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TITLE 12. HEALTH

STATE BOARD OF HEALTH

Titles of Regulations:  12 VAC 5-200. Regulations Governing Eligibility Standards and Charges for Medical Care Services to Individuals (amending 12 VAC 5-200-10 through 12 VAC 5-200-50, 12 VAC 5-200-80 through 12 VAC 5-200-190, 12 VAC 5-200-220, 12 VAC 5-200-230, 12 VAC 5-200-270, and 12 VAC 5-200-280; repealing 12 VAC 5-200-70 and 12 VAC 5-200-210; adding 12 VAC 5-200-105 and 12 VAC 5-200-290).

12 VAC 5-210.  Charges and Payment Requirements By Income Levels (repealing 12 VAC 5-210-10 and 12 VAC 5-210-20).

Statutory Authority:  §§ 32.1-11 and 32.1-12 of the Code of Virginia.
Public Hearing Date: N/A -- Public comments may be submitted until April 26, 2004.
(See Calendar of Events section

for additional information)

Agency Contact:  James Burns, M.D., Deputy Commissioner for Public Health, Department of Health, 109 Governor St., 13th Floor, Richmond, VA 23219, telephone (804) 864-7001, FAX (804) 864-7022, or e-mail jim.burns@vdh.virginia.gov.

Basis:  Subsection A of § 32.1-11 of the Code of Virginia provides that "[t]he [State] Board [of Health] may formulate a program of . . . preventive, curative and restorative medical care services . . . on a regional, district or local basis."

Subsection B of that section authorizes the board to define the income limitations within which a person shall be deemed to be medically indigent, to prescribe the charges to be paid for the medical care services of the department by persons who are not deemed to be medically indigent, and prescribe a scale of such charges based upon ability to pay.

Further, subsection C of the same section provides that “[t]he Board shall review periodically the program and charges adopted pursuant to this section.”

The proposed regulatory action revises and updates the board’s regulations pertaining to the eligibility of persons for services rendered in local health departments across Virginia, within the scope of the law, set forth above.  The authority to accomplish this action is clearly mandatory.

Purpose:  The existing regulations have not been revised in 10 years and need to be updated to correct deficiencies, to adjust to changing practice, and to adjust to changes in the medical environment.  The proposed regulations will benefit public health and welfare by, among other things, making medical services more available to Virginians in need of such service.

Substance:  

1. A distinction is made between services and goods.  Services are sliding scale and goods are flat rate with a local option for sliding scale.  This will allow charging the agency's cost for lab and pharmacy services.

2. Charge tables are eliminated and rates are tied to Medicaid, then Medicare, and then a cost study if no Medicaid or Medicare charges are available.  This will make maintenance of charges simpler.

3. Applicants who do not apply for Medicaid or a children’s medical insurance program within 30 days of receiving services may be assessed the established charge for the medical care and related goods and services provided.  This will encourage patients to obtain appropriate funding for their care.

4. Denial of services.  Denial of services is clarified and restricted to better protect patients.

5. Flat rate charges authorized for mass encounters, but patients have the option of appearing at a different time and possibly a different place for eligibility determination and possible discounted service.   This simplifies access to services such as flu shots while allowing indigent patients the right of access to discounted services.

6. Establishes contracted prices.  Districts will be able to establish prices for certain procedures and for a defined population by contract with a community organization.  This enhances public health activities by improving access based on community need.

7. Ties the list of nonchargeable STD to the Code of Virginia citation for venereal diseases (§ 32.1-57)

8. Application to Medicaid, Medicare, etc. will be required before issuing a waiver.  The authority to grant waivers cannot be delegated beyond the health director.  Waivers can be granted for up to 180 days.  Makes this process more orderly and practical.

9. Definition of a family is adjusted to reflect household economic realities.  Unrelated adults living together and sharing income are in the same economic unit.

10. Acknowledge that the Commissioner of Health may interpret and implement these regulations in a guidance document.

Issues:  The proposed regulation poses two main advantages to the public and the agency:

1. Patients are encouraged to apply for Medicaid and state-sponsored children's health insurance and, if enrolled, they will have substantially increased access to medical care services.  Waivers are made more likely to be granted so those with financial hardships will not incur additional charges.  Some patients may receive higher charges, but some may receive lower charges.  The discounted fee schedule (sliding scale) is not changed.

2. These changes provide for administrative simplifications and clarifications.  They allow for charges to be more rational, to adjust more rapidly to Medicaid reimbursement levels, and encourage application for Medicaid and state-sponsored children's health insurance, which will increase agency revenue.

There are no known disadvantages to the public, the agency, or the Commonwealth associated with the proposed regulation.

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 H of the Administrative Process Act and Executive Order Number 21 (02).  Section 2.2-4007 H 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.  Section 32.1-11 of the Code of Virginia allows the State Board of Health to formulate a program of environmental health services, laboratory services, and preventive, curative, and restorative medical care services to be provided by the Virginia Department of Health (VDH) on a regional, district, or local basis.  Section 32.1-11 of the Code of Virginia also allows the State Board of Health to prescribe a scale of charges for medical care services provided by VDH based on the ability to pay.  The State Board of Health is required to periodically review the program and charges adopted by the board.

The regulations propose the following changes: (1) The phrase “health care services” is replaced by the phrase “medical care services” in order to distinguish between services provided by VDH or a contractor hired by VDH and goods and services not directly provided by VDH but purchased on behalf of patients.  The cost to patients of medical care services provided directly by VDH or an entity contracted by VDH will continue to be determined by a sliding scale that rises as the patient’s income level rises.  The cost of medical care services not directly provided by VDH but purchased on behalf of a patient can now be priced at a flat rate based on the cost incurred by VDH in purchasing these goods and services.  (2) The proposed regulations modify the definition of a family or family unit (defined as an individual and other household members who together constitute one economic unit) to include not just individuals legally and biologically related, but also unrelated adults living together and sharing income.  The regulation also specifies that a husband and wife who are separated and not living together will be considered separate family units.  (3) Income scales used to calculate how much a patient is required to pay for medical care services provided directly by VDH or by an entity contracted by VDH are modified to bring the regulation in compliance with federal regulations.  An additional income level eligible for a 5% discount on medical care services provided directly by VDH has been added to the sliding scale.  (4) Districts are now allowed to charge flat rates with no discounting for certain high-volume events, such as influenza immunizations, as long as convenient alternate times and venues are provided for eligible individuals to obtain these services at a discount.  The flat rate charge has to be approved by VDH prior to being implemented.  (5) All eligible applicants are required to apply for Medicaid or other medical insurance programs within 60 days of receiving services from VDH under these regulations.  Failure to do so could result in the cost of medical care and related goods and services being assessed at the nondiscounted rate and the individual becoming ineligible for a waiver of charges.  (6) The length of time for which a waiver of charges can be requested is increased from 90 days to 180 days and the circumstances under which a waiver might be granted are clarified.

The proposed regulations include a number of administrative changes that improve the efficiency and effectiveness of the regulations including:  (i) The chapter dealing with the charges and payment requirements by income level is amended.  Charts listing the various charges, including the minimum required payment, by income level have been removed from the regulation and will be available at VDH headquarters and district and local health department offices of VDH.  The change will allow VDH to update existing charges based on changes in Medicaid and Medicare reimbursement levels and add new charges based on current health needs without having to modify regulatory language.  (ii) Changes are made to the process for determining charges for medical care services provided by VDH or an entity contracted by VDH.  In the absence of Medicaid reimbursement, charges are to be based on the appropriate Medicare reimbursement levels.  In instances when neither Medicaid nor Medicare reimburse for a service, VDH is allowed to base charges on the cost of providing the medical care services.  The proposed change is intended to simplify the calculation and maintenance of charges.  (iii) Provisions are incorporated into the proposed regulations that allow for the issuance of a guidance document by VDH which interprets the regulation and provides guidance regarding its implementation.

Additional language is added to the proposed regulations formalizing current practice regarding charges for goods and services provided by contract and specifying the circumstances under which medical care services can be denied.  The proposed regulations also streamline the appeals process, add clarifying language, make corrections, and remove redundant language from the existing regulations.

Estimated economic impact.  (1) The proposed regulations replace the phrase “health care services” by the phrase “medical care services” in order to distinguish between services provided by VDH or a contractor hired by VDH and goods and services not directly provided by VDH but purchased on behalf of patients.  Medical care services are defined in the regulation to exclude laboratory tests, pharmaceutical and biological products, radiological and other imaging studies, and other goods, products, and medical services not directly provided by VDH or by an entity contracted by VDH.  The cost of medical care services provided directly by VDH or an entity contracted by VDH will continue to be determined by a sliding scale that rises as the patient’s income rises.

The Code of Virginia requires that all medical care services be provided free of charge to medically indigent individuals and allows VDH to develop a sliding scale of charges by income level for individuals not classified as medically indigent.  By defining medical care services to exclude goods and services not directly provided by VDH or an entity contracted by VDH, the proposed regulation allows VDH and the local health departments to charge a flat rate regardless of income based on the cost of purchasing these services on behalf of the patient.

According to VDH, the new requirement will apply to pass-through costs incurred by VDH in providing certain goods and services.  For example, in instances when tests are conducted at a private laboratory, the patient will be charged the amount paid by VDH to the laboratory to conduct the test.  Under existing policy, VDH gets reimbursed, based on the patient’s income, for a fraction of the total pass-through cost.

The proposed change will transfer the cost of purchasing goods and services on behalf of patients from VDH and the local health departments to the patients themselves.  VDH will no longer subsidize the cost of these goods and services and individuals currently receiving them at a discounted rate will be required to pay full price for them.  While the additional cost to patients as a result of the proposed change will be balanced by the additional savings to VDH and local health departments, the proposed change could impose further economic costs.  For example, individuals in the lower income brackets would have to do without certain health-related goods and services due to an inability to pay full price for them.  However, VDH believes that this cost is not likely to be significant as these goods and services tend not be offered by VDH and the local health departments currently due to the costs associated with providing these services.

The proposed change is also likely to produce some economic benefits.  Under current policy, individuals requiring these goods and services are more likely to purchase them privately, if at all.  By allowing districts to charge the cost incurred by them in providing these goods and services, VDH believes that it will encourage districts to offer to purchase these services on behalf of patients.  Moreover, VDH believes that these services, if purchased by VDH or local health departments on behalf of patients, are likely to be offered at a lower cost than if the individual were to purchase these services privately.

The net economic impact of the proposed change will depend on whether economic costs (such as low income individuals not having access to certain goods and services due to an inability to pay) associated with the proposed change are outweighed by the benefits of encouraging districts to purchase these services on behalf of patients and the benefits arising out of any ability VDH might have to provide these services at a lower cost than what it would cost an individual to purchase these goods and services privately.  VDH does not have data on the number of patients currently receiving these goods and services at a discounted price and their ability to pay full price, if required, for these goods and services.  Information on potential cost savings to patients from purchasing these goods and services through VDH as opposed to purchasing them privately and on the number of patients that would benefit from having VDH or the local health departments purchase these services on behalf of them is also not available.  While it is likely that VDH will be able to negotiate a lower price with the provider for these goods and services than if they were to be bought privately, a precise estimate of the cost savings is not possible at this time.

(2) The proposed regulations modify the definition of a family or family unit to include not just individuals legally and biologically related, but also unrelated adults living together and sharing income.  Under existing policy, only household members among whom legal responsibilities of support exist can be considered a family unit.  The proposed regulations have not been revised in ten years.  According to VDH, the proposed change is being made in order to update the regulations to reflect current living patterns, where individuals living together may not be bound by legal or biological relationships.  The regulations also specify that a husband and wife who have separated and are not living together will be considered separate family units.  The existing regulation states that only couples that are separated and not dependent of each other for support are to be considered separate family units.  VDH does not believe that a reference to whether a separated couple is dependent on each other for support needs to be included in the definition of a family unit.  Financial support between spouses who are separated is incorporated into the income eligibility criteria used to determine the charges for medical care services provided by VDH.

Expanding the definition of a family unit to beyond individuals legally or biologically related is likely to reduce the discount on medical care services that some patients are eligible for based on their income.  Income calculations will now be required to include all shared income regardless of whether a legal or biological relationship exists between members of the household.  For example, an applicant living with individual who is not legally or biologically related to them will be required to include the income of that person when seeking discounted medical care services.  As a result of this change, some individuals may be moved into a higher income bracket and thus, become ineligible for the level of discount they had been receiving in the past.  While precise estimates of the number of individuals likely to be affected by the proposed change are not available, VDH believes that the proposed change is not likely to provide more than $50,000 in cost savings to VDH, with actual savings likely to be significantly lower.

Apart from transferring some of the cost of providing medical care services from the VDH to the patients themselves, the proposed change is likely to produce some additional economic costs and benefits.  Potential economic costs associated with the proposed change include individuals choosing not to seek medical care due to the increased cost they would have to pay for these services because of the proposed change.  For example, individuals previously classified as income level A (medically indigent) and receiving a 100% discount on medical care services might choose not to avail themselves of these services if they are now classified as income level B and eligible to receive only a 90% discount on these services.  The proposed change could also produce additional economic benefits.  The proposed change updates the regulations to reflect current economic and social realities.  By requiring that income being reported by applicants include all forms of economic support, including but not limited to legal or biological responsibilities of support, the proposed change will allow a better evaluation of an applicant’s economic situation and ensure that discounts are provided based on the applicant’s true income and need.

The cost savings to VDH will be balanced by the additional costs to some patients arising from the proposed change.  Thus, the net economic impact of the proposed change will depend on whether additional costs imposed by the regulations (such as some individuals not being able to afford medical care services under the new requirements) are greater than or less than the additional benefits of better enforcement of the regulations.

(3) The proposed regulations modify the income scales used to calculate how much a patient is required to pay for medical care services provided directly by VDH or by an entity contracted by VDH.  The change is being made in order to bring the regulations in compliance with federal family planning regulations.  An additional income bracket eligible for a 5.0% discount on medical care services has been created.  Rather than the six income brackets provided for under the existing regulations, the proposed regulations establish seven income brackets.  Individuals with income between 200% and 250% of the poverty income guidelines (classified as income level F) will qualify for a 5.0% discount on medical care services provided by VDH.  In northern Virginia, individuals with income between 233.33% and 283.3% of the federal poverty income guidelines will qualify for the 5.0% discount.  Under existing policy, these individuals were required to pay full price for the services.

The proposed change will impose additional costs on VDH and local health departments while providing individuals falling under income level F additional savings.  VDH estimates that the proposed change is likely to cost between $500 and $1,000 per district (182-185 local health departments implement these regulations).

Apart from the transferring some of the cost of medical care services from patients to VDH and local health departments, the proposed change is likely to produce some additional economic benefits.  Noncompliance with federal requirements could result in federal grant money being withheld.  Thus, by bringing these regulations into compliance with federal family planning regulations, the proposed change is likely to ensure that federal grant money is not withdrawn or withheld.

Thus, the proposed change is likely to have a net positive economic impact.  The additional cost incurred by VDH will be balanced by the additional discount provided to patients in income level F.  In addition, the proposed change will ensure compliance with federal regulations and continued availability of federal funds to support medical care services being provided by VDH at a discounted rate.

(4) Districts are now allowed to charge flat rates with no discounting for certain high-volume events, such as influenza immunizations, as long as convenient alternate times and venues are provided for eligible individuals to obtain these services at a discount.  The flat rate charge has to be approved by VDH prior to being implemented.  The proposed change is intended to simplify the organization and execution of events where medical services are provided to large numbers of people.  These events are usually organized in order to promote the use of these services (such as an influenza vaccine) by the public.

The proposed change is likely to produce some economic benefits by increasing the efficiency with which such high-volume events are conducted.  Districts will be able to organize high-volume events more efficiently and provide these medical care services at a lower cost.  The increased efficiency is also likely to encourage more people to avail of these services, as less time and effort would need to be expended in order to receive these services.

The additional benefits are likely to be provided at little additional cost.  Districts will be required to provide convenient alternative times and venues where applicants can request an eligibility determination and obtain these services at a discounted rate.  Thus, while there might be a small cost associated with receiving these services at alternate venues or times, it is not likely to be significant.

The net economic impact of the proposed change is likely to be positive.  Any additional costs arising out of the proposed change are likely to be outweighed by the increase in efficiency in conducting high-volume events.

(5) The proposed regulations require all applicants to apply for Medicaid or a children’s medical insurance program within 60 days of receiving services from VDH.  Failure to do so could result in the cost of medical care and related goods and services being assessed at the nondiscounted rate and the individual becoming ineligible for a waiver of charges.

The proposed change is intended to encourage eligible individuals to apply for financial help under other programs for which they might be eligible.  Requiring applicants to apply for Medicaid or other medical insurance program will allow VDH to get reimbursed by the federal government or another state agency for the services provided.  Reimbursement from another state agency will involve the transfer of costs from VDH to the other agency and is not likely to have a net economic impact on Virginia.  However, requiring eligible individuals to participate in federal programs is likely to produce economic benefits.  The proposed change will allow VDH to get reimbursed by the federal government for medical care services provided to an individual eligible for support under federal programs.

The additional benefits are likely to accrue at no significant additional cost to the individual or the state.  The individual or the state may incur some additional costs in filling out and filing the required paperwork in order to claim benefits under federal programs.  However, these costs are not likely to be significant and are likely to be outweighed by the benefits of federal reimbursement of the costs incurred by VDH in providing these services.  Thus, the proposed change is likely to have a net positive economic impact.

(6) The length of time for which a waiver of charges can be requested is increased from 90 days to 180 days and the circumstances under which a waiver might be granted are clarified.  VDH believes that 90 days is too short a period of time for waivers to be granted.  Waivers tend to be granted when the patients face unusually serious health problems or extraordinary financial hardship.  In these instances, VDH believes that 90 days is too short to expect a change in either of these circumstances.  Thus, by increasing the period for which the waiver is granted to 180 days, VDH hopes that the regulations will encourage individuals facing unusually serious health problems or extraordinary financial hardship to apply for waivers and ensure better implementation and use of the waiver provision.  According to VDH, in fiscal year 2003, 28 waivers were granted in the amount of $3,975.15.

As more people take advantage of the waiver provision, the proposed change is likely to impose additional costs on VDH and local health departments and provide additional benefits to patients eligible for waivers.  Given the lack of information regarding the number of people likely to apply for a waiver under the proposed regulations, it is not possible to estimate of the additional cost to VDH and the local health departments and the additional benefits to patients from the proposed change.

Apart from transferring some of the cost of medical care services provided from patients to VDH and local health departments, the proposed change is also likely to produce some additional economic benefits.  The 90-day period for which waivers are issued under the existing regulations could have discouraged some individuals from seeking the required health care or completing the required course of treatment.  The fear that they might have to bear some of the costs of treatment once the 90-day period was over could conceivably have kept some people from seeking treatment or from completing the required course of treatment.  By increasing the length of time for which waivers are valid to 180 days, the proposed change may encourage individuals to seek the treatment and complete the course of treatment they need who might otherwise have chosen not to do so.

Thus, the proposed change is likely to have a net positive economic impact.  The additional cost incurred by VDH will be balanced by the additional benefits to patients from the proposed change.  In addition, the proposed change may encourage individuals to seek and complete the required the required treatment who might otherwise not have done so.

In addition to the changes discussed above, the proposed regulation also include a number of administrative changes aimed at improving efficiency and effectiveness of the regulations and other changes that simplify, correct, and improve the clarity of the regulations.  These changes are not likely to have a significant economic impact.  However, to the extent that they lead to better understanding and implementation of these regulations, these changes are likely to produce some economic benefits.

Businesses and entities affected.  The proposed regulation is likely to affect individuals seeking health care services from VDH or local health departments under this regulation.  While some changes (such as requiring patients to pay the full cost of services not provided directly by VDH and the modification to the definition of a family unit) are likely to increase costs for patients, they are likely to provide cost savings to VDH and local health departments.  Other changes such as the creation of the additional income category eligible for discounted medical care services and the increase in length of time for which waivers are granted are likely to provide economic benefits to patients but increase costs for VDH and the local health departments.  Apart from transferring costs between VDH and patients, these changes are also likely to have additional costs and benefits associated with them (as discussed in the previous section).  Changes such as requiring eligible patients to apply for other medical insurance programs and allowing for flat fees with no discounting to be charged at certain high-volume events are likely to produce economic benefits for the state without imposing significant additional costs of patients.  Remaining changes, such as the administrative changes, changes formalizing and clarifying current practice, and changes streamlining the appeals process, are likely to produce additional economic benefits by improving the understanding and implementation of the regulations.

Based on information provided by VDH, the following table summarizes the number of people and the total established charges (prior to the discount being applied) for each income classification for fiscal year 2003.

	Income Classification
	Number of Patients
	Established Charges

	Income Level A

(100% discount)
	155,900
	$19,691,349.65

	Income Level B

(90% discount)
	8,588
	$1,241,102.47

	Income Level C

(75% discount)
	13,478
	$1,770,489.85

	Income Level D

(50% discount)
	11,201
	$1,247,097.34

	Income Level E

(25% discount)
	5,965
	$614,440.09

	Income Level F

(0% discount)
	34,596
	$1,970145.44

	Income Level G

(0% discount)
	4
	$58.29

	Total
	229,728
	$26,534,624.84


Localities particularly affected.  The proposed regulation will affect all localities providing health-related services under these regulations.  According to VDH, between 182 and 185 local health departments are currently providing services under these regulations.  As mentioned in the previous sections, some of the proposed changes are likely to increase costs while others are likely to lower costs to localities associated with providing services under these regulations.  It is not possible to calculate the net impact of all the proposed changes at this time.

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

Effects on the use and value of private property.  The proposed regulation is not likely to have a significant impact on the use and value of private property.

Agency's Response to the Department of Planning and Budget's Economic Impact Analysis:  VDH substantially concurs with the economic impact assessment of this regulatory action prepared by DPB.

Summary:

The existing regulations govern how Virginia’s local health departments determine charges paid by patients who receive health services and have not been revised in 10 years.  The proposed revision simplifies the charging structure by tying it to Medicaid, allows goods and purchased services to be priced at their costs, encourages patients to apply for insurance for which they may be eligible, clarifies the family economic unit, and provides for the issuance of a guidance document that interprets and provides guidance for implementing the regulations.  The sliding fee scale is not changed.

CHAPTER 200.

REGULATIONS GOVERNING ELIGIBILITY STANDARDS AND CHARGES FOR HEALTH MEDICAL CARE SERVICES TO INDIVIDUALS.

PART I.

DEFINITIONS.

12 VAC 5-200-10. Definitions.

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

"Applicant" means the person requesting health medical care services for himself or on whose behalf a request is made.

"Board" means the State Board of Health.  The Board of Health is the policy board of the state Department of Health.
"Child" means a person under 18 years of age and includes any biological or adopted child, and any child placed for adoption or foster care unless otherwise treated as a separate unit by for the purposes of determining eligibility and charges under these regulations.

"Commissioner" means the Commissioner of Health.  The commissioner is the chief executive officer of the state Department of Health.  The commissioner has the authority to act for the Board of Health when it is not in session.
"Department" means the state Department of Health and includes the central office, regional offices, health districts, and local health departments.

"Eligibility determination" means the process of obtaining required information regarding family size, income, and other related data in order to establish charges to the applicant.

"Extraordinary financial hardship" includes hardship due to such events as natural disasters, damage to or the loss of uninsured real or personal property, unpaid legal liabilities, and obligatory and unavoidable expenditures for close relatives outside the family unit.

"Family" or "family unit" means the applicant and other such household members who together constitute one economic unit.  The economic unit shall include the constellation of persons among whom legal responsibilities of support exist; or an individual, even if otherwise within such a constellation, if he independently receives subsistence funds in his own right.  An economic unit is one or more individuals who generally reside together and share income.  The economic unit shall count in its income any contributions to the unit from persons not necessarily living with the constellation unit.

A parent includes may be a biological, adoptive, or step parent stepparent.

A woman who is pregnant may be counted as a multiple beneficiary when the pregnancy has been verified by a physician or a nurse practitioner working under the supervision of a physician.

A husband and wife who have been are separated and are not living together, and who are not dependent on each other for support shall be considered to be separate family units.

"Flat rate charges" means charges for specified goods or services which that are to be charged to all clients regardless of income and with no eligibility determination.

"Gross income" means total cash receipts before taxes from all sources.  These include money wages and salaries before any deductions, but do not include food or rent in lieu of wages.  These receipts include net receipts from nonfarm or farm self-employment (e.g., receipts from an applicant's own business or farm expenses) income, plus any depreciation shown on income tax forms.  They include regular payments from social security or railroad retirement, unemployment and workers' compensation, strike benefits from union funds, veterans' benefits, training stipends, alimony, child support, and military family allotments or other regular support from an absent family member or someone not living in the household; private pensions, government employee pensions (including military retirement pay), and regular insurance or annuity payments; and income from dividends, interest, net rental income, net royalties, or periodic receipts from estates or trusts, lump sum settlements, and net gambling or lottery winnings.

"Gross income" does not include the value of food stamps, Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) checks, fuel assistance payments, housing assistance, money borrowed, tax refunds, gifts, withdrawal of bank deposits from earned income, earnings of minor children, money received from the sale of property, general relief from the Department of Social Services, or college or university scholarships, grants, fellowships, and assistantships when provided to pay for, or in the form of, tuition, fees, other direct educational expenses, housing, or meals.

"Income scales" means scales based on individual or family gross income.  They shall be based on the official federal poverty guidelines updated annually by the U.S. Department of Health and Human Services in accordance with §§ 652 and 6763(2) of the Omnibus Reconciliation Act of 1981 (Public Law 97-35).  There shall be two income scales:  one for Northern Virginia and one for the remainder of the Commonwealth as follows:

Income Level A - those clients with incomes up to and including 100% of the federal poverty income guidelines will qualify as Income Level A clients, except for Northern Virginia where the Income Level A will be up to and including 110% of the federal poverty income guidelines will qualify as Income Level A clients.

Income Level B - those clients with incomes above 100% and no more than 110% of the federal poverty guidelines will qualify as Income Level B clients, except for Northern Virginia where the Income Level B will be above 110% and no more than 133.3% of the federal poverty income guidelines.

Income Level C - those clients with incomes above 110% and no more than 133.3% of the federal poverty income guidelines will qualify as Income Level C clients, except for Northern Virginia where the Income Level C will be above 133.3% and no more than 166.6% of the federal poverty income guidelines.

Income Level D - those clients with incomes above 133.3% and no more than 166.6% of the federal poverty income guidelines will qualify as Income Level D clients, except for Northern Virginia where the Income Level D will be above 166.6% and no more than 200% of the federal poverty income guidelines.

Income Level E - those clients with incomes above 166.6% and less than 200% of the federal poverty income guidelines will qualify as Income Level E clients, except for Northern Virginia where the Income Level E will be above 200% and less than 233.3% of the federal poverty income guidelines.

Income Level F - those clients with incomes equal to or above 200% and less than 250% of the federal poverty income guidelines will qualify as Income Level F clients, except for Northern Virginia where the Income Level F will be equal to or above 233.3% and less than 266.6% 283.3% of the federal poverty income guidelines.

Income Level G - those clients with incomes equal to or above 250% of the federal poverty level guidelines will qualify as Income Level G clients, except for Northern Virginia where income level G will be equal to or above 266.6% 283.3% of the federal poverty income guidelines.

"Legally responsible" means the biological or adoptive parent(s), or those parents whose parentage has been admitted by affidavit or by order of the court.

"Medical care services" means clinical medical, dental, and nursing services provided to patients by physicians, dentists, nurses, and other health care providers employed by health districts or contracted by health districts to provide these services.  It does not include laboratory tests, pharmaceutical and biological products, radiological or other imaging studies, other goods or products, or other medical services that a health district does not directly provide.

"Medically indigent" means applicants whose individual or family gross income is defined at as Income Level A.

"Minor" means a person less than 18 years of age whose parents are responsible for his care.  A minor will be considered a separate family unit when married or not living with any relative or deemed an adult.

A minor shall be deemed an adult for the purposes of consenting to:

1. Medical or health services needed to determine the presence of or to treat venereal disease or any infectious or contagious disease which the State Board of Health requires to be reported.

2. Medical and health services required for birth control, pregnancy, or family planning except for the purposes of sexual sterilization.

"Nonchargeable services" means the health medical care and related goods and services which that the department has determined will be provided without charge and without an eligibility determination to all citizens regardless of income.  There is no charge for WIC services, but WIC services do require an eligibility determination.
"Northern Virginia" means the area which includes the cities of Alexandria, Fairfax, Falls Church, Manassas, Manassas Park, and the counties of Arlington, Fairfax, Loudoun, and Prince William.

"Venereal disease" is synonymous with "sexually transmitted infection."

PART II.

GENERAL INFORMATION.

12 VAC 5-200-20. Authority for regulations.

Section 32.1‑12 32.1-11 of the Code of Virginia establishes the responsibility of the board as follows: "The board may formulate a program of environmental health services, laboratory services and preventive, curative and restorative medical care services, including home and clinic health services described in Titles V, XVIII and XIX of the United States Social Security Act and amendments thereto, to be provided by the department on a district or local basis. The board shall define the income limitations within which a person shall be deemed to be medically indigent. Persons so deemed to be medically indigent shall receive the medical care services of the department without charge. The board may also prescribe the charges to be paid for the medical care services of the department by persons who are not deemed to be medically indigent and may, in its discretion and within the limitations of available funds, prescribe a scale of such charges based upon ability to pay. Funds received in payment of such charges are hereby appropriated to the board for the purpose of carrying out the provisions of this title. The board shall review periodically the program and charges adopted pursuant to this section."

12 VAC 5-200-30. Purpose of chapter.

The board has promulgated this chapter to: (i) establish financial eligibility criteria to determine if a person is medically indigent and therefore qualified to receive health medical care services from the department without charge; (ii) establish income scales and a mechanism for determining charges for health medical care provided by the department to individuals who are not medically indigent, based upon their ability to pay; (iii) establish a mechanism for handling appeals and waivers; and (iv) establish continuity of eligibility among state agencies. The regulations are constructed to assure that eligibility criteria remain appropriate for changing economic conditions.

12 VAC 5-200-40. Administration of chapter.

This chapter is administered by the commissioner.

The commissioner shall assure uniformity and consistency by interpreting and implementing the rules of the department for health the provision of medical care and related goods and services.  The commissioner may issue a guidance document that interprets these regulations and provides guidance for their implementation.  Such a document shall be reviewed and revised whenever the regulations of this chapter are reviewed, and may also be amended or revised as needed to meet changing circumstances.
Whenever possible, charges for services shall use the most appropriate current Medicaid charges (and matching Medicaid codes).  If there is no Medicaid code for a particular service, the most appropriate current Medicare charge (and matching code) shall be used.  If both Medicaid and Medicare charges (and codes) exist for the same service, the Medicaid charge (and code) will be used.  If neither a Medicaid nor a Medicare code exists for a particular service, the commissioner, or a designee, shall determine an appropriate charge and develop a matching code.  A guidance document shall include procedures for determining the costs and establishing the charges for medical care and related goods and services when any of these are not otherwise addressed in these regulations or the Code of Virginia.
The commissioner shall publish specific income levels expressed in dollar amounts for determining eligibility for health medical care services of the department in accordance with the income scales defined in 12 VAC 5-200-10.

12 VAC 5-200-50. Recipients of services.

This chapter shall apply to all persons seeking health medical care services provided by the department, except where other eligibility criteria are required for programs administered under federal statute.

12 VAC 5-200-70. Powers and procedures of chapter not exclusive. (Repealed.)
The board reserves the right to authorize any procedure necessary for the enforcement of the provisions set forth herein under the provisions of § 32.1‑12 of the Code of Virginia.

PART III.

APPLICATION AND CHARGES.

12 VAC 5-200-80. Application process.

Upon an applicant's request for health medical care services (excepting those services described in 12 VAC 5-200-150, 12 VAC 5-200-160, and 12 VAC 5-200-170) the department will require information as to the family size, financial status and other related data as described on the application for health medical care. The applicant must be informed during the interviewing process of the provisions as described in this section of the regulations.

An application date is established when the applicant completes and signs the application for health medical care services.

When an applicant is in need of emergency medical services, the district director, or his designee, shall waive this application process for that individual until such time as the individual is able to respond normally to participate in the interviewing process.

It is the applicant's responsibility to furnish the department with the proof of the applicant's financial data in order to be appropriately classified according to income level and family size so that eligibility for discounts for health medical care services can be determined.

Any individual who is acting on behalf of an applicant will be responsible for the accuracy of all financial data provided to the department.

Individuals who have failed to make any payment within the past 90 days for medical care services or other goods or services they have received may have their medical care services terminated.  The district director may terminate services only following notice to the individual that such services will be terminated and only after determining that terminating services would not be detrimental to the individual's health.  Medical care services cannot be terminated for individuals receiving ongoing care without making a good faith effort to secure alternative care.

12 VAC 5-200-90. Charges for services.

Charges for services means the reasonable charges established by the board for health medical care services.  No charge shall be established outside the provisions of these regulations.  The department may prescribe a scale of discounts for certain health medical care services. Charges will be based on current published Medicaid reimbursement levels. In those instances where Medicaid does not reimburse for a service provided by the department, charges shall be based on the costs of providing the services the appropriate current Medicare reimbursement levels.  Where neither Medicaid nor Medicare reimburse for a service, the commissioner shall establish charges based on the costs of providing the medical care services.  Charges for goods and services not directly provided by the agency may be based on the agency's cost.

Directors of health districts may request permission from the commissioner, or commissioner’s designee, to round charges to a convenient value.

On selected occasions it may be desirable to provide certain medical services, e.g., influenza immunization, to large numbers of people quickly and conveniently and thereby promote their use by the public.  In order to accomplish this, districts may charge a flat rate charge for these services under these circumstances.  This provision includes services that are otherwise available at a discounted charge.  No eligibility determination will be done and all service recipients will be charged the same flat rate charge.  However, the district must also provide convenient alternative times and venues where applicants can request an eligibility determination and obtain these services at a discounted rate if eligible.  The commissioner or commissioner’s designee must approve such flat rate charge arrangements in advance, including approval of the specific flat rate charge.

12 VAC 5-200-100. Flat rate fees charges.

Except as otherwise set out in this chapter, charges for certain health goods and medical care services that are not essential for public health protection may be set at a flat rate charge not subject to discounting. All flat rate fees charges must be expressly approved by the commissioner or commissioner's designee prior to their implementation.
12 VAC 5-200-105. Charges for services and goods provided by contract.

The department, health districts, and local health departments may enter into contracts with agencies external to the department whereby the department, health district, or local health department provides medical services and goods.  Charges for such services and goods will be determined by the contract.  If a patient copayment is required in the contract, the patient shall pay the full copayment to the department, district, or local health department regardless of the patient’s income status.  The patient shall not be required to pay if state or federal law precludes a copayment.

12 VAC 5-200-110. Income levels for charges.

The department shall annually publish specific income levels expressed in dollar amounts for determining eligibility for discounts to the charges for health medical care services.

The charges made to the applicant shall be subject to 100% discounting for those who are found to be medically indigent as defined in Part I.

Applicants for health medical care services, including those in Northern Virginia as defined in Part I, whose family income exceeds Income Level A shall be assessed a charge as follows:

1. Income Level A - 100% discount of the established charge for the service.

2. Income Level B - 90% discount of the established charge for the service.

3. Income Level C - 75% discount of the established charge for the service.

4. Income Level D - 50% discount of the established charge for the service.

5. Income Level E - 25% discount of the established charge for the service.

6. Income Level F - 5.0% discount of the established charge for the service.
7. Income Level G - No discount will be given.

12 VAC 5-200-120. Automatic eligibility.

Applicants receiving the following public assistance program will receive services as Income Level A patients without additional income verification.

General Relief

Title XIX - Medicaid

National School Lunch Program for children receiving school meals at no cost. Only used for child dental services.

Applicants who are eligible for services under this section, and are not participating in Medicaid or any other children’s medical insurance program sponsored by the state, should apply for these programs.  Applicants who do not apply for Medicaid or a children’s medical insurance program within 60 days of receiving services may be assessed the undiscounted charge for the medical care and related goods and services provided.

12 VAC 5-200-130. Explanation of charges.

Prior to services being rendered, an explanation of the estimated charges, applicable discounts, and expected payment shall be provided to the applicant.

12 VAC 5-200-140. Redetermination of eligibility.

Eligibility to receive discounts from established charges must be redetermined at least every 12 months, or when income or family status changes, unless otherwise dictated required by law or regulation.

PART IV.

NONCHARGEABLE SERVICES.

12 VAC 5-200-150. Services provided at no charge to the patient.

The following services are provided at no charge:

1. Those immunizations for children as required by § 32.1-46 of the Code of Virginia, and of persons up to the age of 21 when the person lacks evidence of complete and appropriate immunizations for the diseases covered by that section of the Code of Virginia.

2. Examination and testing of persons suspected of having or known to have tuberculosis as required by § 32.1-50 of the Code of Virginia.

3. Examination, testing and treatment of persons for sexually transmitted diseases as required by § 32.1-57 of the Code of Virginia.

4. Anonymous or confidential testing for human immunodeficiency virus as required by § 32.1-55.1 of the Code of Virginia.

12 VAC 5-200-160. Immunization services.

The department may provide immunization services free of charge to all appropriate individuals in the event of an epidemic or when declared necessary by the commissioner or district health director to protect the public health of all citizens of the Commonwealth.

12 VAC 5-200-170. Other health care services.

The department may elect to provide other health care medical services at no charge to all appropriate citizens of the Commonwealth when directed by the board or, the commissioner or a district health director.

PART V.

EXCEPTIONS.

12 VAC 5-200-180. Exceptions.

A continuing exception to the above standard principles regulations for assessing charges for health medical care services will exist for patients determined to be eligible for services provided under those programs of the department specified in the Code of Virginia or published in separate state plans.

12 VAC 5-200-190. Limitations

A. The district director or program director can limit the provision of certain health medical care services based on an assessment of public need and available department resources.

B. The district director or program director may establish policies to limit the provision of certain health medical care services provided by the department based on legal residence and visa status except where federal funds are appropriated for the service.

12 VAC 5-200-210. Changes. (Repealed.)
The district director, with department approval, may establish appropriate charges for services that are provided in the district and for which no statewide charges are identified.

PART VI.

WAIVER OF CHARGES.

12 VAC 5-200-220. General.

In instances when patients have unusually serious health problems or extraordinary financial hardships are demonstrated to exist, and there are no other avenues of care, the patient, guardian or other authorized person may request a waiver of charges for up to 90 180 calendar days. A waiver shall be requested in writing to the program or district director.  If a waiver is granted, it shall be for the duration of the financial hardship or 180 days, whichever is shorter.
If the waiver request is approved, the patient will receive a full discount for all services charged to him charges while covered by the waiver. If the waiver request is denied, the charges will continue as before.

12 VAC 5-200-230. Waivers.

A. The commissioner of Health is designated to act for the Board of Health authorized to grant or deny requested waivers and may delegate the this authority to the program or district directors who may then designate the authority to individuals under their supervision to grant or deny the waiver.  A waiver to all or a portion of a charge may be granted for reasons of unusually serious health problems or extraordinary financial hardship.  A resulting waived or partially waived charge shall be determined by the commissioner or designee, and reviewed and revised as needed.  The commissioner or designee shall also identify those expenses that are considered to be medical bills, and shall review and revise this determination as needed.
B. In the event of an adverse decision, the patient, guardian or other authorized person will be advised of their rights to appeal under Part VII.

C. Waivers will not be continued past 90 180 days. Additional waivers can may be granted, but the applicant will have to must reapply at least every 90 180 days.

D. No person believed to be eligible for Medicaid or any state-sponsored children's medical insurance program and having failed to complete a Medicaid application who has failed to complete an application for these programs will be eligible for a waiver.

PART VII.

APPEAL PROCESS.

12 VAC 5-200-270. Rights.

If an applicant for or recipient of health medical care services as defined in these regulations is denied such services, has services terminated, wishes to contest the determined income level, or is denied a waiver as defined in Part VI of these regulations, the applicant/recipient is entitled to appeal that action as set forth under this part. There are no further rights of appeal except as set forth in this part.

A. 1. The applicant/recipient has the right to be informed in writing of the appeal process, including time limits, and the right to receive a written statement of the reasons for denial. If a person already receiving services is denied those services, a written notice of termination shall be given 30 days in advance of discontinuing services. The person has the right to confront any witnesses who may have testified against him.

B. 2. An individual or his representative may make a written or oral appeal to the district or program director within 30 days of the denial of service.

C. 3. Upon receipt of the appeal, the district director shall review and make written recommendations to the operations director and commissioner, or commissioner's designee, within 15 days. The operations director shall submit his recommendations to the commissioner within 15 days of the receipt of the district director's recommendations. Within 45 days following the date on which an appeal is filed, the commissioner, or commissioner's designee, shall make a final decision.

D. Upon receipt of the appeal, the program director shall review and make written recommendations to the deputy commissioner and the commissioner within 15 days. The deputy commissioner shall submit his recommendations to the commissioner within 15 days of the receipt of the program director's recommendation. Within 45 days following the date on which an appeal is filed, the commissioner shall make a final decision.

E. Services to applicants/recipients shall continue during the appeal process.

PART VIII.

FRAUD.

12 VAC 5-200-280. Fraud.

If the district director or program director identifies a patient willfully misrepresenting himself, or withholding or falsifying information in an attempt to obtain health medical services free or at a reduced rate, the director may discontinue services to the affected person 30 days after notifying the person that services will be discontinued. Such recipient is entitled to the appeal process set forth in Part VII of this chapter.

PART IX.

CHARGES AND PAYMENT REQUIREMENTS BY INCOME LEVELS.

12 VAC 5-200-290. Charges and payment requirements.

This part shall be administered by the commissioner.  The commissioner shall establish a procedure for the ongoing development; maintenance, revision, and updating; and promulgation of these charges and payments schedules.  There shall be two sets of schedules, one for Northern Virginia as defined in 12 VAC 5-200-10 and one for the remainder of the Commonwealth.

By the provisions of the "Regulations Governing Eligibility Standards and Charges for Medical Care Services to Individuals" (12 VAC 5-200) promulgated by the Board of Health in accordance with §§ 32.1-11 and 32.1-12 of the Code of Virginia, the charges for medical care services, stating the minimum required payments to be made by patients or other responsible persons toward their charges, according to income levels are available to the public for inspection and copying at the headquarters, district, and local health department offices of the department.
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