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Maintaining Community Medicaid Budgeting During Temporary Nursing Home Stays


Many Medicaid recipients are admitted to nursing homes but plan to return to their homes in their community.   Financially, it is important for them to maintain community Medicaid budgeting so that they can continue to pay rent, utility, and other living expenses to preserve their apartment or home for their return.  However,  the Medicaid application system presumes that because they were admitted to a nursing home, they are staying there permanently.  Permanent residents are allowed to retain only the $50 personal allowance, and the rest of their income is paid for their nursing home care.   There are exceptions to these rules that allow the resident to maintain “community budgeting” while in the nursing home, allowing them to retain the same income they are allowed in the community – $767/month + $20 (2009).  


1.  How Medicaid typically budgets a new resident’s income.  Any person who enters a nursing home, or who stays in a hospital for 6 months and has no spouse,  is presumed to be in “permanent absence status,” meaning “that an individual is not expected to return home.”
   For people in “permanent absence status,” Medicaid uses “chronic care budgeting” to calculate how much of their income must be used to pay toward the cost of care.
    Beginning with the first full calendar month of the person’s admission to the nursing home,  they are allowed to keep only a personal needs allowance of $50, plus enough money to cover any private health insurance premiums.
 (If married or for those with dependents, spousal impoverishment protections also apply and are not discussed here).    If they were not admitted on the first day of a month, then for the partial month of their admission Medicaid uses “community budgeting,” under which a single person may keep $692 of their income plus enough to cover health insurance premiums

2.   All new residents are “presumed” to be admitted to the nursing home permanently.  The shift to “chronic care budgeting” occurs automatically during the first full month of the nursing home admission because of a “presumption” in the regulations.   Medicaid presumes that all residents are permanently absent, meaning they are not expected to return home.  State regulation 18 NY Code of Rules & Regulations § 360-1.4(k) provides:


It will be presumed that an individual will not return home if:

1) a person enters a skilled nursing or intermediate care facility;


(2) a person is initially admitted to acute care and is then  transferred to an alternative level of care, pending placement in a residential health care facility or

(3) a person without a community spouse remains in an acute care  hospital for more than six calendar months. 


Adequate medical evidence may overcome the presumptions set forth in


paragraphs (1) through (3) of this subdivision.

 
3.    How to overcome the presumption that any new nursing home resident is permanently absent -- This presumption may be overcome by “adequate medical evidence” that the resident expects to return home.  The medical evidence need not GUARANTEE that the resident will return home - it is only an expectation.  Since the nursing home generally prepares and submits the Medicaid application, it is the nursing home’s role to inform Medicaid that the individual expects to return home and to submit “adequate medical evidence” to rebut the presumption that the resident will not return home.  However, since the nursing home has no incentive to do this extra work,   the resident, family or advocate must ask nursing home to do this.


 In New York City, the nursing home should file a form called a “Discharge Alert -- Non-Chronic Care Budget” (MAP 1122) on which the treating physician certifies that the resident is planning to return to community living, specifying an anticipated discharge date.
  Also, an M11q (Medical Request for Home Care), a physician’s order for home health care, or a simple physician’s statement should be adequate to show that the individual expects to go home.   Community budgeting is then used.  See Medicaid Reference Guide p. 235    

4.  
There Is No Six-Month Limit for Community Budgeting.  No state 

regulation or state law says that community budgeting is just for six months.  An individual in a nursing home for more than six months, who can still be expected  to return home,  should still be considered temporarily absent and have community budgeting.   It may be necessary for the nursing home to file a new “Discharge Alert” stating the new anticipated discharge date.







� Title 18 New York Code of Rules & Regulations § 360-1.4(k).  


� Title 18 New York Code of Rules & Regulations §§ 360-4.9.


�  Title 18 New York Code of Rules & Regulations §§ 360-1.4(c), 360-4.9, Medicaid Reference Guide pp. 232-235 (Aug. 1999) 


� A sample of this form is posted at � HYPERLINK "http://onlineresources.wnylc.net/pb/docs/map1123.pdf" ��http://onlineresources.wnylc.net/pb/docs/map1123.pdf�


under “Medicaid Financial Eligibility” heading, as one of three discharge notices attached to a NYC Medicaid Nursing Home Alert dated May 30, 2001.   


MAP-1122 is the form discussed here, used when the client is in the nursing home and is seeking community budgeting until the expected discharge date.  


MAP-1124 is a “Discharge Alert” used after the individual was discharged from the nursing home.  


MAP-1123 is a “Change/Cancellation of Discharge Plan.” 





