on. NJ 01125,0715 

ELIGIBILITY APPLICATION 
HEARING AID ASSISTANCE TO THE AGED AND DISABLED (HAAAD) 

l.lMN- F1n1N1N ~-----
a., - ZipCNI 

A...,_\ Soctal Socuni, Numltrr ,\,,.._'I,...,,..._ .... AIIIIIIMI 10 Iha AIIII UII Dtulllwd N111111Jer 

TIie followins dacumcntaiion must -mpany 1h11 applicaiion: 

I. A ..-ip1 for the punhuc or 1lle llearin1 aid. 
2. A written 11a111111111 from your physician atlfttin1 10· the medical -ily for olltainilll a hearin1 aid. You 

may obtain your physician\ 1ipa1un below• anach a copy or the ,-riplion for the lllarin1 aid. 

TO II COMPLITID IY YOUR PHYSICIAN 

I have examillld this applicant and have determillld the medical nect111i1y for ohlainin1 a htarin1 aid. 

Pll,sir:tU\SipMuro ' !'1-&Adllrftlol...,.,.,..IPLIASE PRINT) 

A ...... \ Cllllllullae UIII Wamr. I cenlfy Illa& Ille infor-ion above ii irue 11114 accur1111 10 the belt of my knowltdlf. 
I uadtntud 1lla1 if it i1 dtlennillld that HA.A.AD 1Nlltll11 have been improperly issued 10 1111, I will be nquind to npay 
1ucll 1111111111. I undentand 1h11 tu verify my elipbility fur HA.A.AD, it may bl -, 10 obtain cenain informatiun 
from reconll of the Pll--utical Auilwa 10 the A.pd and Disabled (PAA.QI .......... and I authorin the nleaN 
or 1b111 information. I henby lllip 10 the Stall of Now Jmoy any riaht 10 htarins aid coveraae 10 which I may be 
catitlld ulldlr any other pian or 111i.,._ or insur.- or from any other liable third pany. 

Af,llcMI\ ........ DIie 

MA, I ltft 61111 Form #111 

5-15-95 49-86 
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What Is Hearing Aid 
Assistance to the Aged and 
Disabled? 
This is a State of New Jersey 
program which provides a $100 
reimbursement to eligible residents 
who purchase a hearing aid. 

How Do I Apply? 
II you are currenlly enrolled in the 
Pharmaceutical Assistance to the 
Aged and Disabled Program IPAADI. 
you must complete a HAAAO 
application and submit the following 
documentation: 

1 . A receipt for the purchase of your 
hearing aid. 

2 A written statement from your 
i:,ti~ician auesting lo the medical 
necessity for obtaining a hearing 
aid. 

If you are not currenlly enrolled in 
the PAAD program, you must 
com~•ett" a PAAD application as 
well. This is needed to verify your 
age or disability stat us, state 
residency, and annual income. 

Applications may be obtained by 
calling the toll-free number: 

1-800-792-9745 

How Is The Term 
"Hearing Aid" Defined 
For The Purpose Of This 
Program? 
'"Hearing aid'" means a custom-
fitted ear-level or body-worn 
electronic device to enhance 
communication for the hearing 
impaired. 

How Often May I Receive 
The HAAAD Benefit? 
You may receive one $100 
payment during a calendar year. If 
you purchase another hearing aid 
during a subsequent calendar year, 
you may reapply. 

How Soon Will I Get My 
$100 Payment After I 
Apply? 
Once your application has been 
approved, you should receive your 
payment in approximately six to 
eight weeks 

Would I Be Eligible If I 
Have Other Hearing Aid 
Coverage? 
If you are a Medicaid recipient or 
have other health insurance 
coverage or retirement benefits 
that provide lull hearing aid 
coverage. you would not be 
eligible. If you have only limited o: 
partial coverage, you would be 
eligible for a supplementary 

How Do I Know If I Am 
Eligible? 
You must be at least 65 years of 
age, or receiving Social Security 
Disability benefits. 

You must be a New Jersey 
resident 

You must have an annual gross 
income of less than $15,700 if you 
are single. or less than $19.250 if 
you are married 

If you have any questions about 
HAAAD. -1te to: 

HAAAO 
CN-715 

Trenton. NJ 08825-0715 
or telephone the toll-free number 

1-800-792-9745 
A -ial Telet-iter Telephone 

CTTYI is available for lhe hearing 
impaired by calling· 
809-588-7180° 

"NOTE: 
This ia NOT a loll-fna number. 
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S1IITE OF NEW JERSEY 
PHARMACEUTICAL ASSISTANCE TO THE AGED AND DISABLED 

Your plastic Al.AD ldentHicatlon card is attached. Paniona V101ating any provision 
of the Al.AD N:T shall be aubjec1 to applicable civil and criminal penalties 
in NJ.S.A. 30: 40•1 Et SeQ., and u may hereaft8f be amended, and to 
suapenalon of their ellglblllty tor one year tor a lirat offense and permanent 
l'8\IOC8tlon ot their eligibility tor a second offense. Names can have no 
more than 7 lattera in the first and 12 in the last. 

49-88 

DEPT. OF HUMAN SERVICES 

~-=...:.:-. --------··· 

You mUII 191um your otlglblllly C8ld 10 PAAO, CN 715, 
Trenton, N- Jefley llll82li N: 

1. Your annual Income ,..,._ tho Nmlta NI by &aw. 
2. Yau move DUI of tho SW. of - Jefley. 
3, You blcoml otlglbll tor Medicaid or any plan ll1al 

ollefs coverage aqua! to PAAO pharmacou1lcal -· 4, You aro under ago S5 and your Socill Socurlty Dublll-
ty - .,. tarmlnated, 

Usa of your PAAD C8ld H lnotlglble la I YIOla1ion ol laW and 
will raouft In your owing tho State tor - pold, plua cMI 
and crtmlnal penolllla, 
Yau mUII notify PAAD N: 

1. You changl your_,..._ 
2. Your mart1ll ltalul changol. 

Include your PAAO otlglblllly numbll' on 1111 corroopondencl, 
250 (3-90) 

Form #16 
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MEDICAID DISTRICT OFFICE DIRECTOR Ul!Q!lU .. ,.,Ull...,B,.,,.ER,,_ __ ...,;A,.,D.,,DR,..E.,..SS,;..... ______ 
(01) Atlantic William Underland, Director 1601 Atlantic Avenue, 7th Floor 

Atlantic City, NJ 08401 
Fax #1·609-344-2268 Tel. 609-441-3620 
(02) Bergen Kate Buckley, Director 

Fax #l-201-996-8084 Tel. 201-996-8060 

171-173 Main Street 
Hackensack, NJ 07601 

(03) Burlington Eileen Calabro, Acting Director 50 Rancocas Road 
Mt. Holly, NJ 08060 

Fax # l ·609-265-0Qj._5 --:!Tc"e.._1 -~6,,.09~· .... Z,,_61._·.,.0;,;44,.,B'--:-,---,------:-:;;,,...-,-:--,-;---:-----=-:-;--;::-;---
( 04) Camden Daniel Cooperson, Director 101 Haddon Avenue. 5th Floor 

Camden, NJ 08103 

Fax #l-609-757-4626 
(05) Cape May 
(06) Cumberland 

Ronald Coppola, Regional Director 
Tel. 609-757-2870 
Barbara Dils, Director 

Fax #l-609-794-2586 Tel. 609-696-656 
(07) Essex Diane West, Director 

Tel. 201-648·2470 
Fax •1-201-642-6468 201-648-3700 

108 Landis Avenue 
Vineland. NJ 08360 

153 Halsey Street, 4th Floor 
Newark, NJ 07102 

(08) Gloucester Joan Suleskey, Acting Director 251 N. Delsea Drive 
(17) Salem Deptwood Center 
Fax • I -609-84 5- 044 4 --~I:7e.,..,l.~6.0~2~·-8753.._-..,.4~17~7:--:=-,-------~P::!e~pt=-cf,,.o~cd~,__,.,.NJ"=""O"'=B0=9~6'--..,19~3-=-0---:-:,.,....-
( 09) Hudson Wi 11 i am Underland, Di rector 2815 Kennedy Boulevard, 2nd Floor 

Jersey City, NJ 07306 
Fax •!-201-433-7544 Tel. 201-4H-80ll 
(10) Hunterdon Caroline Krajewski, Director 84 Park Avenue, 2nd Floor 
(18) Somerset Flemington, NJ 08822 
Fax •l-90-782-7899 Tel. 908-71!Z-Jl30 
{II) Mercer Eileen Calabro, Acting Director 314-316 E. State Street 

Fax *l-609-599-4627 
(12) Middlesex 

Fax •1·908-906-8275 
(13) Monmouth 

Fax •!-908-409-64..4§ 
(14) Morris 
(19) Sussex 
(21) Warren 

Tel. 609-292-7315 
Colleen DeMarks, Director 

John Russell, Regional Director 
Tel.908-54· 4 
Frances Garrett, Director 

Tel. 908-308-1159 
'1arie Grubin,_Oirector 

Fax •1·20!-631-6448 Tel. 201-631-6440 

Trenton, NJ 08608 

Bldg. B, Suite 5 & 6 
25 S. Main Street 
Edison, NJ 08837 

1003 Route 9 North-Suite 200 
Howell, NJ 07731-1113 

10 Park Place, 4th Floor 
Morristown. NJ 07960 

(15) Ocean Gail Dempsey. Acting Director 1510 Hooper Avenue 
Toms River, NJ 08753 

Fax # I . 908-lli:Qill, __ ,;,,Te~l'",' . .,..9'"'0=8'--!"zs ... s'--0""7""3"'1.,--...,....--,,-,----,-----=-=--,-,--....,..,-----=--,------
( 16) Passaic Kathleen Lohrey, Acting Director 66 Hamilton Street 

Paterson, NJ 07505 
Fax # 1-201-684-BISZ Te 1 . 201-97.._-4,..0~7,_7 ______ ....,...,....,,,,_,, __ ...,... __ ..,....,....,,,,....--
( 20) Union Director 24-52 Rahway Avenue, 3rd Floor 

United Jersey Bank Bldg. 
Fax #I" 908· 3~--T;=-e l,._..--L'90.,,8c..·'!."82.,.,0c·_.._J 1 .. J.,.S _______ .,_E).,-,i,._z...,ab .. e.,.t'e-h ,__ • ...,N.._J_,,,0!-'-7...,2.,._0 l.__ ___ _ 
Northern Regional Thomas Rafferty 100 Hamilton Plaza 
Medicaid Office Acting Regional Director Room 601, Box 2 
Fax #l-201·684-7769 Tel. 201-977-454I Paterson. NJ 07505 
Rev. 7/92 
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