PROPOSED REGULATIONS

For information concerning Proposed Regulations, see Information Page.

Symbol Key

Roman type indicates existing text of regulations.  Italic type indicates proposed new text.
Language which has been stricken indicates proposed text for deletion.

Proposed Regulations

Proposed Regulations


DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

Title of Regulation: 12 VAC 30-150-10 et seq. Uninsured Medical Catastrophe Fund.

Statutory Authority: §§ 32.1-324.3 and 32.1-325 of the Code of Virginia.
Public Hearing Date: N/A - Public comments may be submitted until December 7, 2001.

(See Calendar of Events section

for additional information)

Agency Contact: Victoria P. Simmons, Regulatory Coordinator, Department of Medical Assistance Services, 600 E. Broad Street, Suite 1300, Richmond, VA 23219, telephone (804) 786-7959 or FAX (804) 786-1680.

Basis: Section 32.1-324.3 of the Code of Virginia grants to the Board of Medical Assistance Services (BMAS) the authority to publish regulations to administer the Uninsured Medical Catastrophe Fund (UMCF). Section 32.1-324 of the Code of Virginia grants to the Director of the Department of Medical Assistance Services (DMAS) the authority to administer and amend the Plan for Medical Assistance in lieu of board action pursuant to the board's requirements.

Purpose: The purpose of this proposal is to develop rules to administer the Uninsured Medical Catastrophe Fund. In addition to criteria specified in the Code of Virginia, these regulations (i) further define an uninsured medical catastrophe as a life-threatening illness or injury requiring specialized medical treatment, hospitalization, or both; (ii) establish procedures for distribution of moneys in the fund to pay for the costs of treating uninsured medical catastrophes; (iii) establish application and appeals procedures; and (iv) establish criteria for eligibility for assistance from the fund and the prioritization and allocation of available moneys among applicants for assistance from the fund.

Regulations are necessary to develop criteria and procedures for determining who will receive funds. Due to the nature of uninsured medical catastrophes, this new fund can make the difference between life and death. It will be very important that funds are distributed fairly. The agency will consider any alternatives suggested during the regulatory process.

Substance: Virginia taxpayers can designate a portion of their Virginia tax refund to the Uninsured Medical Catastrophe Fund beginning with their 1999 tax returns and anyone can make a contribution to the fund at any time. Funds will first become available January 2, 2001, and, thereafter, will be available the month after tax returns are filed or after contributions are posted to the fund. It is anticipated that funding will be limited relative to the potential need.

The fund should have a positive impact on Virginia families by providing access to treatment for uninsured medical catastrophes. Because the UMCF regulations are designed to help uninsured Virginians receive treatment that they otherwise would not have received, the UMCF will not pay for services already rendered, including emergency services. Hospitals are already required to provide emergency services.

There will be four criteria that must be met prior to disbursement of funds. The first criterion is that the individual meets the eligibility rules. The second criterion is that there is an approved treatment plan. The third criterion is that funds are available. The fourth criterion is that a provider can be found who is willing to accept the UMCF contract.

In addition to being a citizen or legally resident alien and a resident of Virginia, an eligible individual must have income under 300% of the federal poverty level, have a life-threatening illness or injury, and be uninsured for the needed treatment.

These regulations establish an income limit above which UMCF funds will not be available. The income limits are to be updated annually effective July 1 following the issuance of annual figures by the federal government.

The UMCF is not a poverty program. Most Virginians who are uninsured are so because their employers do not offer health insurance. In addition, it is generally difficult and costly to purchase individual health insurance. However, the agency feels that most uninsured Virginians with incomes over 300% of poverty should have access to affordable health insurance or have the resources to pay for treating a medical catastrophe. Given the limited funding which is expected for this program, the agency believes that it would be most beneficial to the neediest citizens to target funds to persons with incomes under 300% of the federal poverty level.

The Code of Virginia indicates that an uninsured medical catastrophe shall include a life-threatening illness or injury requiring specialized medical treatment, hospitalization, or both. This regulation further defines life threatening as an illness or injury that, if left untreated, would more than likely result directly in death. The agency intends to cover only acute illnesses or injuries or acute phases of chronic illnesses.

The regulation clarifies that an eligible individual may be insured in general, but may be uninsured for the particular needed medical treatment. For example, someone may have health insurance that does not cover organ transplants. Such an individual could apply for UMCF payment for an organ transplant, if the failure to receive a transplant would be life-threatening, and the other stated criteria were met.

The UMCF, in general, will pay for services needed to treat acute illnesses or injuries or the acute phases of chronic illnesses. The services must be part of an approved treatment plan. The proposed treatment plan must be for a course of treatment to remediate, cure, or ameliorate the life threatening illness or injury. The treatment plan must not be open ended. The UMCF will not be responsible for long-term maintenance medications or additional treatments beyond the course of treatment approved by DMAS. The UMCF will not pay for custodial care, for transportation, or for mental health services.

Coverage will be limited to medical or surgical services that are not considered to be experimental or investigational by the medical community. The proposed treatment plan should reflect the medical community’s standard of practice for treating the particular life-threatening illness.

In addition, the UMCF will only cover certain organ and tissue transplants. Transplants are some of the most expensive treatments that could be covered by the UMCF. There can be waiting lists for organs and the transplant procedures vary in effectiveness. Because of the concern about limited funding, the agency proposes to limit coverage of transplants. This will avoid tying up UMCF funds to assist individuals on transplant waiting lists to receive transplants when the procedure has demonstrated limited effectiveness for the diseases being treated. These regulations propose that the UMCF cover only cornea, liver, kidney, and bone marrow/stem cell transplants. Livers, kidneys, and bone marrow/stem cell transplants are generally available and generally very effective. Kidney transplants on average cost less than $10,000. Autologous bone marrow/stem cell transplants can cost $80,000 and allogeneic bone marrow/stem cell transplants can cost $120,000. Liver transplants are the most expensive of the three transplants and can cost $155,000. The actual costs of these transplants (except for kidney) could be more as the amounts shown are what DMAS pays as an all-inclusive rate.

Even if an applicant is determined eligible and the treatment plan is approved, expenditures will be limited to available funding. The UMCF is not an entitlement program. The agency anticipates that funding will be limited relative to the need. These regulations establish objective criteria for determining who gets available funds. Funds will be disbursed on a first-come, first-served basis based on the date the original application is received by DMAS or its agent. The agency will also develop a waiting list, if necessary.

Finally, the agency cannot disburse these designated funds unless there is a provider willing to contract with DMAS. The agency intends to establish a global fee to cover the costs of the proposed treatment plan. The global fee will be based on the Medicaid reimbursement methodology to cover the services in the approved treatment plan. This is similar to the process the agency uses to pay for transplant procedures under Medicaid. The agency will work with applicants to find a willing provider but the responsibility for identifying a willing provider will ultimately rest with the applicant.

On the basis of the individual’s contract, funds will be fully committed from the UMCF and unavailable to other applicants. This will insure that the UMCF will cover treatment in full once a commitment has been made. Funds will be available for up to one year after the contract is signed. Any unused funds at the end of the contracted course of treatment will be returned to the UMCF.

These regulations also establish application and appeals procedures. Funds will be committed on behalf of eligible individuals on a first-come, first-served basis based on the date and time the original signed application is received by DMAS or its agent. This date and time will also determine ranking on a waiting list, if necessary. DMAS will determine eligibility and approval of the treatment plan within 60 days of the application date.

If funds are not available for all applicants, applicants who have been determined eligible and whose treatment plans have been approved will be placed on a waiting list on a first-come, first-served basis based on the date and time their original, signed applications are received by DMAS or its agent. DMAS may review the eligibility and treatment plan decisions if more than 60 days have elapsed between the date that DMAS initially determines an applicant eligible and approves the treatment plan, and the date that funds become available to assist the highest ranking individual on the waiting list. The approved treatment plan takes into account applicants’ health status at the time the treatments are approved. If applicants’ health status deteriorates while they are on the waiting list, the treatment plan may no longer be appropriate and can be revised.

Applicants have the right to appeal adverse determinations regarding eligibility and their treatment plans. Every effort will be made to make determinations before funds become available. Applicants will have an expedited appeal process that will protect their place on the waiting list for available funds. An applicant will lose his position on the waiting list during a normal appeal or if the appeal decision is unfavorable and the applicant sues in circuit court. If an applicant subsequently receives a favorable decision, he is restored to the waiting list with the ranking based on the date and time the original signed application was received by DMAS or its agent.

Issues: The primary advantage of this regulation is that some uninsured Virginians will be able to receive medical treatments for medically catastrophic illnesses that they otherwise would not have been able to because they could not pay for it.  The advantage to the agency and the Commonwealth is that these regulations will specify patient criteria, service coverage requirements and limitations, and reimbursement requirements necessary to administer these public funds.

The primary disadvantage is expected to be the limited source of funding.  This issue's success is completely dependent on individual tax payers' donations to the Uninsured Medical Catastrophe Fund.  As a result, the fund may be able to serve only a few uninsured Virginians who have medical catastrophes. In particular, the UMCF will not help uninsured Virginians who have already received medical services that they cannot pay for.  There are not expected to be any disadvantages to the agency or the Commonwealth.

Fiscal Impact: No general funds are required. Funding is limited to contributions, primarily designated contributions from individual income tax refunds. The agency estimates annual contributions between $50,000 and $200,000. Administrative costs will be minimal and can be absorbed by the DMAS’ administrative budget. There are no localities that are uniquely affected by these regulations as they will apply statewide.

Funding Source/Cost to Localities/Affected Entities: Virginia taxpayers can designate a portion of their Virginia income tax refund to the Uninsured Medical Catastrophe Fund. Designated tax refunds and voluntary contributions are the sole sources of funding for this program.

This program would have a minimal impact on local departments of social services. The local departments of social services would have information and applications for the Uninsured Medical Catastrophe Fund and could receive applications to be forwarded to DMAS.

Department of Planning and Budget's Economic Impact Analysis: The Department of Planning and Budget (DPB) has analyzed the economic impact of this proposed regulation in accordance with § 2.2-4007 G of the Administrative Process Act and Executive Order Number 25 (98). Section 2.2-4007 G requires that such economic impact analyses include, but need not be limited to, the projected number of businesses or other entities to whom the regulation would apply, the identity of any localities and types of businesses or other entities particularly affected, the projected number of persons and employment positions to be affected, the projected costs to affected businesses or entities to implement or comply with the regulation, and the impact on the use and value of private property. The analysis presented below represents DPB’s best estimate of these economic impacts.

Summary of the proposed regulation. In 1999, the General Assembly established the Uninsured Medical Catastrophe Fund (UMCF) in § 32.1-324.3 of the Code of Virginia. The fund will be used to provide a source of payment for medical treatment of uninsured medical catastrophes. In a broad sense, a life-threatening illness or injury requiring specialized medical treatment, hospitalization or both are defined as medical catastrophes. The proposed regulation develops rules to administer the fund. More specifically, it (i) further defines an uninsured medical catastrophe, (ii) establishes procedures for distribution of moneys in the fund to pay for the costs of treating uninsured medical catastrophes, (iii) establishes application and appeals procedures, and (iv) establishes criteria for eligibility for assistance from the fund and the prioritization and allocation of available moneys among applicants.

Estimated economic impact. The source of funds for the UMCF is donations. Taxpayers may choose to designate a portion of their Virginia tax refund to the fund. This option has been in effect since 1999. Also, the fund will receive donations from anyone who wishes to contribute directly. The fund is nonreverting in the sense that the moneys remaining in the fund at the end of the fiscal year will carry over to the next year. The interest earned on the balance will be added to the fund.

An individual must have certain characteristics to be eligible to receive funds. The criteria are being a citizen of the United States or legally resident alien, being a resident of the Commonwealth, having an annual gross income equal to or less than 300% of the federal nonfarm poverty income guidelines, having a life-threatening illness or injury, and being uninsured or not being eligible for coverage through other medical assistance programs. Furthermore, the disbursement of funds requires that the individual is eligible, there is an approved treatment plan, there are available funds, and that there is a provider willing to accept the UMCF contract.

As of September 8, 2000, $8,217.50 was already accumulated in the fund. The Department of Medical Assistance Services (DMAS) expects to receive contributions between $50,000 and $200,000 annually for the fund. DMAS anticipates that the funding will likely not be sufficient to provide for all of the potential need. The cost of a treatment for an illness and injury varies. For example, DMAS indicates that liver transplants can cost $155,000 while other covered illnesses cost considerably less to treat. Given the limited amount of funding, there exists the strong possibility that only a few individuals may be helped in a year. DMAS expects that the demand for funds will greatly surpass the available funding especially at the beginning of the program.

The applicants will be eligible for funding on a first-come, first-served basis if they are qualified. If the funds are not available for all applicants who are eligible and whose treatment plans have been approved, individuals not initially funded will be placed on a waiting list based on the date and time their original signed applications were received by DMAS or its agent. DMAS will start accepting applications after the proposed regulation is approved. DMAS must determine the eligibility and approval of the treatment plan within 60 days of the application date. Furthermore, the agency may review the eligibility and treatment decisions if more than 60 days have elapsed from the initial approval date and the date that the funds become available. The fund does not allow donors to designate funds to specific applicants, but also does not intervene with separate fund raising efforts for specific individuals.

The most significant benefit of the proposed regulation is making use of moneys accumulated in UMCF for intended purposes. DMAS indicated that they do not plan to spend any money from the fund unless the proposed regulation is approved. The agency is particularly aware of the potential litigation issues in cases where the moneys would be spent without the proposed regulation. The proposed regulation will establish rules regarding the use of moneys from the fund allowing DMAS to be objective. Furthermore, the proposed regulation is expected to save time and resources by avoiding potential confusions on the functioning of the fund.

The proposed regulation will allow treatment of a very small number of individuals who may have been left untreated otherwise. The number of applicants helped will be jointly determined by the amount of available funding and the cost of the illness or injury. The estimated annual donations to the fund indicates that between $50,000 and $200,000 will be available for qualifying individuals who may have been left untreated without the proposed regulation.

Finally, the proposed regulations may encourage slightly more donations than would otherwise occur based on the language in the Code of Virginia, because coherent rules are established regarding the use of donations when they are received. This informational aspect of the proposed regulation may encourage marginal donors who may have been uncertain regarding how their donations would be used.

The proposed regulation will require additional resources from DMAS. One of the costs will be administrative cost. DMAS indicated that they have been administering a similar program called the State Local Hospitalization program (SLH). Based on their experience with SLH, the agency expects that each case will consume about 30 hours of staff time.

In addition to the administrative costs, DMAS will be responsible for evaluating the appeals regarding the adverse determinations on eligibility of applicants and approval of the treatment plans. Based on the experience with SLH appeals, DMAS expects that roughly 6.0% of the total applications would be appealed. The average cost of an appeal is estimated to be about $787.1
In short, the proposed regulation will enable DMAS to provide between $50,000 and $200,000 worth of treatment for medical catastrophes that was not available before. A few people with a qualifying illness or injury will be helped by the proposed regulation per year. The proposed regulation will cost DMAS some staff time for administration and appeals associated with running the fund. However, these costs seem to be small relative to the benefits of the proposed regulation.

Businesses and entities affected. The proposed regulation will affect a few individuals with uninsured medical catastrophes, and the health care providers who treat them. According to the agency, approximately 50 applications are expected in the first year.

Localities particularly affected. Localities with low-income levels will likely have a higher percentage of their population that qualify for coverage. Thus, these localities may benefit from the proposed regulation more than the localities with high-income levels.

Projected impact on employment. The proposed regulation is not anticipated to have a significant effect on employment.

Effects on the use and value of private property. A few health care providers may treat a few additional patients. But the value of private property will not likely increase significantly.

Agency's Response to the Department of Planning and Budget's Economic Impact Analysis: The agency concurs with the economic impact analysis prepared by the Department of Planning and Budget regarding the regulations concerning Uninsured Medical Catastrophe Fund.
Summary:

The proposed regulation sets forth rules to administer the Uninsured Medical Catastrophe Fund. The regulation (i) further defines an uninsured medical catastrophe, (ii) establishes procedures for distribution of moneys in the fund to pay for the costs of treating uninsured medical catastrophes, (iii) establishes application and appeals procedures, and (iv) establishes eligibility criteria for assistance from the fund and the prioritization and allocation of available moneys among applicants.

CHAPTER 150.
UNINSURED MEDICAL CATASTROPHE FUND.

12 VAC 30-150-10. Definitions.

As used in this chapter, the following terms shall have the following meanings unless the context clearly indicates otherwise:

“Applicant” means the individual who applies for assistance under these regulations and § 32.1-324.3 of the Code of Virginia. An application may be filed for or on behalf of a minor or person under a legal disability by a parent, legal guardian, an attorney in fact, or an attorney at law.

"DMAS" means the Department of Medical Assistance Services.

“Life-threatening illness or injury” means a medical condition (i) requiring specialized medical treatment, hospitalization, or both and (ii) that would more likely than not result directly in death within 12 months if left untreated.

“Recipient” means the individual for whom assistance is committed under these regulations and § 32.1-324.3 of the Code of Virginia.

“Resident” means an individual who is residing in the Commonwealth of Virginia at the time of application for Uninsured Medical Catastrophe Funds with the intent of remaining indefinitely in the Commonwealth and who did not establish residency for the purpose of obtaining Uninsured Medical Catastrophe Fund benefits. Aliens illegally living in the United States and migrant workers shall not be considered residents of the Commonwealth for purposes of the UMCF. A resident may temporarily reside outside of the Commonwealth to receive treatment.

"Treatment plan” means the written plan of services submitted by the contracting provider, certified by the patient’s physician, and approved by DMAS to treat the life-threatening illness or injury. 

“UMCF” means the Uninsured Medical Catastrophe Fund.

12 VAC 30-150-20. UMCF program established.

The Uninsured Medical Catastrophe Fund program is hereby established within the Department of Medical Assistance Services to provide funds for uninsured persons who need treatment for a life-threatening illness or injury. The DMAS director shall administer this program and expend funds in accordance with the provisions of these regulations and § 32.1-324.3 of the Code of Virginia.

12 VAC 30-150-30. Criteria for disbursements from the UMCF.

Disbursements from the UMCF will be made:

1. On behalf of a person who meets the eligibility criteria in 12 VAC 30-150-40;

2. Based on an approved treatment plan consistent with 12 VAC 30-150-50;

3. If funds are available consistent with 12 VAC 30-150-60; and

4. If a provider is willing to accept the UMCF contract consistent with 12 VAC 30-150-70.

12 VAC 30-150-40. Eligibility criteria.

An individual is eligible to receive Uninsured Medical Catastrophe Funds for the period of time that he:

1. Is a citizen of the United States or a legally resident alien;

2. Is a resident of the Commonwealth (eligibility will end if the recipient is no longer a resident);

3. Has a gross income equal to or less than 300% of the federal nonfarm poverty income guidelines as published in the United States Code of Federal Regulations, 66 CFR 10695 (Feb. 16, 2001), updated each July 1; 

4. Has a life-threatening illness or injury;

5. Is uninsured for the needed treatment on the date of application and is not eligible for coverage for the needed treatment through private insurance or federal, state, or local government medical assistance programs.

12 VAC 30-150-50. Treatment plan.

A.  Except as otherwise provided in this section, any medical services that are not experimental or investigational may be covered under a treatment plan.

B.  Services provided for in the treatment plan must be for a course of treatment approved by DMAS to remediate, cure, or ameliorate the life-threatening illness or injury. The course of treatment proposed in the plan may not exceed 12 months. 

C. The treatment plan should reflect the standard of practice for treating the life-threatening illness or injury given the applicant’s health status at the time the treatment plan is approved. Treatment plans will not be approved for any illness or injury that is expected to be terminal even with the treatment.

D.  DMAS may approve the treatment plan as submitted, modify the treatment plan, or deny the treatment plan. DMAS may review and revise treatment plan decisions based on additional information up until the time a contract is signed. A treatment plan may only be altered if, during the course of treatment approved, the medical condition of the person substantially changes and renders the original course of treatment no longer appropriate, as determined by the contracting health provider. Any alteration cannot exceed either the established total dollar amount or the one-year time frame from initial authorization.

E.  The UMCF is not responsible for maintenance medications or additional treatments beyond the course of treatment approved by DMAS and contracted with a provider. 

F.  The UMCF will not commit funds or pay for services provided prior to the date the contract is signed between DMAS and the contracting provider. 

G.  Covered services include specialized medical treatment, hospitalization, or both, to include the following to the extent they are part of the approved treatment plan:

1. Inpatient hospital services;

2. Outpatient hospital services and ambulatory surgical centers;

3. Ambulatory care;

4. Laboratory and x-ray services;

5. Physician’s services and other ambulatory care;

6. Medical care furnished by licensed practitioners within the scope of their practice as defined by state law;

7. Prescribed drugs; and

8. Rehabilitative services to the extent necessary to recover from medical treatment.

H.  Noncovered services include:

1.  Transportation services;

2.  Mental health services;

3.  Nursing facility services;

4.  Case management;

5.  Hospice care;

6.  Private duty nursing services;

7. Prosthetic devices;

8.  Eyeglasses, dentures, hearing aids and other similar devices;

9.  Alternative medicine therapies such as homeopathic remedies, hypnosis, or herbal remedies; and

10.  Emergency services.

I. Only the following organ and tissue transplant procedures will be covered:

1. Kidney;

2. Liver; 

3. Heart; 

4. Lung; and

5. Bone marrow.

J.  Patients receiving transplants must be acceptable for coverage and treatment by meeting the same selection criteria (except for the age limitation) outlined in 12 VAC 30-50-540, 12 VAC 30-50-560, and 12 VAC 30-50-570 of the Virginia Title XIX State Plan for Medical Assistance.

12 VAC 30-150-60. Availability of funds; no entitlement.

Expenditures shall be limited to available funding. These regulations do not create any legally enforceable right or entitlement to payment for medical services on the part of any person or any right or entitlement to participation.

Except as otherwise provided in this chapter, funds shall be committed on behalf of eligible individuals on a first-come, first-served basis based on the date DMAS or its agent receives the original signed application. 

12 VAC-150-70. Contracts with providers.

A.  It shall be the responsibility of the applicant to find a qualified provider willing to contract with DMAS under the terms in this section. 

B.  Reimbursement for covered services shall be a global fee based on existing Medicaid rates or Medicaid reimbursement methodology to cover all services in the approved treatment plan. The global fee will cover: procurement costs for transplants; any hospital costs from admission to discharge; total physician costs for all physicians providing services during the course of treatment; and any other medical or drug costs associated with the treatment plan approved by DMAS.

C.  A provider may agree to less than the full global fee as long as the provider agrees to complete the treatment plan with no additional payment by the applicant or on behalf of the applicant subject to subsection D of this section.

D.  A provider may accept private funds raised on behalf of the applicant. The sum of private funds plus UMCF commitment may not exceed the global fee determined in subsection B of this section. Private funding must be fully disclosed in the contract, and the contract cannot be contingent on funds to be raised in the future. Private funds are not considered part of the applicant’s income for purposes of determining eligibility. Private funds are not a factor in determining access to the UMCF or its waiting list.

E.  A contract shall commit Uninsured Medical Catastrophe Funds to a course of treatment for up to one year from the date the contract is signed.

F.  Reimbursement agreed to in the contract pursuant to this section shall constitute payment in full.

G.  An application shall be denied if no provider is willing to sign a contract pursuant to this section within 30 days after the date all of the following are in place: a favorable determination of eligibility, approval of the treatment plan, and the availability of funds.

H.  Facilities providing transplant procedures must be recognized as being capable of providing high quality care in the performance of the transplant by meeting the selection criteria outlined in 12 VAC 30-50-540, 12 VAC 30-50-560, and 12 VAC 30-50-570 under the Virginia Title XIX State Plan for Medical Assistance.

12 VAC 30-150-80. Payments.

A. Payments shall be made only to providers that have contracted with DMAS in accordance with 12 VAC 30-150-70. No payments shall be made directly to eligible individuals or applicants.

B. Payments are based on a global fee as provided for in 12 VAC 30-150-70. DMAS may establish a schedule of payments in the contract consistent with phases of the treatment plan. Payments will be made to contracting providers upon the completion of the treatment or phases of the treatment as specified in the contract.

C. Any committed funds not paid out by the fund within one year from the date of the contract will revert back to the UMCF and will be made available for other applicants. If a recipient dies during the contract period, the UMCF is responsible for payment of that portion of the treatment plan that has been completed. The remainder of the committed funds revert back to the UMCF to be available for other applicants. 

12 VAC 30-150-90. Application procedures and waiting list.

A. An application for assistance under the Uninsured Medical Catastrophe Fund must be on a form prescribed by DMAS and signed by the applicant. Funds will be committed on behalf of eligible individuals on a first-come, first-served basis based on the date and time the original signed application is received by DMAS or its agent.

B.  Applicants must: (i) provide a statement signed by a physician licensed in the state in which he practices who has examined the individual certifying that the individual has a life-threatening illness or injury as defined in this regulation and (ii) submit a treatment plan developed by a potential contracting provider and signed by a physician licensed in the state in which he practices.

C.  It is the responsibility of the applicant to provide financial and medical information necessary to determine eligibility and approve the treatment plan. Failure to complete the application, submit the items in subsection B of this section, or provide requested information within 45 days of the date of the original signed application is grounds for denial.

D.  Eligibility for Uninsured Medical Catastrophe Funds and approval of the treatment plan shall be determined by DMAS within 60 days of the date the original signed application was received. DMAS will not fully evaluate an application if it has determined that there is at least one cause for disqualification. DMAS shall advise in writing all applicants within 60 days of its determination about their applications.

E.  DMAS may establish a waiting list if funds are insufficient to make commitments for all applicants. Applicants will be placed on the waiting list in the order that the original signed application was received by DMAS or its agent. An applicant will be taken off the waiting list if (i) there is an adverse determination regarding eligibility and no expedited appeal has been requested, (ii) the treatment plan is denied, (iii) the applicant requests to be taken off the waiting list, or (iv) the applicant dies. An applicant who prevails on appeal or in circuit court will be restored to the waiting list based on the date of the original signed application, but this action does not affect any contracts signed in the interim.

F.  If more than 60 days have elapsed between the date that DMAS initially determines an applicant eligible and approves the treatment plan and the date that funds become available, DMAS may review and revise the eligibility and treatment plan decisions. DMAS may require applicants to update the information provided in the original application.

G.  An application may be denied if no provider is willing to contract with DMAS pursuant to 12 VAC 30-150-70 within 30 days of a favorable determination of eligibility, approval of the treatment plan, and the availability of funds. 

H.  DMAS may establish additional application procedures as necessary.

12 VAC 30-150-100. Appeals.

A.  Except as otherwise provided in this section, a UMCF applicant may appeal an adverse determination regarding eligibility and the treatment plan. UMCF will follow the procedures established under 12 VAC 30-110-10 et seq., Eligibility and Appeals, except that applicants have no right to appeal a denial of benefits because of a lack of funds.

B.  An applicant who wishes to appeal an adverse determination must follow an expedited appeal process to maintain a position on the waiting list if sufficient funds are not available. The expedited appeal has no impact on appeal rights granted under 12 VAC 30-110-10 et seq.

1. An expedited appeal must be made within 15 days of receiving an adverse determination.

2. The expedited appeal can be filed by facsimile, e-mail, or by regular mail or courier, but it must be in writing.

3. The agency’s expedited appeal decision shall be rendered by a DMAS hearing officer.

4. The agency must make an expedited appeal decision within 15 days of receiving an appeal.

5. The agency shall advise the appellant within one day of its decision.

VA.R. Doc. No. R00-99; Filed September 17, 2001, 12:04 p.m.

1 Source: The Department of Medical Assistance Services
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