Responses not endorsed or authorized by FSSA. Responses were compiled by ICHRC from meeting notes.

HIP Discussion:
1. What is the earliest date an application will be considered based on the provision that the member must not be covered for 6 months?  Applications filed just prior to the end of the period have been denied without consideration of the 45 day application processing time.  

Applicants that have had insurance within the past 6 months will be denied if the 6 month waiting period has not expired at the time HIP application processing begins.  Currently, processing may begin approximately one week following receipt of the HIP application, therefore it would not be recommended to file the application more than one week prior to end of the 6 month waiting period.
2. Most recent thirty day income verification is often being submitted with the application.  However, if the HIP unit has a delay in reviewing the application, more recent verification is often requested.  This appears to negate the attempt to provide all verifications with the application.   
A request for specific cases was made by FSSA to determine if there are legitimate reasons for the request or if additional training is needed by HIP staff.  We will follow-up with such examples.

3. Is a penalty imposed if an applicant voluntarily withdraws application so re-application for HIP can be filed?  Termination of the application is desired to  promptly close the application rather than waiting for the long delay experienced by the Plans in informing FSSA that the applicant failed to make the first contribution payment.
FSSA became aware that AmeriChoice, had not been timely notifying them of the lack of HIP members’ initial payment resulting in a delay in the respective denials.  To resolve this issue the Document Center has started to send a 90 day notice to the Plans when they have not been notified that a conditionally approved member has made payment/non-payment.  This should improve the timeliness of this reason for denial.  If we become aware of a specific case it was recommended to contact the Plans. 
Potential members find they cannot pay the first contribution due to loss of income and cannot reapply until the plan denies the initial application. 
The question was taken under advisement by FSSA regarding the penalty consideration for a conditionally approved applicant that may voluntarily withdraw prior to payment of the initial contribution.  The discussion centered on the interpretation of when the applicant becomes an enrolled member; when conditionally approved or when first payment is received.  Due to the consequence of the penalties it is not recommended to voluntarily withdraw but to submit a change report form to HIP as soon as a change in circumstances occurs so that once the first contribution is made the reduced financial obligation can be considered. 
Pregnant HIP members want to voluntarily withdraw their HIP so they can obtain HHW faster.  Can we discuss a better solution?

The best solution is for the pregnant HIP member to submit a bar-coded change report form (blue form) and proof of pregnancy immediately following confirmation of pregnancy.  This is the best practice for the prompt termination of HIP and the approval of HHW.  It will also flag the  member’s reserved  HIP slot following her 60 day post partum HHW coverage/termination of pregnancy.  It is recommended to file a new HIP application immediately following delivery or termination of pregnancy so that HIP can be authorized following HHW termination. 
4. The Plans do not appear to promptly report that conditionally approved individuals have not made their first contribution. FSSA reports the application remains pending but the applicant realizes it should be denied.   This has caused reapplications to be considered not valid by FSSA.  Notices are not being sent to applicants that their reapplications are not being considered in this situation and have the understanding that a pending application exists.
It is hopeful that this situation will be resolved soon as FSSA is proactively notifying the Plans for a decision if they have not been notified within 90 days of conditional approval that the initial payment has not been made.   A reapplication is considered not valid if the previous application remains pending.  This would be true even if the initial application processing extends beyond timeliness standards.  It is recommended for applicants or their A/R to contact the Plan if there are any questions or concerns that determination of payment is not processed timely.  This can be done in attempt to prompt the Plan to immediately notify FSSA so the notification of denial/authorization can be issued.  If an applicant is represented, the applicant and representative will need to sign the Plan’s designated A/R form.  These forms may be obtained by each Plan.  The Plans will not recognize the A/R form that is submitted to HIP.
5. The member ID Cards provide the Plan phone numbers to report changes.  We  would recommend that the cards also provide the HIP number to report address changes.  We have found that members are reporting changes to the Plans and not the HIP unit assuming they are communicating with each other. Re- enrollment packets are thus not received by the members.
HIP members are given written notice in their Welcome packets from their selected Plan and approval letters that they are to inform both their selected Plan and the HIP unit of specified changes.  This includes address changes.  New ID cards are currently being issued by the Plans which will include additional pertinent contact phone numbers. FSSA will check with the Plans to determine if the revised ID card will also include the HIP number so they will have an additional prompt to notify the appropriate Parties.  It is recommended that we remind HIP applicants of the separate and unique role of the HIP unit and the Plans. This can be included in the explanation and education of their responsibility as a new insured HIP member.   
6. How can a coverage gap be avoided for a HIP enrollee that meets the $300,000 maximum coverage prior to Medicaid application approval?
FSSA is aware when coverage has been paid for member’s medical services at $200,000 so notification to the member can be made to consider application for Medicaid.  It is important to be aware of the benefit period as the $300,000 limit is payable per benefit year with one million life time maximum.   Take note that the $300,000 maximum coverage per year is the paid amount not the actual charges.  To avoid any potential gap it is best practice to always begin the Medicaid application process whenever a HIP member appears to be eligible for a Medicaid category.  HIP is the last payer of choice. If the medical condition warrants, request an accelerated review by the Medicaid Medical Review Team.
7. We are still seeing Medicaid denials for the reason, Eligible for another program, HIP.  
FSSA has requested specific cases to review to determine the cause for this denial.  Examples will be sent.
8. Plans do not recognize the FSSA A/R.  Can a copy be available on line so the applicant can submit this document directly to the Plan?

FSSA will investigate as will we to obtain copy and determine best method of submission for prompt recognition by Plan to discuss inquiries made on behalf of applicant/member.

9. Once a HIP application is denied the Authorized Representative is no longer recognized.  An appeal must be filed to resolve the issue or begin discussion to attempt to resolve issue.  It appears there could be a more efficient solution.  A/R for Medicaid applications are recognized based on the entire process of the application through the denial and resolution and not limited to the denial date.
FSSA will review this policy with OMPP.  The filing of an appeal appears to be the only current option to discuss an adverse action if a conversation between the A/R and the HIP unit is limited to the period prior to the denial.

10. Applicants that file for dual programs ( SNAP, TANF, HIP) are often confused by separate notices that request the same information.  Verifications are submitted for one believing the requests are duplications.  The verifications are not viewed or shared in the electronic file???
The programs are not talking to each other at this time due to system and process incompatibility.  We are encouraged to educate our HIP applicants that it is best to provide more- than not enough to ensure that each program reviewer/specialist has all verifications necessary to determine the respective program eligibility.  Notices are being reviewed for improvement to avoid this confusion.  It is recommended to always follow up on  all requests rather than risk failure to respond.   
11. Wait list discussion.
The first 5,000 on the wait list ( starting with applications around Oct./Nov. 2008 that were denied for meeting non-caretaker cap) will have been sent notices within the next few weeks.  If the notice sent to the wait listed has been returned with a forwarding address, the notice to reapply has been resent to the new change of address. This exception was done due to the Modernization termination.  The next few months will determine how many applications are returned and enrolled.  If slots remain after the first 90 days, additional names on the wait list will be added and sent notice of their availability to apply.  It is recommended that we continue to remind those on the wait list to report their address changes to HIP to avoid missing an opportunity to reapply when their name is selected from the wait list.
12. The policy for the enrollment date as a result of an appellant’s favorable appeal, do not appear to be consistent.
The potential enrollment date has been contingent upon the ALJ’s decision which does not always address the date specifically.  It may not always be clear to the HIP member that they must pay all of the back contribution obligations prior to being authorized.  This differs from Medicaid Premium packages.  If an appellant’s favorable hearing issue is not resolved, FSSA requested  they be contacted to review the situation on a case by case basis to assist with a final resolution.
13. Pending notices are often not understood by applicants. 
Clear understanding of notices has been an issue for some time and is recognized as such by FSSA.  Unfortunately it is not an easy process to change due to the complexity of system and program categories.  

Education of program requirements and compliance of requests within given deadlines is best practice to avoid adverse action.  If compliance with request cannot be given within deadline, a request for extended time frame should be requested.

