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Source and Effective Date 
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Chapter Expiration Date 
In accordance with N.J.S.A. 52:14B-5.lc, Chapter 49, Administration 

Manual, expires on July 20, 2008. See: 40 N.J.R. 984(a). 

Chapter Historical Note 
Chapter 49, Administration, was adopted and became effective prior 

to September 1, 1969. Subchapters 1 through 6 were amended by R.1977 
d.213, effective July 1, 1977. See: 9 N.J.R. 123(b), 9N.J.R. 342(c). 

Pursuant to Executive Order No. 66(1978), Chapter 49, Administra-
tion, was readopted as R.1990 d.390. See: 22 N.J.R. 1512(a), 22 N.J.R. 
2313(a). 

Chapter 49, Administration, was repealed and a new Chapter 49, 
Administration, was adopted by R.1992 d.317, effective August 17, 
1992. See: 24 N.J.R. 1728(b), 24 N.J.R. 2837(a). Subchapter 19, Pre-
paid Health Care Services: Medicaid Eligibles, was repealed by R.1995 
d.337, effective June 19, 1995. See: 27 N.J.R. 853(a); 27 N.J.R. 
2446(b). 

Pursuant to Executive Order No. 66(1978), Chapter 49, Administra-
tion, was readopted as R.1997 d.354, effective August 8, 1997. As a 
part of R.1997 d.354, effective September 2, 1997, Chapter 49, Admin-
istration, was renamed Chapter 49, Administration Manual; Subchapter 
2, New Jersey Medicaid Recipients, was renamed Subchapter 2, New 
Jersey Medicaid Beneficiaries; Subchapter 9, Provider and Recipient's 
Rights and Responsibilities; Administrative Process, was renamed Sub-
chapter 9, Provider and Beneficiary's Rights and Responsibilities; 
Administrative Process; Subchapter 17, Home and Community-Based 
Services Waivers, was recodified as N.J.A.C. 10:49-22, Home and Com-
munity Based Services Waiver Programs; Subchapter 18, Home Care 
Expansion Program, was recodified as N.J.A.C. 8:81-2, and Subchapter 
18, Early and Periodic Screening, Diagnosis and Treatment (EPSDT), 
was adopted as new rules; Subchapter 19, HealthStart, was adopted as 
new rules; Subchapter 21, Pharmaceutical Assistance to the Aged and 
Disabled (PAAD), was recodified as N.J.A.C. 8:81-3, and Subchapter 
21, The Medicaid Managed Care Program-NJ Care, was adopted as 
new rules; Subchapter 22, Lifeline Programs, was recodified as N.J.A.C. 
8:81-4, and Subchapter 22, Home and Community-Based Services 
Waiver Programs, was adopted as new rules; and Subchapter 23, 
Hearing Aid Assistance to the Aged and Disabled, was recodified as 
N.J.A.C. 8:81-5, and a new Subchapter 23, Lifeline Programs, was 
adopted as new rules. See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Subchapter 24, Work First New Jersey/General Assistance Claims 
Processing, was adopted by R.2000 d.309, effective August 7, 2000. 
See: 32 N.J.R. 1342(a), 32 N.J.R. 2900(a). 

Chapter 49, Administration Manual, was readopted as R.2003 d.81, 
effective January 22, 2003. See: Source and Effective Date. See, also, 
section annotations. Subchapter 20, The Garden State Health Plan 
(GSHP), was reserved by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1 l 18(a). 
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APPENDIX 

SUBCHAPTER 1. GENERAL PROVISIONS 

10:49-1.1 Scope and purpose 
(a) The Division of Medical Assistance and Health Ser-

vices, under the Department of Human Services, is designat-
ed in accordance with 42 C.F.R. 412.30, as the single State 
agency for the administration of the New Jersey Medicaid 
program. Under the authority of N.J.S.A. 30:4D-1 et seq., 
as amended and supplemented, N.J.S.A. 30:4D-5, and pur-
suant to N.J.S.A. 30:40-4, 30:41-1 et seq. and 30:41-1 et 
seq., the Division of Medical Assistance and Health Services 
is authorized to administer the Medicaid program as well as 
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); the NJ 
FamilyCare programs and other special (State) funded Pro-
grams. 

(b) Governor Whitman's Reorganization Plan No. 
001-1996 gives the Department of Health and Senior Ser-
vices (OHSS) legal authority to administer several compo-
nents of the Medicaid program. These components include 
nursing facility services, medical day care services, PreAd-
mission Screening (PAS) and PreAdmission Screening and 
Annual Resident Review (PASARR), the Community Care 
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program for the Elderly and Disabled (CCPED) waiver, the 
Assisted Living/Alternate Family Care (AUAFC) waiver, 
and peer grouping. Rules for these Medicaid program 
components are promulgated by DHSS. Accordingly, pro-
viders must contact DHSS regarding requirements for these 
services. 

(c) Pursuant to N.J.S.A. 30:4D-1 et seq., as amended and 
supplemented, the Division of Medical Assistance and 
Health Services, under the Department of Human Services, 
is designated as the State agency responsible for the admin-
istration of the NJ FamilyCare program. 

(d) Unless otherwise specified, or clearly indicated other-
wise in the context of the rule, the rules of the New Jersey 
Medicaid program and the rules of the Division of Medical 
Assistance and Health Services are equally applicable to the 
NJ FamilyCare program. 

Amended by R.1997 d.354, effective Soptember 2, 1997. 
See: 29 N.J.R. 2S12(a), 29 N.J.R. 3856(a). 

Substantially amended section. 
Amended by R.1998 d.116, effective January 30, 1998 (operative Febru-

ary 1, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

In (a), inserted a reference to the NJ KidCare program in the second 
sentence; and added (c) and (d). 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 26S0(a), 35 N.J.R. I I 18(a). 

Amended N.J.S.A. reference in (a) and (c). 

10:49-1.2 Organization 
(a) 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) and Title XXI of the 
Social Security Act. The Division of Medical Assistance and 
Health Services, Department of Human Services, adminis-
ters the New Jersey Medicaid and the NJ FamilyCare 
program through its Central Office and through Medical 
Assistance Customer Centers (MACCs) located throughout 
the State of New Jersey. A listing of the MACCs is provided 
in the chapter Appendix. The Division may also designate 
from time to time agencies which will assist in the adminis-
tration of the NJ FamilyCare program. 

1. The two programs are jointly financed by the Fed-
eral 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, United States Department of Health and Hu-
man Services, through the Centers for Medicare & Med-
icaid Services (CMS). The NJ FamilyCare program is 
conducted according to the Title XIX and Title XXI State 
Plans approved by CMS. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Section name amended; former (a) recodified as N.J.A.C. 10:49-1.3; 
recodified former (b) as (a); in (b)I, added", through the Health Care 
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Financing Administration (I-ICFA)"; and deleted (c). relating to Med-
icaid Program servici,s and eligibility. 
Amended by R.1998 d.116. effeclive January 30. 19'J8 (operative Febru-

ary I. 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

In (a), inserted a reference to Title XXI or the Social Security Act in 
the first sentence. imrerted a reference to the NJ KidCure program in 
the sec.-ond senten0: and added a fourth senlence in the introductory 
paragraph. and sub.,;titulCd "tw<1 programi are" for "program is" in the 
first sentence and added a third sentence in I. 
Adopted cuncurrent pmpo1ml. R. 1998 d.426, effec1ive July 24, 19~. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Rcadopled pnwisiOIL'I of R.1998 d.116 with changes, effective August 
17. 1998. 
Amended by R.2003 d.82. effective February 18. 2003. 
See: 34 N.J.R. 2650(a), 35 NJ.R. I I 18(a). 

10:49-1.3 Definitions 

The following words and terms, when used in this chapter, 
shall have the following meanings, unless the context clearly 
indicates otherwise. 

"Adult mental health rehabilitation services provided 
in/by community residence programs" means community 
residential mental health services provided in/by any com-
munity residential program licensed by, and under contract 
with, the Division of Mental Health Services (DMHS), 
which provides services in accordance with N.J.A.C. 10:37A. 
These seivices include assessment and evaluation; individual 
service coordination; training in daily living skills; residential 
counseling; life support services and crisis inteivention ser-
vices. 

"AFDC" means the former Aid to Families with Depen-
dent Children program. 

"AFDC-related Medicaid" means medical assistance pro-
vided to families who would otherwise qualify for AFDC or 
would be deemed to qualify for AFDC if the program would 
be deemed still in existence. 

"American Indian/Alaska Native (Al/AN)" means a 
member of a Federally recognized Indian tribe, band, or 
group; an Eskimo or Aleut or other Alaska Native enrolled 
by the Secretary of the Interior pursuant to the Alaska 
Native Claims Settlement Act, 43 C.F.R. 1601 et seq.; or a 
person who is considered by the Secretary of the Interior as 
meeting the requirements of tribal membership in accor-
dance with 42 C.F.R. 36a.16. 

"Beneficiary or eligible beneficiary" means any person 
meeting the definition of recipient as defined below. 

"Centers for Medicare and Medicaid Services (CMS)" 
means the agency of the Federal Department of Health and 
Human Services which is responsible for the administration 
of the Medicaid program in the United States. 

"Commissioner of OHS" means the Commissioner of the 
Department of Human Services. 

Supp. 9-7-04 
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"Community residences for mentally ill adults" means any 
community residential program licensed by the Division of 
Mental Health Services in accordance with N.J.A.C. 10:37A. 
"Community residences for mentally ill adults" does not 
include supportive housing residences as defined at N.J.A.C. 
10:37A-1.2 and 10:77A-1.2. 

"Copayment" means a specified dollar amount required 
to be paid by or on behalf of the beneficiary in connection 
with benefits as specified in N.J.A.C. 10:49-9.1. 

''County board of social services (CBOSS)" means that 
agency of county government which is charged with the 
responsibility for determining eligibility for public assistance 
programs including AFDC-Related Medicaid, Temporary 
Assistance to Needy Families, the Food Stamp program and 
Medicaid. Depending on the county, the CBOSS might be 
identified as the Board of Social Services, the Welfare 
Board, the Division of Welfare, or the Division of Social 
Services. 

"Department" or "OHS" means the Department of Hu-
man Services. The Department of Human Services is the 
single state agency designated by N.J.S.A. 30:4D-3 in accor-
dance with 42 C.F.R. 412.30. 

"DHSS" means the Department of Health and Senior 
Services. 

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

"DMHS" means the Division of Mental Health Services 
within the New Jersey Department of Human Services. 

"DYFS" means the Division of Youth and Family Ser-
vices within the New Jersey Department of Human Services. 

"Fiscal agent" means an entity that processes and adjudi-
cates provider claims on behalf of programs administered in 
whole or part by the Division. 

"Managed care service administrator" means an entity in 
a non-risk based financial arrangement that contracts to 
provide a designated set of services for an administrative 
fee. Services provided may include, but are not limited to: 
medical management, claims processing, and provider net-
work maintenance. 

"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. 

"Medicaid Agent" means, under Reorganization Plan No. 
001-1996, either DHSS or DMAHS, acting as administra-
tors of the Medicaid program. 
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ADMINISTRATION MANUAL 

"Mental health rehabilitation services" means psychiatric 
and psychological services, including emotional and/or be-
havioral treatment, drug and alcohol dependency treatment, 
psychiatric treatment, psychotherapy and related nursing 
services. 

"NJ FamilyCare" means the health insurance coverage 
program administered by DMAHS under the provisions of 
Title XIX and Title XXI of the Social Security Act. 

"NJ FamilyCare-Plan A" means the State-operated pro-
gram which provides comprehensive, managed care cover-
age, including all benefits provided through the New Jersey 
Care . . . Special Medicaid Programs, to eligible children 
through the age of 18, and adults with family incomes up to 
and including 133 percent of the Federal poverty level. 

"NJ FamilyCare-Plan B" means the State-operated pro-
gram which provides comprehensive, managed care cover-
age to uninsured children through the age of 18 with family 
incomes above 133 percent and not in excess of 150 percent 
of the Federal poverty level. In addition to covered man-
aged care services, eligibles may access mental health and 
substance abuse services and certain other services which 
are paid fee-for-service. 

"NJ FamilyCare-Plan C" means the State-operated pro-
gram which provides comprehensive, managed care cover-
age to uninsured children through the age of 18 with family 
incomes above 150 percent and not in excess of 200 percent 
of the Federal poverty level. In addition to covered man-
aged care services, eligibles may access mental health and 
substance abuse services and certain other se1Vices which 
are paid fee-for-se1Vice. Eligibles are required to participate 
in cost-sharing in the form of monthly premiums and per-
sonal contributions to care for certain se1Vices. 

"NJ FamilyCare-Plan D" means the State-operated pro-
gram which provides managed care coverage to uninsured 
children through the age of 18 and adults with gross fumily 
incomes above 200 percent and not in excess of 350 percent 
of the Federal poverty level. In addition to covered man-
aged care services, eligibles may access certain services 
including mental health and substance abuse services, with 
limitations, which are paid fee-for-service. Eligibles partici-
pate in cost-sharing in the form of monthly premiums and 
copayments for most services. 

"NJ FamilyCare Plan D for adults" means the State-
operated program which provides a benefit package through 
managed care organizations, supplemented by services pro-
vided on a fee-for-service basis, to specified parents/caretak-
ers of children enrolled in NJ FamilyCare, in accordance 
with N.J.A.C. 10:49-5.7, 1.0:78-7.1 and this chapter. 

"NJ FamilyCare Plan I" means the State-operated pro-
gram which provides a Plan D benefit package on a fee-for-
se1Vice basis to specified parents/caretakers of children en-
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rolled in NJ FamilyCare, in accordance with N.J.A.C. 
10:78-7.1 and this chapter. 

"Prepaid health plan" means an entity that provides 
medical services to enrollees under a contract with DMAHS 
on the basis of prepaid capitation fees but which does not 
necessarily qualify as an HMO. For rules concerning pre-
paid health care services, see N.J.A.C. 10:49-1.1. For Med-
icaid Managed Care Program-New Jersey Care 2000, see 
N.J.A.C. 10:49-21. 

"Program" means the New Jersey Medicaid program. 

"Programs" means the New Jersey Medicaid program and 
the NJ FamilyCare program. 

"Programs of Assertive Community Treatment (PACT)" 
means mental health rehabilitative services which are deliv-
ered in a self-contained treatment program, provided by a 
se1Vice delivery team and managed by a qualified program 
director, that merge clinical and rehabilitative expertise to 
provide mental health treatment, rehabilitation, and support 
services which are individualized and tailored to the unique 
needs and choices of the individual receiving the services. 

"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 where ap-
plicable, holding a current valill license, and lawfully provid-
ing medical care, services, goods and supplies authorized 
under NJ.S.A. 30:40-I et seq. and amendments thereto. 

"Qualified applicant" means a person who is a resident of 
this State and is determined to need medical care and 
services as provided under the Medical Assistance and 
Health Services Act, N.J.S.A. 30:40-1 et seq., and who 
meets one of the eligibility criteria set out therein. 

"Recipient" means a qualified applicant receiving benefits 
under the Medical Assistance and Health Services Act, 
N.J.SA 30:40-1 et seq. 

"Temporary Assistance to Needy Families (T ANF)" 
means that program administered by the Division of Family 
Development within the Department of Human Services in 
accordance with N.J.A.C. 10:90. 

Recodified from NJ.A.C. 10:49-1.2(a) and amended by R.1997 d.354, 
effective September 2, 1997. 

See: 29 N.J.R. 2512(a), 29 N.J.R. 38S6(a). 
Deleted (a) designation, added "Aid to Families with Dependent 

Children (AFDC)", "Beneficiary or eligible bcnelu.iary", '"Commission-
er of DHS". "Department", "Division", "DHSS", "Health Care f"'manc-
ing Agency", "Medicaid Agent", "Prepaid health plan", "Program", 
and "Qualified applicant"; changed "County welfare agency" to 
"County welfare agency or CWA" and amended; amended "Provider" 
and "~ipient"; and deleted (b) and (c). Former section, "Early and 
Periodic &.-reening, Diagnosis and Treatment (EPSDT)", repealed. 
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Amended by R.1998 d.l 16, effective January 30, 1998 (operative Febru-
ary I, 1998; to expire July 31, 19'J8). 

See: 30 N.J.R. 713(a). 
In "Fiscal agent" inserted a reference to the NJ KidCare program; 

and inserted "NJ KidCare", "NJ KidCare-Plan A", and '·Programs". 
Amended by R. 1998 d.154. effective February 27, 1998 (operative 

March I. 1998; to expire August 31, 1998). 
See: 30 N.J.R. I060(a). 

Inserted '"NJ KidCure-Plan B" and '"NJ KidCarc-Plan C". 
Adopted concurrent proposal, R 1998 d.426, et'fcctive July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d. I 16 without change. 
Adopted concurrent proposal. R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. I060(a). 30 N.J.R. 3519(a). 

Readopted the provisions of R. 1998 d.154 without change. 
Amended by R.1999 d.211, effective July 6, 1999 (operative August I. 

1999). 
See: 31 N.J.R. 998{a), 31 N.J.R. t8(16(a), 31 N.J.R. 2879(h). 

Added definitions of "Copayment" and "NJ KidCare-Plan D". 
Amended by R.2001 d.144, effective May 7, 2001. 
See: 32 N.J.R. 4387(a), 33 N.J.R. 1378(b). 

lnst:rted ·'DMHS", ·•DYFS" and "'Mental health rehabilitation ser-
vices". 
Amended by R.2002 d.371. effective November 18, 2002. 
See: 34 N.J.R. 2244(a), 34 N.J.R. 2549(b), 34 N.J.R. 3978(a). 

Added '"Americun Jndian/Alaska Native (Al/AN)". 
Amended by R.2003 d.81 and 82, effective February 18, 2003. 
See: 34 NJ.R. 2647(11). 2650(a), 35 N.J.R. I I 16(a), 11 IS(a). 

Rewrote the section. 
Special amendment. R.2003 d.98, effective January 31, 2003. 
See: 35 N.J.R. 1303(u). 

Inserted ·'NJ FamilyCare Plan D for adults" and ''NJ FamilyCare 
Plan I". 
Amended by R.2003 d.89. effoctive March 3, 2003. 
See: 34 N.J.R. 1593(a). 35 N.J.R. 1281(a). 

Added "Programs of Assertive Community Treatment (PACr)". 
Special amendment, R.2003 d.417, effective September 26, 2003 (opera-

tive November I. 21103). 
See: JS N.J.R. 4913(a). 

Added .. Managed care service administrator". 
Amended hy R.2004 d.8, effective January 5, 2004. 
See: 35 N.J.R. 2620(a), 35 N.J.R. 4204(a), 36 N.J.R. 189(a). 

Added ;.Adult mental health rehabilitation services provided in/by 
community residence programs'' and ''Community residences for men-
tally ill adults". 

10:49-1.4 Overview of provider manuals 

(a) The Medicaid Fiscal Agent and the Division of Medi-
cal Assistance and Health Services maintain New Jersey 
Medicaid and NJ FamilyCare provider manuals. Each is 
designed for use by a specific type of provider that provides 
services to Medicaid and/or NJ FamilyCare beneficiaries. 
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 provider manual consists of two chapters, bro-
ken down into subchapters. The first chapter is referred to 
as N.J.A.C. 10:49, Administration Manual, and outlines the 
general administrative policies of the New Jersey Medicaid 
program and other special programs including NJ Family-
Care. The second chapter of each manual specifies the rules 
and regulations relevant to the specific provider-type and 
the services provided. Following the second chapter of the 
manuals is the Fiscal Agent Billing Supplement. 
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(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 follow-
ing is an example of a citation in the N.J.A.C. or a provider 
manual: 

Citation ------- -~----------------· 10:49-11.10 I ' I 
Title-Department of Human Services-----·--' I I 

I I 

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

Section----·--- -------------------------1 
( d) There is an individual Program 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 
10:75, and 10:77 through 10:79 as follows: 

I. I 0:50-Transportation Services Manual 
2. 10:SI-Phurmacy Services Manual 
3. I0:52-Hospital Services Manual 
4. 10:53-(Reserved) 
5. 10:53A-Hospice Services Manual 
6. J0:54-Physician Services Manual 
7. 10:55-Prosthetic and Orthotic Services Manual 
8. 10:56-Dental Services Manual 
9. 10:57-Podiatry Services Manual 

10. I0:58-Nurse-Midwifcry Services Manual 
11. I0:58A-Advanced Practice Nurse; 
12. 10:59-Medical Supplier Services Manual 
13. 10:60-Homc Care Services Manual 
14. I0:61-lndependent Clinical Laboratory Services Manual 
15. 10:62-Vision Care Services Manual 
16. 10:63-Long Term Care Services Manual 
17. JO:M-Hearing Aid Services Manual 
HI. 10:65-Medicul Day Care Services Manual 
19. 10:66-lndependent Clinic Services Manual 
20. l0:67-Psychological Services Manual 
21. 10:68-Chiropractic Services Manual 
22. I0:69 AFDC,'-Related Medicaid 
23. 10:70 Medically Needy Manual 
24. 10:71 Medicaid Only Manual 
25. 10:72 New Jersey Care ... Special Medicaid Programs 

Manual 
26. 10:73-Case Management Servkes Manual 
27. 10:74-Managed Health Care Services for Medicaid Eligi-

bles 
28. 10:75 Programs of Assertive Community Treatment 
29. (Reserved) 
30. I0:77 Rehabilitation Services Manual 
31. 10:78 NJ FamilyCare Manual 
32. 10:79 NJ KidCare Manual 

( e) 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 Med-
icaid or NJ FamilyCare 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 accordance with instructions provided. Substan-
tive manual revisions shall be made through the rulemaking 
process, i11 accordance with the Administrative Procedure 
Act, N.J.S.A. 52:148-1 et seq. 
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(f) This manual and all subsequent updates are distribut-
ed as a guide to assist providers in their participation in the 
New Jersey Medicaid or NJ FamilyCare program. The 
provider is ultimately responsible for knowing and abiding 
by current Federal and State laws and regulations pertaining 
to this program. 

Recodified from N.J.A.C. 10:49-1.8 and amended by R.1997 d.354, 
effective September 2, 1997. 

See: 29 N.J.R. 2512(a), 29 N.J.R. 38S6(a). 
In (a), substituted '"The New Jersey Medicaid Program maintains" 

for "There are 19'' and "Medicaid beneficiaries" for '•Medicaid recipi-
ents"; in (d), inserted additional N.J.A.C. references; insened new 
(d)S, 11 and 23; recodified former (d)S through 9 and 10 through 20 as 
(d)6 through IO and 12 through 22; and in (e), substituted ''Substantive 
manual revisions shall be made" for "Manual revisions shall be suhstan-
tially made". former section, "HealthStart", repealed. 
Amended by R.1998 d.116, effective January 30, 1998 (operative Febru-

ary I, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

Inserted referenl.-es to NJ KidCare and made corresponding language 
changes throughout; and in (a), substituted a reference to the Medicaid 
Agent and the Division of Medical Assistance and Health Services for a 
reference to the New Jersey Medicaid Program in the first sentence. 
Adopted com.'llrrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(u). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 NJ.R. 26SO(a), 35 N.J.R. l 118(a). 

Rewrote (d). 
Amended by R.2004 d.334, effel."tive September 7, 2004. 
See: 36 NJ.R. 312(a), 36 N.J.R. 4136(a). 

In (d), rewrote II. 

Case Notes 
Extended care facility could not be reimbursed for care for Medicaid-

ineligible patient V.F. v. Division of Medical As.,;istance aml Health 
Services, 92 N.J.A.R.2d (DMA) 29. 

10:49-1.S (Reserved) 
Repealed by R.1997 d.354, effective September 2, 1997. 

10:49-2.1 

See: 29 N.J.R. 2.'il2(a). 29 N.J.R. 3856(a). 
Section was "Prepaid health plans". 

10:49-1.6 (Reserved) 
Recodified to N.J.A.C. l0:49-22.3 and amended by R.1997 d.354, 

effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 NJ.R. 38S6(a). 

10:49-1.7 (Reserved) 
Repealed by R.1997 d.354, effective September 2, 1997. 
See: 29 NJ.R. 2512(a), 29 NJ.R. 385(,(a). 

Section was "State funded program.~". 

10:49-1,8 (Reserved) 
Recodified to N.J.A.C. 10:49--1.4 and amended by R.1997 d.354, effec-

tive September 2, 1997. 
See: 29 NJ.R. 2512(a), 29 NJ.R. 3856(a). 

SUBCHAPTER 2. NEW JERSEY MEDICAID 
BENEFICIARIES 

10:49-2.1 Who is eUgible for Medicaid? 
Medicaid beneficiaries are: those eligible for all seivices 

under the regular New Jersey Medicaid program (see 
N.J.A.C. 10:49-2.2 below); those eligible for a limited range 
of services under the Medically Needy program (see 
N.J.A.C. 10:49-2.3 below) and those eligible for a limited 
range of services under the Home and Community-Based 
Seivices Waiver Programs, in accordance with NJ.AC. 
10:49-22. 

Amended by R.1997 d.354, effective September 2, 1'>97. 
See: 29 NJ.R. 2512(a), 29 N.J.R. 3856(a). 
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Substituted ·'Medicaid beneficiaries" for "Medicaid redpients" and 
added Home and Community-Ba.<red Services Waiver Programs catego-
ry. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1 I 18(a). 

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

(a) The eligibility rules for persons eligible under the 
regular New Jersey Medicaid program are included in 
N.J.A.C. 10:69, 10:70, 10:71, 10:72, 10:78 and 10:79. 

(b) The following groups may be eligible for medical and 
health services covered under the New Jersey Medicaid 
program requirements as outlined in the second chapter of 
each Provider Services Manual. The list is not all inclusive 
but is intended to provide an overview of some of the types 
of individuals who may be eligible for Medicaid benefits, 
when provided in accordance with the requirements of 
N.J.A.C. 10:69, 10:70, 10:71, 10:72, 10:78 and 10:79, as 
appropriate. 

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 CBOSS. Those persons are the aged 
(65 and over), the blind, and the disabled; 

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

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

4. 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; 

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

6. Persons receiving only mandatory State supplemen-
tal payments administered by the Social Security Adminis-
tration; 

7. Certain former beneficiaries of Supplemental Secu-
rity Income (SSI) who would still be eligible for SSI 
except for entitlement to or increase in -the amount of 
Social Security benefits; 

8. Persons eligible for but not receiving T ANF or an 
optional State benefit; 

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

10:49-2.3 

10. 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 noninstitutionalized SSI or State sup-
plement beneficiary; 

11. Pregnant women and children up to the age 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(/) of the Social Security 
Act; 

12. 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; 

13. For a period lasting through the end of the month 
following the 60th day following delivery, 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; and 

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

Amended by R.1997 d.3S4, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Inserted new (a); and recodified former (a) as (b) and amended. 
Amended by R.2003 d.81 and d.82, effective February 18. 2003. 
See: 34 NJ.R. 2647(a), 26SO(a), 35 N.J.R. 1 I 16(a), 1118(a). 

In (b), deleted "regular" preceding "New Jersey Medicaid program" 
and amended the N.J.A.C. references in the introductory paragraph, 
deleted 3 through 6 and 18 and recodified former 7 through 19 as 3 
through 14. 

Case Notes 
Home care visits could not be added to cost report in absence of 

timely claim. Long Branch Public Health Nursing Association, Inc. v. 
Division of Medical A~istance and Health Servil.-es, 92 N.J.A.R.2d 
(DMA) 10. 

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

(a) The eligibility rules for persons eligible under the 
Medically Needy program are included in N.J .A.C. 10:70. 

(b) A Medicaid beneficiary under the Medically Needy 
program is limited to those medical services listed in 
N.J.A.C. 10:49-S.3. Services shall be provided in conjunc-
tion with specific program requirements as outlined in the 
second chapter of the applicable Provider Services Manual. 

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

(d) There are special income and resource levels estab-
lished for the Medically Needy. If a person meets one of 
the categories listed in (c) 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 
(c) 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. 

l. "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. 

(e) Medically Needy eligibility for all groups, including 
the aged, blind and disabled, shall be determined by the 
CBOSS for both the retroactive and prospective period. 

1. Each Medically Needy applicant/beneficiary 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. 10:49-2J4-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. 

(f) Claims for Medically Needy covered services provided 
during an eligible period may be submitted to the program 
for reimbursement using standard Medicaid procedures. 
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 
that appears on the Medicaid Eligibility Identification 
Card. 

2. The CBOSS shall identify "special" claims which 
may be reimbursed under the prc>gram and shall provide a 
Medically Needy Clc1im Transmittal (Form FD-311, see 
Appendix, N.J.A.C. 10:49). Such claims shall be submitted 
hard copy with Form FD-311 attached. 

Amended by R.1997 d.354, effective Seplemher 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 
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Inserted new (a); rect-.dificd former (a) through (e) a.~ (b) through 
(I); in (b) and (e)I, substituted "Medicaid beneficiary" for "Medicaid 
recipient''; in (d), amended internal cites; and in (e)2, amended 
N.J.A.C. reference. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 NJ.R. 1118(a). 

10:49-2.4 Persons eligible under Home and Community-
Based Services Programs 

(a) Individuals who may not be eligible for regular Med-
icaid benefits or Medical Needy may be eligible for selected 
services under the Home and Community-Based Services 
Waiver Programs under special eligibility rules. A brief 
overview of these programs and their rules may be found at 
N.J.A.C. 10:49-22. 

New Ruic, R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2.'il2(a), 29 N.J.R. 3856(a). 

Former section recodified to N.J.A.C. 10:49-2.5. 

10:49-2.S Persons eligible under the NJ FamilyCare 
program 

Children under the age of 19 whose family income does 
not exceed 133 percent of the Federal poverty level may be 
eligible for NJ FamilyCare-Plan A services pursuant to the 
eligibility rules at N.J.A.C. 10:78 and 10:79. 

New Ruic, R.1998 d.116, effective January 30, 1998 (operative February 
I. 1998; 10 expire July 31. 1998). 

See: 30 N.J.R. 713(n). 
Former N.J.A.C. I0:49-2.5. Eligibility process (vnriatiuns from rou-

tine procedure). recodified to N.J.A.C. I0:49-2.6. 
Adopted L-oncurrent proposal, R.1998 d.426, effective July 24, 19lJ8. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R. 1998 d.116 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a). 35 N.J.R. I I 18(a). 

Amended the N.J.A.C. reference. 

10:49-2.6 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. 
10:49-2.7); to determining presumptive eligibility for preg-
nant women (see N.J.A.C. 10:49-2.8); and to determining 
retroactive eligibility (see N.J.A.C. 10:49-2.9). 

Recoditied from N.J.A.C. 10:49-2.4 and amended by R.1997 d.354, 
effective September 2, 1997. 

Sec: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 
Amended N.J.A.C. references. Former section recodilied lo 

N.J.A.C. I0:49-2.6. 
Rticodified from N.J .A.C 10:49-2.5 and amended by R. I 998 d.116, 

effcctivt: January 30, 19lJ8 (operative February I, 1998; to t:xpirc July 
31, 1998). 

See: 30 N.J.R. 713(a). 
Changed N.J.A.C. references throughout Former N.J.A.C. 

I0:49-2.6, Applying for Medicaid eligibility for a newborn infant or for 
an inpatient upon admission to a hospital, rccodified to N.J.A.C. 
10:49-2.7. 
Adopted concurrent proposal, R. 1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
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10:49-2. 7 Applying for Medicaid eligibility for a newborn 
infant or for an inpatient upon admission ttt a 
hospital 

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

1. Although both the mother and newborn infant may 
be Medicaid beneficiaries on the date of delivery, the 
newborn infant is not immediately assigned a Person 
Number (see N.J.A.C. 10:49-2.12). In order to expedite 
payment to any provider before this number is assigned, 
the provider is permitted to bill for services provided to 
the newborn using the mother's Medicaid Eligibility Iden-
tification Number and Person Number on the claim form. 

2. The period for which newborn services may be 
billed under the mother's Medicaid Eligibility Identifica-
tion 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. 

Example: If a newborn's date of birth is January 5th, 
the 60 day period ends March 6th. Claims may be 
submitted for dates of service through March 31st using 
the mother's Medicaid Eligibility Identification Number 
and Person Number, provided the newborn has not t-P,en 
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 newbom'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 Medicaid Eligibility 
Identification 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: 

1. A hospital may submit a "Public Assistance Inqui-
ry" (Form PA-IC, see Appendix, N.J.A.C. 10:49) when 
an individual is admitted to the facility and fmancial 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 

10:49-2.8 

area where the hospital is located or the CBOSS 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 CBOSS is responsible for establishing 
Medicaid eligibility for the individual who applies for 
AFDC-Related Medicaid (AFDC), or for the indi-
vidual 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-tC Form, the hospital shall 
screen the patient to determine the following: 

i. Whether the patient is already eligible for Medic-
aid or whether the patient's income and/or resources 
meet the applicable public assistance standard; and 

ii. Whether the patient falls into a category of 
eligibility, for example, aged, disabled, blind, pregnant , 
under 21 years of age, or a member of a family with 
children under 18 years of age. 

3. In the event that the date of the Medicaid eligibility 
which was established by the Social Security Administra-
tion or the CBOSS is later than the date of admission, the 
beneficiary may apply directly to the New Jersey Medicaid 
program for retroactive Medicaid payment of unpaid bills 
for allowable medical services within the three month 
period prior to the month of application (see N.J.AC. 
10:49-2.9). 

Amended by R.1996 d.320, efrective July 15, 1996. 
See: 28 N.J.R. 1589(a), 28 NJ.R. 3572(a). 
Recodified from N.J.A.C. 10:49-2.5 and amended by R.1997 d.354, 

effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 NJ.R. 3856(a). 

Substituted "beneficiary" ror ••recipient", "CWA" for "county welfare 
agency" and "Medicaid Eligibility Identification Number'' for "HSP 
(Medicaid) Case Number" and amended NJ.A.C references through-
out; in (a)2 Example, inserted "for date.~ of service"; substantially 
amended (b)2i; rewrote (b)2ii; and deleted (b)2iii. Former section 
recoditied to N.J.A.C. 10:49-2.7. 
Recodified from NJ.A.C I0:49-2.6 and amended by R.1998 d.116, 

effective January 30, 1998 (operativll' February I, 1998; to expire July 
31, 1998). 

See: 30 N.J.R. 713(a). 
In (a)I and (b)3 changed NJ.A.C. references. Former NJ.A.C. 

10:49-2.7, Presumptive eligibility, recodified to N.J.A.C. 10:49-2.8. 
Adopted concurrent proposal, R. 1998 d.426, errective July 24, 1998. 
See: 30 NJ.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effec.·tive February 18, 2003. 
See: 34 N.J. R. 26SO(a). 35 N.J.R. 11 IS(a). 

10:49-2.8 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 HealthS-
tart in applicable Provider Services Manuals and N.J.A.C. 
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10:49-19). This is a preliminary process to determine pre-
sumptive eligibility prior to the determination of Medicaid 
eligibility or ineligibility by the CBOSS. 

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 provjded 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 
CBOSS, on or before the last day of the month subse-
quent to the date of the presumptive eligibility determina-
tion; or 

2. If the woman has filed an application with the 
CBOSS, by the last day of the month subsequent to the 
month in which she was determined presumptively eligi-
ble, or on the day eligibility or ineligibility for Medicaid 
benefits is determined by the CBOSS. 

(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: CLIENTS: YOU MUST 
CONT ACT THE CBOSS FOR FULL BENEFITS; P.E. IS 
TEMPORARY AND LIMITED. The second message, 
which appears in the message box on the upper right hand 
corner instructs the provider to call a toll•free number to 
verify eligibility before providing services. This card is the 
only document acceptable for the identification of a pre-
sumptively eligible pregnant woman. 

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 fonn 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 listed on the MEI Card which 
is available seven days a week, 24 hours a day. 
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3. A provider's failure to verify eligibility prior to the 
delivery of services shall result in the denial of payment 
for those services if the individual was not eligible at that 
time. The provider should note that a pregnant woman's 
presumptive eligibility may be terminated at any time. 

Amended by R.1996 ll.320, effeclive July 15, 1996. 
Sec: 28 N.J.R. 1589(a). 28 N.J.R. 3572(a). 
Recodilied from N.J.A.C. 10:49-2.6 and amended by R.1997 d.354, 

effective September 2, 1997. 
St:e: 29 N.J.R. 2512(a). 29 N.J.R. 38.'i6(a). 

Substituted ··CWA" for "county welfare agency" throughout; and in 
(a), inserted N.J.A.C references. former section recodified to N.J.A.C. 
10:49-2.8. 
Rccodilied from N.J.A.C 10:49-2.7 by R.1998 d.116, effective January 

30, l9l)8 (operative February I, 1998; to expire July 31, 1998). 
Sec: 30 N.J.R. 713(11). 

Former N.J.A.C. 10:49-2.8, Medicaid retroactive eligibility, recodified 
as N.J.A.C. 10:49-2.9. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a). 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. I I 18(a). 

10:49--2.9 Medicaid or NJ FamilyCare-Plan A retroactive 
eligibility 

(a) Any person applying for Medicaid or NJ FamilyCare-
Plan A benefits shaJI be asked if he or she has unpaid 
medical bills incurred within the three month period imme-
diately prior to the month of application for Medicaid or NJ 
FamilyCare-Plan A. 

1. MedicaUy Needy applicants (see N.J.A.C. 
10:49-2.3(f)) shall be evaluated for retroactive eligibility 
by the county board of social services (CBOSS) when they 
apply for the Medically Needy program. 

2. An applicant for NJ FamilyCare-Plan A whose 
application was processed by the Statewide eligibility de-
termination agency has his or her retroactive eligibility 
processed by that agency. The applicant must indicate on 
his or her NJ FamilyCare-Plan A application that unpaid 
medical bills exist in the retroactive period or shall con-
tact the Statewide eligibility determination agency within 
six months of his or her application date for NJ Family-
Care-Plan A. 

3. Applicants who applied for Medicaid or NJ Family-
Care-Plan A at a CBOSS other than Essex, Hunterdon or 
Warren Counties, shall have their retroactive eligibility 
evaluated and processed at that CBOSS when they apply 
for Medicaid or NJ FamilyCare-Plan A. If the applicant 
does not indicate to the CBOSS that unpaid medical bills 
exist at the time of application, the applicant shall provide 
that information to the CBOSS within six months of the 
date of application. If retroactive eligibility is not request-
ed from the CBOSS within six months from the date of 
application, retroactive eligibility will not be established. 
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4. Medicaid or NJ FamilyCare-Plan A Applicants 
who applied for benefits at the CBOSS in Essex, Hunter-
don or Warren counties or who applied for Supplemental 
Security Income (SSI) may complete an FD-74 Form, 
Application for Payment of Unpaid Medical Bills (see 
Appendix, N.J.A.C. 10:49) and forward the application 
with required verification and all outstanding unpaicl med-
ical bills to the Medicaid Retroactive Eligibility Unit, 
Division of Medical Assistance and Health Services, PO 
Box 712, Mail Code #10, Trenton, New Jersey 
08625--0712. An application for retroactive eligibility may 
be obtained by the applicant, or his or her authorized 
agent, from the CBOSS, the Medical Assistance Customer 
Center (MACC), the Social Security Administration Dis-
trict Office, or from the Retroactive Eligibility Unit, 
Division of Medical Assistance and Health Services. The 
application shall be received by the Retroactive Eligibility 
Unit within six months from the date of application for 
public assistance. 

5. Applications for retroactive unpaid medical bills can-
not be processed for services rendered prior to the effective 
date of the program. For NJ FamilyCare-Plan A, children 
eligible under N.J.AC. 10:79-3.4(b), the effective date is 
Februai:y 1, 1998. For NJ FamilyCare parents, the effective 
date is September 6, 2000. 

(b) If the Division of Medical Assistance and Health 
SeIVices Retroactive Eligibility Unit determines that the 
person was eligible for Medicaid or NJ FamilyCare-Plan A 
at the time the service was provided, providers shall be 
notified directly that the unpaid bills for any selVice covered 
by the New Jersey Medicaid program or NJ FamilyCare-
Plan A may be reimbursable in accordance with standard 
Medicaid and NJ FamilyCare reimbursement procedures. 

1. The provider shall then complete the appropriate 
claim and submit it to the Fiscal Agent for consideration 
and authorization of payment within 90 days of the date 
the provider is notified in writing of the retroactive eligi-
bility. 

2. When the Retroactive Eligibility Unit approves ret-
roactive eligibility more than one year after the date(s) of 
service, the Retroactive Eligibility Unit will send a special 
notification letter to the provider. The provider shall 
attach the original notification letter to the claim and 
shall manually submit the claim to the Medicaid fiscal 
agent at the address listed on the letter. The claim and 
the attached letter must be received by the Medicaid 
fiscal agent within 90 calendar days of the date on the 
special notification letter. 

3. For any Medically Needy beneficiary, a retroactive 
eligibility determination shall be completed by the CBOSS 
(see N.J.A.C. 10:49-2.3 Persons eligible under the Medi-
cally Needy program). 

Recodilied from NJ.A.C. 10:49-2.7 and amended by R.1997 d.354, 
effective September 2, 1997. 

10:49-2.10 

Sec:: 29 N.J.R. 2'i12(a), 29 NJ.R. 3856(a). 
In (a) amended NJ.A.C referencu and mailing address; in (a)t and 

(h)2, substituted "CWA" for "county welfare agem.-y"; and in (b)2, 
substituted "beneficiary" for "recipient". Former section recodified to 
N.J.A.C. lll:49-2.9. 
Recodified from NJ.A.C 10:49-2.8 and amended by R.1998 d.116, 

effective January 30, 1998 (operative FebNary I, 1998; to expire July 
31, 1998). 

See: 30 NJ.R. 7l3(a). 
Inserted references to NJ KidCaro-Plan A throughout; in (a). 

inserted "and application processed by the Statewide eligibility determi-
nation agency'' following "NJ.A.C. 10:492.3(f)" in the second sentence, 
and added 2 and 3; and in (b), inserted a reference to NJ KidCare 
reimbursement procedures in the first sentence, and deleted "Medic-
aid" followins "appropriate" and substituted a reference to the Fiscal 
Agent for a reference to the Retroactive Eligibility Unit in I. former 
N.J.A.C. 10:49-2.9, Verification or eligibility for Ml:dicaid/Pharrnaceuti-
cal Assistance to the Aged and Disabled (PAAD) services, recodified to 
N.J.A.C. 10:49-2.10. 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March I, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 NJ.R. 7l3(a), 30 NJ.R. 3034(a). 

Readopted provisions of R.1998 d.l 16 without change. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 NJ.R. 3519(a). 

Readopted the provision.-. of R.1998 d.154 without chanse. 
Amended by R.2001 d.329, effective September 17, 2001. 
See: 33 N.J.R. 1889(a), 33 NJ.R. 3334(a). 

In (b)l, deleted "form" after "appropriate claim", and added "within 
90 days or the date the provider is notified in writing of the retroactive 
eligibility". 
Amended by R.2003 d.82, effective FebNary 18. 2003. 
See: 34 N.J.R. 26S0(a). 35 NJ.R. I I 18(a). 

Rewrote the section. 

Case Notes 
Provider failing to meet regulatory time lines for cross-over Medic-

aid/Medicare reimbursement claims WWI not entitled to reimbursement. 
In the Matter of Bergen Pines County Hospital, 96 NJ.A.R.2d (OMA) 
15. 

Unique circumstances excused hospitalized applicant from complying 
with requirement that application for retroactive Medicaid be submitted 
within six montM of date of application for public a..ii.,tance. J.R. v. 
Division of Medical Assistance, 95 N.J.A.R.2d (OMA) 57. 

Untimely application for three months retroactive benefits under 
Medicaid program was not waived and was properly denied. Estate of 
O.K. v. Division of Medical Assistance, 95 NJ.A.R.2d (OMA) 27. 

Application for Medicaid, though filed after six-month deadline, was 
nevertheless sufficient to meet three month requirement for retroactive 
eligibility. A.O. v. Division of Medical Assi.'ltance, 95 NJ.A.R.2d 
(OMA) 11. 

Spouse of Supplemental Security Income recipient wa.o; not entitled to 
retroactive Medicaid coverage. M.L. v. Union County Board of Social 
Services, 94 NJ.A.R.2d (OMA) 24. 

10:49-2.10 Verification of eligibility for Medicaid or NJ 
FamilyCare; or Pharmaceutical Assistance to 
the Aged and Disabled (PAAD) services 

(a) Each Medicaid or NJ FamilyCare beneficiary, except 
Nursing Facility beneficiaries, has a Medicaid or NJ Family-
Care Eligibility Identification Number printed on a form or 
eligibility card that validates eligibility. The beneficiary shall 
present this form or card to the provider, as a proof of 
eligibility, every time a seJVice is to be provided. See 
N.J.A.C. 10:49-2.12 for a description and information about 
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the Medicaid Eligibility Identification Number and see 
N.J.A.C. 10:49-2.13 for information about the Medicaid and 
NJ FamilyCare forms or cards that are used to validate 
eligibility. The Recipient Eligibility Verification System 
(REVS) or Medicaid Eligibility Verification System 
(MEVS) can be used, in some instances, as an alternative to 
viewing a form or card used to validate eligibility (see 
N.J.A.C. 10:49-2.11). 

I. 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 or NJ FamilyCare 
program. 

ii. There shall be no reimbursement for services 
performed after termination of eligibility, except as 
noted in N.J.A.C. 10:49-5.5(a)9. 

Amended by R.1995 d.589, effective November 20, 199.5. 
See: 27 N.J.R 2851(a). 27 NJ.R. 4715(b). 
Recodificd from N.J.A.C. 10:49-2.8 and amended by R.1997 u.354, 

effective September 2, 1997. 
See: 29 N.J.R. 2512(a). 29 NJ.R. 3856(a). 

In (a), substituted "beneficiary" and "beneficiaries" for "recipient" 
and "recipients'' and ··Medicaid Eligibility Identification Number" for 
"HSP (Medicaid) Case Number". and amended N.J.A.C. references; 
and deleted (b). relating to PAAD Programs. Former section rccodi-
fied to N.J.A.C. I0:4Q-2.10. 
Recodified from N.J.A.C 10:49-2.9 and amended by R.1998 d.116, 

effective January 30. 1998 (operative February I. 1998; to expire July 
31, 1998). 

See: 30 N.J.R. 713(a). 
Inserted references to N.I KidCare and made corresponding language 

changes, and changed N.J.A.C. references throughout. Former 
N.J.A.C. l0:49-2.10, Recipient Eligihility Verification System 
(REVS)/Medicaid Eligibility Verification System (MEVS), recodified to 
N.J .A.C. I0:49-2.11. 
Adopted concurrent proposal. R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 7l3(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.19\JS d.116 without change. 
Amended by R.2003 d.82, effective february 18, 2003. 
See: 34 N.J.R. 2650(u), 35 NJ.R. 11 JS(a). 

In (a), inserted reference to cards following forms throughout. 

10:49-2.ll Rt.-cipient Eligibility Verification System 
(REVS)/Medicaid Eligibility Verification 
System (MEVS) 

(a) In the event a beneficiary is unable to produce a form 
that validates Medicaid or NJ FamilyCare eligibility or the 
provider wants more current eligibility data (see N.J.A.C. 
10:49) and the beneficiary's Medicaid or NJ FamilyCare 
Eligibility Identification Number is known, the provider can 
verify eligibility by caJling the Unisys Recipient Eligibility 
Verification System (REVS). REVS is accessed by dialing 
1(800) 676-6562 or (609) 587-1955 in the local Trenton 
area). Complete instructions for using REVS can be found 
in the Fiscal Agent Billing Supplement following the second 
chapter for each Provider Scivices Manual. 
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(b) The New Jersey Medicaid/Pharmaceutical Assistance 
to the Aged and Disabled (P AAD) program offers providers 
an optional method of verifying beneficiary eligibility. The 
optional system is called Medicaid Eligibility Verification 
System (MEVS). 

l. A provider can contract with a Medicaid/P AAD 
approved vendor that has access to the Medicaid/P AAD 
eligibility file. By contracting with a vendor, a provider 
through MEVS can obtain eligibility information by enter-
ing the Medicaid/PAAD number or, if the number is not 
available, the following data elements: the beneficiary's 
Social Security Number and date of birth. 

i. For hospital providers only, name and date of 
birth may be used. 

2. MEVS will contain current information on eligibili-
ty but is no guarantee of eligibility. The Medicaid eligi-
bility card remains the only guarantee of eligibility. 

(c) The MEVS intermediary shall be a person, business, 
corporation, etc., that has been approved by and contracted 
with the Division to provide eligibility information to provid-
ers. 

l. Applications to be a MEVS intermediary can be 
submitted to the Division at any time. If an application is 
approved, based on the evaluation criteria in (c)2 below, 
the Division shall enter into a contract with the vendor. 
The application must: 

i. Describe the prospective vendor's approach and 
plans for accomplishing the work required; 

ii. Demonstrate and describe the effort, skills and 
understanding of the project necessary to satisfactorily 
provide the services; and 

iii. Contain all pertinent information relating to the 
prospective vendor's organization, personnel, and expe-
rience, and be signed by an authorized representative of 
the applying firm. 

2. The Division shall consider the following in evaluat-
ing an application: 

i. The applicant's general approach and plans to 
meet the requirements of the MEVS project; 

ii. The applicant's detailed approach and plans to 
meet the requirements of the MEVS project; 

iii. The applicant's documented qualifications, ex-
pertise, and experience on similar projects; 

iv. The applicant's proposed staffs documented 
qualifications, expertise, and experience on similar pro-
jects; 

v. The applicant's adherence to the requirements of 
the HCFA; and 

vi. The fact that the prices charged by the applicant 
to subscribers are reasonable. 
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3. If a request for approval as a MEVS intermediary 
is denied or approval withdrawn, the applicant/intermedi-
ary may request an administrative hearing pursuant to 
NJ.AC. 10:49-10.1 and 10.3. 

( d) MEVS intermediaries shall pay an initial application 
fee of $1,500, an annual registration fee of $1,000, and a five 
cents per inquiry fee. 

See: 27 N.J.R. 285 l(a), 27 N.J.R. 4715(b). 
Rccodified from N.J.A.C. 10:49-2.9 and amended by R.1997 d.354, 

effective September 2, 19lJ7. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

In (a) and (b), substituted ''beneficiaey" for "recipient"; in (a). 
substituted "Medicaid Eligibility Identification Number" for '"HSP 
(Medicaid) Case Number", and amended N.J.A.C. reterence; added 
(b)li; and in (c)2v, substituted "HCFA" for "Health Care Financing 
Administration. Former section recodified to N.J.A.C. 10:49-2.11. 
Recodificd from N.J.A.C 10:49-2.IO and amended by R.1998 d.116, 

effective January 30, 1998 (operative February I, 1998; to expire July 
31, 1998). 

See: 30 N.J.R. 713(a). 
Inserted references to NJ KidCare throughout. Former N.J.A.C. 

10:49-2.11, Medicaid Eligibility Identification Number, recodified to 
N.J.A.C. 10:49-2.12. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effective Febmary 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. l I 18(a). 

Rewrote (d). 

10:49-2.12 Medicaid or NJ FamilyCare Eligibility 
ldentitication Number 

(a) A Medicaid or NJ FamilyCare Eligibility Identifica-
tion Number consists of 12 digits, which includes a two digit 
Person Number. The components of a Medicaid or NJ 
FamilyCare Eligibility Identification Number as it is initially 
assigned to a beneficiary follows: 

(b) The first two digits usually designate the county of 
residence as follows: 

01-Atlantic 
02-Bergen 
03-Burlington 
04-Camden 
05-Cape May 
06-Cumberland 
07-Essex 

OS-Gloucester 
09-Hudson 
JO-Hunterdon 
U-Mercer 
12-Middlesex 
13-Monmouth 
14-Morris 

15--0cean 
16-Passaic 
17-Salem 
IS-Somerset 
19-Sussex 
20-Union 
21-Warren 

23 and 24 Statewide eligibility determination agency. 

1. Exception: 23 and 24 are limited to use by the 
Statewide eligibility determination agency. 

2. For some adult beneficiaries (that is, the Medicaid 
Only program and New Jersey Care . . . Special Medicaid 
programs for Aged, Blind, and Disabled) the first two 
digits of the Medicaid Eligibility Identification Number 
designate the county of residence where eligibility was 
originally determined but not necessarily the location 
where the beneficiary is currently residing. In these 
instances, when the beneficiary moves to another county, 
the beneficiary retains the Medicaid Eligibility ldentifica-
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tion Number of the original county of application. How-
ever, the eligibility identification card will indicate the 
current address. 

3. For beneficiaries in certain State or county facili-
ties, the first two digits of the Medicaid Eligibility Identifi-
cation Number designate the facility where the beneficiary 
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 
Medical Assistance Customer Center responsible for in-
spection of care and periodic medical reviews in the 
facility and the JSS office responsible for eligibility pro-
cesses serving that facility. For those facilities below 
marked by an asterisk (*), it should be noted that. when 
the first two digits of a Medicaid Eligibility Identification 
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 beneficiary. 

i. Identification of State and County Psychiatric Fa-
cilities: 

31 Greystone Park Psychiatric Hospital (Morris 
MACC) 

32 Trenton Psychiatric Hospital (Burlington 
MACC) 

*32 (300,000 series) Forensic Psychiatric Hospital 
(Burlington MACC) 

*32 (600,000 series) Senator Garrett W. Hage-
dorn Center for Geriatrics-Psychiatric Section 
(Middlesex MACC) 

34 Ancora Psychiatric Hospital (Camden MACC) 
(excluding 800,000 series) 

36 Arthur Brisbane Child Treatment Center 
(Psychiatric Hospital) (Monmouth MACC) 

37 Bergen Pines Psychiatric Center (Passaic 
MACC) 

38 Essex County Hospital Center-Cedar Grove 
(Essex MACC) 

39 Camden County Psychiatric Hospital (Camden 
MACC) 

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

*34 (800,000 series) Anchor Development Center 
(Camden MACC) 

41. Vineland Developmental Center (Atlantic 
MACC) 

42 North Jersey Developmental Center (Totowa) 
(Passaic MACC) 

43 Greenbrook Regional Center (Middlesex 
MACC) 
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44 Woodbine Developmental Center (Atlantic 
MACC) 

45 New Lisbon Developmental Center (Burling-
ton MACC) 

47 Woodbridge Developmental Center (Middle-
sex MACC) 

48 Hunterdon Developmental Center (Middlesex 
MACC) 

iii. 51 New Jersey Veteran's Home (Unit Dose 
Drugs) (MACC which setVes the county in which the 
home is located) 

iv. 90 Division of Developmental Disabilities 
Community Care Services (Waiver and Non Waiver) 
and Special Residential Services, statewide. (MACC 
which serves the county in which the beneficiary re-
sides.) 

(c) The third and fourth digits of the 12--digit Medicaid 
Eligibility Identification Number designate the category un-
der which a person was determined eligible for the New 
Jersey Medicaid program. For some adult beneficiaries (that 
is, the Medicaid Only program and New Jersey Care ... 
Special Medicaid programs for Aged, Blind, and Disabled) 
the third and fourth digits of the Medicaid Eligibility Identi-
fication Number will not change from program 20 and 25 
(meaning the individual is disabled and under 65 years of 
age) to to and 15 (meaning the individual is aged-65 years 
of age or older) when beneficiaries reach age 65. · 

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

older) 
20 Disabled-SSI related 
25 Disabled-Medically Needy 
30 AFDC-Related Medicaid. New Jersey Care 

Special Medicaid program for pregnant women 
and children are included in this category. 

35 Medically Needy (children and pregnant women) 
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 Servicei.. If the first two digits 
are greater than 21, the individual is institutional-
ized. 

70 County Juvenile Residential Facilities 
80 State Juvenile Residential Facilities 

(d) The fifth through the tenth digits of the Medicaid 
Eligibility Identification Number designate the sequential 
identification number of the Medicaid beneficiary with the 
exception of presumptively eligible pregnant women (98-99) 
who are assigned those numbers. 
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(e) The 11th and 12th digits of the Medicaid Eligibility 
Identification Number designate the specific Person Number 
assigned to each beneficiary. 

01-04 Adult (any age) 
05 Pregnant woman 

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 beneficiary (caretak-
er/parent) from Bergen County receiving assistance under 
the AFDC-Related Medicaid program could have the fol-
lowing Medicaid Eligibility Identification Number: 

0,2 30 123~56 I o, 
Biq ... -en ______ A_,F~ Sequcnti ... al ____ P_c..,.~on 
County Program ID No. No. 

Recodified from NJ.A.C. 10:49-2.10 and amended by R.1997 d.354, 
effective September 2, 1997. 

See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 
Changed section name; substituted "beneficiary" and ''heneficiaries" 

for "recipient'' and "recipient'!" and "Medicaid Eligibility Identification 
Number" for "(·ISP (Medicaid) Case Number" throughout; in (b)2, 
inserted ·•responsible for inspection . . . for eligibility processes"; in 
(b)2i. amended several MOO references and in 34 added "(excluding 
800.000 series)"; in (h)2ii, amended several MOO references and 
deleted 46 (E.R. Johnstone Training and Research Center); in (b)2iii, 
substituted .. New Jersey Veteran's Home" for "Soldier's Homi::s"; in 
(c). in 20 and 25 di::leted "(under 65 years of age)", in 70 substituted 
"County Juvenile Residential Facilities" for "Medical Assistance for 
Aged-A New Jersey State Pmgram". and in 80, substituted "State 
Juvenile Residential Facilities" for "Refugee Program"; and in (d), 
inserted reference to exception for presumptively pregnant women. 
Former section reclldified to N.J.A.C. 10:49-2.12. 
Rccodified from N .J .A.C I 0:49-2.11 and amended by R. I 998 d.116, 

effective January 30, 1998 (operative February I, 1998; to expire July 
31, 1998). 

See: 30 N.J.R. 713(a). 
Inserted references to NJ KidCare throughout; in (b), inserted "23 

and 24-Statewide eligibility determination agency", inserted a new I. 
and recodified former I and 2 as 2 and 3. Former N.J.A.C. 10:49-2.12, 
Forms that validate Medicaid eligibility, recodified to N.J.A.C. 
10:4<>-2.13. 
Adopted concurrent proposal. R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a). 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82. effective February 18, 2003. 
See: 34 N.J.R. 26S0(a), 35 N.J.R. 11 t8(a). 

10:49-2.13 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 
three forms: 

1. Department of Human Services-"Medicaid-JD" 
(FD-152) (see N.J.A.C. 10:49-2.14); 

2. "Medicaid Eligibility Identification Card" 
(FD-73/178) (see N.J.A.C. 10:49-2.15); or 

3. "Validation of Eligibility" (FD-34) (see N.J.A.C. 
10:49-2.16). 

Rccodilied from N.J.A.C. I0:49-2.11 and amended by R.1997 d.354. 
effective September 2, 1997. 

See: 29 N.J.R. 2.512(a), 29 N.J.R. 3856(a). 
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Deleted reference to validation for Health Services Program form 
and made conforming amendmenL~. Former section recoJifil!d to 
N.J.A.C. l0:49-2.13. 
Recodified from N.J.A.C I0:49-2.12 by R.1998 d.116, effective January 

30, 1998 (operative February I, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

Former N.J.A.C. 10:49-2.13, Validatiun form (FD 152) Department 
of Human Services Medicaid ID, recodified to N.J.A.C. 10:49-2.14. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions uf R.1998 d.116 without change. 

10:49-2.14 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 AFDC-
related Medicaid and to persons eligible under the Refugee 
and Community Medicaid Only programs. The form indi-
cates that the persons are currently eligible for coverage for 
the month shown on the form-"VALID ONLY FOR THE 
MONTH OF ___ ,, The validation form shall be re-
tained by the Medicaid beneficiary to whom it is issued. 

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

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

2. Providers shall enter the name, Medicaid Eligibility 
Identification Number, including the Person Number, ex-
actly as it appears on Form FD-152 when requesting 
authorization for setvices or submitting a claim form. 

3. Messages printed on Form FD-152: One of the 
following two messages may be printed on the FD-152 
form issued by the CBOSS. 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: Enrolled in HMO (name) and 
phone number. 

ii. Message Two: "OTHER COVERAOE"-There 
will be an asterisk (*) before the name of the beneficia-
ry(ies) covered by another health insurer. The provid-
er shall determine the insurer and the policy number 
(see N.J.A.C. 10:49-7.3-Third Party Liability). 

Recodified from N.J.A.C. 10:49-2.12 and amended by R.1997 d.354, 
effective September 2, 1997. 

See: 29 N.J.R. 2.'il2(a), 29 N.J.R. 3856(a). 
Substituted references to beneficiary for references to recipient 

throughout; in (a)2, substituted "Medicaid Eligibility ldentific-.ition 
Number" for hi ISP (Medicaid) Case Number"; in (a)3, substituted 
"two messages" for ''three messages" and "CWA" for "county welfare 
agency"; in (a)3i, rewrote Message One; deleted (a)3ii; and rccodified 
former (a)3iii as (a)3ii and made conforming amendmenL<;. Former 
section recodified lo N.J.A.C. 10:49-2.14. 
Recodified frnm N.J.A.C 10:49-2.13 by R.1998 d.116, effective •·,..uary 

30, 1998 (operative February 1, 19')8; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

10:49-2.1S 

Former N.J.A.C. 10:49-2.14, Validation form (FD 73/178) Medicaid 
Eligibility Identification Card (MEI Card), recodified to N.J.A.C. 
10:49-2.15. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1118(a). 

10:49-2.15 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 to: 

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

2. Persons determined by the CBOSS to be eligible 
for the New Jersey Care ... Special Medicaid Programs 
and the Medically Needy program; 

3. Beneficiaries in the Special Status program (see 
(e)2 below); and 

4. Children (Medicaid recipients) under the supervi-
sion of the Division of Youth and Family Services 
(DYFS). 

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

1. When the MEI Card is issued to the Medically 
Needy, more than one beneficiary 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 beneficiary has health insurance, 
the name of the other insurer will be printed together 
with a corresponding policy number. Additionally, Medi-
care coverage and the HIC (Medicare) Number will be 
printed on the MEI Card for all Medicare/Medicaid 
beneficiaries. 

( d) The MEI Card is valid only when signed by the 
Medicaid beneficiary or his/her representative payee/legal 
guardian. 

( 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 Waiver Pro-
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grams (see N.J.A.C. 10:49-22); or in another managed care 
program (see N.J.A.C. 10:49-20 through 21). 

1. The MEI Card for the Medicaid "Special Status 
program" either restricts the Medicaid beneficiary(ies) 
listed on the MEI Card to a single provider, except in a 
medical emergency, or warns providers that the beneficia-
ry'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 beneficiary for 
additional identification or to take other appropriate ac-
tion. (See N.J.A.C. 10:49-14.2-Sanctions--Special Sta-
tus program). 

2. 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 beneficiary. The service 
code will enable the provider to determine which services 
are available to each Medically Needy beneficiary (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. 

Recodified l'rom N.J.A.C. 10:49-2.13 and amended by R.1997 d.354, 
effective September 2, 1997. 

See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 
Substituted ret'erences to ~neficiary for references to recipient 

throughout; in (a). deleted rcfer.:mce to quarterly issuance of MEI card 
and made l'Onforming amendments; in (e), amended Program refer-
ences; and in (e)l, substituted ''Enrolled in HMO, etc." for "HMO-
Check-GSHP ID Card". Former section "Validation form 
(DYFS-U,-36) ·validation for Health Seivices program· (Medicaid)" 
was repealed. . 
Recodified from N.J.A.C 10:49-2.14 by R. 1998 d.116, effective January 

30, 1998 (operative February I, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

Former N.J.A.C. 10:49-2.15, Validation form (FD 34) Validation of 
Eligibility, recodified to N.J.A.C. 10:49-2.16. 
Adopted concurrent proposal. R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readupted provisions of R. 1998 d.116 without change. 
Amendt"d by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. I I 18(a). 

10:49-2.16 Validation form (FD--34) Validation of 
Eligibility 

(a) The FD-34 Form, Validation of Eligibility (see Ap-
pendix, NJ.AC. 10:49) identifies a Medicaid beneficiary 
who resides in a State or county institution. 

DEPI'. OF HUMAN SERVICES 

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 
beneficiary (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 beneficiary. 

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

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

(b) The New Jersey Medicaid and the NJ FamilyCare 
programs have designated specific Medical Assistance Cus-
tomer Centers (MACCs) to handle prior authorization re-
quests for services for patients/residents/beneficiaries from 
each institution and family care residents/beneficiaries who 
are under the jurisdiction of the Division of Developmental 
Disabilities. If the patient/beneficiary's Medicaid or NJ 
FamilyCare Eligibility Identification Number begins with 
any of the following numbers, providers shall contact the 
MACC indicated (for MACC Directory, see Appendix 
N.J.A.C. 10:49). 

31 Morris MACC 

32 Burlington MACC 

33 Monmouth MACC 

34 Camden MACC 

35 Middlesex MACC 

36 Monmouth MACC 

37 Passaic MACC 

37 Hudson MACC (Applicable only to 600,000 series) 

38 Essex MACC 

39 Camden MACC 

41 Atlantic MACC 

42 Passaic MACC 

43 Middlesex MACC 

44 Atlantic MACC 

45 Burlington MACC 
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47 Middlesex MACC 

48 Middlesex MACC 

51 Middlesex MACC-Menlo Park Veterans Home 

51 Middlesex MACC-Vineland Veterans Home 

90 MACC in county in which beneficiary resides. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Substituted "beneficiary" for "recipient" or "resident" throughout; in 
(a)3 and (b), substituted "Medicaid Eligibility Identification Number" 
for "HSP (Medicaid) Case Number": in (b), inserted references to 
beneficiaries, amended MDO references, and inserted the two 51-
Middlesex references. 
Recodified from N.J.A.C I 0:49-2.15 by R.1998 d.116, effective January 

30, 1998 (operative February I, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 
Former N.J.A.C. 10:49-2.16, Medicaid application, recodified to 

N.J.A.C. 10:49-2.17. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. l 118(a). 

10:49-2.17 Medicaid application 

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

l. To the CBOSS for programs such as AFDC-Related 
Medicaid; 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 Serv-
ices. 

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

(c) All providers are encouraged to refer pregnant women 
who may be eligible for Medicaid to a provider authorized to 
determine presumptive eligibility. The names and addresses 
of these providers may be obtained by calling the HOT LINE 
at 1-800-328-3838. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 
Recodified from N.J.A.C 10:49-2.16 by R.1998 d.116, effective January 

30, 1998 (operative February 1, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1118(a). 

10:49-2.18 (Reserved) 

10:49-3.1 

10:49-2.19 Medicaid or NJ FamilyCare eligibility-
aliens 

For any alien who does not qualify for Medicaid or NJ 
FamilyCare-Plan A based on his or her alien status, and thus 
is potentially eligible for Medicaid or NJ FamilyCare-Plan A 
payment for emergency services only (see N.J.A.C. 10:49-
5.4, Medicaid or NJ FamilyCare-Plan A Emergency Services 
for Aliens) the provider of service shall complete a Form PA-
IC and submit it with Certification of Treatment of Emer-
gency Medical Condition (if necessary) to the eligibility 
determination agency in the county in which the individual 
lives. The provider shall inform the individual that a Form 
PA- IC does not establish Medicaid eligibility or NJ 
FamilyCare-Plan A eligibility but serves only to protect the 
date of inquiry as an application date for Medicaid, or NJ 
FamilyCare-Plan A if an application is filed within three 
months of the date that the Form PA-IC is signed. The 
individual should be advised to file an application with the 
eligibility determination agency as soon as possible. 

New Rule, R.1998 d.116, effective January 30, 1998 (operative February 
1, 1998). 

See: 30 N.J.R. 713(a). 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions ofR.1998 d.116 with changes, effective August 
17, 1998. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. l l 18(a). 

SUBCHAPTER 3. PROVIDER PARTICIPATION 

10:49-3.1 Provider types eligible to participate 

(a) Effective July 1, 2006, P.L. 2006, c. 45 requires the 
Division to institute a moratorium on new Medicaid/NJ 
FamilyCare providers of chiropractic services, medical 
supplies, partial care services, pharmaceutical services and 
podiatry services. 

1. Any provider that was not an approved Medicaid or 
NJ FamilyCare fee-for-service provider of chiropractic ser-
vices, medical supplies, partial care services, pharmaceu-
tical services or podiatry services prior to July 1, 2006 is 
ineligible to become an approved fee-for-service provider 
of such services for Medicaid or NJ FamilyCare, unless the 
Division affirmatively determines that the provider's ser-
vices are necessary to meet special needs. 

2. Situations not subject to the moratorium for fee-for-
service providers of pharmacy services or medical supply 
services are as follows: 

i. A change of ownership only; 
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ii. A change of location only. A provider that has 
not changed ownership on or after July 1, 2006, which 
changes location on or after July 1, 2006, and continues 
to operate as a Medicaid or NJ FamilyCare provider at 
the new location, continues to provide the same level of 
services and delivery and meets all applicable State and 
Federal rules and regulations; and 

iii. Medicare as the primary payer. Situations in 
which Medicare is the primary payer and the provider 
bills for cross-over claims and wraparound Medicare 
Part D payments. 

(b) Subject to the moratorium set forth in (a) above, the 
following provider types shall be eligible to apply to par-
ticipate as Medicaid/NJ FamilyCare-Plan A providers: 

1. Case managers; 

2. Certified nurse practitioners/clinical nurse special-
ists; 

3. Chiropractors and/or chiropractic groups; 

4. Clinics (independent outpatient health care facil-
ities); 

5. Clinical laboratories; 

6. Dentists and/or dentist groups; 

7. Hearing aid dealers; 

8. Health maintenance organizations/managed care or-
ganizations; 

9. Home health agencies; 

I 0. Homemaker agencies; 

11. Hospices; 

12. Hospitals; 

1. General; 

ii. Psychiatric; and 

iii. Special; 

13. Local health departments; 

14. Nursing facilities, including intermediate care facil-
ities for the mentally retarded; 

15. Medical suppliers; 

16. Mental health rehabilitation providers: 

i. Residential child care facilities (see N.J.A.C. 
10:77 and 10:127); 

11. Children's group homes (see N.J.A.C. 10:77 and 
I 0: 128); 

iii. Psychiatric community residences for youth (see 
N.J.A.C. 10:37B and 10:77); 

DEPT. OF HUMAN SERVICES 

iv. Providers of behavioral assistance services for 
children/youth or young adults (see N.J.A.C. 10:77-4); 

v. Mobile response agencies (see N.J.A.C. 10:77-6); 

vi. Providers of intensive in-community mental 
health rehabilitation services (see N .J.A.C. 10:77-5); 

vii. Programs for Assertive Community Treatment 
(PACT) Agencies/Teams (see N.J.A.C. 10:37J and 
10:76); and 

viii. Community residences for mentally ill adults 
(see N.J.A.C. I0:37A and I0:77A). 

17. Medical day care centers; 

18. Nurse-midwives; 

19. Opticians; 

20. Optometrists; 

21. Orthotists; 

22. Pharmacies; 

23. Physicians and/or physician groups; 

24. Podiatrists and/or podiatric groups; 

25. Prosthetists; 

26. Psychologists and/or psychologist groups; 

27. Residential treatment facilities; 

28. Transportation providers; and 

29. State and county agencies that have agreed to pro-
vide personal care assistant services. 

( c) In order for professional practices to be eligible to 
participate in the Medicaid and NJ FamilyCare programs as 
specific provider entities, such practices shall comply with all 
applicable State licensing statutes and rules governing their 
ownership and direction. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Inserted new (a) I ; recodi fied former (a) 1 through 25 as ( a )2 through 
26; in (a)7, inserted reference to managed care organizations. 
Amended by R. I 998 d.116, effective January 30, 1998 (operative 

February I, I 998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

In ( a), inserted a reference to NJ KidCare--Plan A in the introductory 
paragraph. 
Amended by R.1998 d.143, effective March 16, 1998. 
See: 29 N.J.R. 543(a), 30 N.J.R. 108l(a). 

In (a). inserted a new 12, and recodified fom1er 12 through 26 as 13 
through 27. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 
Readopted provisions of R.1998 d.116 without change. 
Amended by R.2000 d.309, effective August 7, 2000. 
See: 32 N.J.R. 1342(a), 32 N.J.R. 2900(a). 

In (a), inserted a new I, and recodificd former I through 27 as 2 
through 28. 
Amended by R.2001 d.144, effective May 7, 2001. 
See: 32 N.J.R. 4387(a), 33 N.J.R. 1378(b). 
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Inserted new (a)l6 and recodified former (a)l6 through 28 as new 
(a)l 7 through 29. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. l l 18(a). 

Added (b). 
Amended by R.2003 d.89, effective March 3, 2003. 
See: 34 N.J.R. 1593(a), 35 N.J.R. 128l(a). 

Rewrote (a)l6. 
Amended by R.2003 d.479, effective December 15, 2003. 
See: 35 N.J.R. 2146(a), 35 N.J.R. 5584(a). 

In (a)l6, inserted a new iv and recodified former iv as new v. 
Amended by R.2004 d.8, effective January 5, 2004. 
See: 35 N.J.R. 2620(a), 35 N.J.R. 4204(a), 36 N.J.R. 189(a). 

In (a)l6, added vi. 
Amended by R.2005 d.68, effective February 22, 2005. 
See: 36 N.J.R. 379(a), 37 N.J.R. 659(a). 

In (a), added 16v, recodified existing v to vi as vi to vii. 
Amended by R.2005 d.98, effective April 4, 2005. 
See: 36 N.J.R. l 158(a), 37 N.J.R. 1022(a). 

In (a), added a new vi, recodified existing vi, vii as vii, viii in 16. 
Amended by R.2007 d.238, effective August 6, 2007. 
See: 39 N.J.R. 1388(a), 39 N.J.R. 3377(a). 

Added new (a), recodified former (a) and (b) as (b) and (c); and in the 
introductory paragraph of (b ), substituted "Subject to the moratorium set 
forth in (a) above, the" for "The" and inserted "apply to". 

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. 

Case Management Program/Mental Health, providing services in 
accordance with this section, see N.J.A.C. 10:73-2.4. 

Case Notes 
Provider participation in programs such as Medicaid is conditioned 

upon a provider's fitness, i.e., integrity, honesty, and responsibility. Par-
ticipation is contractual; there is no right to participation as a Medicaid 
provider, and a provider must comply with federal and state laws. Farhat 
v. DMAHS, OAL Dkt. No. HMA 11600-05, 2006 N.J. AGEN LEXIS 
457, Initial Decision (July 13, 2006). 

10:49-3.2 Enrollment process 

(a) Providers shall complete a Provider Application and 
sign a Provider Agreement (see Appendix, N.J.A.C. 10:49) or 
a specialized agreement, and submit such other information 
or documentation, including, but not limited to, social secu-
rity number and date of birth, as the program may require, 
depending 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. 

2. All practitioners participating in a group practice 
shall personally sign both the group application and the 
provider agreement if individual documents, or shall sign a 
single signature sheet if both documents are contained in a 
single packet. 

(b) All providers shall be required to complete Form CMS-
1513, Ownership and Control Interest Disclosure Statement 
(see Appendix, Form #10) at the time of application or 
reapplication. In addition, at the time of application or 
reapplication, all professional practices must certify that they 
comply with all applicable State statutes and rules governing 
their ownership and direction (see Appendix, Form #12). Out-
of-State providers shall certify that they comply with the 

10:49-3.2 

requirements of the state in which the facility is located. 
Providers prior to 1973 were not required to utilize provider 
agreement forms; however, they shall comply with all 
applicable State and Federal Title XIX and Title XXI laws, 
policies, rules and regulations. 

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

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

ii. Complete a Form CMS-1513, Ownership and 
Control Interest Disclosure Statement. 

2. The New Jersey Medicaid program or NJ Family-
Care program shall terminate any existing agreement or 
contract if the provider fails to disclose information re-
quired by (b) 1 ii above. 

3. Enrollment documentation requested by the New 
Jersey Medicaid or NJ FamilyCare program shall be fur-
nished within 35 calendar days of the date of the written 
request. 

( c) An out-of-State provider shall have a current, approved 
provider agreement with the New Jersey Medicaid or NJ 
FamilyCare program and hold a current, valid certification 
and/or license from the appropriate agency under the laws of 
the respective state in which the provider is located. 

(d) A provider application may be requested from the 
fiscal agent of the New Jersey Medicaid and NJ FamilyCare 
program. An appropriate 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 and NJ FamilyCare program will be 
confirmed in writing. A provider number will be assigned 
and returned to the applicant along with the appropriate 
program Provider Manual. 

2. If the application is denied, the applicant will receive 
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 a provider is found to be currently enrolled, but has 
been inactive for at least two (2) years, the applicant will be 
required to complete a new application. If the application is 
approved, the provider's existing record on the Provider 
Master File will be reactivated. 

(f) The New Jersey Medicaid program or NJ FamilyCare 
program may refuse to enter into or to renew a provider 
participation agreement with any applicant or provider who 
has been suspended, debarred, disqualified, or excluded by 
the Title XIX or Title XXI program of another state. The 
program may terminate any existing agreement with a 
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provider, if good cause for exclusion of the provider from 
program participation exists under any of the provisions of 
N.J.A.C. 10:49-11.l(d)l through 27. 

(g) The New Jersey Medicaid program or NJ FamilyCare 
program shall not enter into a provider participation 
agreement with an applicant who has been suspended 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 Services. 

(h) The Division may place a moratorium on the enroll-
ment of new providers for particular provider types and/or in 
particular geographic areas if it determines that beneficiary 
access to services would not be adversely affected, and: 

1. That the number of providers already enrolled is suf-
ficient to adequately serve beneficiaries; 

2. That a moratorium is necessary in order to address 
fraud and/or abuse; or 

3. That other compelling reasons warrant a mora-
torium. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

In (b) Ii, inserted "reenrollment"; and in (f) and (g), substituted "New 
Jersey Medicaid program" for "Division". 
Amended by R.1998 d.116, effective January 30, 1998 (operative 

February 1, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

Inserted references to NJ KidCare and made corresponding language 
changes throughout; and in (b) and (f), substituted references to Title 
XIX and Title XXI for references to Medicaid. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. l l 18(a). 

Rewrote the section. 
Amended by R.2006 d.25, effective January 17, 2006. 
See: 37 N.J.R. 3 l 76(a), 38 N.J.R. 802(a). 

In (b), substituted "CMS-" for "HCFA" throughout, deleted 
"licensing" preceding "statutes," and added "Out-of-State providers shall 
certify that they comply with the requirements of the state in which the 
facility is located." 

Cross References 

Eye care providers, fulfillment of enrollment process as under this 
section, see N.J.A.C. 10:62-2.3. 

Case Notes 
Initial Decision (2007 N.J. AGEN LEXIS 789) adopted, which con-

cluded that applicants' request for their I I-year-old child to be placed at 
a New Mexico school and treatment facility was correctly denied as a 
matter of law because the facility did not satisfy the pertinent federal and 
State regulations necessary to provide services to a New Jersey Medicaid 
beneficiary, where: (1) the facility was not licensed as a health care 
provider or provider of inpatient psychiatric services in New Mexico; (2) 
the facility was not an approved provider of inpatient psychiatric 
services for children in the New Mexico Medicaid program; (3) the 
facility was not accredited by JCAHO; and (4) the facility's therapy 
included physical restraint of children who were not at that time a danger 
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to themselves or others. R.C. and C.M. ex rel. C.G. v. DMAHS, OAL 
Dkt. No. HMA 4414-06, 2008 N.J. AGEN LEXIS 274, Final Decision 
(January 8, 2008). 

Initial Decision (2007 N.J. AGEN LEXIS 210) adopted, which con-
cluded that while the word "shall" in N.J.A.C. 10:49-3.2(b)(3) creates a 
mandatory time limit of 35 days within which a Medicaid provider 
applicant is to supply enrollment information requested by the Division, 
there is no regulatory basis for the Division to deny an application for 
failure to meet the deadline. Grace Pharmacy v. DMAHS, OAL Dkt. No. 
HMA 6904-06, 2007 N.J. AGEN LEXIS 528, Final Decision (June 5, 
2007). 

10:49-3.3 Providers with multi-locations 

(a) All providers participating in the Medicaid or NJ 
FamilyCare program shall identify all locations from which 
they are providing services to Medicaid or NJ FamilyCare 
beneficiaries. 

(b) Each location shall comply with provider participation 
requirements and shall be assigned a separate provider 
number. Services rendered to Medicaid or NJ FamilyCare 
beneficiaries at a location not approved for participation are 
not eligible for Medicaid or NJ FamilyCare reimbursement. 

( c) Billing through a central location for approved multi-
location providers shall be allowed; however, providers shall 
utilize the applicable provider number for each service loca-
tion. Selection of central or localized billing shall be left to 
providers, who shall state their preference on the application. , 
The program reserves the right to assign unique provider 
numbers to maintain the accountability and integrity of the 
New Jersey Medicaid Management Information System 
(NJMMIS) and the New Jersey Medicaid or NJ FamilyCare 
program. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Rewrote (a) and (b); and substantially amended (c). 
Amended by R.1998 d.116, effective January 30, 1998 (operative 

February 1, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

Inserted references to NJ KidCare throughout, and made a 
corresponding language change. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 
Readopted provisions of R.1998 d.116 with changes, effective August 

17, 1998. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. l l 18(a). 

10:49-3.4 Medicaid or NJ FamilyCare provider billing 
number 

(a) A seven digit Provider Billing Number shall be 
assigned by the fiscal agent to all providers approved for 
participation. The Provider Billing Number shall be entered 
upon all claims submitted in accordance with the instructions 
in the Fiscal Agent Billing Supplement. The Provider Billing 
Number should also be referenced in all written and tele-
phone inquiries. 

(b) Practitioners, as defined in (c)l below, approved for 
participation, shall also be assigned a seven digit Provider 
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Servicing Number by the Program fiscal agent. The Provider 
Servicing Number is an identification number which shall be 
entered upon all claim submittals in accordance with the 
instructions in the Fiscal Agent Billing Supplement. 

( c) Providers who, for billing purposes, need a referring, 
ordering or prescribing practitioner's individual Provider 
Servicing Number, shall contact that practitioner or the fiscal 
agent, or shall access the Provider Servicing Number Direc-
tory, to obtain the number. A practitioner who does not 
participate in the Medicaid or NJ FamilyCare program will 
not have a Provider Servicing Number. In the absence of the 
referring, ordering or prescribing practitioner's individual 
Provider Servicing Number, providers must enter seven fives 
(5'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 or NJ 
FamilyCare program. Providers may contact the Medicaid/NJ 
FamilyCare Fiscal Agent for a copy of the participating pro-
vider directory. In addition, providers may obtain servicing 
and prescribing numbers at www.njmmis.com. 

1. Each participating practitioner (that is, physician, 
certified nurse midwife, advanced practice nurse, chiro-
practor, dentist, optometrist, podiatrist, or psychologist) 
shall supply his or her individual Provider Servicing Num-
ber to other providers when referring a Medicaid or NJ 
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FamilyCare beneficiary for services, or ordering or pre-
scribing on his behalf. 

(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 fiscal agent by every member of the SHCF. 
In addition, each practitioner rendering a service in a shared 
health care facility must indicate his or her Provider Billing 
Number and individual Provider Servicing Number on the 
claim form (see Fiscal Agent Billing Supplement following 
the second chapter of each Provider Services Manual). 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Rewrote (a) and (b); and in (c)l, inserted reference to certified nurse 
practitioner/clinical nurse specialist. 
Amended by R.1998 d.116, effective January 30, 1998 (operative 

February 1, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

Inserted references to NJ KidCare and made corresponding language 
changes throughout. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 with changes, effective August 
17, 1998. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. l l 18(a). 

Rewrote (c). 
Amended by R.2004 d.334, effective September 7, 2004. 
See: 36 N.J.R. 312(a), 36 N.J.R. 4136(a). 

In ( c ), substituted "advanced practice nurse" for "certified nurse 
practitioner/clinical nurse specialist" in 1. 
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xi. A statement as to whether or not the patient is 
expected to return for further treatment. 

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. 

Amended by R.1998 d.154, effective February 27, 1998 (operative 
March 1, 1998; to expire August 31, 1998). 

See: 30 N.J.R. 1060(a). 
In (a)4i, substituted a reference to Program Numbers for a reference 

to Medicaid Numbers. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 without change. 

SUBCHAPTER 5. SERVICES COVERED BY 
MEDICAID AND THE NJ FAMILYCARE 
PROGRAMS 

10:49-5.l Requirements for provision of services 
(a) The services listed in N.J.A.C. 10:49-5.2 are available 

to beneficiaries eligible for the regular New Jersey Medicaid 
or the NJ FamilyCare-Plan A programs. Services available 
to Medically Needy beneficiaries are listed in N.J.A.C. 
10:49-5.3. The seivices 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 second chapter of each Provider 
Services Manual. 

1. Any seivice 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 seivices require prior 
authorization from the program before the services are 
provided (see N.J.A.C. 10:49-6--Authorization Re-
quired). 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

In (a), substituted "beneficiaries" for "recipients"; and in (a)l, 
inserted "prior" preceding "authorization". 
Amended by R.1998 d.116, effective January 30, 1998 (operative Febru-

ary 1, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

In (a), inserted a reference to NJ KidCare-Plan A programs in the 
first sentence. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1118(a). 

Case Notes 
Phalloplasty was medically required treatment for gender dysphoria. 

M.K. v. Division of Medical Assistance and Health Services, 92 
N.J.A.R.2d (OMA) 38. 
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Patient's possible Munchausen's syndrome was good cause for limit-
ing medical services. D.S. v. Division of Medical Assistance and 
Health Services, 92 NJ.A.R.2d (OMA) 4. 

10:49-5.2 Services available to beneficiaries eligible for, or 
children who are presumptively eligible for, the 
regular Medicaid and NJ FamilyCare-Plan A 
programs 

(a) The seivices listed below shall be available to benefi-
ciaries eligible for the regular Medicaid/NJ FamilyCare-
Plan A programs: 

1. Advanced practice nurse services; 

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

3. Chiropractic services; 

4. Religious non-medical health care services, (see 
Hospital Services Manual); 

5. Clinic seivices such as services in an independent 
outpatient health care facility, other than hospital, that 
provides services such as Mental Health, Family Planning, 
Dental, Optometric, Ambulatory Surgery, FQHCs; 

6. Dental seivices; 

7. Environmental lead inspection services-rehabilita-
tive services; 

8. Early and Periodic Screening, Diagnosis, and Treat-
ment for beneficiaries under age 21 (EPSDT): A preven-
tative health care program for beneficiaries under age 21 
designed for early detection, diagnosis and treatment of 
correctable abnormalities. This program supplements the 
general medical services otherwise available; 

9. Family planning seivices 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 or NJ FamilyCare-Plan A program. 

10. 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 and Senior Ser-
vices' improved pregnancy outcome criteria; physicians; 
and nurse midwives; either directly or through linkage 
with other HealthStart care providers. (See N.J.A.C. 
10:49-19 for HealthStart services, policies and require-
ments for provider participation;) 

11. Hearing aid seivices; 
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12. Home care services (home health care and per-
sonal care assistant services); 

13. Hospice services including room and board ser-
vices in a nursing facility (available to dually eligible 
Medicare/Medicaid or dually eligible Medicare/NJ Fami-
lyCare-Plan A beneficiaries); 

14. Hospital services-inpatient: 

i. General hospitals; 

ii. Special hospitals; 

m. 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; 

15. Hospital services-outpatient; 

16. Laboratory ( clinical); 

17. Medical day care services; 

18. Medical supplies and equipment; 

19. Mental health services and mental health rehabili-
tation services including: 

i. Residential child care facilities (see NJ.AC. 
10:77 and 10:127); 

ii. Children's group homes (see NJ.A.C. 10:77 and 
10:128); 

iii. Psychiatric community residences for youth (see 
N.J.A.C. 10:37B and 10:77); 

iv. Behavioral assistance services for children, youth 
or young adults under EPSDT (see N.J.A.C. 10:77-4); 

v. Mobile response and stabilization management 
services for children, youth or young adults under 
BPSDT (see N.J.A.C. 10:77-6); 

vi. Intensive in-community mental health rehabilita-
tion services for children, youth or young adults under 
EPSDT (see NJ.AC. 10:77-5); 

vii. Programs for Assertive Community Treatment 
(PACT) Services (see N.J.A.C. 10:37J and 10:76); and 

viii. Adult mental health rehabilitation services pro-
vided in/by community residence programs (see 
N.J.A.C. 10:37A and 10:77A). 
20. Nursing facility services, including intermediate 

care facilities for the mentally retarded; 
i. Any additional Intermediate Care Facility/Mental 

Retardation (ICF/MR) beds or new ICF/MR facilities 
shall be approved by the Division of Developmental 
Disabilities (DDD) prior to application for reimburse-
ment as a Medicaid/NJ FamilyCare provider; 
21. Nurse-midwifery services; 
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22. Optometric services; 
23. Optical appliances; 
24. Pharmaceutical services; 
25. Physician services; 

26. Podiatric services; 

27. Prosthetic and orthotic devices; 

28. Psychological services; 

29. Radiological services; 

30. Rehabilitative services (Payments are made to eli-
gible Medicaid/NJ FamilyCare-Plan A 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; 

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 

v. School based rehabilitation services under 
EPSDT;and 
31. Transportation services which include ambulance, 

mobility assistance vehicle, and other transportation pro-
vided by independent clinics or through arrangements 
with a county board of social services. 

(b) All Medicaid and NJ FamilyCare Plan A beneficiaries 
shall be eligible to receive all of the services specified in (a) 
above fee-for-service during the presumptive eligibility peri-
od, and through the time that they select and are enrolled 
into a managed care organization, if managed care is appli-
cable. 

Amended by R.1994 d.600, effective December S, 1994. 
See: 26 NJ.R. 334S(a), 26 NJ.R. 4762(a). 
Amended by R.1997 d.3S4, effective September 2, 1997. 
See: 29 NJ.R. 2S12(a), 29 N.J.R. 38S6(a). 

Amended section name; substituted "beneficiaries" for "recipients" 
throughout; in (a)4, inserted reference to FQHCs; in (a)8, amended 
Department name and NJ.A.C. reference; and in (a)28, deleted 
reference to livery transportation. 
Amended by R.1998 d.116, effective January 30, 1998 (operative Febru-

ary 1, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

In (a), inserted references to NJ KidCare-Plan A throughout. 
Amended by R.1998 d.143, effective March 16, 1998. 
See: 29 N.J.R. S43(a), 30 N.J.R. 108l(a). 

In (a), inserted a new 6, and recodified former 6 through 28 as 7 
through 29. 
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Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.2000 d.266, effective July 3, 2000. 
See: 32 N.J.R. 1S9(a), 32 N.J.R. 2493(a). 

Added (b). 
Amended by R.2000 d.309, effective August 7, 2000. 
See: 32 NJ.R. 1342(a), 32 N.J.R. 2900(a). 

In (a), inserted a new 2, recodified former 2 through 26 as 3 through 
27, inserted "services including" in the new 13, inserted a new 28, 
recodified former 27 through 29 as 29 through 31, added v in the new 
30, and substituted a reference to mobility assistance vehicles for a 
reference to invalid coaches and substituted a reference to county 
boards of social services for a reference to county welfare agencies in 
the new 31. 
Amended by R.2001 d.144, effective May 7, 2001. 
See: 32 NJ.R. 4387(a), 33 N.J.R. 1378(b). 

Rewrote (a)19. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 26SO(a), 3S N.J.R. 1118(a). 

In (a), substituted "Religious non-medical health care services," for 
"Christian Science Sanatoria" in 4, added 20i. 
Amended by R.2003 d.89, effective March 3, 2003. 
See: 34 N.J.R. 1S93(a), 3S N.J.R. 128l(a). 

In (a), rewrote 19 and substituted "NJ FamilyCare" for "or KidCare" 
in 30. 
Amended by R.2003 d.479, effective December 1S, 2003. 
See: 3S N.J.R. 2146(a), 35 N.J.R. 5S84(a). 

In (a)19, inserted a new iv and recodified former iv as new v and 
rewrote new v. 
Amended by R.2004 d.8, effective January S, 2004. 
See: 3S N.J.R. 2620(a), 3S N.J.R. 4204(a), 36 NJ.R. 189(a). 

In (a)l9, added vi. 
Amended by R.2004 d.334, effective September 7, 2004. 
See: 36 N.J.R. 312(a), 36 N.J.R. 4136(a). 

In (a), added a new 1, recodified former 1 as 2, and deleted former 2. 
Amended by R.2005 d.68, effective February 22, 200S. 
See: 36 N.J.R. 379(a), 37 NJ.R. 6S9(a). 

In (a), rewrote 19. 
Amended by R.200S d.98, effective April 4, 2005. 

, _ See: 36 NJ.R. 11S8(a), 37 NJ.R. 1022(a). 
In (a)19, added a new vi, recodified existing vi, vii as vii, viii. 

10:49-S,3 Services available to beneficiaries eligible for the 
Medically Needy program 

(a) Regular Medicaid services are available to Medically 
Needy beneficiaries except for the following services which 
are not available or are only available to certain eligible 
Medically Needy groups: (See the service code next to the 
beneficiary's name on the Medicaid Eligibility Identification 
Card to ascertain the Medically Needy group under which 
the beneficiary'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 available to Medically 
Needy beneficiaries. For purposes of the Medically 
Needy program, nursing facility services include pharmacy 
services under Title XIX. 

S. 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); and 
aged, blind or disabled beneficiaries who reside in Medic-
aid participating nursing facilities (see N.J.A.C 
10:S1-2.10). Pharmaceutical services are not available to 
other aged, blind and disabled beneficiaries (Group C). 

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 S, 1994. 
See: 26 NJ.R. 334S(a), 26 NJ.R. 4762(a). 
Amended by R.1997 d.3S4, effective September 2, 1997. 
See: 29 N.J.R. 2S12(a), 29 N.J.R. 38S6(a). 

Amended section name; substituted "beneficiaries" and "beneficia-
ry's" for "•ecipients'' or "recipient's'' throughout; in (a)4, substituted 
"beneficiaries" for "group" and inserted reference to pharmacy ser-
vices; and in (a)6, inserted references to aged, blind or disabled 
beneficiaries. 

Case Notes 
Administrative Procedure Act notice requirement violated by freeze 

on Medicaid reimbursement rate increases. nomas Jefferson Univer-
sity Hospital v. Div. of Medical Assistance and Health Services, 6 
NJ.A.R. 127 (1981). 

Hospital not entided to hearing prior to decertification as Medicaid 
provider. Preakness Hospital v. Div. of Medical Assistance and Health 
Services, 3 NJ.AR. 3S1 (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.JAR. 196 (1980). 

10:49-S.4 Emergency medical services for aUens and 
prenatal care for speci6ed pregnant alien 
women 

(a) Most legal aliens who entered the United States on or 
after August 22, 1996 are restricted in their entitlement to 
emergency services for five years from their date of entry. 
Undocumented aliens and temporarily documented aliens, 
that is visitors, workers, and students, are also restricted in 
their entitlement to emergency services. These emergency 
medical services are only available to individuals who, ex-
cept for their alien status, would be eligible for Medicaid, 
Medically Needy, New Jersey Care ... Special Medicaid 
Programs, AFDC-related Medicaid, or NJ FamilyCare-Plan 
A. Applicants who would othetwise be eligible for NJ 
FamilyCare-Plans B, C and D are not eligible for these 
emergency medical services for aliens. 
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1. Except as noted in (a)2 below, emergency services 
are defined as care provided in an acute care general 
hospital ( emergency outpatient services and/or inpatient 
services) for a medical condition (including labor and 
delivery) manifesting itself by acute symptoms of suffi-
cient severity (including severe pain) such that the ab-
sence of immediate medical attention could reasonably be 
expected to result in: 

i. Placing the patient's health in serious jeopardy; 
ii. Serious impairment to bodily functions; or 
iii. Serious dysfunction of any bodily organ or part. 

2. For labor and delivery services, the place of service 
is not limited to an acute care general hospital. Services 
provided in birth centers are also eligible for reimburse-
ment under this program. 

3. Diagnoses are classified as emergency or non-emer-
gency services in accordance with the above definition of 
an emergency. Those diagnoses that correspond with 
emergency care are defined as emergencies and thus do 
not require any authorization by the attending physician. 
Those diagnoses that correspond with urgent care require 
a Certification of Treatment of Emergency Medical Con-
dition signed by the attending physician confirming the 
emergency nature of the encounter to be attached to the 
claim when submitted for reimbursement. 

i. Emergency care is provided for life-threatening or 
organ threatening, or potentially life or organ threaten-
ing condition that requires immediate care. 

ii. Urgent care is provided for a condition that is 
potentially harmful to a patient's health and determined 
by the physician to be medically necessary for treatment 
within 12 hours to prevent deterioration. 
4. To be eligible for emergency services, an alien 

meeting the medical criteria listed in (a)l above must also 
meet all financial and categorical eligibility requirements 
for NJ FamilyCare-Plan A, Medicaid, Medically Needy, 
New Jersey Care ... Special Medicaid Programs or 
AFDC~related Medicaid. 

(b) Lawfully admitted aliens who entered the United 
States prior to August 22, 1996 and other aliens who are 
refugees, asylees, Cuban/Haitian entrants, American Indians 
born in Canada, Amerasian immigrants, and aliens who are 
honorably discharged or are on active duty in the Armed 
Forces of the United States and their spouses and unmar-
ried dependent children, may qualify for full NJ Family-
Care-Plan A, Medicaid, Medically Needy, New Jersey Care 
. . . Special Medicaid Programs or AFDC-related Medicaid, 
if they meet all other programmatic eligibility requirements. 
These aliens should be referred to the appropriate eligibility 
determination agency of their choice to apply for full bene-
fits. See N.J.A.C. 10:70-3.Z(a), 10:71-3.3(c), 10:72-3.Z(a), 
and 10:79-3.Z(b). 
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(c) Legally admitted pregnant alien women who entered 
the United States on or after August 22, 1996, who would 
otherwise be eligible for New Jersey Care . . • Special 
Medicaid Programs, except for the alien requirements are 
also eligible for routine prenatal care services. Prenatal 
care includes services provided in the outpatient hospital 
department, or by a physician, certified nurse practitioner or 
certified nurse midwife, as well as laboratory, radiological 
and pharmaceutical services. 

New Rule, R.1998 d.116, effective January 30, 1998 (operative February 
1, 1998; to expire July 31, 1998). 

See: 30 N.J.R. 713(a). 
Fonner N.J.A.C. 10:49-5.4., Services not covered by the Medicaid 

program, recodified to N.J.A.C. 10:49-5.5. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 NJ.R. 3034(a). 

Readopted provisions of R.1998 d.116 without change. 
Amended by R.1999 d.253, effective August 2, 1999. 
See: 31 N.J.R. 97(a), 31 N.J.R. 2203(b). 

Rewrote the section. 
Emergency amendment R.1999 d.254, effective July 12, 1999 (to expire 

September 10, 1999). 
See: 31 N.J.R. 2252(a). 

Rewrote the section. 
Adopted concurrent proposal, R.1999 d.345, effective September 10, 

1999. 
See: 31 N.J.R. 2252(a), 31 N.J.R. 2880(a). 

Readopted provisions of R.1999 d.254 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1118(a). 

In (a), inserted "in their entitlement" following "restricted" through-
out. 

10:49-S.5 Services not covered by the Medicaid or NJ 
FamilyCare-Plao A program 

(a) Listed below are some general services and items 
excluded from payment under the New Jersey Medicaid and 
NJ FamilyCare-Plan A program. There are additional spe-
cific exclusions and limitations detailed in the second chap-
ter 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; 
these services shall not be billed to the Medicaid program 
when provided for a Medicaid beneficiary. Services and 
items provided without charge through programs of other 
public or voluntary agencies (for example, New Jersey 
State Department of Health and Senior Services, New 
Jersey Heart Association, First Aid Rescue Squads, and 
so forth) shall be utilized to the fullest extent possible; 

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; 
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4. Private duty nursing services (except for bene-
ficiaries under EPSDT, Model Waiver III, ACCAP and 
ABC programs); 

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, temporary 
disability benefits law, occupational disease law, or similar 
legislation, whether or not the Medicaid beneficiary 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 payable 
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 similar 
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 pe-
riod for which the beneficiary presents evidence of eli-
gibility 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 "Retroactive Eligibility" at 
N.J.A.C. 10:49-2.7(c); 

10. Any services or items furnished for which the pro-
vider does not normally charge; 

11. Any admission, service, or item, requiring prior au-
thorization, where prior authorization has not been ob-
tained or has been denied (see N.J.A.C. 10:49-6, Authori-
zations required); 

12. Services furnished by an immediate relative or 
member of the Medicaid beneficiary's household; 

13. Services billed for which the corresponding health 
care records do not adequately and legibly reflect the 
requirements of the procedure described or procedure 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 ne-
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cessity for the services must be apparent and the quality 
of care must be acceptable as determined upon review 
by an appropriate and qualified health professional con-
sultant. 

11. All such determinations will be based on rules 
and regulations of the New Jersey Medicaid Program, 
the minimum requirements described in the appropriate 
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 professional 
standards. (See NJ.AC. 10:49-9.5, Provider Certifica-
tion and Recordkeeping.) 

iii. Any other evidence of the performance of 
services 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 
evidence" of the performance of services includes, but is 
not limited to, office records, hospital records, nurses 
notes, appointment diaries, and beneficiary statements. 

iv. Therefore, any difference between the amount 
paid to the provider based on the claim submitted and 
the Medicaid Agent's value of the procedure as deter-
mined by the Medicaid Agent's evaluation, may be 
recouped by the Medicaid Agent. 

14. Any claim submitted by a provider for service(s) 
rendered, except in a medical emergency, to a Medicaid or 
a NJ FamilyCare-Plan A beneficiary whose Medicaid or NJ 
FamilyCare Eligibility Identification Card has a printed 
message restricting the beneficiary to another provider of 
the same service(s). (See N.J.A.C. 10:49-2.13(e)2, Special 
Status program); 

15. Services or items reimbursed based upon submission 
of a cost study when there are no acceptable records or 
other evidence to substantiate either the costs allegedly 
incurred or beneficiary 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 Medicaid Agent or the Division. 
If upon audit, financial 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 

ii. Beneficiary income shall be presumed to equal 
the maximum income allowable for a Medicaid or NJ 
FamilyCare beneficiary for those beneficiaries whose 
records relating to income are completely unavailable; 

iii. The Medicaid Agent or the Division shall seek 
recovery of any resulting overpayments; 

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

17. Claims for services, goods or supplies which are 
furnished, rendered, prescribed or ordered in violation of 
Federal or State civil or criminal statutes, or in violation of 
licensure statutes, rules and/or regulations; and 

18. Any item or service (other than an emergency item 
or service, not including items or services furnished in an 
emergency room of a hospital) furnished at the direction or 
on the prescription of a physician, individual or entity, 
during the period when such physician, individual or entity 
is excluded from participation in the Medicaid and NJ 
FamilyCare programs, and when the physician, individual 
or entity furnishing such item or service has received 
written notice from the Division that the physician, 
individual or entity has been excluded from participation in 
the Medicaid and NJ FamilyCare programs. 

Amended by R.1994 d.600, effective December 5, 1994. 
See: 26 N.J.R. 3345(a), 26 N.J.R. 4762(a). 
Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Amended section name; substituted "beneficiaries" and "benefici-
ary's" for "recipients" or "recipient's" throughout; in (a)2, inserted 
"; these services" preceding "shall not be billed" and amended Depart-
ment name; in (a)4, inserted references to Model Waiver III, ACCAP 
and ABC programs; in (a)13iv and (a)15, substituted reference to 
Medicaid Agent for reference to Division. 
Recodified from N.J.A.C 10:49-5.4 and amended R.1998 d.116, effec-

tive January 30, 1998 (operative February 1, 1998; to expire July 31, 
1998). 

See: 30 N.J.R. 713(a). 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March 1, 1998; toexpireAugust31, 1998). 
See: 30 N.J.R. 1060(a). 

In (a), inserted a reference to the NJ KidCare-Plan A program in the 
first sentence, inserted a reference to NJ KidCare-Plan A beneficiaries 
and substituted a reference to NJ KidCare Eligibility Identification Cards 
for Eligibility Identification Cards in 14, inserted references to the 
Division throughout 15, and inserted a reference to NJ KidCare bene-
ficiaries in 15ii. 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions ofR.1998 d.116 without change. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 with changes, effective 
September 21, 1998. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1118(a). 

In (a), added 17 and 18. 

Cross References 

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

Case Notes 
Testimony and evidence presented on a nursing home resident's be-

half failed to articulate a proper basis for reimbursing the $29,000 cost 
of a specialized wheelchair since federal law requires that the Division 
avoid the unnecessary utilization of services, the wheelchair was not 
medically necessary for the diagnosis or treatment of a disease, injury, or 
condition in accordance with N.J.A.C. 10:49-5.S(a)l, and the Medicaid 
program does not cover durable medical equipment when not considered 
cost-effective for a beneficiary's treatment. Specifically, providing nec-
essary assistance to the resident in the resident's current wheelchair was 
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within the nursing staffs responsibility and was care already included in 
the rate the Division paid to the nursing facility as a Medicaid provider, 
and the resident would not have been able to leave the nursing home in 
the foreseeable future. J.R. v. DMAHS, OAL Dkt. No. HMA 10958-04, 
2005 N.J. AGEN LEXIS 1317, Final Decision (October 14, 2005). 

Digital scale for applicant with morbid obesity was not an item for 
which Medicaid funds were available. R.S. v. Division of Medical 
Assistance, 95 N.J.A.R.2d (DMA) 65. 

Extended care facility could not be reimbursed for care for Medicaid-
ineligible patient. V.F. v. Division of Medical Assistance and Health 
Services, 92 N.J.A.R.2d (DMA) 29. 

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

10:49-5.6 Services available and unavailable to 
beneficiaries eligible for, or who are 
presumptively eligible for, NJ FamilyCare-
Plan B or C 

(a) Except for the exceptions at N.J.A.C. 10:79-6.5, which 
concern services for newborns enrolling into NJ FamilyCare-
Plan C, the services listed below are available to beneficiaries 
eligible for NJ FamilyCare-Plan B or C, through an HMO 
selected by the NJ FamilyCare-Plan B or C beneficiary. 

1. Advance practice nurse services; 

2. Audiology services; 

3. Chiropractic services; 

4. Clinic services (services in an independent outpa-
tient health care facility, other than hospital, that provides 
services such as, dental, optometric, ambulatory surgery, 
etc.); 

5. Clinical nurse specialist services; 

6. Dental services; 

7. Durable medical equipment; 

8. Early and periodic screening, and diagnosis exami-
nations, dental, vision and hearing services. Includes only 
those treatment services identified through the examination 
that are available under the HMO contract or covered fee-
for-service program; 

9. Emergency room services; 

10. Family planning services including medical history 
and physical examination (including pelvic and breast), 
diagnostic and laboratory tests, drugs and biologicals, med-
ical supplies and devices, counseling, continuing medical 
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 
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and surgical procedures are not covered by the New 
Jersey Medicaid or NJ FamilyCare program. 

11. Federally qualified health center primary care ser-
vices; 

12. HealthStart maternity services, which is a package of 
comprehensive medical and health support services pro-
vided by the HMO; 

Next Page is 49-29 49-28.1 
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13. Hearing aid services; 

14. Home health care services; 

i. Exception: personal care assistant services; 

15. Hospice services; 

16. Hospital services-inpatient: 

i. General hospitals; 
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ADMINISTRATION MANUAL 

ii. Special hospitals; and 

iii. Rehabilitation hospitals; 

17. Hospital services-outpatient; 

18. Laboratory ( clinical); 

19. Medical supplies and equipment; 

20. Nurse-midwifery services; 

21. Optometric services; 

22. Optical appliances; 

23. Organ transplant services, except the inpatient 
hospital services. Inpatient hospital services for organ 
transplants are covered fee-for-service; 

24. Prescription drug services; 

25. Physician services; 

26. Podiatric services; 

27. Prosthetic and orthotic devices; 

28. Private duty nursing; 

29. Radiological services; 

30. Rehabilitative services, including physical, occupa-
tional and speech therapy, limited to 60 days per type of 
therapy per year; and 

31. Transportation services, limited to ambulance, 
MICU's and invalid coach. 

(b) The services listed below are available to beneficiaries 
eligible for NJ FamilyCare-Plan B or C under fee-for-
service: 

1. Religious non-medical health care institution care 
and services; 

2. Clinic services (services in an independent outpa-
tient health care facility, other than hospital) for family 
planning services, mental health or substance abuse treat-
ment services; 

3. Elective/induced abortion services; 

4. Emergency room services for treatment of mental 
health disorder or for substance abuse; 

5. 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; 

6. Hospital services-inpatient; 

10:49-5.6 

i. Psychiatric hospitals; 

ii. Inpatient psychiatric programs for children 19 
years of age and under; 

iii. Acute care or special hospital services if provid-
ed for mental health or substance abuse services; 

iv. Organ transplant hospital services; 

(1) All other transplant services are covered by 
HMO; 

7. Mental health services provided by practitioners, 
such as physicians, psychologists, and certified nurse prac-
titioners/clinical nurse specialists; 

i. NJ FamilyCare-Plan B and C beneficiaries under 
age 19 who are receiving services under the Division of 
Child Behavioral Health Services may be eligible for 
additional mental health and mental health rehabilita-
tion services as authorized by the Contracted Systems 
Administrator (CSA). (See N.J.A.C. 10:49-5.6(d).) 

8. Nursing facility services, limited to the Medicare 
Part A copayments for the first 30 days of skilled nursing 
care; 

9. Outpatient hospital services for family planning, 
mental health and substance abuse treatment services; 

10. Substance abuse services provided by practition-
ers, including physicians, psychologists, advanced practice 
nurses; and 

11. Targeted case management services for the chron-
ically ill. 

(c) Services not covered under Plan B and C shall be as 
follows: 

1. Unless listed in (a) and (b) above, no other services 
are covered by NJ FamilyCare-Plan B or C. 

2. Services not covered shall include, but shall not be 
limited to: 

i. Nursing facility services, except the Medicare Part 
A copayments for the first 30 days of skilled nursing 
care; 

ii. Intermediate care facilities for mental retarda-
tion (ICFs/MR); 

iii. Personal care services; 
iv. Medical day care services; 

v. Lower mode transportation; 
vi. Any item or service ( other than an emergency 

item or service, not including items or services fur-
nished in an emergency room of a hospital) furnished 
at the direction or on the prescription of a physician, 
individual or entity, during the period when such physi-
cian, individual or entity is excluded from participation 
in the Medicaid and NJ FamilyCare programs, and 
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when the physician, individual or entity furnishing such 
item or service has received written notice from the 
Division that the physician, individual or entity has 
been excluded from participation in the Medicaid and 
NJ FamilyCare programs; 

vii. Programs for Assertive Community Treatment 
(PACT) services; and 

viii. Adult mental health rehabilitation services pro-
vided in/by community residence programs (see 
N.J.A.C. 10:37A and 10:77A). 

(d) Additional mental health and mental health rehabili-
tation services as listed below may be available to beneficia-
ries under age 19 who are eligible for NJ FamilyCare-Plan 
B or C under fee-for-service who are receiving services from 
the Division of Child Behavioral Health Services. All ser-
vices shall first be authorized by the CSA or other agent 
authorized by the Department of Human Services and shall 
be included in an approved plan of care. 

1. Care coordination by a care management organiza-
tion (CMO) (see N.J.AC. 10:73); 

2. Mental health rehabilitation services provided in 
residential childcare facilities (as defined in N.J.A.C. 
10:127 and licensed by DHS/DYFS), children's group 
homes (as defined in N.J.A.C. 10:128 and licensed by 
DHS/DYFS), or psychiatric community residences for 
youth (as defined in N.J.A.C. 10:37B and licensed by 
DHS/DMHS); 

3. Behavioral assistance services for children, youth or 
young adults under EPSDT (see N.J.A.C. 10:77-4); 

4. Mobil response and stabilization management ser-
vices for children, youth or young adults under EPSDT 
(see N.J.A.C. 10:77-6); and 

5. Intensive in-community mental health rehabilitation 
services for children, youth or young adults (see N.J.A.C. 
10:77-5). 

(e) All presumptively eligible NJ FamilyCare-Plan Band 
C beneficiaries shall be eligible to receive all the services 
specified in (a) and (b) above for fee-for-service during the 
presumptive eligibility period, which shall include the ser-
vices that are otherwise only available through the managed 
care organizations. The provision of the managed care 
services fee-for-service shall be limited to the presumptive 
eligibility period. The additional mental health services list-
ed in ( d) above may be available to children, youth or young 
adults under the age of 19 who are receiving services from 
the Division of Child Behavioral Health Services during 
their period of presumptive eligibility. 

New Rule, R.1998 d.154, effective February 27, 1998 (operative March 
1, 1998; to expire August 31, 1998). 

See: 30 N.J.R. 1060(a). 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 
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Readopted the provisions of R.1998 d.154 with changes, effective 
September 21, 1998. 
Amended by R.2000 d.266, effective July 3, 2000. 
See: 32 N.J.R. 1S9(a), 32 NJ.R. 2493(a). 

Added (d). 
Amended by R.2001 d.144, effective May 7, 2001. 
See: 32 NJ.R. 4387(a), 33 NJ.R. 1378(b). 

Added (c)2vi. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 NJ.R. 2650(a), 35 NJ.R. 1118(a). 

In (b)l, substituted "Religious non-medical health care institution" 
for "Christian Science sanatoria"; in (c), added "for youth (as defined 
in N.J.A.C. 10:37B and licensed by DMHS); and" at the end ofvi and 
added vii. 
Amended by R.2003 d.89, effective March 3, 2003. 
See: 34 N.J.R. 1593(a), 35 NJ.R. 1281(a). 

Rewrote (c)2. 
Amended by R.2003 d.479, effective December 15, 2003. 
See: 35 N.J.R. 2146(a), 3S N.J.R. SS84(a). 

In (c)2vi, added "or behavioral assistance seivices for children/youth 
or young adults (see N.J.A.C. 10:77-4)" to the end of the paragraph. 
Amended by R.2004 d.8, effective January 5, 2004. 
See: 35 NJ.R. 2620(a), 35 NJ.R. 4204(a), 36 N.J.R. 189(a). 

In (c)2, added ix. 
Amended by R.2004 d.334, effective September 7, 2004. 
See: 36 N.J.R. 312(a), 36 N.J.R. 4136(a). 

In (a), added a new 1, recodified existing 1 as 2, deleted existing 2; in 
(b ), substituted "advanced practice nurses" for "certified nurse practi-
tioners/clinical nurse specialists" in 7 and 10. 
Amended by R.2005 d.68, effective February 22, 2005. 
See: 36 N.J.R. 379(a), 37 N.J.R. 659(a). 

In (b), added 7i; rewrote (c)2; added (d); recodified existing (d) as (e) 
and added the third sentence. 
Amended by R.2005 d.98, effective April 4, 2005. 
See: 36 N.J.R. 1158(a), 37 N.J.R. 1022(a). 

Rewrote (d) and (e). 

10:49-S. 7 Services available and unavailable to 
beneficiaries eligible for NJ FamilyCare-Plan D 
and Plan D for adults 

(a) Except as indicated at N.J.A.C. 10:79-2.5, which con-
cerns services for newborns enrolling into NJ FamilyCare-
Plan C and D, the services listed below are available to 
beneficiaries eligible for NJ FamilyCare-Plan D and Plan D 
for Adults, when medically necessary and provided through 
the network of an HMO selected by the NJ FamilyCare-
Plan D beneficiary. 

1. Advanced practice nurses; 

2. Clinic services (services in an independent outpa-
tient health care facility, other than hospital, that provides 
covered ambulatory care services); 

3. Preventive dental services for children under the 
age of 12 years, including oral examinations, oral prophy-
laxis and topical application of fluorides; 

4. Emergency room services; 

5. 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. 
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i. Seivices 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 seivices 
and surgical procedures are not covered by the New 
Jersey FamilyCare program; 

6. Federally qualified health center primary care ser-
vices; 

7. Home health care services, limited to skilled nurs-
ing for a home bound beneficiary which is provided or 
supervised by a registered nurse, and home health aide 
when the purpose of the treatment is skilled care, medical 
social services which are necessary for the treatment of 
the beneficiary's medical condition and short-term physi-
cal, speech or occupation therapy with the same limita-
tions described in (a)22 below; 

i. Personal care assistant services are not covered; 

8. Hospice seivices; 

9. Hospital seivices-inpatient; 

10. Hospital services-outpatient; 

11. Laboratory (clinical); 

12. Nurse-midwifery seivices; 

13. Optometric services, including one routine eye 
examination per year; 

14. Optical appliances, limited to one pair of glasses 
or contact lenses per 24 month period; 

15. Organ transplant services which are non-r"'.:?eri-
mental or non-investigational; 

16. Prescription drug services; 

i. Exception: Over-the-counter drugs are not cov-
ered; 

17. Physician services; 

18. Podiatric services; 

i. Exception: Coverage excludes routine foot care; 

19. Prosthetic appliances, limited to initial provision 
of prosthetic device that temporarily or permanently re-
places all or part of an external body part lost or impaired 
as a result of disease or injury or congenital defect; 

i. Coverage includes repair and replacement when 
due to congenital growth; 

20. Outpatient surgery; 

21. Radiological seivices; 

22. Inpatient rehabilitative services, including physical, 
occupational and speech therapy for non-chronic condi-
tions and acute illnesses and injuries; 

23. Transportation services, limited to ambulance for 
medical emergency only; 

10:49-S.7 

24. Well child care including immunizations, lead 
screening and treatments; 

25. Maternity and related newborn care; and 

26. Diabetic supplies and equipment. 

(b) The seivices listed below shall be available to benefi-
ciaries eligible for NJ FamilyCare-Plan D under fee-for-
service. 

1. Services for mental health or behavioral conditions; 

i. Inpatient hospital services, including psychiatric 
hospitals, limited to 35 days per year; 

(1) A NJ FamilyCare-Plan D beneficiary under 
age 21 who is receiving services under the Division of 
Child Behavioral Health Services may secure addi-
tional inpatient psychiatric services provided in a 
psychiatric hospital, if authorized by the Contracted 
Systems Administrator (CSA) or other agent desig-
nated by the Department of Human Services (see 
N.J.A.C. 10:77-5.7(d)); 

ii. Outpatient benefits for short-term, outpatient 
evaluative and crisis intervention or home health men-
tal health services, limited to 20 visits per year; . 

(1) When authorized by the Division of Medical 
Assistance and Health Services, inpatient benefit ex-
changes are allowed. One mental health inpatient 
day may be exchanged for up to four outpatient 
services, including partial care. This is limited to an 
exchange of up to a maximum of 10 inpatient days 
for a maximum of 40 additional out patient visits. 

(2) When authorized by the Division of Medical 
Assistance and Health Services, inpatient benefit ex-
changes are allowed. One mental health inpatient 
day may be exchanged for two days of treatment in 
partial hospitalization up to the maximum number of 
covered inpatient days. 

(3) A NJ FamilyCare-Plan D beneficiary under 
age 21 who is receiving services under the Division of 
Child Behavioral Health Services may secure addi-
tional outpatient mental health services, if authorized 
by the Contracted Systems Administrator (CSA) or 
other agent designated by the Department of Human 
Services (see N.J.A.C. 10:77-5.7(d)); 

iii. Inpatient and outpatient services for substance 
abuse are limited to detoxification; 

2. Outpatient rehabilitative services, including physi-
cal, occupational and speech therapy for non-chronic 
conditions and acute illnesses and injuries. Outpatient 
rehabilitation benefits are limited to treatment over a 
period of 60 consecutive business days per incident of 
illness or injury beginning with the first day of treatment 
per contract year, except that: 
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i. Speech therapy services rendered for treatment of 
delays in speech development, unless resulting from 
disease, injury or congenital defects are not covered; 
and 

3. Elective/induced abortion services. 

(c) Services not covered under Plan Dare as follows: 

1. Unless listed in (a) and (b) above, no other services 
are covered by NJ FamilyCare-Plan D. 

2. Services not covered include, but are not limited to: 

i. Services that are not medically necessary; 

ii. Private duty nursing unless authorized by the 
HMO; 

iii. Intermediate care facilities for mental retarda-
tion (ICF/MR); 

iv. Personal care assistant services; 

v. Medical day care services; 

vi. Chiropractic services; 

vii. Dental services except for preventive dentistry 
for children under age 12; 

viii. Orthotic devices; 

ix. Targeted case management for the chronically 
ill; 

x. Inpatient psychiatric programs for children age 
19 years and under, unle.ss the beneficiary is also receiv-
ing services under the Division of Child Behavioral 
Health Services and is receiving services as part of a 
plan of care authorized by the Contracted Systems 
Administrator or other agent authorized by the Depart-
ment of Human Services; 

xi. Religious non-medical health care institution 
care and services; 

xii. Durable medical equipment; 

xiii. EPSDT services; 

(1) Refer to (a)24 above concerning the coverage 
of well child care including immunizations, lead 
screening and treatments; 

xiv. Routine transportation, including nonemergen-
cy ambulance, invalid coach and lower mode transpor-
tation; 

xv. Hearing aid services; 

xvi. Blood and blood plasma; 

(1) Administration, processing of blood, process-
ing fees and fees related to autologous blood dona-
tions are covered; 
xvii. Cosmetic services; 
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xviii. Custodial care; 

xix. Special and remedial educational services; 

xx. Experimental and investigational services; 

xxi. Infertility services; 

xxii. Medical supplies; 

(1) Diabetic supplies are a covered service; 

xxiii. Rehabilitative services for substance abuse; 

xxiv. Weight reduction programs or dietary supple-
ments; 

(1) Surgical operations, procedures or treatment 
of obesity, shall not be covered, except when specifi-
cally approved by the HMO; 

xxv. Acupuncture and acupuncture therapy, except 
when performed as a form of anesthesia in connection 
with covered surgery; 

xxvi. Temporomandibular joint disorder (TMJ) 
treatment, including treatment performed by prosthesis 
placed directly in the teeth; 

xxvii. Nursing facility (long term care) services; 

:xxviii. Recreational therapy; 

xxix. Sleep therapy; 

xxx. Court ordered services; 

xxxi. Thermograms and thermography; 

xxxii. Biofeedback; 

xxxiii. Radial keratotomy; 

xxxiv. Respite care; 

xxxv. Any item or service ( other than an emergency 
item or service, not including items or services fur-
nished in an emergency room of a hospital) furnished 
at the direction or on the prescription of a physician, 
individual or entity, during the period when such physi-
cian, individual or entity is excluded from participation 
in the Medicaid and NJ FamilyCare programs, and 
when the physician, individual or entity furnishing such 
item or service has received written notice from the 
Division that the physician, individual or entity has 
been excluded from participation in the Medicaid and 
NJ FamilyCare programs; 

xxxvi. Programs for Assertive Community Treat-
ment (PACT) services; and 

xxxvii. Adult mental health rehabilitation services 
provided in/by community residence programs (see 
N.J.A.C. 10:37A and 10:77A). 
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( d) Additional mental health and mental health rehabili-
tation services as listed below may be available to beneficia-
ries under age 21 who are eligible for NJ FamilyCare-Plan 
D under fee-for-service receiving services from the Division 
of Child Behavioral Health Services. All services shall first 
be authorized by the Contracted Systems Administrator or 
other agent authorized by the Department of Human Ser-
vices and shall be included in an approved plan of care. 

1. Care coordination by a care management organiza-
tion (CMO) (see N.J.A.C. 10:73); 

2. Mental health rehabilitation services provided in 
residential childcare facilities (as defined in N.J.A.C. 
10:127 and licensed by DHS/DYFS), children's group 
homes (as defined in N.J.A.C. 10:128 and licensed by 
DHS/DYFS), or psychiatric community residences for 
youth (as defined in N.J.A.C. 10:37B and licensed by 
DHS/DMHS); 

3. Behavioral assistance services for children, youth or 
young adults (see N.J.A.C. 10:77-4); 

4. Mobil response and stabilization management ser-
vices for children, youth or young adults under EPSDT 
(see N.J.A.C. 10:77-6); and 

5. Intensive in-community mental health rehabilitation 
services for children, youth or young adults under EPSDT 
(see N.J.A.C. 10:77-5). 

New Rule, R.1999 d.211, effective July 6, 1999 (operative August 1, 
1999). 

See: 31 N.J.R. 998(a), 31 N.J.R. 1806(a), 31 N.J.R. 2879(b). 
Amended by R.2001 d.144, effective May 7, 2001. 
See: 32 N.J.R. 4387(a), 33 N.J.R. 1378(b). 

Added (c)2xxxiv. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1118(a). 

In (c)2, substituted "Religious non-medical health care institution" 
for "Christian science sanatoria" in xi and added xxxiv. 
Special amendment, R.2003 d.98, effective January 31, 2003. 
See: 35 N.J.R. 1303(a). 

Rewrote (c)2. 
Amended by R.2003 d.89, effective March 3, 2003. 
See: 34 N.J.R. 1593(a), 35 N.J.R. 1281(a). 

In ( c )2, added xxxvi and xxxvii. 
Amended by R.2003 d.479, effective December 15, 2003. 
See: 35 N.J.R. 2146(a), 35 N.J.R. 5584(a). 

In (c)2xxxiv, inserted "or behavioral assistance services for chil-
dren/youth or young adults (see N.J.A.C. 10:77-4)" at the end of the 
paragraph. 
Amended by R.2004 d.8, effective January S, 2004. 
See: 35 N.J.R. 2620(a), 35 N.J.R. 4204(a), 36 N.J.R. 189(a). 

In (c)2, added xxxviii. 
Amended by R.2004 d.334, effective September 7, 2004. 
See: 36 N.J.R. 312(a), 36 N.J.R. 4136(a). 

In (a), rewrote 1. 
Amended by R.2005 d.68, effective February 22, 2005. 
See: 36 N.J.R. 379(a), 37 N.J.R. 659(a). 

In (b), added li(l) and lii(3); rewrote (c); added (d). 
Amended by R.2005 d.98, effective April 4, 2005. 
See: 36 N.J.R. 1158(a), 37 N.J.R. 1022(a). 

Rewrote (d). 

10:49-5.8 

10:49-5.8 Services available for beneficiaries eligible for 
NJ FamilyCare-Plan H 

(a) Childless adults whose income is below 100 percent 
of the Federal poverty level and who do not qualify for 
WFNJ/GA and who were enrolled in NJ FamilyCare on July 
1, 2002 shall be eligible to receive the NJ FamilyCare Plan 
H service package. 

(b) Restricted alien parents who are enrolled in NJ Fami-
lyCare on November 1, 2003, shall receive the Plan H 
service package. 

(c) Out-of-plan community-based mental health services 
shall be limited to 60 service days per calendar year and 
shall be eligible for payment on a fee-for-service basis. 

1. Adult mental health rehabilitation services provided 
in/by community residence programs (see N.J.A.C. 
10:77A) shall not be eligible for payment under NJ Fami-
lyCare-Plan H. 

2. NJ FamilyCare-Plan H beneficiaries under age 21 
who are receiving services under the Division of Child 
Behavioral Health Services may secure additional mental 
health services if the services are authorized by the Con-
tracted Systems Administrator or other agent authorized 
by the Department of Human Services and included in a 
plan of care. 

(d) No behavioral health out-of-plan service of any kind, 
where the place of service is a hospital, shall be a covered 
service, unless provided in an approved psychiatric hospital 
to a beneficiary who is receiving services under the Division 
of Child Behavioral Health Services. 

( e) The services listed below shall be available to benefi-
ciaries eligible for NJ FamilyCare-Plan H, when medically 
necessary and when provided through the network of an 
HMO selected by the beneficiary. 

1. Advanced practice nurse services; 
2. Ambulance-medical emergency only; 
3. Ambulatory surgery in an outpatient hospital set-

ting only; 
4. Clinic services (free standing)-ambulatory; 
5. Diabetic supplies/equipment; 
6. Durable Medical equipment-limited benefit, only 

covered when a medically necessary part of the beneficia-
ry's inpatient hospital discharge plan; 

7. Emergency room services; 
8. Federally qualified health centers (FQHC) primary 

care services; 
9. Home health care services (limited benefits); 
10. Inpatient hospital (non-behavioral health related); 
11. Laboratory services; 
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12. Outpatient hospital (non-mental health related); 

13. Physician services; 

14. Prescription drugs (excludes over the counter 
medications); and 

15. Radiological services. 

(f) The following services shall be available to NJ Family-
Care-Plan H beneficiaries on a fee-for-service basis: 

1. Abortion (elective/induced); and 

2. Mental health services in the community, including 
psychological services, up to a maximum of 60 days per 
calendar year; 

i. Adult mental health rehabilitation services pro-
vided in/by community residence programs (see 
N.J.A.C. 10:77A) are not eligible for payment under NJ 
FamilyCare-Plan H. 

ii. NJ FamilyCare-Plan H beneficiaries under age 
21 who are receiving services under the Division of 
Child Behavioral Health Services may be eligible for 
additional mental health and mental health rehabilita-
tion services as authorized by the Contracted Systems 
Administrator. (See N.J.A.C. 10:49-5.S(d)).· 

(g) Additional mental health and mental health rehabili-
tation services as listed below may be available to beneficia-
ries under age 21 who are eligible for NJ FamilyCare-Plan 
H under fee-for-service receiving services from the Division 
of Child Behavioral Health Services. All services shall first 
be authorized by the Contracted Systems Administrator, the 
Division of Medical Assistance and Health Services or other 
agent authorized by the Department of Human Services and 
shall be included in an approved plan of care. 

1. Care coordination by a care management organiza-
tion (CMO) (see N.J.A.C. 10:73); 

2. Psychiatric services provided in an inpatient psychi-
atric hospital setting (see N.J.A.C. 10:52); 

3. Mental health rehabilitation services provided in 
residential childcare facilities (as defined in N.J.A.C. 
10:127 and licensed by DHS/DYFS), children's group 
homes (as defined in N.J.A.C. 10:128 and licensed by 
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DHS/DYFS), or psychiatric community residences for 
youth (as defined in N.J.A.C. 10:37B and licensed by 
DHS/DMHS); 

4. Behavioral assistance services for children, youth or 
young adults (see N.J.A.C. 10:77-4); 

S. Mobil response and stabilization management ser-
vices for children, youth or young adults under EPSDT 
(see N.J.A.C. 10:77-6); and 

6. Intensive in-community mental health rehabilitation 
services for children, youth or young adults under EPSDT 
(see N.J.A.C. 10:77-5). 

Special New Rule, R.2002 d.214, effective June 10, 2002. 
See: 34 N.J.R. 2338(a). 
Special amendment, R.2003 d.417, effective September 26, 2003 (opera-

tive November 1, 2003). 
See: 35 N.J.R. 4913(a), 

Rewrote the section. 
Amended by R.2004 d.8, effective January 5, 2004. 
See: 35 N.J.R. 2620(a), 35 N.J.R. 4204(a), 36 N.J.R. 189(a). 

In (c), added l; in (f), added 2i. 
Amended by R.2004 d.334, effective September 7, 2004. 
See: 36 N.J.R. 312(a), 36 NJ.R. 4136(a). 

In (e), added new 1, recodified existing 1, 2 as 2, 3, deleted existing 3. 
Amended by R.2005 d.68, effective February 22, 2005. 
See: 36 N.J.R. 379(a), 37 NJ.R. 659(a). 

Rewrote the section. 
Amended by R.2005 d.98, effective April 4, 2005. 
See: 36 N.J.R. 1158(a), 37 N.J.R. 1022(a). 

Rewrote (g). 

10:49-5.9 Services available for beneftciaries eligible for 
NJ FamilyCar&--Plan G 

(a) General assistance-eligible individuals shall receive 
Plan G services, which shall be those services delineated at 
N.J.A.C. 10:49-24.3. 

(b) The mental health and mental health rehabilitation 
services listed below may be available to beneficiaries under 
21 years of age who are eligible for NJ FamilyCare-Plan G 
if they are also receiving services from the Division of Child 
Behavioral Health Services. All services shall first be author-
i7.ed by the Contracted Systems Administrator, the Division 
of Medical Assistance and Health Services or other agent 
authorized by the Department of Human Services and shall 
be included in an approved plan of care. 
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1. Care coordination by a care management organiza-
tion (CMO) (see N.J.A.C. 10:73); 

2. Psychiatric services provided in an inpatient psychi-
atric hospital setting (see N.J.A.C. 10:52); 

3. Mental health rehabilitation services provided in 
residential childcare facilities (as defined in N.J.A.C. 
10:127 and licensed by DHS/DYFS), children's group 
homes (as defined in N.J.A.C. 10:128 and licensed by 
DHS/DYFS), or psychiatric community residences for 
youth (as defined in N.J.A.C. 10:37B and licensed by 
DHS/DMHS); 

4. Behavioral assistance services for children, youth or 
young adults (see N.J.A.C. 10:77--4); 

5. Mobil response and stabilization management ser-
vices for children, youth or young adults under EPSDT 
(see N.J.A.C. 10:77-6); and 

6. Intensive in-community mental health rehabilitation 
services for children, youth or young adults under EPSDT 
(see N.J.A.C. 10:77-5). 

Special New Rule, R.2002 d.214, effective June 10, 2002. 
See: 34 N.J.R. 2338(a). 
Amended by R.2005 d.68, effective February 22, 2005. 
See: 36 N.J.R. 379(a), 37 N.J.R. 659(a). 

Rewrote the section. 
Amended by R.2005 d.98, effective April 4, 2005. 
See: 36 N.J.R. 1158(a), 37 N.J.R. 1022(a). 

Rewrote (b). 

10:49-5.10 Services available to beneficiaries eligible for 
NJ FamilyCare-Plan I 

(a) The services listed below are available to beneficiaries 
eligible for NJ FamilyCare-Plan I, on a fee-for-service basis, 
when medically necessary: 

1. Certified nurse practitioner and clinical nurse spe-
cialist services; 

2. Clinic services (services in an independent outpa-
tient health care facility, other than a hospital, that pro-
vides covered ambulatory care services); 

3. Emergency room services; 

4. 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 shall not be covered by the NJ 
FamilyCare program; 

5. Federally qualified health center primary care ser-
vices; 
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6. Home health care services, limited to skilled nurs-
ing for a home bound beneficiary which is provided or 
supervised by a registered nurse, and home health aid 
services when the purpose of the treatment is skiUed care; 
medical social services which are necessary for the treat-
ment of the beneficiary's medical condition; and short-
term physical, speech or occupation therapy with the same 
limitations described in (a)21 below; 

i. Personal care assistant services are not covered; 

7. Hospice services; 

8. Hospital services-inpatient; 

9. Hospital services-outpatient; 

10. Laboratory ( clinical); 

11. Nurse-midwifery services; 

12. Optometric services, including one routine eye 
examination per year; 

13. Optical appliances, limited to one pair of glasses 
or contact lenses per 24 month period; 

14. Organ transplant services which are non-experi-
mental or non-investigational; 

15. Prescription drug services, except that over-the-
counter drugs are not covered; 

16. Physician services; 

17. Podiatric services, except that routine foot care is 
not covered; 

18. Prosthetic appliances, limited to initial provision 
of prosthetic device that temporarily or permanently re-
places all or part of an external body part lost or impaired 
as a result of disease or injury or congenital defect; 

i. Coverage includes repair and replacement when 
due to congenital growth; 

19. Outpatient surgery; 

20. Radiological services; 

21. Outpatient rehabilitative services, including physi-
cal, occupational and speech therapy for non-chronic 
conditions and acute illnesses and injuries. Outpatient 
rehabilitation benefits are limited to treatment over a 
period of 60 consecutive business days per incident of 
illness or injury beginning with the first day of treatment, 
except that: 

i. Speech therapy services rendered for treatment of 
delays in speech development, unless resulting from 
disease, injury or congenital defects are not covered; 

22. Transportation services, limited to ambulance for 
medical emergency only; 

23. Maternity and related newborn care; 

24. Diabetic supplies and equipment; 
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25. Services for mental health or behavioral condi-
tions; 

i. Inpatient hospital services, including psychiatric 
hospitals, limited to 35 days per year; 

ii. Outpatient benefits for short-term, outpatient 
evaluative and crisis intervention or home health men-
tal health services, limited to 20 visits per year. When 
authorized by the Division of Medical Assistance and 
Health Services, inpatient benefit exchanges are al-
lowed, as follows: 

(1) One mental health inpatient day may be ex-
changed for up to four home health visits or four 
outpatient services, including partial care. This is 
limited to an exchange of up to a maximum of 10 
inpatient days for a maximum of 40 additional outpa-
tient visits. 

(2) One mental health inpatient day may be ex-
changed for two days of treatment in partial hospital-
ization up to the maximum number of covered inpa-
tient days. 

iii. Inpatient and outpatient services for substance 
abuse are limited to detoxification; 

iv. Adult mental health re.habilitation services pro-
vided in/by community residence programs (see 
N.J.A.C. 10:77A) are not eligible for payment under NJ 
FamilyCare-Plan I; and 

v. NJ FamilyCare-Plan I beneficiaries under age 21 
who are receiving services under the Division of Child 
Behavior Health Services, may be eligible for additional 
mental health and mental health rehabilitation services 
as authorized by the Contracted Systems Administrator. 
(See N.J.A.C. 10:49-5.lO(c); and 

26. Elective/induced abortion services. 

(b) Unless listed in (a) above, no other services shall be 
covered by NJ FamilyCare-Plan I. Services which shall not 
be covered include, but shall not be limited to: 

1. Services that are not medically necessary; 

2. Private duty nursing, unless prior authorized by the 
Division; 

3. Intermediate care facilities for mental retardation 
(ICF/MR); 

4. Personal care assistant services; 

S. Medical day care services; 

6. Chiropractic services; 

7. Dental services; 

8. Orthotic devices; 

9. Targeted case management for the chronically ill; 
10. Christian Science sanitaria care and services; 
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11. Durable medical equipment; 

12. Routine transportation, including non-emergency 
ambulance, invalid coach and lower mode (car, taxi, bus) 
transportation; 

13. Hearing aid services; 

14. Blood and blood plasma, except that administra-
tion, processing of blood, processing fees and fees related 
to autologous blood donations shall be covered; 

15. Cosmetic services; 

16. Nursing facility (long term care) services; 

17. Special and remedial educational services; 

18. Experimental and investigational services; 

19. Infertility services; 

20. Medical supplies, except that diabetic supplies 
shall be a covered service; 

21. Rehabilitative services for substance abuse (me-
thadone maintenance is not covered); 

22. Weight reduction programs or dietary supple-
ments; 

23. Acupuncture and acupuncture therapy, except 
when performed as a form of anesthesia in connection 
with covered surgery; 

24. Temporomandibular joint disorder (TMJ) treat-
ment, including treatment performed by prosthesis placed 
directly in the teeth; 

25. Recreational therapy; 

26. Sleep therapy; 

27. Court ordered services; 

28. Thermograms and thermography; 

29. Biofeedback; 

30. Radial keratomy; 

31. Respite care; 

32. Custodial care; 

33. EPSDT services; and 

34. Adult mental health rehabilitation services provid-
ed in/by community residence programs (see N.J.A.C. 
10:77A). 

(c) Additional mental health and mental health rehabili-
tation services as listed below shall be available to beneficia-
ries under age 21 who are eligible for NJ FamilyCare-Plan I 
under fee-for-service receiving services from the Division of 
Child Behavioral Health Services. All services shall first be 
authorized by the Contracted Systems Administrator or 
other agent authorized by the Department of Human Ser-
vices and shall be included in an approved plan of care. 
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1. Care coordination by a care management organiza-
tion (CMO) (see N.J.A.C. 10:73); 

2. Psychiatric services provided in an inpatient psychi-
atric hospital setting (see N.J.A.C. 10:52); 

3. Mental health rehabilitation services provided in 
residential childcare facilities (as defined in N.J.A.C. 
10:127 and licensed by DHS/DYFS), children's group 
homes (as defined in N.J.A.C. 10:128 and licensed by 
DHS/DYFS), or psychiatric community residences for 
youth (as defined in N.J.A.C. 10:37B and licensed by 
DHS/DMHS); 

4. Behavioral assistance services for children, youth or 
young adults (see N.J.A.C. 10:77-4); 

5. Mobil response and stabilization management ser-
vices for children, youth or young adults under EPSDT 
(see N.J.A.C. 10:77-6); and 

6. Intensive in-community mental health rehabilitation 
services for children, youth or young adults under EPSDT 
(see N.J.A.C. 10:77-5). 

Special New Rule, R.2003 d.98, effective January 31, 2003. 
See: 35 N.J.R. 1303(a). 
Amended by R.2004 d.8, effective January 5, 2004. 
See: 35 N.J.R. 2620(a), 35 N.J.R. 4204(a), 36 N.J.R. 189(a). 

In (a)25, added iv; in (b), added 34. 
Amended by R.2005 d.68, effective February 22, 200S. 
See: 36 N.J.R. 379(a), 37 N.J.R. 659(a). 

In (a), added 25v; added (c). 
Amended by R.2005 d.98, effective April 4, 200S. 
See: 36 N.J.R. 1158(a), 37 N.J.R. 1022(a). 

Amended (c) and added 6. 

SUBCHAPTER 6. AUTHORIZATIONS REQUIRED 
BY MEDICAID AND THE NJ FAMILYCARE 
PROGRAMS 

10:49-6.1 Prior and retroactive authorization (general) 
(a) Under the Programs, payment for certain services 

shall require prior authorization except in an emergency. It 
is the responsibility of the provider to obtain prior authori-
zation before furnishing or rendering a service. Specific 
instructions are detailed in the appropriate Provider Ser-
vices chapter. 

l. Prior authorization should not be construed as a 
guarantee that a person is eligible for the New Jersey 
Medicaid or NJ FamilyCare program. At the time the 
service is to be provided, it is the provider's responsibility 
to verify eligibility. 

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 beneficiary 
significant or intractable pain. Services provided for a 
medical emergency are exempt from prior authorization. 

10:4M.l 

Any service classified as a medical emergency that would 
have been subject to prior authorization had it not 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 emergency did 
exist is not sufficient. 

3. In addition to services that must be prior author-
ized 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 Medicaid Agent or 
DMAHS the provider has engaged in conduct which 
would constitute good cause for suspension, debarment or 
disqualification under NJ.AC. 10:49-11.l(d). Prior au-
thorization under this subsection may be imposed prior to 
a hearing under the same conditions applicable to suspen-
sions under N.J.A.C. 10:49-11.lG), except that the ap-
proval 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 beneficiary 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 eligibility; 

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 benefi-
ciary's condition would not be impaired if the service was 
not provided (see example below). In such instances, the 
request for retroactive authqrization, 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 beneficiary 
home from the hospital on a Friday evening. The benefi-
ciary 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 dis-
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charge the beneficiary and not wait until authorization for 
the bed is requested on Monday; or 

4. In situations not covered by (b )1, 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?" 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2S12(a), 29 NJ.R. 38S6(a). 

Substituted "beneficiaries" and "beneficiaey's" for "recipients" or 
"recipient's" throughout; in (a), substituted "Provider Services Chap-
ter" for "Provider Services Manuals"; and in (a)3, substituted "Medic-
aid Agent" for "Director". 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March 1, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 

In (a), inserted a reference to the NJ KidCare program in l, and 
inserted a reference to DMAHS in 3. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 NJ.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 with changes, effective 
September 21, 1998. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 NJ.R. 2650(a), 35 NJ.R. 1118(a). 

Case Notes 

Unusual circumstances required retroactive authorization for pay-
ment of Medicaid services notwithstanding failure to obtain prior 
authorization. Pendleton Bradley Hospital v. Division of Medical 
Assistance, 95 NJ.A.R.2d (OMA) 23. 

Adapted tricycle was medically required for treating chronic ence-
phalopathy. K.H. v. Division of Medical Assistance and Health Ser-
vices, 93 N.J.A.R.2d (DMA) 3. 

10:49-6.2 Out-of-State medical care and services 

(a) 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. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 NJ.R. 38S6(a). 

Deleted (a) and (c); and recodified former (b) as (a). 

SUBCHAPTER 7. SUBMI1TING CLAIMS FOR 
PAYMENT (POLICIES AND REGULATIONS) 

10:49-7.1 General provisions 
(a) The following information outlines the policies and 

regulations of the New Jersey Medicaid program that the 
provider shall adhere to when submitting a claim and re-
questing payment for setvices provided to a New Jersey 
Medicaid recipient. (To identify a Medicaid recipient, see 
N.J.A.C. 10:49-2.) 
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1. Each Provider Services Manual has information 
relevant to the basis of payment for services and items of 
payment provided that is usually found in the second 
chapter of each manual. 

2. For requirements of the Division of Medical Assis-
tance and Health Services and the New Jersey State 
Department of Health and Senior Services when submit-
ting a claim to be considered for the charity care compo-
nent of the disproportionate share subsidies for hospital 
services and other rules regarding eligibility for these 
services, see N.J.A.C. 10:52-11, 12 and 13. 

(b) In addition to information in this subchapter about 
submitting claims for payment, a Fiscal Agent Billing Sup-
plement is included following each Provider Services Manu-
al. Included in the Supplement are prior authorization 
forms and instructions; information for the proper comple-
tion 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 submitting cross-
over claims, and examples of timely submission of claims; 
electronic media claims (EMC) submission; Remittance 
Advice Statements; procedures for Electronic Funds Trans-
fer (EFT); adjustments for overpayment of claims, and 
adjustments by Medicare; procedure to follow when a claim 
is paid in error (voids); procedure for inquiries about 
claims; procedure for ordering forms; information about 
provider services; and item-by-item instructions for com-
pleting the claim form and other forms. 

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 or the charity care program, 
the laws and rules of the Medicaid program and the 
charity care program, as appropriate, take precedence. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 NJ.R. 2512(a), 29 NJ.R. 38S6(a). 

In (a), substituted "beneficiary" for "recipient"; in (b), deleted 
"form" or "forms" following "claim" and "claims". 
Amended by R.1997 d.520, effective Januazy S, 1998. 
See: 29 N.J.R. 1006(a), 30 NJ.R. 232(a). 

Inserted (a)2; in (b), clarified precedence of Medicaid rules over 
Fiscal Agent Billing Supplement, and added references to "charity care 
program." 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 26S0(a), 35 NJ.R. 1118(a). 

In (a)2, amended the NJ.A.C. references. 
Amended by R.2003 d.485, effective December 15, 2003. 
See: 35 NJ.R. 509(a), 35 NJ.R. 5568(a). 

In (a)2, amended N.JAC. references. 

10:49-7.2 Timeliness of Medicaid claim submission 
(a) A Medicaid claim is defined as a request for payment 

from the New Jersey Medicaid program for a Medicaid 
reimbursable service provided to a Medicaid recipient. 

Supp. 4-4-05 49-34.4 
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1. For a Medicaid claim, the claim for payment from 
the Medicaid program may be submitted hard copy or by 
means of an approved method of automated data ex-
change. 

2. It is the responsibility of each provider to ensure 
that each Medicaid/NJ FamilyCare-Plan A claim submit-
ted by that provider is received by the New Jersey Medic-
aid/NJ FamilyCare program's Fiscal Agent within the time 
periods indicated in this section. Providers shall reconcile 
their claims submission records with the Remittance Ad-
vice they receive from the Division's Fiscal Agent in order 
to verify that the Division's Fiscal Agent has received 
their claims. Providers shall resubmit any claims for reim-
bursement which the provider determines have been sub-

Next Page is 49-35 49-34.5 
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mitted previously, but which do not appear on the Remit-
tance Advice. 

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 con-
cerning a claim or claim related information received 
outside the prescribed time periods. 

ii. For retroactive eligibility cases, a claim associat-
ed with a retroactive eligibility application, that was 
submitted to the Medicaid Assistance and Health Ser-
vices' Retroactive Eligibility Unit will be considered as 
received on the date of receipt of the application on 
behalf of the applicant. For information about retroac-
tive eligibility, see N.J.A.C. 10:49-2.9. 

Supp. 4-4-05 
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(b) "Prospective" medical bill(s) are bills submitted to the 
Retroactive Eligibility Unit with an Application for Retro-
active Medicaid Eligibility (FD-7 4) on the assumption that 
they were incurred during the retroactive eligibility period but 
were actually incurred during the month of application for 
Medicaid or later. These bills were incurred during a time 
period when Medicaid eligibility already existed or should 
have existed ( except that the individual experienced a delayed 
determination of Medicaid eligibility). 

(c) Under the circumstances in (c)l through 3 below, the 
Division of Medical Assistance and Health Services' Retro-
active Medicaid Eligibility Unit will generate letters to 
providers whose bills were included with an Application for 
Retroactive Medicaid Eligibility, allowing the one-year time-
ly submission requirements to be bypassed. 

1. These "prospective" claims must not have already 
been submitted to the Fiscal Agent within one-year of the 
date that services were rendered; 

2. The Application for Retroactive Medicaid Eligibility 
that these "prospective" bills are associated with must have 
been received at the Retroactive Eligibility Unit within 60 
days of the date of the above mentioned letter (with the 
original letter attached); and 

3. In order for payment to be made, these claims must 
remain outstanding and any collection action against the 
Medicaid beneficiary must be withdrawn. 

( d) An institutional claim is a claim submitted by a 
hospital; home health agency; nursing facility; intermediate 
care facility/mental retardation (ICF /MR); residential treat-
ment 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 
beneficiary 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 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 ser-
vices, claims must be submitted to the Fiscal Agent 
within 30 days of the provision of services. 

2. For claims submitted by a nursing facility; an 
intermediate care facility for the mentally retarded; a 
residential treatment center; or a governmental psychiatric 

10:49-7.2 

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" as indicated on the claim. 

(e) A non-institutional claim is a claim submitted by all 
providers except a hospital, home health agency, nursing 
facility, intermediate care facility/mental retardation (ICF/ 
MR), residential treatment center, or governmental psychi-
atric hospital. The time requirements for submitting a non-
institutional claim are as follows: 

1. A claim for payment of a non-institutional service 
provided to any Medicaid beneficiary 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 if the claim carries more than one date of 
service; 

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

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

(f) The time requirements for submitting a combination 
Medicare/Medicaid or Medicare/NJ FamilyCare claim are as 
follows (Under Federal regulations this applies only to 
Medicare/Medicaid or Medicare/NJ FamilyCare 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 Medicare/ 
Medicaid beneficiary. 

i. The claim shall contain the Medicaid Eligibility 
Identification Number, the Medicare three digit carrier/ 
payor code, 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 (d) and 
(e) 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 year of the 
date of service, the provider shall submit a claim to be 
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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 beneficiary is eligible for both 
Medicare and Medicaid, or Medicare and NJ FamilyCare, a 
Medicare/Medicaid approved claim will crossover from the 
Medicare Carrier/Intermediary to the program's Fiscal 
Agent. The provider is requested to allow 45 days from 
Medicare adjudication for the Medicaid or NJ FamilyCare 
program to receive and process crossover claims. Failure to 
allow the 45 days for the transition from Medicare to 
Medicaid or NJ FamilyCare will result in claim denials due 
to duplicate claim errors. There are instances, however, 
where claims will not cross over from Medicare. In those 
instances, or when a Medicare/Medicaid or Medicare/NJ 
FamilyCare crossover is not reflected on the provider's 
Medicaid Remittance Advice within 45 days of the 
Medicare Explanation of Benefits (EOB), the provider 
shall follow the billing instructions in the Fiscal Agent 
Billing Supplement following the second chapter of the 
provider services manual. 

(g) If additional information is required in order to process 
a Medicaid claim, the provider shall supply the information as 
soon as possible but not more than 30 days after the end of 
the timely submission period. 

(h) Regarding a Medicaid claim submitted timely that has 
been adjudicated and denied, a provider may resubmit the 
claim within one year of the date of service or 30 days of the 
date of adjudication as indicated in the Remittance Advice 
Statement, whichever is later. 

(i) If it appears that an individual is eligible for Supple-
mental Security Income (SSI), the Medicaid provider or a 
designee should, but is not required to, assist the patient in 
completing and submitting an application for SSL The 
application for SSI shall be submitted to the Social Security 
Administration (SSA) so that it is received by the SSA within 
the time requirements for claim submission contained in (a) 
through (h) above. For institutional and non-institutional 
claims for services provided to an individual who was not 
found to be eligible for Medicaid as of the date of service and 
who thereafter is determined to be eligible for SSI (for that 
date of service) by the SSA, and, therefore, also eligible for 
Medicaid (for that date of service), the following 
requirements shall apply: 

DEPT. OF HUMAN SERVICES 

1. If the individual's application for SSI is received by 
the SSA within the time requirements for claim submission 
contained in (a) through (h) above, the Medicaid provider 
or a designee shall file a claim for services rendered to the 
individual so that it is received by the State's fiscal agent 
within the later of the following: 

i. The applicable time requirements for claim sub-
mission contained in (a) through (h) above; 

ii. Six months from the date of the SSI eligibility 
determination; or 

iii. Six months from the date that the SSI/Medicaid 
eligibility data appears on the New Jersey Medicaid 
Management Information System. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Substituted "beneficiary" for "recipient" and deleted "form" follow-
ing "claim" throughout; and in (b)2, substituted "Medicaid Eligibility 
Identification Number" for "HSP (Medicaid) Case Number" and inserted 
reference to three digit carrier/payer. 
Amended by R.1997 d.520, effective January 5, 1998. 
See: 29 N.J.R. 1006(a), 30 N.J.R. 232(a). 

Rewrote (a), inserted new (a)! and recodified existing (a)l as (a)2. 
Amended by R.1998 d.116, effective January 30, 1998 (operative 

February I, 1998; to expire July 31, 1998). 
See: 30 N.J.R. 713(a). 

In (d), inserted references to Medicare/NJ KidCare and to NJ 
KidCare, and made corresponding language changes, throughout, and 
inserted a reference to Medicare and NJ KidCare in the first sentence of 
3. 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March 1, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 

In (d)3, inserted a reference to Medicare/NJ KidCare approved claims 
in the first sentence and deleted "Medicaid" following "provider's" in 
the last sentence; and in (h)2, inserted references to Medicare/NJ 
KidCare claims throughout, and deleted "Medicaid" following "filed,". 
Adopted concurrent proposal, R.1998 d.426, effective July 24, 1998. 
See: 30 N.J.R. 713(a), 30 N.J.R. 3034(a). 

Readopted provisions ofR.1998 d.116 without change. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 without change. 
Amended by R.2001 d.329, effective September 17, 2001. 
See: 33 N.J.R. 1889(a), 33 N.J.R. 3334(a). 

Rewrote (a)2; in (a)2ii, revised N.J.A.C. reference; in (d)3, substituted 
"KidCare may result in payment delays" with "FamilyCare will result in 
claim denials", and substituted "Advise" with "Advice"; in (e), 
substituted "30" for "90"; rewrote (f); deleted (g) and (h). 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. l l 18(a). 

In (a)2ii, inserted ", that was submitted to the Medicaid Assistance 
and Health Services' Retroactive Eligibility Unit" following "retroactive 
eligibility application"; added a new (b) and ( c) and recodified existing 
(b) through (f) as (d) through (h). 
Amended by R.2003 d.485, effective December 15, 2003. 
See: 35 N.J.R. 509(a), 35 N.J.R. 5568(a). 

In ( a), deleted the last two sentences in the introductory paragraph; 
rewrote (e) and (f). 
Administrative correction. 
See: 36 N.J.R. 5352(b). 
Amended by R.2006 d.337, effective September 18, 2006. 
See: 38 N.J.R. 2002(a), 38 N.J.R. 3899(b). 

Added (i). 
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Case Notes 
Evidence of provider's custom or practice of mailing reimbursement 

claims against New Jersey Medicaid Program fund, together with other 
evidence, was sufficient, under preponderance of evidence standard, to 
create presumption that disputed claims were mailed and received. SSI 
Medical Services, Inc. v. State Dept. of Human Services, Div. of 
Medical Assistance and Health Services, 146 N.J. 614, 685 A.2d 1 
(1996). 

Evidence supported finding that medical service provider timely 
submitted its Medicaid claims to fiscal agent for Division of Medical 
Assistance and Health Services: fiscal agent probably lost them. SSI 
Medical Services, Inc. v. State, Dept. of Human Services, Div. of 
Medical Assistance and Health Services, 284 NJ.Super. 184, 664 A.2d 
505 (A.D.1995). 

Denial of reimbursement for untimely claims affirmed. Capital Nurs-
ing Center v. Department of Health and Senior Services, 97 N.J.A.R.2d 
(HLT) 44. 

Nursing facility not entitled to Medicaid reimbursement for untimely 
claims. Clara Maass Continuing Care Center v. Department of Health 
and Senior Services, 97 N.J.A.R.2d (HLT) 26. 

Denial of reimbursement for untimely claim affirmed. In the Matter of 
Bridgeton Nursing Center, Patients: W.G. and M.R., 97 N.J.A.R.2d 
(HLT) 7. 

Medicaid claims submitted more than two years after services ren-
dered rejected as untimely filed. In the Matter of Bayview Convalescent 
Center, 97 N.J.A.R.2d (HLT) 1. 

Failure to make timely inquiry regarding denial of Medicaid reim-
bursement claim rendered nursing home ineligible for reimbursement. In 
the Matter of Meadowview Nursing Home Patients, 96 N.J.A.R.2d 
(DMA) 65. 

Medicaid reimbursement claims were denied where insufficient proof 
was submitted to invoke presumption of timely receipt of claims. SSI 
Medical Services, Inc. v. Medical Assistance and Health Services, 96 
N.J.A.R.2d (DMA) 47. 

Delay between claim receipt and claim processing was that of agency, 
not that of provider and did not warrant denial of Medicaid reim-
bursement for untimeliness. Bergen Pines County v. Division of Medical 
Assistance, 95 N.J.A.R.2d (DMA) 30. 

Twelve-month rule not applicable; government failed to give hospital 
provider number. Bergen Pines County Hospital v. Division of Medical 
Assistance and Health Services, 93 N.J.A.R.2d (DMA) 54. 

Billing agent's error did not provide exception from one-year period. 
Pan American Pharmacy, Inc. v. Division of Medical Assistance and 
Health Services, 93 N.J.A.R.2d (DMA) 32. 

Mismanagement by primary insurer no reason for relaxing time 
frames. Newark Beth Israel Medical Center v. Division of Medical 
Assistance and Health Services, 93 N.J.A.R.2d (DMA) 27. 

Failure to receive determination from primary carrier did not excuse 
untimely application for Medicaid. Carrier Foundation v. Division of 
Medical Assistance and Health Services, 93 N.J.A.R.2d (DMA) 17. 

Medicaid claim untimely; computer-indicated error not corrected for 
over one year. Lincoln Park Intermediate Care Center v. Division of 
Medical Assistance and Health Services, 92 N.J.A.R.2d (DMA) 63. 

Claims for Medicaid reimbursement not timely filed. Jewish Hospital 
and Rehabilitation Center v. Division of Medical Assistance and Health 
Services, 92 N.J.A.R.2d (DMA) 53. 

10:49-7.3 

Corrected copy was sufficient notice of filing of discharge in error. 
Courthouse Convalescent Center v. Division of Medical Assistance and 
Health Services, 92 N.J.A.R.2d (DMA) 43. 

Claim for reimbursement not filed within one year of date of dis-
charge. Holy Name Hospital v. Division of Medical Assistance and 
Health Services, 92 N.J.A.R.2d (DMA) 36. 

Hospital's claims for Medicaid reimbursement were untimely. Holy 
Name Hospital v. Division of Medical Assistance and Health Services, 
92 N.J.A.R.2d (DMA) 33. 

Long term care facility's claim for payment was untimely. Leisure 
Chateau Care Center v. Division of Medical Assistance and Health 
Services, 92 N.J.A.R.2d (DMA) 31. 

Medicaid reimbursement; properly completed claims timely filed after 
rejection of improperly submitted claims. Leader Nursing and Rehab-
ilitation Center v. Division of Medical Assistance and Health Services, 
92 N.J.A.R.2d (DMA) 21. 

Home care visits could not be added to cost report in absence of 
timely claim. Long Branch Public Health Nursing Association, Inc. v. 
Division of Medical Assistance and Health Services, 92 N.J.A.R.2d 
(DMA) 10. 

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 by the Medicaid or NJ FamilyCare program. 

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 beneficiary because of a third 
party's potential liability to pay for services. 

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

(c) The New Jersey Medicaid program and the NJ 
FamilyCare 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 Part A deductible and co-
insurance for inpatient hospital services, and for Part B 
outpatient hospital services. For services rendered on or 
after July 20, 1998, payment for Part B coinsurance and 
deductible for other non-hospital services shall be paid 
only up to the Medicaid or NJ FamilyCare maximum 
allowable. 
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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 andNJ FamilyCare participating providers 
are prohibited from billing Medicaid or NJ FamilyCare 
beneficiaries 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.), as amended 
and supplemented, or not covered or authorized by the 
Division of Medical Assistance and Health Services under 
this chapter or N.J.A.C. 10:74, if the beneficiary elected to 
receive the services, goods, or supplies with the knowledge 
that they were not covered or authorized; 

2. For payments made to the beneficiary by a third 
party on claims submitted to the third party by the 
provider; 

DEPT. OF HUMAN SERVICES 

3. For NJ FamilyCare-Plan C enrollee's contribution to 
care responsibility; or 

4. For NJ FamilyCare-Plan D enrollee's required co-
payment. 

(e) When a Medicaid or NJ FamilyCare-Plan A bene-
ficiary has other health insurance, 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 payable under the program in the absence of other 
coverage. The program shall not supplement covered services 
rendered 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 
payment 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. Attach-
ment of such information will expedite Medicaid and NJ 
FamilyCare claim processing. 
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Amended by R.2003 d.82. effective Februaiy 18, 2003. 
Sec: 34 N.J.R. 2650(a), 35 N.J.R. JI 18(a). 

Case Notes 
Delay between claim receipt and claim proces.'iing wa.-1 that of agency, 

not that of provider and did nllt warrant denial of Medicaid reimburse-
ment for untimeliness. Bergen Pines County v. Division of Medical 
Assistance, 95 N.J.A.R.2d (OMA) 30. 

10:49-7.6 Timeliness of charity care claim submission 
(a) A charity care claim is defined as a request for the 

New Jersey charity care program to price the hospital 
services rendered and consider those services when deter-
mining the amount of the charity care component of the 
disproportionate share subsidies of the Health Care Trust 
Fund to be allocated to each New Jersey disproportionate 
share hospital. 

(b) In order to be priced by the Fiscal Agent, the charity 
care claim must be a clean charity care claim, as defined in 
N.J.A.C. 10:52-12.1. 

New Rule, R.2003 d.48.'i, effective December 15, 2003. 
See: 35 N.J.R. 509(a), 35 N.J.R. 5568(a). 

SUBCHAPTER 8. PAYMENT FOR SERVICES 
PROVIDED 

10:4M.l Fiscal Agent 
The State of New Jersey uses a fiscal agent for the 

processing of Medicaid claims, the pricing of charity care 
claims, and payment to providers. 

Amended by R.1997 d.520, effective Januaiy 5, 1998. 
See: 29 N.J.R. 1006(a). 30 N.J.R. 232(a). 

Inserted language referencing Medicaid claims, charity care claims, 
and provider payments. 

10:4M.2 Medicaid claims payment and charity care 
claims pricing 

(a) The Fiscal Agency will process Medicaid claims daily 
and produce 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 
Medicaid claims currently entered into the Medicaid Man-
agement Information System. Provider payments in the form 
of checks and electronic funds transfers will be released 
following approval by the New Jersey Medicaid prr .;ram. 
For charity care claims pricing information, see N.J.A.C. 
10:52-11, 12 and 13. 

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 provid-
er'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 

10:4M.2 

processed ( entered into the Medicaid Management Infor-
mation System) fall into one of three classifications: paid; 
in process; or denied. 

i. A claim that is correctly completed for a covered 
service provided to a Medicaid beneficiary 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. lf the amount differs from the billed 
charges, an explanation wiU appear on the RA. 

ii. In process claims or processed but unpaid claims 
are those claims held for prepayment review by the 
Division or by the Fiscal Agent. The review will result 
in a claim or group of claims being paid, denied, or 
additional information being requested. If additional 
information is required, a letter and/or a Claim Correc-
tion Form (CCF) will be forwarded to the provider. 
(Additional billing information is provided 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 an error/edit code. 

(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 (lCN) is 
assigned to each Medicaid claim received by the Fiscal 
Agent. The ICN is reflected on the RA and can be used to 
trdCk the status of a claim. For more infonnation about the 
lCN, 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, beneficiary 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, and other information that might be useful to 
the provider and payment reduction reasons, if any. Mes-
sages explaining all codes found on the RA wiH be found on 
a separate page following the status listing of all claims. 
For more information about Remittance Advice see the 
Fiscal Agent Billing Supplement following the second chap-
ter of each Provider Services Manual. 

(d) 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 provider reimbursed under a retrospective pay-
ment system; 

2. For a Medicare/Medicaid claim or Medicare/NJ 
KidCare claim, timely filed, payment may be made for 
services within six months after the program or provider 
receives notice of the Medicare claim disposition for a 
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timely filed Medicare/Medicaid or Medicare/NJ KidCare 
claim; 

3. For claims from pl'oviders 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. 

Amended hy R.1997 d.354, effective September 2. 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

In (a)I and (a)lii, substituted "in process" for ·'suspended"; in (a)li 
and (c). substituted '"hem:ficiary" for "recipient"; in (a)liii, substituted 
"an error/edit code"' for '"a code"; and in (c), deleted ·•suspense 
reasons." following '"a denial reason.", inserted "other information that 
might be useful to the provider and", and deleted reference that only a 
claim status paid as a bill will not haw a code. 
Amended by R.1997 d.520, effoctivt~ January S, 1998. 
Sec: 29 N.J.R. 1006(a), 30 N.J.R. 232(a). 

In (a). inserted reference to charity c-.ire claims pricing. 
Amended by R.2001 d.329. effective September 17, 2001. 
See: 33 N.J.R. 1889(a). 33 N.J.R. 3334(a). 

Added (d). 
Amended by R.2003 d.82, effective February 18, 20tl3. 
See: 34 NJ.It 26.50(a), 3.5 N.J.R. 11 IS(a). 

rn (a), amended the N.J.A.C. references in the introductory para-
graph and rewrote I ii. 
Amended by R.2003 d.485, effective December 15, 2003. 
See: 35 N.J.R. S0<J(a), 35 N.J.R. 5568(a). 

rn (a), amended N.J.A.C. references. 

Case Notes 

In computing hospital's charity care subsidy. the Department of 
Heahh and Senior Servkes acted within it~ discretion in using data 
provided by contractor that processed charity c;1re cluims, rather than 
using quarterly lists of charity cure claims crcuted by hospital, which 
had previnusly been used; hospital failed to identify any error in 
contractor's calculation of do(•umented charity care costs. University of 
Medicine and Dentistry of New krsey v. Grant, 778 J\.2d 473 (2001). 

Delay between claim receipt and claim proL-es~ing wa.,; thal of agenL-y, 
not that of provider and did not warrant denial of Medicaid reimburse-
ment for untimeliness. Bergen Pines County v. Division of Medical 
Assistance. 95 N.J.A.R.2d (DMA) 30. 

Resubmission of an incorrectly filed Medicare claim is permissible. 
Leader Nursing and Rehabilitation Center v. DMAIIS, 94 N.J.A.R.2d 
(DMA)4. 

10:49-8.J Adjustments following payment of claims 
(a) If a claim is incorrectly paid anJ the provider receives 

an overpayment or underpayment, within 60 days of such 
receipt, the provider shall notify the Fiscal Agent in writing. 
(For the procedure to follow, see Fiscal Agent Billing 
Supplement, MMIS Claim Adjustment Request Form, 
(F0-999(9/91) following the second chapter of each Provid-
er Seivices Manual). 

(b) On occasion, a claim will be paid that should not have 
been paid. If a claim is paid in error, within 60 days of such 
receipt, the provider shall notify the Fiscal Agent by re• 
questing that the claim be voided. (For the procedure to 
follow, see the Fiscal Agent Billing Supplement following 
the second chapter of each Provider Services Manual.) 

DEPI'. OF HUMAN SERVICES 

(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, within 60 
days of receipt of any such overpayment or under payment, 
the provider shall notify the Fiscal Agent. (For the proce-
dure to follow, see the Fiscal Agent Billing Supplement 
following the second chapter of each Provider Seivices 
Manual). 

Amended hy IU997 d.354, effective September 2, 1997. 
Set:: 29 N.J.R. 2512(11). 29 N.J.R. 38.56(a). 

In (a), substituted ''MMIS Claim Adjustment Request Form" for 
"AdjustmentNoid Request Form" and inserted "(f'D-999(9/91)". 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a). 3.5 N.J.R. I l lS(a). 

In (a), inserted "within 60 days of such re"-eipt" following "underpay-
ment"; in (b), inserted "within 60 days of i.uch receipt" following "paid 
in error"; in (c), rewrote the second sentence. 

Case Notes 

Nun-ing home's controller personally liable for Medicare overpay-
ment~. Division of Medical Assistance and Health Services v. Klein, 92 
N.J.A.R.2d (DMA) 16. 

10:49-8.4 Claims payment by direct deposit (electronic 
funds transfer or 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 
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 the Fiscal Agent Billing 
Supplement following the second chapter of each Provid-
er Seivices Manual.) 

Amended by R.1997 d.354, effective September 2, I 997. 
See: 29 N.J.R. 2.512(a). 29 N.J.R. 3856(a). 

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

10:49-9.1 NJ FamilyCare-Plan C personal contribution to 
care and Plan D copayments 

(a) Under NJ FamilyCare-Plan C, personal contribution 
to care in the amounts indicated below shall be collected by 
the provider for the services indicated below: 

1. Outpatient hospital clinic services: $5.00 personal 
contribution to care for outpatient visits. No personal 
contribution to care shall be charged for well-child visits 
in accordance with the schedule recommended by the 
American Academy of Pediatrics; lead screening and 
treatment; age-appropriate immunizations; prenatal care; 
preventive services; family planning services; or sub-
stance abuse treatment services. Specific policies are set 
forth at N.J.A.C. 10:52-4.7. 

2. $10.00 personal contribution to care for each cov-
ered emergency room services visit which does not result 
in an inpatient hospital stay. 

3. Physician services: $5.00 personal contribution to 
care per visit. No personal contribution to care shall be 
charged for well-child visits in accordance with the sched-
ule recommended by the American Academy of Pedia-
trics; lead screening and treatment; age-appropriate im-
munizations; prenatal care; preventive or for family 
planning services, or substance abuse treatment services. 
Policies specific to physician personal contribution to care 
services are set forth at N.J.A.C. 10:54-4.1. 

4. Clinic services: $5.00 personal contribution to care 
for clinic visits. No personal contribution to care shall be 
charged for well-child visits in accordance with the sched-
ule recommended by the American Academy of Pedia-
trics; lead screening and treatment; age-appropriate im-
munizations; prenatal care; preventive or for family 
planning services, or substance abuse treatment services. 
Policies specific to clinic personal contribution to care 
policies are set forth at N.J.A.C. 10:66-1.6. 

5. Podiatric services: $5.00 personal contribution to 
care for office visits. Specific policies regarding podiatric 
personal contribution to care are set forth at N.JA.C. 
10:57-1.7. 

6. Optometric services: $5.00 personal contribution to 
care for professional vision care services. Specific poli-
cies are set forth at N.J.A.C. 10:62-1.6. 

7. Chiropractic services: $5.00 personal contribution 
to care. Covered for spinal manipulation only. 

8. Prescription drugs: $1.00 personal c.ontribution to 
care for generics and $5.00 for brand name drugs. In-
cludes insulin, needles and syringes. Specific policies 

10:49-9.1 

regarding personal contribution to care for prescription 
drugs are set forth at NJ.A.C. 10:51-1.12. 

9. Psychological services: $5.00 personal contribution 
to care. Specific policies for psychologists are set forth at 
N.J.A.C. 10:67-1.6. 

10. Certified nurse-midwife services: $5.00 personal 
contribution to care. No personal contribution to care 
shall be charged for prenatal care, preventive care, or for 
family planning services. See N.J.A.C. 10:58-1.8 for spe-
cific policies related to certified nurse-midwife services. 

11. Clinical nurse practitioner: $5.00 personal contri-
bution to care. No personal contribution to care shall be 
charged for well-child visits in accordance with the sched-
ule recommended by the American Academy of Pedia-
trics; lead screening and treatment; age-appropriate im-
munizations; prenatal care; preventive or for family 
planning services, or substance abuse treatment services. 
Specific policies are set forth at N.J.A.C. 10:58A-1.6. 

12. Dental services: $5.00 personal contribution to 
care applies, unless the visit is for preventive dentistry 
services. Specific policies are set forth at N.JAC. 
10:57-1.7. 

(b) Providers are required to collect the personal contri-
bution to care for the NJ FamilyCare-Plan C services set 
forth in (a) above if the NJ FamilyCare Identification card 
indicates that a personal contribution to care is required and 
the beneficiary does not have a NJ FamilyCare letter which 
indicates that the beneficiary has reached his or her cost 
share limit and no further personal contributions to care are 
required until further notice. Personal contributions to care 
can not be waived. 

(c) Under NJ FamilyCare-Plan D, copayments in the 
amounts indicated below shall be collected by the provider 
for services as follows, if copayment is indicated on the 
beneficiary's HMO card: 

1. A $5.00 copayment per visit shall be required for 
the following services: 

i. Primary care provider office visit; 
(1) A $10.00 copayment shall apply for services 

rendered during non-office hours and for home visits. 
(2) The $S.00 copayment shall apply only to the 

first prenatal visit; 
ii. Specialist and other practitioner office visit; 
iii. Outpatient rehabilitation services, including 

physical therapy, occupational therapy and speech ther-
apy; 

iv. Hospital outpatient department visits and diag-
nostic testing; 

v. Routine eye examinations; 
vi. Prescription drugs; 
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( 1) If greater than a 34-day supply of a prescrip-
tion drug is dispensed, a $10.00 copayment shall 
apply; and 

vii. Outpatient substance abuse services for detoxifi-
cation; 

2. A $25.00 copayment per visit shall be required for 
outpatient mental health visits; and 

3. A $35.00 copayment per visit shall be required for 
outpatient emergency services, including services provided 
in an outpatient hospital department or an urgent care 
facility. 

i. No copayment shall be required if the beneficiary 
was referred to the emergency room by his or her 
primary care provider for services that should have 
been rendered in the primary care physician's office, or 
if the beneficiary is admitted into the hospital. 

4. No copayment shall be charged for the following 
services: 

i. Emergency ambulance services; 

ii. Outpatient surgery; 

iii. Home health services; 

iv. Hospice services; 

v. Inpatient hospital services; 

vi. Inpatient mental health services; or 

vii. Inpatient substance abuse detoxification ser-
vices. 

( d) Personal contributions to care under NJ FamilyCare-
Plan C and copayments under NJ FamilyCare-Plan D shall 
be effective upon date of enrollment. 

1. Exception: A personal contribution to care or co-
payment sh.all not apply to services rendered to a newborn 
until the newborn is enrolled in a managed care program. 

(e) No personal contribution to care under NJ Family-
Care-Plan C shall be charged for well-child visits in accor-
dance with the schedule recommended by the American 
Academy of Pediatrics; lead screening and treatment; age-
appropriate immunizations; preventive dental services; pre-
natal care; for family planning services; or for substance 
abuse treatment services. 

(f) No copayment under NJ FamilyCare-Plan D will be 
charged for well-child visits in accordance with the schedule 
recommended by the American Academy of Pediatrics; nor 
for lead screening and treatment; for age-appropriate immu-
nizations; or for preventive dental services. 

(g) No cost sharing shall be imposed on children who are 
American Indians/Alaska Natives. Proof of Federally recog-
nized AI/AN tribal status shall be provided in the form of a 
tribal card or letter, in accordance with 42 C.F.R. 36a.16. 

DEPI'. OF HUMAN SERVICES 

New Rule, R.1998 d.1S4, effective Februaey 27, 1998 (operative March 
1, 1998; to expire August 31, 1998). 

See: 30 N.J.R. 1060(a). 
Former NJ.A.C. 10:49-9.1, Civil Rights, recodified to NJ.A.C. 

10:49-9.4. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 NJ.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 with changes, effective 
September 21, 1998. 
Amended by R.1999 d.211, effective July 6, 1999 (operative August 1, 

1999). 
See: 31 NJ.R. 998(a), 31 NJ.R. 1806(a), 31 NJ.R. 2879(b). 

Added a new (c); recodified former (c) and (d) as (d) and (e); 
added (f). 
Amended by R.2002 d.371, effective November 18, 2002. 
See: 34 NJ.R. 2244(a), 34 N.J.R. 2549(b), 34 N.J.R. 3978(c). 

Added (g). 
Amended by R.2003 d.82, effective Februaey 18, 2003. 
See: 34 N.J.R. 26SO(a), 3S N.J.R. 1118(a). 
Special amendment, R.2003 d.98, effective Januaey 31, 2003. 
See: 3S N.J.R. 1303(a). 

In (c), rewrote the introductoey paragraph and deleted viii. 

10:4,-..9.2 NJ FamilyCaa.-Plans C and D-premiums 

(a) For children in families with income at or below 150 
percent of the Federal poverty limit, there shall be no 
premiums under NJ FamilyCare-Plan B. 

(b) Effective July 1, 2004, for families with gross income 
above 150 percent and at or below 200 percent of the 
Federal poverty level (NJ FamilyCare Plan C), a monthly 
premium shall be required to be paid for enrollment, as 
follows: 

1. For children, there shall be a premium of $17.00 
per family per month that applies to all families, regard-
less of the number of children in the family; 

2. For parents/caretakers, there shall be a premium of 
$28.50 for the first parent and $11.SO for the second 
parent/caretaker. 

(c) Under NJ FamilyCare-Plan D, effective July 1, 2004, 
the following premiums shall apply: 

1. For children in families with gross income above 
200 percent and at or below 250 percent of the Federal 
poverty level, a single monthly premium of $34.00 per 
family per month that applies to all families, regardless of 
the number of children in the family. 

2. For children in families with gross income above 
250 percent and at or below 300 percent of the Federal 
poverty level, a single monthly premium of $68.00 per 
family per month that applies to all families, regardless of 
the number of children in the family. 

3. For children in families with gross income above 
300 percent and at or below 350 percent of the Federal 
poverty level, a single monthly premium of $113.50 per 
family per month that applies to all families, regardless of 
the number of children in the family. 
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( d) Families shall be billed in advance of the coverage 
month. Failure to submit the full contribution will result in 
termination of coverage for the month following the cover-
age month that the premium has not been received by the 
NJ FamilyCare program. 

( e) The premiums required in accordance with (b) 
through ( d) above shall be adjusted each July 1, in accor-
dance with the change in the Consumer Price Index P''':>lish-
ed by the U.S. Department of Labor. The amounts in (b) 
through ( d) above will be revised annually by a notice of 
administrative change published in the New Jersey Register. 

(f) No cost sharing shall be imposed on children who are 
American Indians/Alaska Natives. Proof of Federally recog-
nized AJ./AN tribal status shall be provided in the form of a 
tribal card or letter, in accordance with 42 C.F.R. 36a.16. 

New Rule, R.1998 d.1S4, effective February 27, 1998 (operative March 
1, 1998; to expire August 31, 1998). 

See: 30 N.J.R. 1060(a). 
Former N.J.A.C. 10:49-9.2, Observance of religious belief, recodified 

to N.J.A.C. 10:49-9.S. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 with changes, effective 
September 21, 1998. · 
Amended by R.1999 d.211, effective July 6, 1999 (operative August 1, 

1999). 
See: 31 N.J.R. 998(a), 31 N.J.R. 1806(a), 31 N.J.R. 2879(b). 

Added a new (c); recodified former (c) as (d). 
Amended by R.2002 d.371, effective November 18, 2002. 
See: 34 N.J.R. 2244(a), 34 N.J.R. 2549(b), 34 N.J.R. 3978(c). 

Added (e). 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1118(a). 
Special amendment, R.2003 d.98, operative February 1, 2003. 
See: 35 N.J.R. 1303(a). 

Rewrote (b) and (c); added new (e) and recodified former (e) as (f). 
Administrative change. 
See: 36 N.J.R. 3428(a). 
Administrative correction. 
See: 37 N.J.R. 1191(a). 

10:49-9.3 Limitation on cost sharing-Plan C 
(a) There shall be a family limit on cost-sharing equal to 

5 percent of household income for Plan C beneficiaries. 

(b) The cost-sharing limit shall be calculated annually 
starting with the date of initial enrollment of any children in 
the family or the annual reenrollment date. For ease of 
administration, the annual premium should be calculated by 
the Statewide eligibility determination agency and used to 
reduce the family cost from the first day of enrollment. 

(c) Once the limits have been met, the Statewide eligibili-
ty determination agency shall issue a certification indicating 
that the Plan C member has met their cost share limit, and 
the provider shall not collect a personal contribution to care 
until further notice. 

(d) No cost sharing shall be imposed on children who are 
American Indians/Alaska Natives. Proof of Federally recog-

10:49-9.5 

nized AJ./AN tribal status shall be provided in the form of a 
tribal card or letter, in accordance with 42 C.F.R. 36a.16. 

New Rule, R.1998 d.154, effective February 27, 1998 (operative March 
1, 1998; to expire August 31, 1998). 

See: 30 N.J.R. 1060(a). 
Former N.J.A.C. 10:49-9.3, Free choice of beneficiary and provider, 

recodified to N.J.A.C. 10:49-9.6. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 without change. 
Amended by R.2002 d.371, effective November 18, 2002. 
See: 34 N.J.R. 2244(a), 34 N.J.R. 2549(b), 34 N.J.R. 3978(c). 

Added (d). 

10:49-9.4 Civil rights 

Federal regulations require that services provided to any 
Medicaid beneficiary shall be given without discrimination 
on the basis of race, color, national origin, or handicap. 
Therefore, payments shall be limited to providers of service 
who are in compliance with the nondiscrimination require-
ments of Title VI of the Civil Rights Act and Section S04 of 
the Rehabilitation Act of 1973. 

Amended by R.1997 d.3S4, effective September 2, 1997. 
See: 29 N.J.R. 2S12(a), 29 N.J.R. 3856(a). 

Substituted "beneficiary" for "recipient". 
Recodified from N.J.A.C. 10:49-9.1 by R.1998 d.1S4, effective February 

27, 1998 (operative March 1, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 

Former N.J.A.C. 10:49-9.4, Confidentiality of records, recodified to 
N.J.A.C. 10:49-9.7. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.1S4 without change. 

10:49-9.S Observance of religious belief 

(a) Nothing in the Medicaid program shall be construed 
to require any beneficiary 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. 

Amended by R.1997 d.3S4, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

In (a), substituted "beneficiary'' for "recipient". 
Recodified from N.J.A.C. 10:49-9.2 by R.1998 d.1S4, effective February 

27, 1998 (operative March 1, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 

Former N.J.A.C. 10:49-9.5, Provider certification and recordkeeping, 
recodified to N.J.A.C. 10:49-9.8. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 without change. 
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10:4M.6 Free choice by heneticiary and provider 

(a} The concept of freedom of choice shall apply to both 
provider and beneficiary. 

1. A Medicaid fee-for-service beneficiary shall be free 
to choose providers of service who meet program stan-
dards and who elect to participate in the Medicaid pro-
gram. The MACC shall assist any beneficiary in obtaining 
services if the beneficiary cannot locate a provider. Excep-
tion: See N.J.A.C. 10:49-14.2, Special Status programs. 

2. A Medicaid provider who accepts a Medicaid bene-
ficiary as a patient under the Medicaid program 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 beneficia-
ry is under the provider's care. In the provision of 
professional services, the provider shall be bound by the 
code of ethics governing his or her profession. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 NJ.R. 2512(a), 29 N.J.R. 3856(a). 

D.EPf. OF HUMAN SERVICES 

Amended section name; substituted "beneficiary'' for "recipient" 
throughout; in (a)l, substituted "fee-for-service beneficiary" for "recip-
ient"; ·and in (a)2, substituted "a Medicaid provider who accepts a 
Medicaid beneficiary as a patient under the Medicaid program" for "A 
provider who accepts a recipient for care''. 
Recoditied from NJ.A.C. 10:49-9.3 by R.1998 d.1S4, effective February 

27, 1998 (operative March 1, 1998; to expire August 31, 1998). 
See: 30 NJ.R. 1060(a) . 

. Former NJ.A.C. 10:49-9.6, Patient's (beneficiary) certification, reco-
dified to NJ.A.C. 10:49-9.9. 
Adopted oonc.urrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 NJ.R. 1060(a), 30 NJ.R. 3Sl9(a). 

Readopted the provisions of R.1998 d.154 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 NJ.R. 26SO(a), 3S NJ.R. 1118(a). 

10:49-9.7 Contidendality of records 
(a} All information concerning applicants and beneficia-

ries 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, be-
cause of an emergency situation, time does not permit 
obtaining consent before release, the program shall notify 
the individual, his or her family, or authorized representa-
tive, immediately after releasing the information. 
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2. If a beneficiary 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 beneficiary 
was not personally able to sign the form(s) and the 
relationship of the signer to the beneficiary shall be noted 
directly on the hard-copy claim, certification log, or the 
Patient Certification Form (FD-197). 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2S12(a), 29 NJ.R. 3856(a). 

Amended section name; substituted "beneficiary" and "beneficia-
ry's" for "recipient" and ''recipient's" throughout and deleted ''form" 
following "claim" throughout. 
Recodified from NJ.A.C. 10:49-9.6 and amended by R.1998 d.154, 

effective February 27, 1998 (operative March I, 1998; to expire 
August 31, 1998). 

See: 30 N.J.R. Hl60(a). 
Inserted references to NJ KidC.are throughout; deleted "Medicaid" 

following "standard" in (c) and (d), and deleted "Medicaid" preceding 
"hard-copy" in (1)3. Former N.J.A.C. 10:49-9.9, Informing individuals 
of their rights, recodified to N.J.A.C. 10:49-9.12. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a). 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 without change. 
Amended by R.2000 d.449, effective November 6, 2000. 
See: 32 N.J.R. 2394(a), 32 N.J.R. 399l(a). 

Rewrote the section. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 NJ.R. I 118(a). 

Case Notes 
Recoupment of claims made for prescriptions warranted. Plains 

Pharmacy, Inc. v. DMAHS, 93 N.J.A.R.2d (OMA) 121. 

10:49-9.10 Withholding of provider payments 
(a) When the Division, in accordance with 42 C.F.R. 

455.23, receives reliable evidence of fraud or willful misrep-
resentation by a provider, including an HMO, as well as a 
practitioner or entity participating in an HMO's network 
(whether or not the HMO practitioner or entity is also 
enrolled as a Medicaid or NJ FamilyCare provider), the 
Medicaid Agent or the Division shall withhold Program 
payments, in whole or in part, upon approval by the Division 
Director or the Assistant Director, Office of Program Integ-
rity Administration, or their designee. Further, a practition-
er or entity participating in an HMO's network subject to a 
withholding action under this section shall have an~• pay-

10:49-9.10 

ments for services rendered to Medicaid and NJ FamilyCare 
beneficiaries withheld by the HMO. 

(b) "Reliable evidence" shall include, but not necessarily 
be limited to: 

1. Receipt of information from a Division unit or 
from the Department of Health and Senior Services, 
Department of Banking and Insurance or a law enforce-
ment, investigatory, or prosecutorial agency that indicates 
fraud or willful misrepresentation has occurred or is 
occurring; 

2. Information from any other local, county, State or 
Federal agency indicating fraud or willful misrepresenta-
tion has occurred or is occurring; or 

3. Indications that a violation of those subsections of 
N.J.A.C. 10:49-ll.1 that pertain to fraud or willful mis-
representation may have occurred or is occurring, includ-
ing, but not necessarily limited to, overutilization or misu-
tilization; any unexplained increase in the number of 
claims rejected by the claims processing system; or any 
other reliable grounds to believe that fraud or willful 
misrepresentation may have occurred or is occurring. 

(c) Withholding may be total or partial, and if partial, 
may be predicated upon withholding by specific claim type, 
practitioner, procedure code, diagnosis, or other factors. 

(d) The Division shall send notice of its withholding to 
the affected provider, practitioner or entity within five days 
of taking such action. The notice shall also be sent to all 
participating HMOs to enable them to identify if the affect-
ed provider, practitioner or entity is also part of their 
network. The HMOs shall be required to implement the 
provisions of this section within their network. The notice 
shall set forth the general allegations as to the nature of the 
withholding action, but need not disclose specific informa-
tion concerning any ongoing civil or criminal investigation. 
The notice shall: 

1. State that payments are being withheld in accor-
dance with this regulation and with 42 C.F.R. 4S5.23; 

2. State that withholding is for a period initially not to 
exceed six months, after which the withholding action 
shall be reviewed to determine if an additional period of 
withholding is warranted. Withholding shall be terminat-
ed when the Division determines there is insufficient 
evidence of fraud or willful misrepresentation, or legal 
proceedings relating to the fraud or willful misrepresenta-
tion are completed; 

3. Specify, when appropriate, to which type or types of 
claims withholding is effective; 

4. Inform the provider, practitioner or entity of the 
right to submit written evidence for consideration by the 
Medicaid Agent or the Division; and 
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5. Set forth the provider's, practitioner's or entity's 
right to submit to the Division, within 20 days of the 
provider's receipt of the withholding notice, a request for 
an administrative hearing, consistent with N.J.A.C. 
10:49-10.3. Immediately upon receipt of such a request, 
the Division shall request the Office of Administrative 
I.aw to schedule a hearing on an expedited basis. 

(e) Regular, periodic meetings shall be held to review all 
parties from whom payments are being withheld under this 
section. Also, in a case involving any party against which 
withholding is being imposed, where circumstances indicate 
that the reason for the withholding may no longer exist, said 
case shall be brought before a committee to be comprised of 
staff of the Division of Medical Assistance and Health 
Services, or their designees, for consideration of cessation of 
withholding of payment, upon the request of any of the 
specified officials. 

New Rule. R.1999 d.294. effective Septcmbi:r 7. 19lJtJ. 
See: 30 N.J.R. 2808(a). 31 NJ.R. 263S(a). 

Former N.J.A.C. 10:49-9.IO. Integrity of the Mcdkaid and NJ Kid-
Care programs; gifts/gratuities prohibited, rc1.'0dified lo N.J.A.C. 
I 0:49-9.11. 
Amended by R.2003 d.82, effective Februury 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 1118(a). 

Rewrote (d)S. 

10:49-9.U Integrity of the Medicaid and NJ FamilyCare 
programs; gifts/gratuities prohibited 

The Division, in order to maintain the integrity of the 
programs it administers in whole or in part, strictly prohibits 
its employees, or representatives of its contractors, subcon-
tractors or fiscal agents, from accepting gifts or gratuities of 
any kind and of any value from representatives of providers 
or provider-related individuals, entities, organizations or 
institutions if receipt of such gifts or gnituities would violate 
the rules of the New Jersey Executive Commission on 
Ethical Standards (N.J.A.C. 19:61), the New Jersey Conflicts 
of Interest Law (N.J.S.A. 52:13D-l2 et seq.), Executive 
Order No. 189 (July 20, 1988), and/or Executive Order No. 
2 (January 18, 1994). This includes the prohibition of offers 
of special employment, consultation fees and all other gratu-
ities by a provider, individual or facility. 

Amended by R.19'>7 d.354. effective September 2. 1997. 
See: 29 N.J.R. 2512(a). 29 N.J,R. 38S6(a). 
Recodified from N.J.A.C. 10:49-9.7 and amended by R.1998 d.154, 

effective Febru.1ry 27, 1998 (operative March I. 1998; lo expire 
August 31. 1998). 

See: 30 N.J.R. 1060(a). 
Inserted a reference to NJ KidCure programs. Former N .. I.A.C. 

10:49-9. ICI. Provisions for appc.ils; fair hearings, rccodified to N.J.A.C. 
J0:49-9.13. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
Sec:. 30 N.J.R. J060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R. 1998 d.154 without change. 
Recodified from N.J.A.C. I0:49-9. IO by R.1999 d.2l)4, cfl'cctivc Septem-

ber 7, 1999. 
See: 30 N.J.R. 2808(a), 31 N.J.R. 2635(a). 

Former N.J.A.C. I0:49-9.11, Fraud and abuse, recodified to N.J.A.C. 
10:49-9.12. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2<,SO(a). 3S N.J.R. I I 18(a). 

DEPT. OF HUMAN SERVICES 

Rewrote the section. 

10:49--9.12 Fraud and abuse 
The New Jersey Medicaid and NJ FamilyCare programs 

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 situa-
tions in which there is valid reason to suspect that fraud has 
or may have been committed. 

Rccodified from N.J.A.C. 10:49-9.8 and amended by R.1998 d.154. 
effective February 27, 1998 (operative March I, 1998; to expire 
August 31, 1998). 

See: 30 N.J.R. J060(a). 
Inserted a reference to NJ KidCare program:.. 

Adopted concurrent proposul, R.1998 d.487, effective August 28, 1998. 
See: 30 N.1.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of H.. I 9<J8 d.154 without change. 
Recodified from N.J.A.C. 10:49-9. I I by R. 1999 d.294, effective Septem-

ber 7, 1999. 
See: 30 N.J.R. 2808(a). 31 N.J.R. 2635(a). 

Former N.J.A.C. 10:49-9.12, Informing individuals of their rights, 
recodified 10 N.J.A.C. I0:49-9.13. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2(i50(a), 35 N.J.R. 1 I 18(a). 

10:49-9.13 Informing individuals of their rights 
(a) AJI Medicaid and NJ FamilyCare-Plan A claimants 

shall be informed of the following, in writing, at the time of 
application and at the time of any action affecting their 
claim: 

.l. 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. 

(b) NJ FamilyCare-Plan B, C and D enrollees are enti-
tled to use the grievance procedure established by the 
Division of Medical Assistance and Health Services or the 
administrative law hearing process established at N.J.A.C. 
10:79-6.5 and 6.6, as appropriate. 

Recodificd from N.J.A.C. J0:49-9.9 and amended by R.1998 d.154, 
effective February 27. 1998 (operative March I, 1998; to expire 
August 31, I C)lJ8). 

See: 30 N.J.R. l(l(1fl(a). 
In (a). inserted "Medicaid and NJ KidCarc-Plan A" following "All"; 

and added (b). 
Adopled concurrent proposal. R.1998 d.487, effective August 28, 1998. 
Sec: 30 N.J.R. 1060(a), 30 N.J.R.3519(a). 

Re.idopted the provisions of R. I 998 d.154 with changes, effective 
September 21. 1998. 
Recoditicd from N.J.A.C. I0:49-9.12 by R.1999 d.294, effective Septem-

ber 7. 1999. 
See: 30 N.J.R. 2R08(a), 31 N.J.R. 2635(a). 

Former N.J.A.C. 10:49-9.13, Provisions for appeal:.; fair hearings, 
recodificd 10 N.J.A.C. 10:49-9.14. 
Amended by R.1999 d.211, effective July 6, 1999 (operative August I, 

1999). 
See: 31 N.J.R. 998(11), 31 N.J.R. 1806(a), 31 NJ.R. 2879(b). 
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Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 26.i0(a), 35 N.J.R. l I IS(a). 

10:49-9.14 Provisions for appeals; fair hearings 

(a) Pursuant to N.J.A.C. 10:49-10, Notices, Appeals, and 
Fair Hearings, providers, Medicaid beneficiaries and NJ 
FamilyCare-Plan A beneficiaries 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 or NJ FamilyCare-Plan A beneficiary 
may be granted a fair hearing in accordance with N.J.A.C. 
10:49--10 if his or her claim for medical assistance is denied 
or is not acted upon with reasonable promptness, or because 
the beneficiary is aggrieved by any other agency action 
resulting in non-eligibility, denial, termination, reduction or 
suspension of such assistance. A NJ FamilyCare-Plan B, C 
and D beneficiary shall be afforded the opportunity for 
grievance review in accordance with N.J.A.C. 10:78-8. 

(d) In order to obtain a fair hearing, the provider or the 
beneficiary shall submit a request in writing to the Medicaid 
Agent at the address as specified in the notice. 

( 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 chap-
ter. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 NJ.R. 2512(a), 29 NJ.R. 3856(a). 

Substituted "beneficiary" and "beneficiaries" for "recipient" and 
"recipients" throughout; in (d), changed place to send hearing re-
quesL"; and in (c), sub."tituted "d1apter" for "Manual". 
Recodified from N.J.A.C. 10:49-9.IO and amended by R.1998 d.154, 

effective February 27, 1998 (operative March I, 1998; to expire 
August 31, 1998). 

See: 30 N.J.R. 1060(a). 
Rewrote (a) and (c). 

Adopted concurrent proposal, R.1998 d.487, errective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 NJ.R. 3519(a). 

Readopted the provL,;ions of R.1998 d. 154 with changes, effective 
September 21, 1998. 
Recodified from NJ.A.C. 10:49-9.13 by R.1999 d.294, effective Septem• 

her 7, 1999. 
See: 30 N.J.R. 2808(a), 31 NJ.R. 2635(a). 
Amended by R.1999 ll.211, effective July 6, 1999 (operative Aug1111t 1, 

1999). 
See: 31 N.J.R. 998(a), 31 N.J.R. 1806(a), 31 N.J.R. 2879(b). 
Amended by R.2003 d.82, dfectivc FebNary 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. I I 18(a). 

In (a), inserted "Notices, Appeals, and "preceding "Fair Hearings"; 
rewrote (c). 

10:49-9.15 

10:4!)-9.15 Advance directives 
(a) The following words and terms, when used in this 

section, shaU have the following meanings, unless the con-
text clearly indicates otherwise. 

"Advance directive" means a written expression of a 
patient's preferences regarding the provision, withholding or 
withdrawal of a medical service, treatment or procedure in 
the event that the patient subsequently lacks decision mak-
ing capacity. An advance directive may include a proxy 
directive or an instruction directive, or both. 

"Decision making capacity" means a patient's ability to 
understand and appreciate the nature and consequences of 
health care decisions, including the benefits and risks of 
each, and alternatives to any proposed health care, and to 
reach an informed decision. A patient's decision making 
capacity is evaluated relative to the demands of a particular 
health care decision. 

"Declarant" means a competent adult 18 years of age or 
older who executes an advance directive. 

"Health care decision" means a decision to accept or to 
refuse any treatment, service or procedure used to diagnose, 
treat or care for a patient's physical or mental condition, 
including life-sustaining treatment. "Health care decision" 
also means a decision to accept or to refuse the services of a 
particular physician, nurse, other health care professional or 
health care institution, including a decision to accept or to 
refuse a transfer of care. 

"Health care institution" means institutions, facilities, and 
agencies licensed, certified, or otherwise authorized by State 
law to administer health care in the ordinary course of 
business, including hospitals, nursing homes, residential 
health care facilities, home health care agencies, personal 
care service agencies, and hospice programs operating in 
this State, mental health institutions, facilities or agencies, 
or institutions, facilities and agencies for the developmental-
ly disabled. For purposes of this section, "health care insti-
tution" also means a managed care organization contracted 
pursuant to N.J.A.C. 10:74 to provide medical services to 
beneficiaries of the New Jersey Medicaid/NJ KidCare/NJ 
FamilyCare program. 

"Health care professional" means an individual, as op-
posed to a health care institution, licensed by this State to 
administer health care in the ordinary course of business or 
practice of a profession. 

"Health care representative" means the individual desig-
nated by a declarant pursuant to the proxy directive part of 
an advance directive for the purpose of making health care 
decisions on the declarant's behalf, and includes an individu-
al designated as an alternate health care representative who 
is acting as the declarant's health care representative in 
accordance with the terms and order of priority stated in an 
advance directive. 
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''Instruction directive" means a writing which provides 
instructions and direction regarding the declarant's wishes 
for health care in the event that the declarant subsequently 
lacks decision making capacity. 

"Life-sustaining treatment" means the use of any medical 
device or procedure, artificially provided fluids and nutri-
tion, drugs, surgery or therapy that uses mechanical or other 
artificial means to sustain, restore or supplant a vital bodily 
function, and thereby increase the expected life span of a 
patient. 

"Nurse" means a person currently licensed to practice as 
a registered professional nurse who is certified by the New 
Jersey State Board of Nursing in accordance with N.J.A.C. 
13:37-7, and with N.J.S.A. 45:11-23 et seq., or similarly 
licensed and certified by a comparable agency of the state in 
which he or she practices. 

"Other health care professionals" means licensed health 
care professionals other than physicians and nurses. 

"Patient" means an individual who is under the care of a 
physician, nurse or other health care professional. 

"Physician" means an individual licensed to practice med-
icine and surgery in this State. 

'·Proxy directive" means a writing which designates a 
health care representative in the event the declarant subse-
quently lacks decision making capacity. 

(b) Participating health care institutions shall establish 
written policies and procedures concerning the rights of 
patients to make decisions regarding their medical care and 
their right to execute advance directives. In addition to 
policies affirming patients' rights: 

1. Private religiously-affiliated health care institutions 
may develop institutional policies and practices defining 
circumstances under which they will decline to participate 
in the withholding or withdrawing of specific measures to 
sustain life. Such policies and practices shall be written, 
and shall be properly communicated to patients and their 
families and health care representatives before or at the 
time of the patient's admission or enrollment. If the 
institution's policies and practices appear to conflict with 
the legal rights of a patient wishing to forego health care, 
the health care institution shall attempt to resolve the 
conflict. If a mutually satisfactory accommodation cannot 
be reached, the health care institution shall take all 
reasonable steps to effect the appropriate, timely and 
respectful transfer of the patient to the care of another 
health care institution appropriate to the patient's needs, 
and shall assure that the patient is not abandoned or 
treated disrespectfully; and 
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2. Health care institutions shall include in their poli-
cies a statement informing physicians, nurses and other 
health care professionals of their rights and responsibili-
ties, to assure that such rights and responsibilities are 
understood, including the right to decline to participate in 
withholding or withdrawing life-sustaining treatment, in 
accordance with sincerely held personal or professional 
convictions, and to provide a forum for discussion and 
consultation on the subject of such rights. 

(c) Nothing in this section shall be construed as restrict-
ing, modifying or replacing the requirements established for 
health care institutions by the Department of Health and 
Senior Services (see N.J.A.C. 8:36, 8:39, 8:42, 8:43, 8:43C 
and 8:43G for specific requirements). 

(d) In addition to developing the written policies referred 
to in (b) above, health care institutions shall: 

1. Furnish patients with written information about 
their rights to accept or refuse treatment, and to formu-
late advance directives. This information shall also be 
made available on request to patients' health care repre-
sentatives, families and other interested parties; 

2. Note in each patient's medical record whether that 
patient has executed an advance directive; 

3. Provide (individually or with others) for education 
of staff and the community on issues concerning advance 
directives; 

4. Provide care or other services without discrimina-
tion based on whether or not the individual has executed 
an advance directive; and 

5. Ensure compliance with State law regarding ad-
vance directives (see N.J.S.A. 26:2H-53 et seq.). 

(e) Health care institutions shall distribute written infor-
mation concerning advance directives to individuals: 

1. In the case of a hospital, at the time of the individ-
ual's admission as an inpatient; 

2. In the case of a nursing facility, at the time of the 
individual's admission as a resident; 

3. In the case of a provider of home health care, 
personal care assistant services or private duty nursing 
services, in advance of the individual coming under the 
provider's care; 

4. In the case of a hospice program, at the time the 
individual initially receives hospice care from the pro-
gram; and 

5. In the case of a managed care organization, at the 
time the individual enrolls in the program. 

Supp. 2-18-03 49-50 



ADMINISTRATION MANUAL 

(t) A physician, nurse, or other health care professional 
may decline to participate in the withholding or withdrawing 
life-sustaining treatment, in accordance with sincerely held 
personal or professional convictions, consistent with the 
provisions of N.J.S.A. 26:2H-62(b) and (c). 

New Rule, R.2001 d.294, effective August 20, 2001. 
See: 32 N.J.R. 2687(b), 33 N.J.R. 2808(a). 

SUBCHAPTER 10. NOTICES, APPEALS AND FAIR 
HEARINGS 

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

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

"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 beneficiary as defined in this 
section. 

"Notice" means an announcement of a policy decision by 
the Title XIX or Title XXI agency that may adversely affect 
the Medicaid or NJ FamilyCare-Plan A beneficiary. 

"Qualified applicant" means any person who is deter-
mined to be eligible to receive benefits in accordance with 
N.J.S.A. 30:40-1 et seq., as amended and supplemented. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 25l2(a), 29 N.J.R. 3856(a). 

Amended "Claimant" and "Notke"; and deleted "Department", 
"Provider", and "Recipient''. 
Amended by R.1998 d.154, eft'ective February 27, 1998 (operative 

March I, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 

In "Notice", inserted references to Title XXI agencies and to NJ 
KidCare-Plan A beneficiaries. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. I060(a). 30 N.J.R. 35l9(a). 

Readopted the provisions of R.1998 d.154 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 11 t8(a). 

In "Qualified applicant", substituted "as amended and supplement-
ed" for "and amendments thereto" following the N.J.S.A. reference. 

Case Notes 
Indictment and subsequent conviction of provider for Medicaid fraud 

provided good cause for suspension of license and eventual debarment 
Division of Medical Assistance v. A & H Medical, 95 N.J.A.R.2d 
(DMA)43. 

10:49-10.2 Notices 
(a) The New Jersey Medicaid or NJ FamilyCare program 

may print a notice of prospective policy changes affecting 

10:49-10.3 

Medicaid or NJ FamilyCare beneficiaries or providers gen-
erally 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, or the De-
partment of Health and Senior Services where authorized 
by Reorganization Plan No. 001-1996, may proceed to 
adopt the regulatory changes pursuant to N.J.S.A. 
52:148-4 without providing further notice. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 38S6(a). 

In (a), substituted "New Jersey Medicaid program" for "Depart-
ment/Division" and "beneficiaries or providers" for "recipients"; and 
in (a)3, inserted reference to Department of Health and Senior Ser-
vices. 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March I, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 

In (a), inserted references to NJ KidCare in the introductory para-
graph. 
Adopted concurrent proposal. R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.l54 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 26SO(a), 35 N.J.R. 1118(a). 

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 Medicaid or NJ FamilyCare 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. 

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 the 
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 beneficiary and applicable edit code(s) when submit-
ting a hearing request. 

(b) An opportunity for a 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 Medic-
aid Agent or NJ FamilyCare-Plan A program has errone-
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ously terminated, reduced or suspended their assistance. 
The Medicaid Agent or NJ FamilyCare program need not 
grant a hearing if the sole issue is one of a Federal or State 
law requiring an automatic termination, reduction or sus-
pension 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 the Medicaid 
Agent or NJ FamilyCare...:PJan A program 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 Medicaid Agent or NJ FamilyCare program 
action in which to request a hearing; 

4. The fair hearing shall include consideration of: 
i. Any Medicaid Agent or NJ FamilyCare-Plan A 

program action, or failure to act with reasonable 
promptness, on a claim for medical assistance, which 
includes undue delay in reaching a decision on eligibili-
ty, suspension of assistance or denial of such assistance 
in whole or in part; 

ii. Medicaid Agent's or NJ FamilyCare-Plan A pro-
gram's 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 Medicaid Agent or DMAHS may respond to a 
series of individual requests for fair hearings by arranging 
for a single group hearing. A consolidation of cases by 
the Medicaid Agent or DMAHS may be allowed only in 
cases which the sole issue involved is one of Federal <>r 
State law or policy; 

6. In all group hearings, whether initiated by the 
Medicaid Agent or DMAHS or by claimants, the policies 
governing fair hearings shall be followed. Thus, each 
individual claimant 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. 13(a)3; and 

7. The Medicaid Agent or DMAHS shall not deny or 
dismis.~ 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. 

DEPI'. OF HUMAN SERVICES 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 NJ.R. 2512(a). 29 NJ.R. 3856(a). 

In (a). inserted "Medicaid" preceding "claims payment"; in (a)3, 
substituted "beneficiary'' for "'recipient"; in (b), substituted referen1..-e 
to Medicaid Agent for references to agen<.-y and department through-
out. 
Amended by R.1998 d.154, effe1..1ive February 27, 1998 (operative 

March I, 1998; to expire August 31, 1998). 
Sec: 30 N.J.R. 1060(a). 

In (a), inserted a reference to NJ KidCare claims; in (b), inserted 
references tu the NJ KidCare program, the NJ KidCare-Plan A 
program and DMAI IS throughout; and sub.~tituted a reference to 
NJ.AC. 10:49-9.12(11)3 for a reference to NJ.AC. I0:49-9.9(a)3 in 6. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R. I 998 d.154 with changes, effective 
September 21, 1998. 
Amended by R.2003 d.81 and d.82, effe1..'live February 18, 2003. 
See: 34 N.J.R. 2M7(a), 26S0(a), 35 N.J.R. I I 18(a). 

Case Notes 
Opportunity lor prompt posttermination hearing provided physician 

in connection with termination of hL'I right to participate in state 
medical a.'l.'listance program satislied due proccs.,;. (also cited as 
N.J.A.C. 10:49-63). Greenspan v. Klein, 442 F.Supp. 860 (D.NJ.1977), 
(See Greenspan v. Klein, S50 F.2d 85<, (3rd Cir.1977). 

l0:49-10.4 Advance notice of intent to terminate, reduce, 
or suspend assistance for Medicaid and NJ 
FamilyCare-Plan A 

(a) In cases of any proposed action to terminate, reduce 
or suspend assistance, the Medicaid Agent or DMAHS shall 
give the claimant timely and adequate notice detailing the 
reasons for the proposed action. Under these require-
ments: 

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 Medicaid 
Agent or DMAHS intends to take, reasons for the pro-
posed 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 circumstances 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 11hall 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 Medicaid Agent or DMAHS promptly in-
forms the claimant in writing that services shall be 
terminated or reduced pending the hearing decision. 
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2. If the Medicaid Agent's or DMAHS's action is sus-
tained by the hearing decision, the Medicaid Agent or 
DMAHS may institute recovery procedures against claim-
ants to recoup the cost of any services furnished claimants 
to the extent the services were furnished solely by reason 
of this section. 

(c) The Medicaid Agent or DMAHS 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 eligibility 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 Medicaid Agent or DMAHS 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 Medicaid Agent or DMAHS determines that the 
action to terminate, reduce or suspend assistance resulted 
from reasons 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 eligible 
for services. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Substituted reference to Medicaid Agent for reference to department 
throughout. 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March 1, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 

Inserted references to DMAHS throughout. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions ofR.1998 d.154 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. l l 18(a). 

Cross References 

Notification of approval or denial of nursing facility services by 
Medicaid District Office as under this section, see N.J.A.C. 10:63-1.8. 

Case Notes 
Initial Decision (2005 N.J. AGEN LEXIS 496) adopted, which con-

cluded that no deprivation of due process had resulted from deficiencies 
in the notice informing petitioners of a reduction in private duty nursing 
service hours provided by Medicaid, because petitioners had con-
structive notice of the grounds of denial at the time the appeal was 
initiated, the hearing before the ALJ provided due process, and the 
services had not been terminated but had been maintained pending the 

10:49-10.10 

outcome of the hearing. N.S. v. AmeriChoice of N.J., Inc., OAL Dkt. 
No. HMA 6759-04, 2005 N.J. AGEN LEXIS 1112, Final Decision 
(December 8, 2005). 

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 per-
sons 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 Beneficiary'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 satisfactory to the 
claimant and shall be made part of the record. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Amended section name. 

10:49-10.8 Hearing procedures 

The hearing shall be conducted pursuant to the procedures 
set forth in the Administrative Procedure Act and the Uni-
form Administrative Procedure Rules (N.J.A.C. 1:1). The 
Special Hearing Rules set forth in N.J.A.C. 1: lOB apply to 
claimant (beneficiary) hearings. (See 42 C.F.R. 431.200, 
Subpart£). 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Substituted "beneficiary" for "recipient". 

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. 
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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 payments 
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 Medicaid Agent's or DMAHS' 
head shall specify the reasons for the decision and identify the 
supporting evidence or may incorporate by reference the 
findings, conclusions, and recommendations, contained in the 
initial decision. 

(b) Final decisions shall be binding on the Medicaid Agent 
orDMAHS. 

(c) Under this rule, no person who participated in the local 
decision being appealed shall participate in a final administra-
tive decision on such a case; the Medicaid Agent or DMAHS 
shall be responsible for seeing that the decision is carried out 
promptly. 

(d) The final decision shall be promptly implemented. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Substituted references to Medicaid Agent for references to agency and 
department throughout. 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March 1, 1998; to expire August 31, 1998). 
See: 30 N.J.R. l060(a). 

Inserted references to DMAHS throughout. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. l060(a), 30 N.J.R. 3519(a). 

Readopted the provisions ofR.1998 d.154 without change. 

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

The Medicaid Agent or DMAHS shall establish and main-
tain 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). 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Substituted "Medicaid Agent" for "Department". 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March l, 1998; to expire August 31, 1998). 
See: 30 N.J.R. l060(a). 

Inserted a reference to DMAHS. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions ofR.1998 d.154 without change. 

DEPT. OF HUMAN SERVICES 

SUBCHAPTER 11. EXCLUSION FROM 
PARTICIPATION IN THE NEW JERSEY 
MEDICAID AND NJ F AMIL YCARE PROGRAMS 
(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. 

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 Assis-
tance and Health Services to implement the New Jersey Med-
icaid and NJ FamilyCare programs by rules and regulations 
set forth in N.J.S.A. 30:4D-5, N.J.S.A. 30:4D-17.l a and c, 
Reorganization Plan No. 001-1996 and P.L. 1997, c.272. 

(b) Suspension, debarment, and disqualification are meas-
ures which shall be invoked by the Division of Medical 
Assistance and Health Services to exclude or render ineligible 
certain persons from participation in contracts and subcon-
tracts with the New Jersey Medicaid or NJ FamilyCare pro-
gram, or in projects or contracts performed with the assis-
tance of and subject to the approval of the Medicaid Agent or 
DMAHS, on the basis of a lack of responsibility. These 
measures shall be used for the purpose of protecting the 
interests of the New Jersey Medicaid and/or NJ FamilyCare 
programs and not for punishment. To assure the New Jersey 
Medicaid and/or NJ FamilyCare programs, 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 New Jersey Medicaid and/or NJ 
FamilyCare programs. 

1. Any individuals, including but not limited to, 
owners, officers, administrators, assistant administrators, 
employees, accountants, attorneys, and management ser-
vices, who have been suspended, debarred or disqualified 
from participation in the Medicaid and/or NJ FamilyCare 
programs for any reason shall not be involved in any 
activity relating to the New Jersey Medicaid and/or NJ 
FamilyCare programs. 

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 reimbursed 
by the New Jersey Medicaid and/or NJ FamilyCare pro-
grams. 

3. Providers may not submit claims and shall not be 
reimbursed for any goods supplied or services rendered by 
such individuals. 
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4. The requirement in (b )3 above shall apply only for 
the period during which such individuals are suspended, 
debarred or disqualified from Medicaid and/or NJ Family-
Care participation. 

5. Claims shall not be submitted and claims shall not 
be reimbursable for any item or service (other than an 
emergency item or service, not including items or services 
furnished in an emergency room of a hospital) furnished at 
the direction or on the prescription of a physician, an indi-

10:49-11.1 

vidual or entity, during the period when such individual, 
entity or physician is excluded from participation in the 
Medicaid and NJ FamilyCare programs, and when the 
individual or entity furnishing such item or service has 
received written notice from the Division that the entity, 
individual or physician has been excluded from participa-
tion in the Medicaid and NJ FamilyCare programs. 

(c) The following words and terms, as used in this section, 
shall have the following meanings: 

Next Page is 49-55 49-54.1 Supp. 7-21-08 
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( n) For purposes of this section, for future estates or 
estates pending on or after October 4, 1999, the term 
"estate" shall not include: 

1. A life estate in which the beneficiary held an 
interest during his or her lifetime, but which expired upon 
the Medicaid beneficiary's death; 

2. An inter vivos trust established by a third party for 
the benefit of the now-deceased Medicaid beneficiary, 
provided that: 

i. The trust is a discretionary trust, constructed in 
such a way that the Medicaid beneficiary could not 
compel distributions from the trust; and 

ii. The trust contains no assets in which the Medic-
aid beneficiary held any interest within either five years 
prior to applying for Medicaid benefits, or five years 
prior to the Medicaid beneficiary's death; or 

3. A testamentary trust established by a third party 
(including the spouse of the now-deceased Medicaid ben-
eficiary) for the benefit of the now-deceased Medicaid 
beneficiary, provided that: 

i. The trust is a discretionary trust, constructed in 
such a way that the Medicaid beneficiary could not 
compel distributions from the trust; and 

ii. The trust contains no assets in which the Medic-
aid beneficiary held any interest within either five years 
prior to applying for Medicaid benefits, or five years 
prior to the beneficiary's death. Assets of the commu-
nity spouse which formed a part of the community 
spouse resource allowance shall not be considered as-
sets of the Medicaid beneficiary. Any assets of the 
community spouse other than those that formed part of 
the community spouse resource allowance shall be con-
sidered assets of the Medicaid beneficiary if acquired 
from the Medicaid beneficiary within five years prior to 
the date of application for Medicaid benefits or five 
years prior to the date of death of the Medicaid 
beneficiary. 

Amended by R.1994 d.524, effective October 17, 1994. 
See: 26 N.J.R. 2757(a), 26 N.J.R. 4184(b). 
Amended by R.1999 d.332. effective October 4, 1999. 
See: 31 N.J.R. 242(a), 31 N.J.R. 2883(a). 

In (a), in the introductory text, substituted "the individual" for "he or 
she", in (a)2, sub.<ltituted ·•or individuals who died" for "coming into 
being", inserted "I," following "February", and substituted "left" for 
"leaving", in (a)3. substituted "of individuals who died" for "coming 
into being", in (b), substituted "but prior to December 22, 1995" for 
"the effective date of P.L. 1981, c.217 (N.J.S.A. 30:4D-7.2a)", and 
added (c) to (n). 

Cose Notes 

Retroactive application of statute for recovery of Medicaid overpay-
ments did not violate due process. In re: Kaplan. 178 N.J.Super. 487, 
429 A.2d S90 (App.Div.1981). 

10:4,-14.2 

10:49-14..2 Sanctions-Special Status Program 
(a) The "Special Status Program" either restricts the 

Medicaid or NJ FamilyCare beneficiary(s) listed on the 
Eligibility Identification (El) Card to a single provider, 
except in a medical emergency, or warns providers that the 
beneficiary'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 or NJ FamilyCare benefi-
ciary for additional identification or to take other appropri-
ate action. 

1. The restrictive card is issued to Medicaid or NJ 
FamilyCare beneficiaries determined to have misused, 
abused or overutilized their Medicaid or NJ FamilyCare 
benefits. Overutilization occurs when a beneficiary has uti-
lized Medicaid or NJ FamilyCare services or items at a 
frequency or amount that is not medically necessary. Exam-
ples of misuse or abuse include, but are not limited to, 
medically harmful or inappropriate use of different drugs or 
provider services, obtaining or attempting to obtain early 
refills of prescriptions in violation of NJ.A.C. 
10:51-1.19(a)S, at more than one pharmacy, and forgery or 
alteration of prescriptions. A determination that there has 
been misuse, abuse or overutilization of benefits obtained by 
use of an (El) Card shall create a presumption that the 
beneficiaries listed on the (El) Card were responsible for 
such actions. If this presumption is successfully rebutted by 
the Medicaid or NJ FamilyCare beneficiary, he or she shall 
not be enrolled in the Special Status Program. 

i. A beneficiary 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 beneficiary is restricted if a pattern of continued 
misuse, abuse or overutilization by the beneficiary is 
evident, or if it is determined that the provider has 
engaged in fraud or abuse, or if the Division determines 
that such a change is in the best interest of the benefi-
ciary and/or the programs it administers in whole or 
part. 

iii. The beneficiary may request a contested case 
hearing in the following situations: 

(1) If the beneficiary objects to being included in 
the special status program; 

(2) If the beneficiary requests a change and the 
request is denied; 

(3) If the agency causes undue delay in responding 
to the beneficiary's request for change. 

2. The warning card is issued to Medicaid or NJ 
FamilyCare beneficiaries determined to have had their EI 
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 beneficiary's (El) Card 
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has been used by an unauthorized person or persons, or 
for an unauthorized purpose. A message will be printed 
on the card alerting the provider to ask the Medicaid or 
NJ FamilyCare beneficiary for additional identification or 
to take other appropriate action. A determination that an 
(El) Card has been used by an unauthorized person or for 
an unauthorized purpose shall create a presumption that 
the beneficiaries listed on the (El) Card were responsible 
for such actions. If this presumption is successfully rebut-
ted by the beneficiary, the beneficiary shall not be issued 
a warning card. 

Amended by R.191)7 d.354, efl"e~·tive September 2, 1997. 
See: 29 :--1.J.R. 2.512(a), 29 N.J.R. 3856(a). 

Substituted reference to beneficiaries for references to rccipienl'i 
throughout. 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March I. 1998; to expire August 31. 1998). 
See: 30 N.J.R. H160(a). 

In (a). insencd references to NJ KidCare and substituted references 
to Eligibility Identification Cards for references lo Medicaid Eligibility 
Identification Cards throughout. 
Adopted concurrent proposal, R.1998 d.487. effective August 28, 1998. 
See: 30 N.J.R. 1060(11). 30 N.J.R. 3.519(a). 

Readopted the provisions of R .1998 d.154 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
Sec: 34 N.J.R. 2650(a), 35 N.J.R I I 18(a). 

Rcwrotc (a)I. 

10:49-14.3 Authority to adjust, compromise, settle or 
waive claims, liens, and certificates of debt 

(a) The Commissioner, Department of Human Seivices; 
Director, Division of Medical Assistance and Health Ser-
vices; Assistant Director, Office of Pmgram Integrity Ad-
ministration; and the Commissioner or Deputy Commis-
sioner, Department of Health and Senior Se1vices, or 
anyone seiving in an acting capacity in any of those posi-
tions shall have the authority to adjust, compromise, set-
tle or waive any claim, lien or certificate of debt arising 
under this Act (N.J.S.A. 30:4D-I et seq.), and to execute 
an appropriate release or document of discharge with re-
spect to that claim, lien or certificate of debt. 

(b) Such authority may be exercised by other officials 
only in the following limited circumstances: 

J. The Administratot·, Bureau of Administrative Con-
trol may compromise, settle or waive any claim or lien not 
arising under NJ.SA 30:4D-7(b) within the dollar limits 
specified by the Director, Division of Medical Assistance 
and Health Seivices; 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. 

Amended by R.1997 d,354, effccti\'e September 2. 1997. 
Sec; 29 N.J.R. 2512(a). 29 N.J.R. 3856(a). 

In (a), amended Oflice reference and added .-et"crence to Commis-
sioner and Deputy Commi~sioncr of Department or Health and Senior 
Services. 
Amended by R.1998 d.154, effective Fehru11ry 27, 1998 (operative 

March I. 1998; to expire August 31, 19tJ8). 
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Seii: 30 N.J.R. I0<10(a). 
Substituted a reference to the Offi(.'C of Program Integrity Adminis-

tration for a reference to the Office of Quality Management and 
Program Integrity. 
Adopted <.-oncurrenl proposal, R.1998 d.487, effective August 28, 1998. 
Sec: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 without change. 

Case Noles 

Recapture of the reimbursement for pharmaceutical services; agent 
erroneously processed claim. South End Pharmacy, Inc. v. Division of 
Medical As.~istance and Health Services, 94 N.J.A.R.2d (DMA) 48. 

10:49-14.4 Recoveries involving county board of social 
services (CROSS) 

(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 Seivices (DMAHS), the Division 
of Family Development (DFD) and/or a county board of 
social services (CBOSS) may be involved. It is intended that 
maximum conseivation of public funds be effected without 
duplication of effort. It is recognized that certain situations 
may fall into 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): 

J. In instances involving incorrect eligibility for medi-
cal assistance, whether or not in combination with cash 
assistance, the county board of social services (CBOSS) 
shall determine the period(s) of ineligibility and ascertain 
from DMAHS the amount of medical assistance incor-
rectly granted. The county board of social seivices 
(CBOSS) shall then attempt recovery of medical assis-
tance incorrectly granted either by administrative collec-
tion, or by way of restitution in a criminal or disorderly 
persons proceeding. 

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 county board of social services (CBOSS) 
to DMAHS for possible initiation of recovery proceed-
ings. 

3. When in any other case not generated by IEVS, 
recovery cannot be obtained by these methods, the county 
board of social services (CBOSS) is authorized after 
securing DMAHS approval to initiate recovery proceed-
ings as DMAHS' agent. If the county board of social 
seivices (CBOSS) does not initiate such recovery proceed-
ings, it shall refer the case to DMAHS for possible 
initiation of recovery proceedings. 
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4. When collection occurs in a case involving both 
cash assistance and medical assistance, the county board 
of social services (CBOSS) shall, in the absence of court 
instruction to the contrary, apply the proceeds to the 
repayment of cash assistance and the reimbursement of 
DMAHS for medical assistance. The reimbursement shall 
be made payable to the Treasurer, State of New Jersey, 
which shall then reimburse the county board of social 
services (CBOSS) in the amount of 25 percent of the 
gross recovery on a periodic basis to be determined by 
DMAHS. 

5. When a county board of social services (CBOSS) 
recovers only for medical assistance improperly granted, 
the county board of social services (CBOSS) shall remit 
the proceeds to DMAHS. The reimbursement shall be 
made payable to the Treasurer, State of New Jersey, who 
will then reimburse the county board of social services 
(CBOSS) in the amount of 25 percent of the gross 
recovery on a periodic basis to be determined by 
DMAHS. 

6. When any county board of social services (CBOSS) 
action, whether alone or in combination with DMAHS, 
results in a recovery of improperly granted medical assis-
tance from a case generated by the Internal Revenue 
Service (IRS) unearned income component 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 county board of social services 
(CBOSS) 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 county board of social services 
(CBOSS) 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 New Jersey Medicaid or NJ FamilyCare 
program arising from the occurrence notwithstanding any 
(CBOSS) claim for recovery of cash assistance. The next 
claim is that which the county board of social services 
(CBOSS) may assert in accordance with an agreement to 
repay or similar document. The DMAHS and the county 
board of social services (CBOSS) will, insofar as their 
controls allow, maintain priority of payment in the above 
order. 

(d) The following pertain to liquidation of potential re-
sources: 

1. The county board of social services (CBOSS) will 
participate in the liquidation of potential resources ac-
cording to the Program requirements under which eligi-
bility has been established, regardless of whether cash 
assistance is being granted. Notification of the potential 
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resource to be liquidated shall be forwarded to DHSS, 
enabling it to seek a voluntary contribution. Sale of real 
property to which title is held by a county board of 
social services (CBOSS) is subject to DFD 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 county 
board of social services (CBOSS) or DHSS for distribu-
tion 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 county board of social 
services (CBOSS) staff time, supplies, counsel fees or 
overhead. 

ii. Proceeds will be next applied to any claims supe-
rior to that of the county board of social services 
(CBOSS) (for example, taxes). 

iii. Proceeds will be next applied to any funds owing 
to and collectible by the county board of social services 
(CBOSS). 

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 beneficiary free 
of any agency claim are to be remitted to the beneficiary 
as promptly as possible or otherwise disbursed at the 
beneficiary's instruction. The county board of social ser-
vices (CBOSS) will promptly reevaluate eligibility follow-
ing such distribution, taking into consideration any vol-
untary repayment to the New Jersey Medicaid or NJ 
FamilyCare program. 

( e) The following pertains to recovery from estates of 
deceased beneficiaries: 

1. The county board of social services (CBOSS) shall 
normally undertake recovery activity as agent for 
DMAHS in any case in which the county board of social 
services (CBOSS) 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 
county board of social services (CBOSS) claim is for 
burial expenses only, DMAHS shall initiate recovery ac-
tivity inclusive of county board of social services (CBOSS) 
burial costs. DMAHS may, in certain cases, assume direct 
jurisdiction in recovery of its claim concurrent with county 
board of social services (CBOSS) activity. DMAHS shall 
make the county board of social services (CBOSS) aware 
of its activity in such cases. 

2. County board of social services (CBOSS) recoveries 
and distribution shall be in accord with the following 
procedures: 
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i. From the proceeds of liquidation, the county 
board of social services (CBOSS) shall first recover the 
amount necessary to satisfy its own claim, including 
costs of liquidation and the claims of other New Jersey 
county board of social services (CBOSS)s. The county 
board of social services (CBOSS) shall recover funds 
from the clearing account in the order in which the 
funds were received in the clearing account. lf 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 directed. 

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 representative 
of the estate is unknown or if no representative has 
been appointed and there are no known next of kin, the 
county board of social services (CBOSS) shall forward 
to the DMAHS an amount not to exceed the amount of 
the proper medical assistance claim as determined by 
communication with the Administrator, Bureau of Ad-
ministrative Control, DMAHS. Any remaining funds 
will escheat to the State of New Jersey. 

iii. When there are known next of kin, the county 
board of social services (CBOSS) 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 the New Jersey Medicaid or NJ 
FamilyCare program. If the claim of the New Jersey 
Medicaid or NJ FamilyCare program will equal or 
exceed the estate, the r.ounty board of social services 
(CBOSS) shall request the next of kin to sign a consent 
to transfer his or her rights to the New Jersey Medicaid 
or NJ FamilyCare program and, upon receipt of such 
signed consent, the county board of social services 
(CBOSS) shall forward the funds to DMAHS. 

iv. When the next of kin will not sign a consent to 
transfer his or her right to the Medicaid Agent and 
DMAHS and will not file to become the administrator, 
the county board of social seivices (CBOSS) may, at its 
option, arrange for someone to file to become adminis-
trator or the county board of social services (CBOSS) 
may refer the information to DMAHS for action. 

v. In any questions or dispute among two or more 
claimants on surplus funds, the county board of social 
services (CBOSS) shall withhold payment pending reso-
lution by mutual consent of all claimants or by court 
order. 

3. The Medicaid Agent or DMAHS recoveries and 
distribution shall be in accordance with the following 
procedures: 
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i. DMAHS shall undertake recovery activity in med-
ical assistance payment cases in which no county board 
of social services (CBOSS) shall be submitting a claim. 
However, should information from the county board of 
social services (CBOSS) be necessary to such DMAHS 
activity, the county board of social services (CBOSS) 
shall communicate with DMAHS, supplying such mate-
rial as may be required. 

ii. In cases in which DMAHS is acting for a county 
board of social services (CBOSS) in collection of burial 
expenses, DMAHS shall accord payment of the burial 
claim priority over its own recovery. 

(f) The county board of social services (CBOSS) may at 
any time accept an offer of voluntary repayment, either on 
its own behalf or on behalf of the New Jersey Medicaid or 
NJ FamilyCare program, up to but not in excess of the 
amount of assistance granted. To any inquiry as to amount 
granted, the county board of social services (CBOSS) shall 
supply the appropriate information, identifying the respec-
tive amounts granted by the county board of social services 
(CBOSS) and the Medicaid Agent or DMAHS. In the 
absence of instruction from the payer, the county board of 
social services (CBOSS) will reimburse cash assistance first 
and then remit any balance to DHSS. 

1. Compromise settlements of medical assistance are 
subject to DHSS approval. 

(g) Regarding compromise settlements: 

1. Compromise settlements of cash assistance are sub-
ject to DFD 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: 

1. The 25 percent incentive payments provided for in 
(b)4 and 5 above shall apply to all non-IEVS incorrect 
payment recoveries received by the county board of social 
services (CBOSS) on or after July 1, 1993. 

2. Paragraph (b)6 above applies to all IEVS-related 
recoveries received on or after July 1, 1989 by either 
DMAHS or the county board of social services (CBOSS), 
whichever agency is handling the recovery. 

Amended by R.1995, d.lOS, effective June 19, 1995. 
Si:e: 26 N.J.R. 3348(a), 27 N.J.R. 2466(a). 
Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a). 29 N.J.R. 3856(a). 

In (a), amended and deleted Division references and substituted 
··New Jersey Medicaid program" and "Medicaid Agent" for "DMAHS" 
throughout; and added (1)1. 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March I, 1998; to expire August 31, 19'J8). 
Sec: JO N.J.R. 1060(a). 

In (c), (d), (e) and (f), inserted references to NJ KidCarc throughout; 
in (e)2iv, ini;crted a second reference to DMAHS; and in (e)3 and (f), 
inserted references to DMAHS. 

Supp. 2-18-03 49-68 



ADMINISTRATION MANUAL 

Adopted concurrent proposal, R.1998 d.487, effective August 28, ll'J98. 
See: 30 N.J.R. I060(a), 30 N.J.R. 35l9(a). 

Readopted the provisions of R.1998 d.154 with changes, effective 
September 21. 1998. 
Amended by R.2003 d.82. effective February 18, 2003. 
Sec: 34 N.J.R. 2650la), 35 N.J.R. I 118(a). 

Rewrote the section. 

10:49-14.S 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 or 
NJ FamilyCare fee. 

1. An example of a prohibited practice is lllat 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. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 NJ.R. 3856(a). 

Deleted (a)2. 
Amended by R.1998 d.154. effective February 27, 1998 (operative 

March I, 1998; to expire August 31, 1998). 
See: 30 N.J.R. l060{a). 

In (a), inserted a reference to NJ KidCare. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519{a). 

Readopted the provisions of R.1998 d.154 without change. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 11 IS(a). 

10:49-14.6 Contracts with county boards of social services 
Payment shall be made by the Department of Human 

Services/Division of Medical Assistance and Health Services 
to the county boards of social services (CBOSS) for con-
ducting investigations and for determining whether appli-
cants qualify for benefits under the New Jersey Medicaid or 
NJ FamilyCare program. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 25l2(a), 29 N.J.R. 3856(a). 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March I, 1998; to expire August 31, 19')8). 
See: 30 N.J.R. IOClO(a). 

Inserted a reference to NJ KidCare. 
Adopted "-oncurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 106ll(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 without change. 
Amended by R.2003 d.82. effective February 18, 2CK13. 
See: 34 N.J.R. 2650(a), 35 N.J.R. 11 IS(a). 

SUBCHAPTER 15. AV AILABIUTY AND 
MAINTENANCE OF PROGRAM POLICY 
ISSUANCES 

10:49-1S.l Maintenance of public policy issuances 
Program manuals and other policy issuances which affect 

the public, including the Medicaid Agent's rules and regula-
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lions governing eligibility, need and amount of assistance, 
beneficiary's rights and responsibilities, and services offered 
by the Medicaid Agent, shall be maintained in the State or 
Division Central Office and in each Medical Assistance 
Customer Center for examination during regular workdays 
and regular office hours by individuals, and upon request, 
for study or reproduction by such individuals. These manu-
als and other policy issuances are also distributed to entities 
which serve as custodians such as the State Library, county 
boards of social services (CBOSS), and regional legal ser-
vices offices. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 38S6(a). 

Substituted reference to Medicaid Agent for referem.-e to Division 
and agency, and inserted reference to Division Central Office. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 26S0(a), 35 NJ.R. lll8(a). 

10:49-1S.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 beneficiary population 
they serve; and 

2. They shall agree to accept responsibility for filing 
all amendments forwarded by the Medicaid Agent. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 NJ.R. 3856(a). 

In (b)l, substituted "beneficiaiy" for "recipient"; and in (b)2, substi-
tuted "Medicaid Agent" for "agency". 

10:49-1S.3 Reproduction of policy material 
(a) The specific policy materials necessary for an appli-

cant or beneficiary ( or his or her representative) to deter-
mine whether a fair hearing should be requested, or to 
prepare for a fair hearing, shall be reproduced without 
charge upon request. 

(b) The Medicaid Agent may impose a charge for copy-
ing or reproducing materials. If a charge is imposed, it 
shall be computed pursuant to N.J.S.A. 47:lA-1. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 38S6(a). 

In (a), substituted "beneficiary" for "recipient"; and in (b), substitut-
ed "Medk-aid Agent" for "Division". 

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. 30:40-1 
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et seq., as amended, and Section 1 J 15 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. 

18:49-16.2 Definitions 

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

"Principal" means all Division management personnel. 

"Project" means any demonstration project authorized 
through a waiver by the Secretal)' of Health and Human 
Services 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. 

Amended by R.llJ97 d.3S4, errective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 NJ.R. 3856(a). 

Amended "Principal'', "Project". "Provider'' "Recipient" and 'Ser-
vice..~"; and deleted "Beneficiary", "Commissioner", "Dl.."J)artment" and 
"Eligible beneficiaries". 

18:49-16.3 Implementation of projeds 

The Medicaid Agent 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 (NJ.S.A. l4A:l-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. 

Amended by R. I lJ97 d.354. effective September 2. I {J(>7. 
See: 29 N.J.R 2.'il2(a), 29 NJ.R. 38S6(a). 

Substituted "Medicaid Agent" for "Dcpanment". 

JG:49-16.4 Necessary criteria for a demonstration prqiect 

(a) The following shall apply to all projects implemented 
under this subchapter: 

l. All projects shall have approval from the United 
States Department of Health and Human Seivices; 

2. AJI 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; 
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3. The Commissioner of Human Services or the Com-
missioner of Health and Senior Services shall have the 
authority to review and approve in writing arrangements 
and agreements, 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 all 
projects 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; 

7. All projects shall collect and report data relevant to 
the project on a periodic basis, in a manner and fashion 
prescribed by the Medicaid Agent, including but not 
limited to, the following: 

i. Financial data, such as line item expenditure 
statements and audit reports; 

ii. Data necessal)' 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 Medicaid Agent, in 
a manner and fashion prescribed by the Medicaid Agent, 
periodic progress reports; 

9. The Medicaid Agent 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; 

J 1. 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. 30:40-7, as amended; 

12. Each project shall have the organizational and 
administrative capabilities to earl)' 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; 
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ii. Data reporting capabilities sufficient to provide 
necessary and timely reports to the Medicaid Agent; 

iii. Financial reports and books of accounts main-
tained in accordance with generally accepted account-
ing 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 Medicaid 
Agent of the project's administrative organization and 
changes thereto. This includes the functions and respon-
sibilities of each principal, an organizational chart and a 
list of all personnel and providers used either directly by 
the project or through contractual arrangements. For 
each principal and each provider not previously reported, 
the following information shall be included: 

i. Full name; 

ii. Business address; 

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 of Human Services or the Commissioner of Health 
and Senior Services for written approval a manual of 
administrative procedures which shall include personnel, 
purchasing and internal fiscal procedures. This manual 
shall be in conformance with approved management pro-
cedure; 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 of Human Services or the Com-
missioner of Health and Senior Services, the capability 
to provide for and/or arrange for the provision of those 
services which are required as components of the pro-
ject; 

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 beneficiaries in addition to fair 
hearing procedures established pursuant to this para-
graph; 

iv. The project shall take steps to insure that it is 
rendering services that are consistent with and utilizes 
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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 of Human Services and the Commis-
sioner of Health and Senior Services prior to imple-
menting 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; 

(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 Medicaid Agent, 
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 Medicaid Agent, on acceptable enrollment 
practices. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Amended section name; inserted references to Commis.~ioner of 
Health and Senior Services and substituted "Medicaid Agent" for 
"Department" throughout; in (a)5, inserted "all projects"; and in 
(a)15iii, substituted "beneficiaries" for "recipients". 

10:49-16.S Sanctions related to demonstration projects 
The Commissioner of Human Services and the Commis-

sioner of Health and Senior Services, in addition to any and 
all other authority, shall have the authority to totally sus-
pend or partially reduce payment in order to enforce com-
pliance with this subchapter. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 NJ.R. 3856(a). 

Amended section name; inserted reference to Commi.'iSioner of 
Health and Senior Services. 
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SUBCHAPTER J7. (RESERVED) 

SUBCHAPTER 18. EARLY AND PERIODIC 
SCREENING, DIAGNOSIS AND 
TREATMENT (EPSDT) 

10:49-18.t Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) 

(a) EPSDT is a federally mandated comprehc:nsive child 
health program for Medicaid beneficiaries from birth 
through 20 years of age. The Omnibus Budget Reconcilia-
tion Act of 1989 (OBRA '89) codified EPSDT. Accordingly, 
the term "EPSDT Services" means the following: 

1. EPSDT Screening Services; 

2. Vision Services; 

3. Dental Seivices; 

4. Hearing Services; and 

5. Such necessary health care diagnostic services, 
treatment and other measures to conect 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. 

SUBCHAPTER 19. HEALTHSTART 

10:49-19.1 HealthStart 

HealthStart is a program which provides comprehensive 
maternity 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 informa-
tion 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. 

SUBCHAPTER 20. (RESERVED) 

Cross Rderenees 

Optical applianc.-e seivices, prior authorization for inclusion in bene-
fits package, ~e N.J.A.C. 10:()2-2.5. 

DEPT. OF HUMAN SERVICES 

SUBCHAPTER 21. THE MEDICAID MANAGED 
CARE PROGRAM-NJ CARE 2000 

10:49-21.1 Purpose and scope 
The Medicaid Managed Care Program-New Jersey Care 

2000 is a program under which Health Maintenance Organi-
zations (HMOs) contract with the Department of Human 
Services to provide health care seivices to Medicaid benefi-
ciaries. Requirements governing HMO providers and ser-
vices are codified at N.J.A.C. 10:49-74. For more informa-
tion, providers may contact the Medicaid Managed Care 
Hotline at 1-800-356-1561. 

10:49-21.2 Capitation payment system 
Under the Medicaid Managed Care Program-New Jer-

sey Care 2000, HMOs are reimbursed through a capitation 
payment system whereby DMAHS pays an HMO a set 
amount for the services it provides to beneficiaries, as 
described in N.J.A.C. 10:74. 

10:49-21.J Medicaid beneficiaries 
(a) The Medicaid Managed Care Program-New Jersey 

Care 2000 is a mandatory enrollment program for AFDC 
and AFDC related New Jersey Care pregnant women and 
children and is offered to the SSI Medicaid beneficiary as an 
alternative to the existing Medicaid fee-for-service program. 

(b) Medicaid beneficiaries enrolled in HMOs receive two 
identification cards. 

1. One card is issued by the HMO and appropriate 
toll-free telephone numbers are indicated on the card. 
These telephone numbers allow the provider to inquire 
whether a service the provider intends to perform will be 
covered or if the provider needs a prior approval. 

2. The second card issued is the same Medicaid Eligi-
bility Identification card issued to all beneficiaries. How-
ever, on the card, the words "ENROLLED IN HMO 
XYZ, 1-800-XXX-XXXX" is imprinted (see Appendix 
Form #7). This card also provides the toll-free telephone 
number of the HMO in which the beneficiary is enrolled 
so that the provider can verify HMO membership. Ques-
tions about covered services should be referred to this 
number. 

10:49-21.4 Medicaid Managed Care Program-New Jersey 
Care 2000 Services 

(a) The following services are provided under the Medic-
aid Managed Care Program-New Jersey Care 2000: 

1. Primary and specialist care (Preventive health care 
and counseling, EPSDT); 

2. Inpatient and outpatient hospital services; 

3. Emergency medical care; 

4. Laboratory and radiology services; 
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5. Prescription drugs (Legend and non-legend drugs); 

6. Family planning services 

7. Podiatrist services; 

8. Chiropractor services; 

9. Optometrist services; 

10. Optical and hearing appliances; 

11. Home health agency services; 

12. Medical supplies and durable medical equipment; 

13. Dental services; 

14. Ambulance, Mobile Intensive Care Unit (MICU) 
and invalid coach transportation services; 

15. Prosthetic and orthotic services; 

16. Rehabilitation services (Outpatient rehabilitation 
therapies-physical therapy, occupational therapy, speech/ 
language, audiology, 60 days/therapy/year.); 

17. Hospice services; and 

18. Private duty nursing agency services. 

(b) The following services are not covered by an HMO, 
but are available to beneficiaries and are payable by the 
Medicaid program on a traditional fee-for-service basis. 

1. Medical day care; 

2. Elective/induced abortion services; 

3. Lower mode transportation; 

4. Psychiatric inpatient hospital services; 

5. Residential treatment center care services; 

6. Intermediate care facility/mental retardation ser-
vices; 

7. Rehabilitation services in excess of 60 days per year; 

8. Services to beneficiaries participating in waiver or 
demonstration programs; 

9. Personal care assistant services; 

10. Nursing facility care; 

11. Substance abuse services-diagnosis, treatment and 
detoxification costs for methadone and its administration; 
and 

12. Mental health services. 

( c) Certain services provided to beneficiaries who are 
emolled in an HMO will no longer be reimbursed on a fee-
for-services basis. If the beneficiary is emolled in an HMO, 
and the HMO restricts payment to providers who have agreed 
to contract with it, a provider who is not a contractor with the 
HMO, or who fails to obtain authorization from the HMO, 

10:49-22.1 

may not be reimbursed. It is therefore incumbent upon the 
provider to check the identification card of the Medicaid 
beneficiary prior to the provision of any service, even if the 
provider has received prior authorization from a Medicaid 
District Office or Medicaid's Central Dental Services Unit. 
Failure to do so could result in a claim being rejected by both 
the Division's fiscal agent, Unisys, and the member's HMO. 

( d) Persons in Home or Community-based Waiver Pro-
grams, those who are in demonstration programs, those who 
are in long-term care facilities or residential placement facili-
ties and those in the Medically Needy program, or presump-
tive eligibility program, are excluded from emolling in an 
HMO. Other persons, including pregnant women past the first 
trimester who have an existing relationship with an obste-
trician, those persons who have chronic debilitating illnesses 
who are under the care of a physician who will coordinate 
their health care needs; and individuals who are terminally ill 
with an established relationship with a physician or emolled 
under the Hospice program, may be exempted from manda-
tory managed care under certain circumstances. See N.J.A.C. 
10:74-8 for further information on excluded or exempted 
persons. 

( e) A beneficiary may elect to obtain family planning ser-
vices either through the HMO or through a Medicaid-partici-
pating family planning provider on a fee-for-service basis. 

(f) Reimbursement for any and all drugs prescribed for the 
treatment of mental health and substance abuse are the 
responsibility of the HMO with the exception of methadone 
(see N.J.A.C. 10:49-21.4(b)9). A pharmacist dispensing these 
drugs shall participate in the pharmacy network of the 
Medicaid beneficiary's HMO. In addition, any ambulance, 
MICU or invalid coach transportation provided for behavioral 
health services also remain the responsibility of the HMO. A 
transportation provider providing ambulance, MICU or 
invalid coach services shall participate in the transportation 
network of the Medicaid member's HMO. 

SUBCHAPTER 22. HOME AND COMMUNITY-BASED 
SERVICES W AIYER PROGRAMS 

10:49-22.1 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 Waiv-
ers are submitted to the CMS of the United States Department 
of Health and Human Services. The purpose of these pro-
grams is to help eligible individuals remain in the community, 
or return to the community, rather than be cared for in a 
nursing facility or hospital setting. 
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(b) Retroactive eligibility is not available to waiver pro-
gram beneficiaries; 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 ser-
vice plan with the client/family, with input from provider 
agencies, and for monitoring the cost of the service package. 

Amended by R.1994 d.426, effective August 15, 1994. 
See: 26 N.J.R. 1566(a), 26 N.J.R. 3466(b). 
Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

In (b ), substituted "beneficiary" for "client"; deleted ( d); and 
recodified (e) as N.J.A.C. 10:49-22.2. 
Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2650(a), 35 N.J.R. ll 18(a). 

Case Notes 
Contrary to the Division's contention, the applicant's mental re-

tardation did not disqualify him from participation in the Assisted Living 
Waiver Program, N.J.A.C. 10:49-22.1 et seq.; the applicant was in need 
of nursing facility services because the assistance required by him as 
described by his physician met the requirements of the term "dependent" 
as expressed in N.J.A.C. 8:85-2.1, and even if not, the applicant's mental 
retardation, when combined with any appreciable medical, emotional or 
psychosocial condition, or Assisted Daily Living dependency, would 
have made him eligible under the regulation. S.B. v. DMAHS, OAL 
Dkt. No. HMA 6558-06, 2007 N.J. AGEN LEXIS 264, Initial Decision 
(April 23, 2007). 

10:49-22.2 Approved Waivers 

(a) The New Jersey Medicaid program has received waiv-
ers for the following programs: 

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 
(ACCAP); 

4. Traumatic Brain Injury Program; 

5. Home and Community-Based Services Waiver Pro-
gram for Developmentally Disabled Individuals; 

6. Home and Community-Based Services Waiver Pro-
gram for Children (ABC); and 

7. Assisted Living/Alternative Family Care (AL/AFC) 
Waivers. 

Amended by R.1994 d.426, effective August 15, 1994. 
See: 26 N.J.R. 1566(a), 26 N.J.R. 3466(b). 
Amended by R.1997 d.354. effective September 2, 1997. 
See: 29 N.J.R. 2512(a). 29 N.J.R. 3856(a). 

Section recodified from N.J.A.C. 10:49-17.l(e); rewrote introductory 
paragraph and added (a)5 through 7. 
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10:49-22.3 Administration of waive red programs 

(a) The Division of Medical Assistance and Health Ser-
vices administers the following Home and Community-Based 
Services Waivers: Home and Community-Based Services 
Waivers for Blind or Disabled Children and Adults Medicaid 
Model Waivers I, II, and III; AIDS Community Care Al-
ternatives Program (ACCAP) and Traumatic Brain Injury 
Waiver. 

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

( c) The Division provides oversight to the Division of 
Youth and Family Services (DYFS) in its administration of 
Home and Community-Based Services Waiver for Children. 

( d) The Department of Health and Senior Services admin-
isters the Community Care program for the Elderly and Dis-
abled (CCPED) waiver, and the Assisted Living/Alternate 
Family Care (AL/AFC) waiver. 

Amended by R.l 994 d.426, effective August 15, 1994. 
See: 26 N.J.R. 1566(a), 26 N.J.R. 3466(b). 
Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Section was recodified from N.J.A.C. 10:49-1.6; in (a), inserted "and 
Traumatic Brain Injury Waiver; and added (c) and (d). 

10:49-22.4 Home and Community-Based Services 
Waivers 

(a) Any questions regarding Home and Community-Based 
Services Waiver programs described in N.J.A.C. 10:49-
22.2(a)2, 3, 4, 5, or 6, may be directed to the Bureau of Home 
Care Services (BHCS), located in the Division of Medical 
Assistance and Health Services' Central Office, telephone 
number (609) 588-2620. 

(b) Any questions regarding Home and Community-Based 
Services Waiver programs described in N.J.A.C. I0:49-
22.2(a)l or 7 may be directed to DHSS, Division of Con-
sumer Support Services, telephone (609) 588-2611. 

Amended by R.1994 d.426, effective August 15, 1994. 
See: 26 N.J.R. 1566(a), 26 N.J.R. 3466(b). 
Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Section recodified from N .J.A.C. 10:49-17.1 ( d); substantially 
amended (a), and added (b). 

10:49-22.5 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. 
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(b) The seven services listed below are available under 
CCPED. Other Medicaid (Title XIX) services are not avail-
able to the waivered population. There is a cost cap on each 
individual service package. 

I. Case management; 

2. Home Health; 

Next Page is 49-75 49-74.l 
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3. Homemaker; 

4. Medical day care; 

5. Medical transportation (non-emergency); 

6. Respite care; and 
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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 
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. 

10:49-22.6 Medicaid's Model Waivers-I, II, and Ill 
(a) The Model Waivers are Home and Community-Based 

Services Waiver programs for Blind or Disabled Children 
and Adults. Included are Model Waiver I ( effective Sep-
tember 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 Ill 
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 beneficiary. 

1. Each individual's service 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. 

10:49-22.7 

(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 in accordance with N.J.A.C. 10:63-2.1 and 2.2. 
Model Waiver III also requires that individuals be in need 
private-duty nursing service, in accordance with N.J.A.C. 
10:60-1.12(b). 

2. For Model Waivers I and II, individuals must meet 
optional categorically needy standards, in accordance with 
N.J.A.C. 10:71 and 10:72. Total income must exceed the 
SSI community standard up to the institutional CAP, or 
the individual must be ineligible in the community be-
cause of SSI Deeming Rules. Parental income or re-
sources are not considered in determining eligibility. 
While a spouse's income is not considered towards eligi-
bility, 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 categorically eligible. In other 
words, MW Ill also serves individuals who are eligible 
under SSI, DYFS or AFDC programs. 

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, in accordance with 
N.J.A.C. 10:71-3.12. 

5. In order for an individual to be enrolled in the 
program, a waiver slot must be available. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Section recodilied from N.J.A.C. I0:49-17.3; in (b), substituted 
"beneficial)'" for ''recipient"; in (c)t, 2 and 4 inserted N.J.A.C. refer-
ences; and in (c)5, inserted "for an individual". 

Case Noles 
Quadriplegic's death mooted appeal from denial of her application 

for home health care. J.C. v. Division of Medical Assistance and 
Health Service.~, 93 NJ.A.R.2d (DMA) 42. 

10:49-22.7 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) 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 weight-
ed cost of hospital care or net average cost of nursing 
facility care. ACCAP offers, with the exception of nursing 
facility services, all New Jersey Medicaid services, plus those 
listed in (b)l through 7 below. 
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l. Case management; 

2. For children: 

i. Intensive supervision to children who reside in 
Division of Youth and Family Services' foster homes; 
and 

ii. Specialized group foster home; 

3. Hospice care services 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 13 may also be diag-
nosed HIV positive. 

3. Individuals who are categorically needy or optional 
categorically needy are served under the program. 

4. There is no deeming of 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. 

5. Individuals under the age of 65 who are eligible for 
coverage as optional categorically needy must be deter-
mined disabled by the Social Security Administration 
(SSA) or by the Disability Review Section, Division of 
Medical Assistance and Health Services. 

6. In order for an individual to be enrolled in the 
program, a waiver slot must be available. 

Amended by R.1997 d.323, effective AuguKt 4, 1997. 
See: 29 N.J.R 403(b), 29 N.J.R. 3487(a). 

In (b), amended internal cite; in (c)2, substituted ''age of 13" for 
"age of live"; in (c)S, suhstituted ·'Individuals under the age of ... 
categorically needy" for ''Optionally categorically eligibles under age 
65". 
Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2'il2(a). 29 l\'.J.R. 3856(a). 

Section recodified from N.J.A.C. l0:49-17.4; in (c)6, inserted '·for an 
individual''. 

DEPf. OF HUMAN SERVICES 

10:49-22.8 Traumatic Brain lajury Program 
(a) The Tmumatic 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 beneficiary with an 
acquired traumatic brain injury. The purpose of the TBI 
program is to help eligible beneficiaries 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 Heulth 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 
Bureau of Home Care Services (BHCS) and the Surveil-
lance Utilization Review Subsystem (SURS). The delivery 
of home care services to TBI Waiver beneficiaries 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. 

(f) Applicants for participation in the TBI waiver pro-
gram shall meet the following medical and financial eligibili-
ty criteria: 

L 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.A.C. 10:60, Appendix I); 

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 private Health Maintenance Orga-
nizations serving Medicaid beneficiaries are not eligible 
for this program. 
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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 beneficiary's care. This deci-
sion will be made based on clinical evidence as of onset of 
injury, and professional evaluation. 

(h) Retroactive eligibility shall not be available to waiver 
beneficiaries 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 arP. not 
eligible for retroactive Medicaid eligibility. 

(i) All applicants determined eligible for the TBI Waiver 
shall be issued a Medicaid Eligibility identification (MEI) 
Card. 

(j) 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 Bureau of Home Care 
Services (BHCS) 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 individ-
ual referred is a potential candidate for the TBI waiver, the 
following shall occur: 

1. Supplemental Security Income (SSI) beneficiaries 
shall be referred to the appropriate Medical Assistance 
Customer Center (MACC) serving their county of resi-
dence; 

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 Medical Assistance Customer 
Center (MACC) serving the beneficiary's county of resi-
dence; and 

3. Individuals who are not currently Medicaid eligible 
shall be referred by (BHCS) to the county board of social 
services (CBOSS) located in the county where the individ-
ual resides, for a determination of financial eligibility, 
including the referral for determination of disability. 

(/ ) After the applicant has been determined financially 
eligible, he or she shall be referred to the Medical Assis-

10:49-22.8 

tance Customer Center (MACC) of the applicant's resi-
dence for a determination 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 MACC shall 
assign the case to a case management site and notify the 
(BHCS) of the beneficiary's approval for participation in the 
program. 

(n) The MACC shall review and approve the plan of care 
prepared by the case manager initially, and at six month 
intervals. 

(o) If a waiver beneficiary is categorically eligible for 
Medicaid services under the State Plan and no waiver 
services are required as a part of the plan of care, the 
beneficiary 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.AC. 10:49-9.10. 

New Rule, R.1994 d.426, effective August IS, 1994. 
See: 26 N.J.R. 1566(a), 26 NJ.R 34"6(1>). 
Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 NJ.R. ~12(a), 29 NJ.R. 38Sh(a). 

Section rec:odified rrom NJ.A.C. 10:49--17.S; substituted references 
to beneficiary ror references to recipient and references to BHCS for 
references to OHCP throughout. 
Amended by R.2003 d.82, effective Febntary 18, 2003. 
See: 34 N.J.R. 2650(a), 35 NJ.R. I 118(a). 
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SUBCHAPTER 23. LIFELINE PROGRAMS 

10:49-23.1 Purpose and scope 
Lifeline Programs provide an annual benefit to eligible 

persons toward the cost of electricity and natural gas. The 
Lifeline Credit Program (LCP) and the Tenants Lifeline 
Assistance Progrc1m (TLAP) are administered by the De-
partment of Health and Senior Services. The rules for 
these programs are promulgated by the Department of 
Health and Senior Services. Although the Department of 
Health and Senior Services also administers the Lifeline 
benefit, because Supplemental Security Income (SSI) bene-
ficiaries receive the benefit as a Special Utility Supplement 
(SUS) in their monthly SSI checks, DMAHS is responsible 
for establishing the policies and procedures for eligibility for 
this benefit as part of their SSI incume eligibility for the 
Medicaid program. 

10:49-23.2 Applications 
(a) Applications for the Lifeline Programs are sent auto-

matically to persons benefiting from the following Medicaid 
programs: 

1. Medical Assistance to the Aged (MAA); 
2. Medical Assistance Only (MAO); and 

3. New Jersey Care ... Special Medicaid Programs. 

SUBCHAPTER 24. WORK FIRST NEW 
JERSEY/GENERAL ASSISTANCE CLAJMS 
PROCESSING 

10:49-24.1 Introduction 
(a) Effective for services rendered on or after February 1, 

1997, consistent with N.J.A.C. 10:90-13, the Division's fiscal 
agent shall process Work First New Jersey/General Assis-
tance (WFNJ/GA) claims. N.J.A.C. J0:49-24.3 describes the 
covered services that shall be processed by the fiscal agent. 
N.J.A.C. 10:49-24.4 describes services that shall not be 
processed by the fiscal agent. N.J.A.C. 10:49-24.5 indicates 
that payment for services shall be made using existing 
Medicaid reimbursement methodology. 

(b) The information in this subsection is provided to 
assist providers in identifying a WFNJ/GA beneficiary. Con-
sistent with N.J.A.C. 10:90-13.2, each municipal welfare 
department (MWO) m county board of social services 
(CBOSS) provides a validation card or letter for each client 
which is used to obtain medical services. The validation card 
or letter is supplied to each WFNJ/GA beneficiary at the 
time of opening or reopening of the case and monthly 
thereafter to ensure validity through all periods of assistance 
and eligibility. Each card or letter shaJl contain, at a mini-
mum: 
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1. The name, address, and telephone number of the 
MWD and the agency's four-digit municipality code; 

i. The four-digit codes range from 5001 to 5099 and 
from 5200 to 5786; 

2. The first and last name(s) of the WFNJ/GA 
client(s) to whom the card or letter applies; 

3. A six-digit client case number; 

i. If the case number assigned to a WFNJ/GA client 
is less than six digits, the MWD/CBOSS shall add zeros 
(example: 000411); 

4. A two digit person number; and 

5. The effective date and expiration date of the card 
or letter. 

i. Validation cards or letters shall not be valid for 
more than one month. 

(c) Providers may contact the local MWD/CBOSS that 
assists the WFNJ/GA client if there are questions regarding 
eligibility. Questions regarding WFNJ/GA requirements or 
coverage of services should be directed to DMAHS. Only 
questions related to claim processing should be directed to 
the fiscal agent. 

(d) Dispute resolution requirements related to a client's 
eligibility for WFNJ/GA are contained in N.J.A.C. 10:90-9. 
Individuals shall contact the county or municipal agency to 
resolve any questions, consistent with the requirements con-
tained in N.J.A.C. 10:90-9. 

10:49-24.2 Administrative provisions 
(a) Any provider of services shall meet Medicaid require-

ments and be enrolled as a Medicaid provider. Require-
ments regarding enrollment and provision of service are set 
forth in the appropriate chapters of the New Jersey Admin-
istrative Code. 

(b) The administrative requirements of the Medicaid pro-
gram shall apply to these claims. The requirements con-
tained in this chapter include, but are not limited to, 
N.J.A.C. 10:49-1, General Provisions; N.J.A.C. 10:49-3, 
Provider Participation; N.J.A.C. 10:49-4, Providers' Role in 
a Shared Health Care Facility; N.J.A.C. 10:49-5.5, Services 
not covered by the Medicaid or NJ FamilyCare-Plan A 
program; N.J.A.C. J0:49-6, Authorizations Required by 
Medicaid and NJ FamilyCare Programs; N.J.A.C. 10:49-7, 
Submitting Claims for Payment (Policies and Regulations); 
N.J.A.C. 10:49-8, Payment for Services Provided; N.J.A.C. 
10:49-11, Exclusion from Participation in the New Jersey 
Medicaid and NJ FamilyCare Programs (Suspension, Debar-
ment, and Disqualification); N.J.A.C. 10:49-12, Provider 
Reinstatement; N.J.A.C. 10:49-13, Program Controls; 
N.J.A.C. 10:49-14.2, Sanctions-Special Status Program; 
N.J.A.C. 10:49-14.3, Authority to adjust, compromise, settle 
or waive claims, liens and certificates of debt; and N.J.A.C. 
J0:49-14.5, Administrative charges/service fees. 

Supp. 2-18-03 49-78 
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1. WFNJ/GA claims processed by the Division's fiscal 
agent are not subject to the fair hearing procesSf"" de-
scribed at N.J.A.C. 10:49-9.14. 

Amended by R.2003 d.82, effective February 18. 2003. 
See: 34 N.J.R. 2650(a), 35 NJ.R. 11 J8(a). 

10:49-24.3 Services available under the Work First New 
Jersey/General Assistance (WFNJ/GA) 
program which shall be processed by the fiscal 
agent 

(a) The Medicaid/NJ FamilyCare fiscal agent shall reim-
burse only those WFNJ/GA program covered seivices listed 
below in this subsection when provided in an ambulatory 
setting, except as specified in N.J.A.C. 10:49-24.4(a)14. 
These services include: 

1. Advanced practice nurse services (for specific infor-
mation, see N.J.A.C. 10:58A); 

2. Abortion ( elective/induced); 

3. Acupuncture; 

4. ADDP covered anti-retroviral drugs; 

5. Ambulance; 

6. Ambulatory surgery; 

7. Blood and blood plasma; 

8. Case management services for the chronically men-
tally ill (for specific information, see N.J.A.C. 10:73); 

9. Chiropractic seivices (for specific information, see 
N.J.A.C. 10:68); 

10. Clinic seivices (services in an independent outpa-
tient health care facility, ambulatory care facility, ambula-
tory surgical center, ambulatory care/family planning/sur-
gical facility, drug treatment center, Federally qualified 
health center, free-standing end-stage renal dialysis facili-
ty), such as dental, family planning, laboratory, mental 
health, minor surgery, personal care assistance, podiatry, 
radiology, rehabilitation, or vision care (for specific infor-
mation, see N.J.A.C. 10:66), except that: 

i. Professional services provided by a residential 
alcohol or drug abuse treatment facility to an individual 
residing in the facility shall not be processed; 

11. Dental services, including dentures (for specific 
information, see N.J.A.C. 10:56); 

12. Durable medical equipment; 

13. Family planning seivices, 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, 
except that: 

i. Seivices provided primarily for the diagnoses and 
treatment of infertility, including sterilization reversals, 
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and related office ( medical and clinic) visits, drugs, 
laboratory services, radiological and diagnostic seivices 
and surgical procedures shall not be processed. 

14. Hearing aid seivices (for specific information, see 
N.J.A.C. 10:64); 

15. Home care services, including home health care 
(for specific information, see N.J.A.C. 10:60); 

16. Hospice services, except those provided in a nurs-
ing home facility (for specific information, see N.J.AC. 
10:SJA); 

i. The following hospice services, with correspond-
ing HCPCS, shall be processed under the WFNJ/GA 
program: 

(1) Y6333 Routine home care rate; 

(2) Y6334 Continuous home care rate; and 

(3) Y6343 Drugs and biologicals co-payment 
(rendered in places other than long term care facili-
ties). 

ii. The following hospice services, with correspond-
ing HCPCS, shall not be processed under the 
WFNJ/GA program: 

(1) Y6335 Inpatient respite care rate; 

(2) Y6336 General inpatient care; 

(3) Y6337 Therapeutic leave days; 

(4) Y6338 Bed hold days; 

(5) Y6339 Hospice Respite Care; and 

(6) Z2015 Room and board; 

17. Laboratory (clinical) services (for specific informa-
tion, see N.J.A.C. 10:61); 

18. Medical supplies and equipment (for specific in-
formation, see NJ.AC. 10:59); 

19. Mental health services (for specific information, 
see N.J.A.C. 10:66); 

20. Non-maternity nurse-midwifery seivices, such as 
family planning (for specific information, see N.J.A.C. 
10:58); 

21. Optometric seivices (for specific information, see 
N.J.A.C. 10:62); 

22. Optical appliances (for specific information, see 
N.J.A.C. 10:62); 

23. Personal care assistant; 

24. Thermograms; 

25. Thermography; 

26. Pharmaceutical seivices (for specific information, 
see N.J.A.C. 10:51); 
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i. Prior authorization shall be required where pat-
terns of medically harmful or inappropriate use of 
specific drugs, therapeutic drug classes, enteral nutri-
tional supplements, needles and syringes have been 
identified, or for claims originating in certain munici-
palities where such patterns have been identified; and 

ii. Effective with claims for dates of service on or 
after August 7, 2000, the Division's processing of claims 
for certain antiretroviral drugs shall be accomplished 
under the AIDS Drug Distribution Program (ADDP), 
administered by the Department of Health and Senior 
Services (DHSS), except for emergency supplies as 
authorized under WFNJ/GA to avert a lapse in treat-
ment. These dnigs shall include, but may not be limited 
to: thymidine nucleosides, thymidine analogs, protease 
inhibitors, nucleoside analog reverse transcriptase in-
hibitors, non-nucleoside reverse transcriptase inhibitors, 
carbocyclic nucleoside analog.Ii, purine nucleoside ana-
logs of deoxyadenosine, and primidine nucleoside ana-
logs; 

27. Physician services (for specific information, see 
N.J.A.C. 10:54); 

28. Podiatric services (for specific information, see 
N.J.AC. 10:57); 

29. Prosthetic and orthotic devices (for specific infor-
mation, see N.J.A.C. 10:55); 

30. Psychological service (for specific information, see 
N.J.A.C. 10:67); 

31. Radiological services (for specific information, see 
N.J.A.C. 10:54); 

32. Rehabilitative services (for specific information, 
see N.J .A.C. 10:66). Payments shall be made to eligible 
Medicaid providers only. No payment shall be made to 
privately practicing therapists who are not Medicaid pro-
viders. Rehabilitative services include: 

i. Physical therapy; 

ii. Occupational therapy; 

iii. Speech-language pathology services; and 

iv. Audiology services; 

33. Transp011ation seivices which include ambulance 
and mobility assistance vehicle (for specific information, 
see N.J.A.C. 10:50 and 10:66); 

34. Medicare coinsurance and/or deductible for ser-
vices specified in (a)l through 23 above, if otherwise 
reimbursed by the New Jersey Medicaid program; and 

35. Inpatient services provided by Mt. Carmel Guild 
Hospital located in Newark, New Jersey. 
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(b) Adult mental health rehabilitation services provid-
ed in/by community residence programs (see N.J.A.C. 
10:77A) shall not be eligible for reimbursement by 
DMAHS, but may be eligible for reimbursement by the 
Division of Mental Health Services (DMHS). 

Special amendment. R.2002 d.214, effective June 10, 2002. 
See: 34 N.J.R. 233R(u). 

Rewrote the sectilln. 
Amended by R.2004 d.8, effective January 5, 2004. 
See: 35 NJ.R. 2620(u), 35 NJ.R. 4204(a), 36 N.J.R. l89(a). 

Added (h). 
Amended by R.2004 d.334. effective September 7, 2004. 
See: 36 N.J.R. 3l2(a). 36 N.J.R. 4136(a). 

In (a), inserted ''/NJ FamilyCare" following "Medicaid" in the intro-
ductory paragraph, added a new I, recodified existing I through 7 a.11 2 
through 8, and deleted existing 8. 

10:49-24A Services that shall not be processed by the 
fiscal agent 

(a) Consistent with N.J.AC. 10:90-13.l(a)2, the following 
services shall not be processed by the fiscal agent: 

1. Case management for early intervention services; 

2. Early and periodic screening, diagnosis, and treat-
ment (EPSDT) screenings, and any other EPSDT services 
needed to ameliorate a defect if the services are otherwise 
not covered by the WFNJ/GA program; 

3. EPSDT school-based or early intervention rehabili-
tation services; 

4. Federally qualified health center encounter rates; 

S. For individuals dually eligible for Medicaid and 
WFNJ/GA, any services that should have been, but were 
not, covered by an HMO to which the Medicaid program 
has made a payment, shall be provided or covered as a 
medical service; 

6. HealthStart maternity and pediatric care services; 

7. Inpatient or outpatient services/care provided by an 
enrolled hospital provider, either in-State or out-of-State, 
including, but not limited to, psychiatric hospitals, acute 
care hospitals, special hospitals, rehabilitation hospitals, 
non-religious medical institutions and county or State 
hospitals, except that: 

i. Inpatient services provided by Mt. Carmel Guild 
1-Jospitul located in Newark, New Jersey shall be pro-
cessed by the fiscal agent; and 

ii. Services provided by a hospital when that facility 
is not providing them as hospital services and is not 
enrolled as a hospital, including, but not limited to, 
hospital-based home health agency services, dental clin-
ic services, end-stage renal dialysis services, hospital-
based transportation services, and case management 
setvices for the chronically mentally ill, shall be pro-
cessed; 

8. Intermediate care facility for the mentally retarded 
(ICF/MR) services; 
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9. Managed care services; 

10. Maternity services, including prenatal, delivery and 
postpartum services (through two months), provided by 
any type provider, including, but not limited to, physicians, 
certified nurse specialists/clinical nurse practitioners, 
certified nurse-midwives and clinics; 

11. Nursing facility per diems; 

12. Medical day care services; 

13. Methadone maintenance services, identified by 
HCPCS Z2006, as set forth at N.J.A.C. 10:66-6.3(m); 

14. Physician, clinical laboratory, or other professional 
medical services provided while a WFNJ/GA eligible 
individual is a patient in a hospital, including an acute care 
hospital, special hospital, rehabilitation hospital, non-
religious medical institution, ICF/MR, an inpatient 
psychiatric hospital, an inpatient psychiatric program for 
children under the age of 21 (residential treatment centers) 
or services provided to a WFNJ/GA eligible individual 
while in an outpatient hospital department or a hospital 
emergency room; 

10:49-24.5 

15. Professional services rendered to beneficiaries 
residing in a residential treatment facility for drug or 
alcohol abuse; 

16. Services provided under a home and community 
based services waiver under section 1915( c) of the Social 
Security Act, 42 U.S.C. § 1396; 

17. Services that would otherwise be covered under 
other health insurance coverage, including services that 
should have been, but were not, provided by an HMO that 
the WFNJ/GA eligible individual is enrolled in; and 

18. Transportation services provided under contract with 
a vendor or through a contract with the county board of 
social services. 

10:49-24.5 Basis for reimbursement 

Except as noted under N.J.A.C. 10:49-24.3(a)16ii, payment 
for services shall be based upon the Medicaid reimbursement 
methodology for the respective service. (See specific 
provider chapter(s) for reimbursement methodology and 
requirements.) 

49-81 Supp. 1-17-06 
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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) 

Form#l 
Form#2 
Form#3 
Form#4 
Form#5 

Form#6 

Validation of Eligibility (FD-34) 
Provider Application (FD-20) 
Provider Agreement (FD-62) 
Disclosure of Ownership and Control Interest State-

ment (CMS-1513) 
Patient Certification Form (FD-197) 
Notice to Providers 
Medical Assistance Customer Centers Directory 
New Jersey County Boards of Social Services 

ITAn o, - - MEDICAID ELIGIBILITY IDENTIFICATION CARD 1939902 

Supp. 1-17-06 

_ .. 
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t· /~:-· ... ) 
t" . ·' ._: __ ._-~ ·- ' ~: 
l.~~ ~;::.~-~~:.--~--~ .... -__ _2s~J;~--.'J 
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,_.,_...., .___., __ _ _ ., _____ _ 
MEOICALL\' NEEDY CLAIM TRANSMITIAL 

!!E!.."!SNT INP'DHIATION aav••" , •• , .... no• 

HSP cM1111u1t1t Ciii Nb iJJi'iSvi"iii'N=.------------
NAMI 

AabRESs aDDAW 

MTa o, MYMSNT CUUT TOTAL 
T¥N OI' DaLIGATION 

1. 

I. -
3. I 

4. I -.. 
&. 

1. I - -
a. 
9. 

10. I I 
11. .. 
12. 

13. 

14. 

... ....... ,-....... , ........... , 
• The ,.,.1 .. ll1tld-_. pro,111111 to lhl identlfl1d lndilli- during •-M --n porlod, 

• This ,,..,...lttal dOII not tp11rantN payment. Your Claim will bl..,__. In -,i .... with cu,rmt Mlolicald and 
Modlc1lly Nndy ,...111lan,. 

• EICI> ctlim form IUllmltud for payman1 lor-lillld - mun bl attlCl>ed to thl1documanL 

• Pl1ae onur your p,o,ldor n-In 1111 apprc,pri1u- in 1111 -• •lpt cor-. 
• Ally lfflDUnt liltld h1 tho column ffllitlld "Clltnt Obli911lon" ii 1111 •-'bllitY of th1 cllont 111d thould bl Plld 11v Ille 

client dinctly CD you. 

NUMBER OF ITEMS __ _ 
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ST4Ti OF Nr•· UISE\ 
Of "4.IIIA.N stanclb 

01,·1s10,-.ot· MIOlrA& A5SIST4!',C'E AND HEAI.Tll5U\'IC'D 
PUBLIC ASSISTANCE INQUIRY 

DEPf. OF HUMAN SERVICES 

ketr.rral ,o,. 0 SSI D New Jene,-: Ca,c O Mcd.c11d Onl)· D Al-DC" D !tlfcwbornteomplett uem!'. 1,:,4,lta.lS onl)') 

FROM 

,sSA no, 
--------------tCuun1y Wel(ur Ascnc-yl ------------------

M111,-1o1 

nw _______________ _ 

Name 
Hall 1hn11 

If-or ntwb,1rn referral. enter name and ric~ ul parenl J 

Per1Mncn1 Home AddrcH _____________________ Tclcph..,nc 

S.poral0d0 

----- ------ O;itc of Binh 
,. AddrtMi hom Which Adm111eci ___________________ Telcphnnt 

Cl M 
Su ;:: f 

., Rdcmn, Ptay,u:,an ------------·---------Tclr:phone _____ _ 

IU Spouae. Same. -------------"t<• __ fclephont. 

Addrns 

11 Mmor Ch1Jd1tn (F1r11 ,\'~1 and Al"J 

Ill) ... CV.horn Ualil :\amc ________________ n.,c or a,nh ----

12 Stll ,l( km •~f a1M11lwn S/JfkWt u, Ch,ldrrnJ 

AddlH!t ________________ 1·ctcphonc 

I 1 Ciroit Monthly lft('omc or Pi111cn1. ------------Sourer ------------

14 tirou Mon1hl) Income of Fam,~ Membcu: ------------------------

1 Hu1p11al lnsuranu. Blue Croh O I.I> Su. ----- Mcchc:art HI l", So 

t•• Appl.:11blc 10 Newborn"' Nll 

Other C l'amn Same ------------ Polu:~ '1l\ 

~- Addren 

Fo,m #3 
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18 Wba1 •1111•1111, ha\O ..... made lfP,dUII fin....,11111pou11D•bly lor 1hr lwlpdll ..... 

WU111oirsr1hemi.uh,"' -------------------- ----------
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-USIONI.Y PIIOVIDIR USE ONLY 

CERTIFICATION OF PRESUMPTIVE E.LIGIIILIT\' 

!;UENT INFORMATION: 
S1mr: Count) of Rclldcncc 
Addrm: 81nh Date - -- . -- . 

Soc,11 Sccunty Nu. -· - - • • - ·• - - -
Telephone So.: I I H011CholdUnd:-- f.0/• ofp,t101111n,.,uw,old1 

f("ll,rl, opp,op,i,,i, t,,, . .,., "'1o-.· I 
Ma11tal Sta••• os,n,1c 0 Married OScpara1cd o o .. orce<1 OW,dDWCd 
Race· 0 White 0 BIKk 0 Amencan Indian Oriental H11pan,c C01her 
Don d11nt 111w a pend1n1 AFDC, SSI, Mcdoc11d 1pphc111on·• 0 v •• :J No f I/ •~1. 11r,-lr p,0110,n I 
Cliomu. ou.s.1:11,un 0 Alien admitted for permanent -nee 

0 Allen admitted for temporar) rnHlcncc 0 Cndocumcnted 11,cn 

Mcd,carc C'ouraac: ONo If Ye,. HI(' Number: 
Olhcr ln,urancc Company· Olhdr ln1urancc Pol~y Nu .. 

INCOME INFORMATIO~ 
1~1__,, lncomo Fr•g-1 Gton M•!!!III AIIII. Sama 
CiroHhrn,np 
Grau Euninp 
GIM6 i:-mcd Amoum 
Gro.s, Unearned Amount 
Gro11 Unearned Amount 
G,o .. Cluld Suppon Amount 
Gro11 Alimony Amoum 

Taul Monllllt c,-·- s 
Child Care Expcntc Amount· Weekly 81Wnklt ---- Monthly 
J!IEGNANCY INFORMATION: 
Date or L M.P. Pnananq, Puc Date: 

{ERTIFlCATlf!N STATEMENT: 
/, •'"" 1hal , ,,,,., ...,,J ""d ,,.,,, 10 1h, 
.,,.,,., .,.,._,.,, ••d /11#1· r""1:r .,,,,., llw '°"""' u//orr "lffflC')' rt/Irr 11fHH1 ,,., ,,,,,,. and on-ry of m,· '""'""""· I 
,.,,.,, r,urwd a ,op, and lllllln,rand 1ht l't,1rm1 G11H#hnr1. 

::.,;,s; .. ,,,.,..,..,. ·-I tmrf, 1/u IUJ<I., opplrran1"p-.1nan11111d p,rs11mp11•~I, ,tqi,hlr /or bm11,d !lilrdrto,J lmvfiu ,n ••~ """ ,\' J.A.C. 
10:1.'-6. / ti a,q 

Pi,u;J;, .t,r,r,·1 \-o,w 4JJ,;u '"""'""' 
p;;;,;:s, J,,,..,..,, Iii., 

IMPORTANT· fN£ ORIGINAL FOIIM MIIIT IE FOIIWAIIOED TO THE DIVISION DF MEDICAL ASSISTANCE AND HEAL TH SERVICES, 
ISS SECTION. AREA o3. PIIEIUMPTIVE EUGIIIUR RECOIIDS. CN, 711, TRENTON. NJ OIIZS, WITHIN TWOIIIOAYS Of COIIIPI.E-. 

Form 14 ,.,.. 
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ADMINISTRATION MANUAL 

"t1i11tt.d~n,lr11ey 
hsp.1111111111 or Numan 5emca 

D1~111an o1 Mtdaell AalllUCC Ind lftaklli Sen'"' 

APPUCATION FOR PAYMENT OF UNPAID MF.DIC AL IILLS 
NEW JERSEY HEALTH SER\IICES PROGRAM tMEDICAIDI 

NOTE: THIS FOR.WtFD-74JISGtt F.,llllNU' TOAl'l'LICANTS WHOfN{)fCATF.THF.Y HAVEU,\ll'AIDBILL!i FOR 
!•IEDICAL SERl'ICES REC'EWED DL'IWVG THE THREE (JJ MONTHS PRIOR TO A,.,.LICA TION FOR 
PIJBLIC ASSISTANCE OR St',.,.LCMENTAI. SF.CUR/TY INC'ONE. THE FD-14 MUST BE SUBMITTED 
WIT/If,\' SIX 10/ ili/ONTHS FROM THE DAT£ OF A,.,.LIC'ATION FOR PL1BUC ASSISTAIIC'I! OR 

SECURITY INCOME. 

Tht '"' Jcru, Mcdl(',tacl l'rt'f••m w.11 culu.at 1h"' 1ppla.:.a1nn 1C'I de1crmuw •hclhtr 111 no1 p.)mrm tw mm b) 1hr Piotr•• 
for CU\crNI \tN1ro111til 'IICnM.-e, rcccl\cd It,- 1hr appllcan1 •nd or cll,1bte personfu h,·1n11 in 1hc- u.me lloutthDkl d1111a, 1tw 1opte1rlfd pcr,-'CI 
1bh nkn NI) tu,.,_ ..,,i<ft lur - llllll nmaln -Id. , .. M•ald '-• •IR not - P"t- of - - h••• ....... ,-..... 
PART I • APPUCANT INFORMATION 

&- : . - .. .... .. .. ·- .. J 
_,._ .,.,..,.., .. , ,,.._, ,_ "'- ....,_,,....., 

4 ••• -- -----.. -

7 If ll1upphcan1 bu applied ror Aid 10 Families Wllh Dcpendenl Childmi (AFDC)or Assislllla IO Families of ti. Work,q 
Poor l A FWP). li11 lhc full nanu,1, .... and nla1101U1hip or cachdcpeadenl child or clipblc penoa(sl livina willl 1pplican1. 

- -- ·- -·---------

PART II • MEDICAL INFORMATION 

A. PLEASE COMPLETE ALL QUESTIONS LISTED ON REVERSE SIDE AS ACCIIRATELY j\S POSSIBLF-
8. YOU MUST ATTACK COPIES OF ALL UNPAID MEDICAL BILLS TO THIS APPLICATION. 

,, .... .......... ..,. ...... t ·- _ .. . .... "_.,_..,.._ .... - --
"""v,n, ... ., ..... 

Fmmff 
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DEPT. OF HUMAN SERVICES 

PART Ill• FISASCIAl. l'l;fORMAJIOS 

'I .\1,: .n, nl 1hc medu:al hill, l1~h' on 1h1, applu.:ariun 1hc rc\uh 111 111 1uh rclatrd 1n1u•~- 11u1u or ,,1hr, 
a~c•dcnr• "I~, 1 1 \o f 1 
If :i,·n, c-,rlam and ind1tau: lht nafflC' ot 1ht m,uranu! compan)· and )'our lcaal rrpre-s.:n1au,·c. 

10 What tH·re )Our anc-umc and rei-.ourc~ a1 the umc 1hc- mcd,cal b1U1 were incurred for the tbrtt moalb period btlore 
)Our 1pptir1tion for Public or Suppltml'ntal Security Income! If you had nu 11K",1me or ,,~ourcc, dunng 
the lhrtt ell month~ prior. plc~!IC !iptc:"lf) in 1hc i,pacc!I- .,,ov1drd It ~ou were under 18 \Can old. )UU must 1nd1catt 
your parrnt ·s income and rcsourcH 

Pltau rh,rlt 1t,1o,,., 1h, n·p, ,,J mromr .,·uu ,,.,.,,_.,.J ond 1111 •·hu·h mnnllr(s) tntivtd. Alsu. pl,0111ubm11 ~,11(U'ol1on of >'OU' 
rntom, (cop,,, of rltttks. pa,· s1ubs. 11,.) t1•11h ,·our appl1to1;on. 

--f.MPI.OYMEST WHFN RF.CEl\'fl>· 
-- _ l'NFMPLO\"Mf,Sl --- Ill MONTH BEFORE APPI.ICATION 
--- l>IS.Allll.11'' . ___ 2nd MONTH BEFOU APPI.ICATIOS 
--SOCIAi. Sf.Cl'RITY --- Jrd MONTH BEFORE APPLICATIOS 
--·_ALIMONY 
--CHILD SUPPORT HOW onEN ll[CEl\'ED: 

TOlAI MONTHI.Y 
AMOUST REl'EIVED 
l ... _ ·------
S. -----
$_ ···----

__ OTHER --····---· __ WEEKLY __ BI-WEEKI.Y ___ MOP.'THLY 
___ NO IN<"OME REC'EIVED Dl.'RING THE THREE MONTH~ BEFORE APPL YING FOR Pl'BUC ASSIST!\SCF. OR 

Sl'PPI EMENT.U Sf.Cl:RITY INCOME 

Wb11 rao11rce1 did ,·ou ha~t durina 11111 aame umc pcnod" 
--CHEl"ltlNG ACCl>l'NT S ·-. --·--· 
--SAVl'IIGSI\CCOL1ST $. _______ •• 
___ AUlOMORII E I Year 19 _ male ·- __ •-

2. Vear 19 _ make _ 

--- STOCltS.BOSDS,fTC S.-,. _ 
--SPECIFY --· •• ___ •• __ _ 
---OTHER-------·_----

-·· _JSSURANC"f POLICY I he• Falllt , ___ - - c .. h Value, ______ --
2 h<e Volut S ---· Cub Valut S •. ____ _ 

___ so Rf.M>l•RCE OF A!':Y ltlSD 

11 &>1d ~-ou ha,·e an)· 1ypt or \ltd1cal or Hcralth ln.~uiranC"c ~ovtraae. 1urh u Blur Cron or Medicare" Ya t , Not 1 
tit yn. nplaan belo~ J 

~AME Of l~SttRASt·E COMPA!li't' 
OR l'IIOORAM 

POU('\' ~l'MIF R OR 
MEUH""Nf 

l? I ctntf) 1h11 tilt- 1tm~t 1nform1111on 11 uue and ~ont1.1 10 lhe belt o: mt k.no-icdp: ind 1h11 no facu han know1nsly been om111ed. I 
undtrst.aad th,11 m) 1r,hcahon ffll) hr 111,tUl8llrd and I 1grrt lOl!OOptr11e 1n 1uch an invesu1111on J runhcr undentand th111ht law 
ptn\oldc1r, ror ftne or 1mp,11i,,nme111, or bolh, for a prnon h1d1ng fuu or not 1clt1ng &ht &ruth 

... ,,;;.,~;,.~, •rrl11on1 Rrlo1111111h;,.,,.Ari,11,·•nt. -- --- - Dair 
.\ t J1'/.: 11m appl,, uru,n nu,~, h~• .UJltr,J #t1 tlrr appl,,·onr. 111 ,,.tom'f'. or lt(fal 1uard1t1n ,,, frwnd 11,·uni t1n lwhalf of 1hr 

upp/1.-4111 Tlus -~•tlon _., - 1w si,ntd by tht oppli<a,,1~ pl,yslt/1111 or .,.,.,,.. ,,,,..ttntlnr • /tMpiJ•I o, 
coll«tlon 01.•My. 

MAIi. THIS ("OIIIPI.ETEb APPl.l<"ATION, TOGt:THER WITH COPIU Ot' All, l"NPAID MEDICAL 811.1.S. TO THE IIETRO-
1\("Tl\'E ELIGIBILITY I 'NIT. Dl\"ISION Ot' IIIEOI<" AL ASSIST ANrE AND HEALTH SEIIVIC-£5, <"N•111·10, TRENTON, N, Ol615, 
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DEPARTMENT OF HUMAN SERVICES 
MEDICAID-ID 

784'-006 

VALID ONL V FOR THE MONTH OF 
MEDICAID HSP • 

I £L1Gl8LE PEASOOIS ·t 
! · 
I· 
I' 
'. I ' ,. V CD /: 
I I 1: 

·• -
STATE OF NEW JEASE• 
OEPAATI\IIENT OF HVI\IIAI\I SEAVICES 

" .. ., .. ·• I .. 
r· ... 
I.. 
! -

:-i" s•tJ~i:t• ... ,o,c•\ •~~s·•,:1 """'•~·-u•~•cu 
MEDICAID EllGIBILITY IDENTIFICATION 

C.!'J!'!..•. r_H1S. S:!.'!Q _A L!-ic fJ~U 
Prnen1 ,1 10 ,,.., on11m~v l'\0to•t11 ohv1,c,1n o, 
oth•• o,o,,.oe,, 10, med1c,t se,v,cu 1n 
behalf ot et,91ti:te oe•1on1 

Q(Clt'llfll I S SIGat• •u•• •1au,110 

No n 1i1allda •• no nti t11m1oa Enu«iguala a 11 
tarmac,,. hosp.cat medico u 01101 prcn,eedo••• 
de N"'tCIOI mlChcot 0•1111dos I oe•sona1 Que 
,--.nen 111 condac,onn neceN1111 IN'' pc,der 
usar Medic1,d. 

El.1Gl8LE PEASOHS ;•:· 

0 

!Q!g 

NOTICE TO PROVIDER 

REQUEST PERSONAL UN, 
Tl'ICATION If YOO 00 NOJ 
KNOW THE PATIENT 

Pt.EASE REPORT THE CASE 
NAME, CASE NUMBER 
AND PERSON NUM8ER 
ACCUAAJELY ON ALL 
CLAIM FQIMS ANO OTHER 
COMIIUNICATOIS IIELAT, 
1N6 TO fHE Q.AII 

'ede•a• •aw m1•e111 a cr,me ,ano w11 oun1111.men• 10• 
oe•tons wno "•we- ci-"' •o"•'d 91.ultv of "'•-•"9 •"" 
faite 1111em•n1 or repre1~nt1hon of 1 ,,..,., .. , fltl •~ 
"?Ce,ve 1nv benet11 o• ,,.,.men1 under rt,e med<•• 
a11-s11nce o,oa,am Tt\-., Dcc,1,,,.,-.nt •1 •nu••td tti 
..... , I/OU IWl;I o• 1h11 'a""' and 10 ·••n wOlii' 19o11n11 
'"··•"9 '"" ••• ,. 1111em~1 1n '" IPOlfCllwtn Of tA • 
••c I uMCI '" ··•'"'"""' u,, Ugt'II 10 • beNIII Of c onive,1,ng I t11net11 10 u,e, uH of 1ny oerson 01ne, 
11,1n oAt to, •hom ,, w•1 1n1endecl 

NON,T•ANS,IIIAaLI UNOIII NNAUY OF I.AW 
.Alt!ill 

Oe acue,cto con a. .. ., tecte,11 ., un del•IO ftac..- una 
dec11r1ctein ,,... • '-' 4Se rec,bu un 11arat,c,o o oago 
11110 II P,09'lffll de .. ,.,....,,1 "'tClcl, Y 01Cfll ley 191 
oena • 111 -- au• II m1,...,1,. Et1e 
Oapan1M1n10 .. teene Que 1nfo,m1, de della ..., v le 
1,e"• Que llllverllf aue no 111,e ....,,.. f11M 
dKla•ececin en una sOhotud pa,a _..,mn'la, su 
derKIIO I"" _,ICICI. 0 0111 ·-"" el benel,c,a II 
IJIO de o,,. persona QUI flO ..... dnllftldl • ,., .... m-. 

INTIIANSFIIIISll lAJO PINA DI I.A UY 

Form ft 
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• 
Last Nam• 

SUTE OF NEW JERSEY 
DEPARTMENT OF HUMAN SERVICES 

DIVISION Of MEDICAL ASSISTANCE AND HEALTH SERVICES 

\' ALIOATION OF EI.IGIBIUT\" 

Fust Nam, Health Services 
Program Caw No, 

NOTICE TO PROVIDERS 

DEPI'. OF HUMAN SERVICES 

P,rsan Number 

Tim form id.-ulit'ir~ 1hr p.-r~on h.1.-d abu,r aij ,•ligibll' for authnri,.,·d s.·nu·•·• uudrr llw ..... 
Jrr"''' H,,alth S..nicc• l'rol[ram (!\lr.di•·aid). 

Thi, form al,.., Sl'f\t'S ab a ulidalion of digihilit, for up tu 31 da,·• l'rum dah' uf is•ur. All 
pulici•·~ aud pr,wrdurt'• spcdf1rd in thr appropriat,· Nl'w Jcr!!t', llralth S,.n il't'h Pruiram r,,,. id .. , 
\lauual arr tu b,· followed i., prmule•rs ,.h,•n reudrring l'l'rvic.-s tu lh1~ prrson. 

TI,r •ignalur1~. lillt aud trlrphm11• uu,nb.-r of au authorii1ed rrpn,!<l'nlath·r of 1hr SIJlt' l11slilllliu11 
li•h-d l>t'lnw mu•I be iucludrd tu ,alidJt1• thi, form. 

THIS FORM IS THE PROPERTY OF TIIE ST ATI: OF NEW JERSEY AND MUST BE RETURNED WITII THE 
PATIENT. 

Form 117 

S1~na1ure and Tille of State 
lns111u11on R,prticn1a1ive 

Name of SIBie lns111u11011 

49-90 

ln1e of 
l"ue 

Telephone No. 



ADMINISTRATION MANUAL 

SlottolNn,_ .,...,._,,," __ 
111•-ol!II ___ H_....._ 

PROVIDER APPLICATION 

lf'dKllt ltt•I n.11u, 01 ~our or11n,11uo" Profi1 __ • ~on,Profi1 __ • Pm11• __ • Pubhc __ . Mun1c1p&I __ 
S111t -- Cbl"lh -- ict1001,urH ___ (011n1~ __ Otb<•-- lr01htr.p1tac1pu1f) ____ _ 

10 L111 lflt 'lplc1tic Hr,,c-r111 for •ht"h ,.011 •" requtu1n11ppro,a1 for rennhr1em1n1 undtr the Mtehta.cl P101t1m 

t I D.: ! o~ ""cn1: r~c,m mott 1ll•n on, lac.u1nn"' --- Vn --- "o If i,n. l1M ·111 Olfttt ,11bljd,1n or atM1111'd 
oraanu.111on, brio• ,,,me •lhl wr,r,1cc 1C1drnu 

I! Plras, 11se11c11t if ,ou art a mtmblr of I ctt11a or1u11111DA --- Ya ___ Sa II tn, 1MIK1Iir namt ___ _ 

, , Plraw ind1U.lf' ~OUI prdtrrnce 10 ""'''' C'CftUII or local rtunbuntffltnl 

--- u> each 111tlh1t loc111an; 
--- 11>,cnu1lloc:111on 11 ----------------------------

1,11,na 11trou1h I ccnual IOCIIIOn ,. IJ!O·••blt al'Mt ldl 10 1M pfO\'ldct'I 11h1errt1on. Ho•t~,. ,r 11\t pro•.atr CbOOMI 10 Dall CHU&II~ 
p1'••&ddrcutd cl11m1 "ft.:ST bt uulutd ,11,u tlae)' Nfkct 1ht propr, lddrn1 •nd 1110¥1dtr 111u111Mr for 1ha1 touuon 

" 0o ,-ou """'ft' I C1ndic:a11 of Set4 under tht Hral1h Fac1latltl Pllna1n1 ACI rrom IM Sn, Jent~ Otp.HHIW•I al 
Hu.Uh"' --- Yes --- "o If )'Cl, auacb I C0Pt" of 1hr Ctnd°tCIII of Sffd, If no. '6ft)' tOU do •01 1t1i1111,r • 
cen,f!C'IIC - • 

U If !'Dllf bullnni or facduy IICflUdll I llffRM: pennn. ,ed.ra111ypr ------- Ind nu,n.ller -------
Plru, 1111cl'I I capt of the l1Ctn11 pera111, 1 I'. 1nc1e,-nden1 L1bora101'J' Ctnlf~111aa, 

16 CERTlflCA no,. ACCRlDITATION 011 APHOVA~ Spcc11, ,,,. ........... ..,, fo, ··-· IC•HO ··••P•lllll ,,. 
Jent) Depanracn1 of Hcll1b fcluucn Dlw111on of Mtn1II Htlllh and Hospdab tmtn111 Maid~ chncu. S111c lo.ard ol Ocn1mn 
tdtalal chn1c11. S1111 ao..,d of Phusnacy ,,,o~tdttl offtnn1 pbumwuurll 111"'.ctst. Atn1m1n loaro 1or C't111f1c1110n ,n 
Pro1lftf1K'A lftd OnhDIICI I Proublt1t1 and 01 Onho111U Set hlftl f6 

If Appro-cd b)' Mrd1r111"' --- Va --- ?\o If ya, pllut &nd1e111 Mnttem pro,1dtr number------
Pd lllldl COP) of your Mtd1e1n approval 

II Arr yo11 currcn1l~ or bavr tOII ,,,.., bcttl an tppro"cd pnnadtr of Ml'\ICtl unotr lht 'lie• Jrr11~ 'lrd1ca1CS Pco1r•m or 1bt \lltd•C'•,d 
Propam of lft\ oOIH ..... Of JllfHd1~11on" --- v.. --- So If Ytt. hll ,,,., of 1tn1.:rt proudrd Ind CUIH'ftl ,111u, 
If ,.011 •tit appro,cd 11 oM umr and !'Ou no lonpr p1nic1p111. ta.plain •M rruonHI 
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DEPT. OF HUMAN SERVICES 

tt,,, ., of Ille rllltlltl "Amat ,n rnpaDlt 10 qUIIIMlftl I Gr 11 ., 11111, off'.ctrl Of pallMQ. or •• , af tllt ..... 
•• rtlpollll 10 q11n110111 I t\olf .... llll "'"'"' of 1ft) httftw .... ,. ....... i'IIJCICIIIOe. or allillr ldlllllt bctMIIN ICIIOII llt •tut 
llillt OI U) Ollltr JVftlCIICIUIII• -- Yft -- '\o If .n. pltlM 11pl1tn 

H,1,r "'' 1,11 lht 1nt111,, INl'lltd 1n rn,otlH 10 q.n11on t or II or 111t11 off1CCr1 or PfiAMft or •n, of 1111 ,no,ucluak fllffifd 
111 ~,pon1t to .,.111H11an1 • ncr brtn UHllCld. c11111'41 con,cctt4 of. or plfd p1hi, or llO com111 10 ••~ 1e4rr11 or 11111 cr,mc 
.n ,11,, •••1t or •n, oahcr Jun11hr1.on• __ ht -- ,o H ~fl. Jltlll upl11n 

H•.r •• , of lllt rnt11lf\ Nftlr4 .n ,..,. .. 10 lit"ffllOIH I or 11 or ,,.,, ofrtnn gf' Pl"ftln, Of •• ,. ot lft.t 1nd1•••11o•,1o DiffltO 
,n '"P'""' 111 .au,.1,ont I ,, .. lletn 111t 1UDjlr1 01 H> \ilcd1c1ad 111111 \IX, or MIG&Cart 1T1dt Jl,\llh 1•1pt1111on .sro.,mr,11 ··~·•·'"'····•O" ffC'DICI\ ltllOn ,n '"" llllt or an, 01ftrr111nM11C'IIOft'" -- ,.. -- ,. lf)n PIHttt•pt11n 

On ... , ,1111111m1t1H n1nwd 1a 1npon111a qun11an l or II a, 1h11t offieen or 1Nn111n or H~ CN 1tic 01N, nd,•tdw••' 11,mrd 
,n ''"'°"" 1a 11ur1110M • ••• or ha-.c an, '1nanni1I 1n1rtt11 1n .. , ottlcr p101o1dfr p1nac1pM•fll 1n the ,,_ Jtrw, \tea,, • .: 
1T,11r ,.,. P,11.,i1m or th, \IIIIIC'ald 1Tt1le '"" Pro,1m ol an, Olhet Hilt ot JUflldtCuon"' -- ,.. -- , .. II .,, 
,,c.,, 11-1 PIDU.:lrt ••me •nd nllllll o1 flllldlln,h1p 

D->,011,11i1,,,1..::irpod1a1M1 otllf\Q11 TOALL----10'0'E -- 10CfRf1'" GIOlPSO'L\ --
H \OM Charfr 10 .u or Clftlaft l'DIIIPI, plcllt rapla,n ,au, •rrNpl'fttfll aftd lltlCIII I cop~ af .... u, tn .ctmhilt 

2.a Lall dlU Ind "°"" of oprra110n 

49-92 
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ADMINISTRATION MANUAL 

STATE OF NEW JERSEY 
DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 

NEW JERSEY HEAL TH SERVICES PROGRAM 
TITU XIX !MEDICAID) 

PROVIDER AGREEMENT 
BETWEEN 

NEW JERSEY DMSION OF MEDICAL ASSISTANCE AND HEALTII SERVICES 
AND 

PROVIOEA 

PROVIDER AGREES: 

I. To comply with au applicable State and Federal Medicaid laws and policy, and rules and regula-
tions promulgated pwsuant thereto: 

2. To keep such records as an necessary to fuUy disclose the extent of services provided to in-
dividuals receivin1 assistance under the Medicaid Propam; 

3. To furnish the Division or Medical Assistance and Health Services, the Seeretary of He,.Jth and 
Human Services and the Medicaid Fraud Section, Division or Crimin.a Justice with such in-
formation u may be requested from lime to time, reprdina any payments claimed for providing 
services under the Medicaid Propam; 

4. To comply with the requirements of Title VI or the Civil IUahts Acts or 1964 and Section 504 
of the Rehabilitation Act of 1973 and any amendments thereto; and Section 1909 of P.L. 
92-603, Section 242 (c) which makes it a crime and sets the punishment for penons who have 
been found auilty of makins any false statement or representation of a material fact in order 
to receive any benefit or payment under the Medical Assistance Propam. ("Ille Department of 
Human Services is required by Federal regulation to make this Jaw known and to warn apinst 
false statements in an application/qreement or in a fact med in determinins the risht 10 a 
benefit, or converting a benefit to the use of any penon other than one for whom ii was 
intended). 

S. To comply with the diaclosure requirements specif"aed in 42 CFR 4S5.100 throU&h 42 CFR 
455.106. 

The provider may, on thiny days wrilten notice to the Division, terminate this Aazeement. 

DATE 

TtTL.C 

Fonn #9 
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DEPARTMENT OF HEALTH ANO HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

DEPT. OF HUMAN SERVICES 

Form Approved 
0MB No. 0938-0086 

INSTRUCTIONS FOR COMPLETING DISCLOSURE OF 
OWNERSHIP AND CONTROL INTEREST STATEMENT (CMS-1513) 

Completion and submission of this form is a condition of participation, certification, or recertification under any of the programs established by titles V, 
XVIII, XIX, and XX, or as a condition of approval or renewal of a contractor agreement between the disclosing entity and the Secretary of appropriate 
State agency under any of the above-titled programs, a full and accurate disclosure of ownership and financial interest is required. Failure to submit 
requested information may result in a refusal by the Secretary or appropriate State agency to enter into an agreement or contract with any such 
institution or in termination of existing agreements. 

SPECIAL INSTRUCTIONS FOR TITLE XX PROVIDERS 
All title XX providers must complete part II (a) and (b) of this form. Only those title XX providers rendering medical, remedial, or health related home-
maker services must complete parts II and Ill. Title V providers must complete parts II and Ill. 

General· 1nstroctionrs 
For definitions, procedures and requirements, refer to the appropriate 
Regulations: • · 
Title V . - 42CFR 51a.144 
Tille XVlli- 42CFR 420.200- 206 
Title XIX - 42CFR 455.100-106 
Title XX - 45CFR 228.72.-: 73. . . . 

Ple&SEI answer all questions as of the cu~rent date. If the yes block for 
any. Item is checked, list requested additional inlormailon under the 
Remarks section ori page 2, referencing .the item number to be . 
continued. If adcfltional space is needed use an attached sheet. . • 

Return the original ~d s~ Elnd third copies io the St$ i 
agency; i'!ttaln the fii'sl copy f<lr your Illes. · · · 

This form is to Ile com~eted annua1iy. Any ~ubstan~al delay In 
completing the form should be reported to the State survey agen!)y, . . 

DETAILED 1NSTRUCT16Ns· 
These instructions ~e designed to clarify ce~n questi~ns on ttie 
form; Instructions are listed in question ori:ier for easy reference. No 
instructions have been given lor questions considered sell:.exi,lanatory. 

IT IS ESSENTIAL THAT ALL APPLICABLE QU~S~IONS BE • 
ANSWERED ACCURATELY ANO THAT ALL iNFORMATION BE . • CURRENt . . . . .•· .. ·. . . . . . . . 

ltein I (a) Und~r identKyi; information Mlat cap1lClty lh• 
entity is doing business as (OBA), example, name elf . 

• . l~e or corporation. • •··· • . • . •. • . ·.· •. • .. • · · •. 
(b) For R8$11onal Office Use 0n1y; If the yes box ls checked fclr 

. • ltemVH, the Regional Office will enter the 5-dlglt .· . 
number assigned by CMS to chain orgariizali~S-

ltemH Self-anat9ry. · •. • .. 

Item ;II • Ust the names of all ill(jlvicluals and organizations having 
dlreci or indirect ownership interests, or controlling interest separaiely 
or in combination amounting to an ownership interest of 5 percent or · 
rnore in the disclosing entity. · · · · · 

Direct ownership interest is defined as the possession of -• equity 
In capital or any Interest In the profits of.the disclosing entity. A 
disclosing entity is defined as a Medicare provider or supplier, or other 
entity that furnishes services or arranges for furnishing services under 
Medicaid or the Maternal and Chlld Health program, or health reJaled · 
services unde.r the social services program. · · 
Indirect ownership interest Is defined as ownership interest In an entity 
that has direct or indirect ownership interest in the disclosing entity. 
The amount of Indirect ownership in the disclosing entity that Is held by 
any other entity is determined by multiplying the percentage of 
ownership interest at each level. An indirect ownership interest must be 
reported H It equates to an ownership interest of 5 percent or more in 
the disclosing entity. Exa~: if A owns 1 O percent of the stock in a 
corporation that owns 80 percent of the stock of the disclosing entity, 
A's interest equates to an 8 percent indirect ownership and must be 
reported. 

Supp. 1-17-06 49-94 

Controlling Interest Is defined as the operational direction or 
management of a disclosing entity which may be maintained by any or 
all of the following devices: the ability or authority, expresseQ or 
reserved, to amend or changa the corporate ldantity•(l.e., j(rint venture 
agreement, unincorporated business status) of the disclosing entity; lhe 
ability or authority to nominate or name members·of the Board of, · 
Directors or Trustees of the disclosing entity; the ability or authority, · • 
expressed or reserved, to amend or change the by-laws, corislituliill\, . 
or other operating or management direction of the dise!OSl119 eritity; the 
right to control any or all of the or other property of the• .·. • •· . • . 
disclosing entity upon the • or dissolution of that enlity; lt!8 ability or·. 
authority, expressed or r85!1nied, to ~I the sali:1 of ai)y or all of !tie · 
assets, to encumber such assets by way of mortage oroiher ...... ·.•· • . • . 
Indebtedness, to dissolve the entity, .orto arrange for the u1e·or ·. 
transfer. of the disclosing entity to nEIW .ownership Of controC .. 

. ' . . . . ' . . . . . . . . . . 

Items IV -Vil • Ch~es ln Pinwier Status · 
Change In provider s~tus Is ~nedas iinycbai,gein n:i~ 
control; Examples of such changes woi:ifd inclu!fe:a charige.fn Medical 
or Nursing Director,. a new Administrator, contraQllng the ope.rallori of 
the facility to a management. oorpo~tioil, a .change in the COff1pOSltlon 
of the owning partnership which under applicable State law ls not . 
considered a change In ownership; or .the hiring or clismlsslng of any . 
employees with 5 percent or more financial lntereslin the facility. or In 
an owning corporat!On, or any. change of ownership, . . · . · 
Fo.r 1~ 1v-vi1; 11 the yes boj 1s c~.· 11$1 additional 1iitormat1011 .. 
requested under Remarks. Clearly ldeil6!Y whicll llerii .fs be1"9 ~i'l!ied, 
I• IV • {a & b) II there has•~ a ch~ge in ownership within the• ... 
last year or If you anticipate a change, Indicate !he date in !he •. . 
appropriate spacei · · · · · · · · · · · · · · · · · · · · 

ltel1I v • llthe.an9iier is yes,•~~~ of~ lYl~ment.firln 811d ·. 
employer lderitlficatton num]:ier (EIN), ortlie name of the le$Sli'.ig • . .. 
organization. A management com~ Is defined as any organization . 
that operaies and manages a busi~ cm:~ of the ~1181: of.thaf 
business, with the owner retaining .·!,lltlmate legal fMPO!lSlbility fi:>r. . . . • 
opar~n of the fac:11~ ··· · · · · · · · · · · ·· ·· · · · · · · · · · · · · · ·. 

Item VI· II ttiunswer Is yes, Identify which has challged · . · 
(Administrator, .Medical Director, or Director of Nursing) anif the date 
the change was made. Be sure to Include name of the new· • ·• · .· · 
Administrator, Director of Nursing or Medical. Director, iis appropriate. 

Item VU • .A .chaln..afflliale is any free,,$1anding.health care facility that is. 
ellhei owned, conbolled, or operated under lease or contract t,,i an 
organization consisting of twO or more free-standing health care · 
facilities organized within or aoroas State lines which Is under the 
ownership or through any other device, control and direction of a 
common party. Chain affiliates Include such facillttes whether. public, 
private, charitable or proprietary, They also include subsidiary 
organizations and holding corporations. Provider-based facilities, such 
as hospital-based home health agencies, are not considered to be. 
chain affiliates. 

Item VIII • If yes, list the actual number of beds in the facility now and 
the previous number. 

\ 
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ADMINISTRATION MANUAL 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS F'OR MEDICARE & MEDICAID SERVICES 

10:49App. 

Form Approved 
0MB NO. 0938-0086 

DISCLOSURE OF OWNERSHIP AND CONTROL INTEREST STATEMENT 
I. Identifying Information 

(a) Name of Entity D/B/A Provider No. Vendor No. Telephone No. 

Street Address City, County, State Zip Code 

(b) (To be completed by CMS Regional Office) Chain Affiliate No. LB1 
II. Answer the following questions by checking "Yes" or "No." II any of the questions are answered "Yes," list names and addresses of Individuals or corporations 

under Remarks on page 2. Identify each item number to be continued. 

(a) Are there any individuals or organizations having a direct or indirect ownership or control interest of 5 percent or more in the institution, organizations, 
or agency that have been convicted of a criminal offense related to the involvement of such persons, or organizations in any of the programs established 
by titles XVIII, XIX, or XX? 

LB2 

(b) Are there any directors, officers, agents, or managing employees of the institution, agency or organization who have ever been convicted of a criminal 
offense related to their involvement In such programs established by titles XVIH, XIX, or XX? 

LB3 

(c) Are there any individuals currently employed by the institution, agency, or organization In a managerial, accounting, auditing, or similar capacity who 
were employed by the Institution's, organization's, or agency's fiscal Intermediary or carrier within the previous 12 months? (Title XVHI providers only) 

LB4 

UI. (a) List names, addresses for Individuals, or the EIN for organizations having direct or indirect ownership or a controlling Interest in the entity. (See instructions for 
definition of ownership and controlling Interest.) List any additional names and addresses under "Remarks" on page 2. If more than one Individual is 
reported and any of these persons are related to each other, tills must be reported under Remarks. 

Name Address EIN 

LBS 

(b) Type of Entity: D Sole Proprietorship D Partnership 
D Unincorporated Associations D Other (Specify) 

D Corporation LB6 

(c) If the disclosing entity Is a corporation, list names, addresses of the Directors, and EINs for corporations under Remarks. 

Check appropriate box for each of the following questions: 
(d) Are any owners of the disclosing entity also owners of other Medicare/Medicaid facilities? (Example: sole proprietor, partnership or members of Board 

of Directors.) If yes, list names, addresses of Individuals and provider numbers. 
LB7 

Name Address Provider Number 

CMS-1513 (5/86) Page 1 

49-95 Supp. 1-17-06 



10:49 App. DEPT. OF HUMAN SERVICES 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 
IV. (a) Has there been a change in ownership or control within the last year? 

If yes, give date ____ _ 

(b) Do you anticipate any change of ownership or control within the year? 
If yes, when? 

(c) Do you anticipate filing for bankruptcy within the year? 
If yes, when? 

V. Is this facility operated by a management company, or leased in whole or part by another organization? 
If yes, give date of change in operations ____ _ 

VI. Has there been a change in Administrator, Director of Nursing, or Medical Director within the last year? 

VII. (a) Is this facility chain affiliated? (If yes, list name, address of Corporation, and EIN) 
Name EIN# 

Address 

VII. (b) If the answer to Question VII.a. Is No, was the facility ever affiliated with a chain? 
(If yes, list Name, Address of Corporation, and EIN) 
Name EIN# 

Address 

VIII. Have you Increased your bed capacity by 10 percent or more or by 10 beds, whichever Is greater, within the last 2 years? 

If yes, give year of change ____ _ 
Current beds LB18 Prior beds LB17 

Form Approved 
0MB NO. 0938-0086 

LB8 

LB9 

LB10 

LB11 

LB12 

LB13 

LB14 

LB18 

LB19 

LB15 

WHOEVER KNOWINGLY AND WILLFULLY MAKES OR CAUSES TO BE MADE A FALSE STATEMENT OR REPRESENTATION OF THIS STATEMENT, MAY 
BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS. IN ADDITION, KNOWINGLY AND WILLFULLY FAILING TO FULLY AND 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 of Authorized Representative (1\iped) Tltle 

Signature Date 

Remarks 

CMS-1513 (5186) Page2 

Supp. 1-17-06 49-96 Next Page is 49-96.1 
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ADMINISTRATION MANUAL 10:49 App. 

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid 0MB control 
number. The valid 0MB control number for this information collection is 0938-0086. The time required to complete this information collection is estimated to 
average 30 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. II you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to CMS, 
7500 Security Boulevard, N2-14-26, Baltimore, Maryland 21244-1850. 

Amended by R.2006 d.25, effective January 17, 2006. 
See: 37 N.J.R. 3176(a), 38 N.J.R. 802(a). 

Replaced (HCFA-1513) fonns with (CMS-1513) fonns. 

49-96.1 Supp. 1-17-06 



10:49 App. DEPT. OF HUMAN SERVICES 

PATI§NTCERTIF1£ATION FORM 
PATIENT'S NAME-----------

H'I.C NO. -------------
WEDIC"Akt PATIEfo;T'S Al:THORJZ.ATJON 

1 ... uu,nu u• taoldu of ••dlo:al or odler lnfo ... uon aboul a, 10 
,cJ•UI' IO U:.• SC,C'l,U. Ste\ll'Kt AdmllllllHUon, O:I' lllt Htah.b CUI 
f'U\al'IC'IDI Adin.tMtllaMon o, 1 .. &111knnN1aan or canMn.. _, •· 
,0 ,.,.,,a-caon rw•ded lur 1bU or • nhllN deun, I ceNf;,I lbH u,, 
-r'l,·1C"f\SI ~0""'" bt *" claun b• bffa RUIHd 11nd ~4Ut11 P••· 
m•nl vi lhvrdann W1111 Pr"'1•• Pobc, •Hbn l,o Dr, 
cu in,-•U ,t U'la doc&or don no, ~r,pl -•-••'-

P111,n1 or Awlhonnd 
RtPl'l'lf'ftllll,,,·, S1,1qu1n 

KSPNO. ___________ _ 

AuOiot1aapo111 IO ••!!r 11,1onn•ttoo e9 brew """" I 
nnu, •• , Ult ..rww•t•> COttHd br lbla C'laam ....... '"·"" 
Md nq~al 111., ,.,. ••• , lor ..... --'" lie -·· •• •illlllftall, 
J aulllo-11,t .. , ~NI" ot ffatdtcal pr Olht aM111 ffit 
IO n11...- IO "'' SUM AIIDC7 01 , .. w1bof'i1td Aini.II .,. illfOI• 
••taoo .. ,... .. tor 01 • ,.sauo cl .... 

COAROI NuattMt Chim Conun,nv. 

THIS FORM TO BE Rf. TAINf.D 1"'- PRO\"ID£R'S OFFICE 
THI~ FOR."'- HAS Ii.EN APPtlO\'ED BY 

;.~1:;.M 1-:d. ·7182 

Form #11 

ntf NE'illl' JtkSf.Y DEPARTMP.""I OF Ht;~~ 5£R\'ICE5. 
01\'ISION Of' MEDICAL ASS&ST.ANCE 14..-..0 HEALTH SER\'lCES 

FOR USE L"- THE MEDICAID PROGRAM F0,197-N.J. (re,·. 'US~ 

Notice to All Applicants and Providers 

Please note that the ownership and direction of a professional 
practice must be in compliance with all applicable State statutes and 
regulations governing licensure. 

Any individual or entity found by staff of the Division of Medical 
Assistance and Health Services to be in violation any State statute or 
regulation governing the ownership and direction of a professional 
practice will be subject to appropriate sanctions contained in the 
statutes and regulations governing the programs administered by the 
Division of Medical Assistance and Health Services, including 
exclusion from the New Jersey Medicaid and NJ KidCare programs. 
In addition, such violations will be referred to the appropriate 
professional board or other licensure authority. 

To be completed by owner, managing partner or chief executive 
officer: 

I hereby certify that ___ (name of entity applying for 
program participation) is in compliance with State statutes and 
regulations governing the ownership and direction of a professional 
practice. 

Date Print or type name and title 

Signature 

Form#l2 

MEDICAL ASSISTANCE CUSTOMER CENTER 
(MACC) 

MACCOFFICE DIRECTOR & PHONE # ADDRESS 
(03) BURLINGTON Nancy Weber, Director Mt. Laurel Corporate Park 

Supp. 1-17-06 49-96.2 Next Page is 49-97 
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MACC OFFICE 
(11) MERCER 

(04) CAMDEN 
(08) GLOUCESTER 
(17) SALEM 
(06) CUMBERLAND 
(01) ATLANTIC 
(05) CAPE MAY 

(07) ESSEX 

(09) 1-ll.iDSON 

(12) MIDDLESEX 
(20) UNION 

(13) MONMOUTH 

(14) MORRIS 
(10) HUNTERDON 
(18) SOMERSET 
(19) SUSSEX 
21 WARREN 

(15) OCEAN 

(ll,) PASSAIC 
(02) BERGEN 

Form #14 

ATLANTIC 

8:30-4:30 
BERGEN 2 
8:0(1--4:30 
8:00-8:00 Q'ues<lay) 
BURLINGTON 3 

8:{Nl-5:00 
8:00-7:30 (Thursday) 
CAMDEN 4 

8:30-4:30 
7:30--7:30 (Thursday) 
CAPE MAY 5 

8:30-4:30 
CUMBERLAND 6 

8:30-4:30 
ESSEX 7 

8:00-5:30 
GLOUCESTER 8 

7:30-4:30 
HUDSON 9 

8:00-5:00 
HUNTERDON 10 

DIRECTOR & PHONE # 
( 856) 787-31155 
FAX#(856) 787-3877 
Eileen Calabro, Director 
(856) 614-2870 
FAX#(8.~6) 614-2575 
, [Barbara Smith) Director 
(8S6) 690-5208 
FAX#(856) 690-5223 

Kate Bucklcy-Straus.~1. Director 
(973) 648-37(N} 
FAX#(973) 642-6468 

ADDRF"55 
1000 Howard mvd, Suite 303 
Mt. Laurel, NJ 08054-2355 
I Port Center, Suite 401 
2 Riverside Dr. 
Camden, NJ 08103-1018 
Giles Building 
1676 East Landis Ave 
PO Box 1513 
Vineland NJ 08362-1S13 
153 Halsey St 
4th Aoor 
Newark, NJ 07101-8004 

John Rus.~ell, Northern Regional Administr.llor 
Robert Duebcn, Director 
(201) 217-7100 
FAX#(20l) 217-7122 
, [Susan Simoni Director 
(732) 499-5700 
FAX#(732) 499-5803 
, (Carol Coyle] Director 
(732) 761-3600 
FAX#(732) 761-3621 or 3623 

438 Summit Ave 
6th Floor 
Jersey CilY. NJ 073116-3186 
301 Blair Road 
2nd Aoor 
Avencl1 NJ 07001-2936 
Juniper Business Plaza 
3499 Highway 9 North 
Suite IH-A 
Freehold, NJ 07728-3287 

Thomas Rafferty, Southern Regional Administrator 
Stewart Klaus, Director IO Park Plac.-c 

Suite 340 (973) 631-6440 
FAX#(973) 631-6448 

Gail Dempsey. Director 
(732) 255-0731 
FAX#(732) 255--0743 
Kathleen Lohrey, Director 
(973) 977-4077 
FAX#(973) 684-8182 

Morristown, NJ 07960-7101 

1510 Hooper Ave 
Suite 130 
Toms River, NJ 08753-2295 
66 H11milton St 
Paterson, NJ 07505-2021 

COUNTY BOARDS OF SOCIAL SERVICES 
FORREST GILMORE, ACT. DEPT. HEAD ATLANTIC COUNTY DEPARTMENT OF FAMILY 
KAREN 8. ENOUS, DIRECTOR OF WELFARE & COMMUNITY DEVELOPMENT 

FAX 609-343-2374 
EDWARD TESTA, DIRECTOR 

FAX 201-368-8710 
ANN SABOE, DIRECTOR 

FAX 609-261-0463 
ROBERT ELLIS, DIRECTOR 

FAX 85(,-225-5145 (Director Only) 
FAX 856-225-7797 
JOSEPH 8. FAHY, DIRECTOR 

FAX 609-889-9332 
GREGORY CURLISS, DIRECTOR 

FAX 856-692-7635 
JAMES J. WILLIAMS, DIRE{,7"01t 

FAX 973-643-3985 
CAROL PIRROTTA, DIRECTOR 

FAX 856-582~587 
ANGELICA HARRISON, DIRECTOR 

FAX 201-420-0343 
JOIIN F. CAHALAN, DIRECTOR 

49.97 

1333 ATLANTIC AVE. 
ATLANTIC CITY, NJ 08401-8297 
BERGEN COUNTY BOARD Of' SOCIAL SERVICES 
216 ROUTE 17 NORTH 

609-348-3001 

ROCHELLE PARK. NJ 07662-3300 201-368-4200 
BURLINGTON COUNTY BOARD OF SOCIAi. SERVICES 
HUMAN SERVICF..S FACILITY 
795 WOODLANE RD. 
MOUNT HOLL Y1 NJ 08060-3335 
CAMDEN COUNTY BOARD OF SOCIAL SERVICES 
Al.ETHA R. WRIGHT ADMINl&TRATION BLDG. 
600 MARKET ST. 

li()Q..261-1000 

CAMDEN, NJ 08!02--MOO 856-225-8800 
CAPE MAY COUNTY BOARD OF SOCIAL SERVICES 
SOCIAL SERVICES BLDG. 
4005 ROUTE 9 SOUTH 
RIO GRANDE, NJ 08242-1911 609-886-6200 
CUMBERLAND COUNTY BOARD OF SOCIAL SERVICES 
13 NORTHEAST BLVD. 
VINELAND, NJ 08360 856-691-4600 
ESSEX COUNTY DEPARTMENT Of CITIZEN SERVICES 
DIVISION OF WELFARE 
18 RECTOR ST., 9TH FL 
NEWARK. NJ 07102 97.3-733-3000 
GLOUCESTER COUNTY BOARD OF SOCIAL SERVICES 
400 HOLL YDELL DR. 
SEWELL NJ 08080 856-582-9200 
HUDSON COUNTY DIVISION OF SOCIAL SERVICES 
JOHN F. KENNEDY OFFICE BLDG. 
100 NEWKIRK ST. 
JERSEY CITY, NJ 07306 
COUNTY OF HUNTERDON 
DIVISION OF SOCIAL SERVICES 
DEPARTMENT OF HUMAN SERVICES 
P.O. BOX 2900 

201-420-3000 

Supp. 9-7-04 
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8:30-4:30 17AX9AA-8ll6-451111 
·MERCER II DENNISC. MICAI, Dll~ECTOR 
8:»-4:30 
8:30-8:30 (Tucsduv) FAX 6(11J...989..(J405 

MIDULESF.X 12 ANOEl.A B. MACKARONIS, DIREC.TOR 
FAX 732-745-4558 

8:30-4:15 WFNJ FAX 732-745-4555 
MONMOU11i 13 KATHLEEN A. BRADY, DIRECTOR 
8:30-4:311 FAX 732-431--6017 
8:36-11:00 (Thursd11y) WFNJ FAX 732-431-6267 
MORRIS 14 CAROL A. NOVRIT, DIRECTOR 

8:311-4:3'1 FAX 973-32<,-72SI 
OCEAN 15 BEVERI.Y J. DEARMORE, DIRECrOR 

FAX 732-244-8075 
8:30-4:30 WFNJ FAX 732-473--06(>9 
PASSAIC "' MARK SCHIFFER. DIRl:CTOR 

7:30-6:1111 fAX 973-881-3232 
SAi.EM 17 AMY THOMAS, DEPUTY DIROCTOR 

8:<Nl-4:00 FAX 856-2<JQ...3245 
SOMERSET 18 MIi.OREO A. GAUPP, DIRECl"OR 

8:15-6:00 FAX &JOK..231-90111 
SUSSF.X 19 Jl:FFRF.Y M. DALV,DIRECTOR 

8:311-4:311 FAX 973-383-3627 
UNION 20 CHARLES J. GILLON. UIIU:CTOR 

FAX 'lll!l-965-3836 (Dirccaor Only) 
8:15-6:00 WFNJ f AX 9118-IJ6S-2758 
WARREN 21 HENRY D. DINGER, DIRECTOR 

8:30-4:30 FAX CJIIH-475-1533 

rev. 6/1/01 

Form #IS 

Amended by R.1997 d.354, effective September 2. 1997. 
St.-e: 29 N.J.R. 2512(a), 29 NJ.R. 3856(a). 

Repealed Forms 7, 15 and 16, and recodified Forms 8 through 14, 
and 17, as Forms 7 through 13, and 14. respectively; and added Form 
158. 

DEPT. OF HUMAN SERVICES 

FLEMINGTON. NJ 08822-21JOO 
MERCER COUNTY BOARD Of SOCIAL SERVICES 
200 WOOLVERTON ST., P.O. BOX 1450 

908-788-1300 

TRENTON, NJ 08(,50-211!>'1 609-989-4320 
MIDDLESEX COUNTY BOARD OF SOCIAL SERVICES 
181 HOW LANE, P.O. BOX 509 
NEW HRUNSWICK1 NJ 118903 732-745-3500 
MONMOUTI I COUNTY DIVISION OF SOCIAL SERVICES 
KOZLOSKI RD., P.O. HOX 3000 
FREEHOLD. NJ 07728 732-431-MIIO 
MORRIS COUNTY DIVISION Of EMPLOYMENT AND 
TEMPORARY ASSISTANCE PROGRAM SERVICES 
1719C ROUTE 10 (PARSIPPANY), P.O. BOX 900 
MORRISTOWN, NJ 079'>3-0900 973-326-7800 
OCEAN COUNTY BOARD OF SOCIAL SERVICES 
1027 HOOPER AVE., P.O. BOX 547 
TOMS RIVER, NJ 08754-0547 732-349--1500 
PASSAIC COUNTY BOARD OF SOCIAL SERVICES 
80 HAMILTON ST. 
PATERSON, NJ 07505-2060 973-881-0100 
SALEM COUNTY BOARD OF SOCIAL SERVICES 
147 S. VIRGINIA AVE. 
PENNS GROVE. NJ 08069-1797 856-299-7200 
SOMERSET COUNTY BOARD OF SOCIAL S6RVICES 
73 E. HIGH ST., P.O. BOX 936 
SOMERVILLE. l\;J 08876--0936 9118-526-8800 
SUSSEX COUNTY DIVISION OF SOCIAL SERVICES 
18 CHURCH ST., P.O. BOX 218 
NEWl"ON. NJ 078£,0-0218 973-3113-3600 
UNION COll:-.ITY DIVISION OP SOCIAL SERVICES 
342 WESTMINSTER AVE. 
ELIZABETH, NJ 07208-3290 908-965-2700 
WARRL;N COUNTY WELFARE BOARD 
COURT HOUSE ANNEX 
SECOND & HARUWIC'K STS., DOX 30IIO 
BELVIDl:RI:, NJ 07823-3000 

Amended by R.2003 d.82, effective February 18, 2003. 
See: 34 N.J.R. 2(150(a), 35 NJ.R. I I 18(a). 

91l8-475-630I 

Supp. 9-7-04 49-98 
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