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PAYMENT TO STATES [181]
SEC. 1903. [42 U.S.C. 1396b] (a) From the sums appropriated therefor,
the Secretary (except as otherwise provided in this section) shall pay to
each State which has a plan approved under this title, for each quarter,
beginning with the quarter commencing January 1, 1966—
(1) an amount equal to the Federal medical assistance percentage
(as defined in section 1905(b), subject to subsections (g) and (j) of
this section and subsection 1923(f)) of the total amount expended
during such quarter as medical assistance under the State plan; plus
(2)(A) an amount equal to 75 per centum of so much of the sums
expended during such quarter (as found necessary by the Secretary
for the proper and efficient administration of the State plan) as are
attributable to compensation or training of skilled professional
medical personnel, and staff directly supporting such personnel, of
the State agency or any other public agency; plus
(B) notwithstanding paragraph (1) or subparagraph (A),
with respect to amounts expended for nursing aide training and
competency evaluation programs, and competency evaluation
programs, described in section 1919(e)(1) (including the costs
for nurse aides to complete such competency evaluation
programs), regardless of whether the programs are provided in
or outside nursing facilities or of the skill of the personnel
involved in such programs, an amount equal to 50 percent (or,
for calendar quarters beginning on or after July 1, 1988, and
before October 1, 1990, the lesser of 90 percent or the Federal
medical assistance percentage plus 25 percentage points) of so
much of the sums expended during such quarter (as found
necessary by the Secretary for the proper and efficient
administration of the State plan) as are attributable to such
programs; plus
(C) an amount equal to 75 percent of so much of the sums
expended during such quarter (as found necessary by the
Secretary for the proper and efficient administration of the
State plan) as are attributable to preadmission screening and
resident review activities conducted by the State under section
1919(e)(7); plus
(D) for each calendar quarter during—
(i) fiscal year 1991, an amount equal to 90 percent,
(ii) fiscal year 1992, an amount equal to 85 percent,
(iii) fiscal year 1993, an amount equal to 80 percent,
and
(iv) fiscal year 1994 and thereafter, an amount equal to
75 percent,
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of so much of the sums expended during such quarter (as
found necessary by the Secretary for the proper and efficient
administration of the State plan) as are attributable to State
activities under section 1919(g); plus
(E)[182] an amount equal to 75 percent of so much of the
sums expended during such quarter (as found necessary by the
Secretary for the proper and efficient administration of the
State plan) as are attributable to translation or interpretation
services in connection with the enrollment of, retention of, and
use of services under this title by, children of families for
whom English is not the primary language; plus
(3) an amount equal to—
(A)(i) 90 per centum of so much of the sums expended
during such quarter as are attributable to the design,
development, or installation of such mechanized claims
processing and information retrieval systems as the Secretary
determines are likely to provide more efficient, economical,
and effective administration of the plan and to be compatible
with the claims processing and information retrieval systems
utilized in the administration of title XVIII, including the
State’s share of the cost of installing such a system to be used
jointly in the administration of such State’s plan and the plan
of any other State approved under this title,[183]
(ii) 90 per centum of so much of the sums expended
during any such quarter in the fiscal year ending June 30,
1972, or the fiscal year ending June 30, 1973, as are
attributable to the design, development, or installation of
cost determination systems for State-owned general
hospitals (except that the total amount paid to all States
under this clause for either such fiscal year shall not
exceed $150,000), and
(iii)[184] an amount equal to the Federal medical
assistance percentage (as defined in section 1905(b)) of
so much of the sums expended during such quarter (as
found necessary by the Secretary for the proper and
efficient administration of the State plan) as are
attributable to such developments or modifications of
systems of the type described in clause (i) as are
necessary for the efficient collection and reporting on
child health measures; and
(B) 75 per centum of so much of the sums expended during
such quarter as are attributable to the operation of systems
(whether such systems are operated directly by the State or by
another person under a contract with the State) of the type
described in subparagraph (A)(i) (whether or not designed,
developed, or installed with assistance under such
subparagraph) which are approved by the Secretary and which
include provision for prompt written notice to each individual
who is furnished services covered by the plan, or to each
individual in a sample group of individuals who are furnished
such services, of the specific services (other than confidential
services) so covered, the name of the person or persons
furnishing the services, the date or dates on which the services
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were furnished, and the amount of the payment or payments
made under the plan on account of the services; and
(C)(i) 75 per centum of the sums expended with respect to
costs incurred during such quarter (as found necessary by the
Secretary for the proper and efficient administration of the
State plan) as are attributable to the performance of medical
and utilization review by a utilization and quality control peer
review organization or by an entity which meets the
requirements of section 1152, as determined by the Secretary,
under a contract entered into under section 1902(d); and
(ii) 75 percent of the sums expended with respect to
costs incurred during such quarter (as found necessary by
the Secretary for the proper and efficient administration
of the State plan) as are attributable to the performance of
independent external reviews conducted under section
1932(c)(2); and
(D) 75 percent of so much of the sums expended by the
State plan during a quarter in 1991, 1992, or 1993, as the
Secretary determines is attributable to the statewide adoption
of a drug use review program which conforms to the
requirements of section 1927(g); [185]
(E) 50 percent of the sums expended with respect to costs
incurred during such quarter as are attributable to providing—
(i) services to identify and educate individuals who are
likely to be eligible for medical assistance under this title
and who have Sickle Cell Disease or who are carriers of
the sickle cell gene, including education regarding how to
identify such individuals; or
(ii) education regarding the risks of stroke and other
complications, as well as the prevention of stroke and
other complications, in individuals who are likely to be
eligible for medical assistance under this title and who
have Sickle Cell Disease; and [186]
(F)[187](i) 100 percent of so much of the sums expended
during such quarter as are attributable to payments to
Medicaid providers described in subsection (t)(1) to encourage
the adoption and use of certified EHR technology; and
(ii) 90 percent of so much of the sums expended during
such quarter as are attributable to payments for
reasonable administrative expenses related to the
administration of payments described in clause (i) if the
State meets the condition described in subsection (t)(9);
plus
(H)[188](i) 90 percent of the sums expended during the
quarter as are attributable to the design, development, or
installation of such mechanized verification and information
retrieval systems as the Secretary determines are necessary to
implement section 1902(ee) (including a system described in
paragraph (2)(B) thereof), and
(ii) 75 percent of the sums expended during the quarter
as are attributable to the operation of systems to which
clause (i) applies, plus
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(4) an amount equal to 100 percent of the sums expended during
the quarter which are attributable to the costs of the implementation
and operation of the immigration status verification system
described in section 1137(d); plus
(5) an amount equal to 90 per centum of the sums expended
during such quarter which are attributable to the offering,
arranging, and furnishing (directly or on a contract basis) of family
planning services and supplies;
(6) subject to subsection (b)(3), an amount equal to—
(A) 90 per centum of the sums expended during such a
quarter within the twelve-quarter period beginning with the
first quarter in which a payment is made to the State pursuant
to this paragraph, and
(B) 75 per centum of the sums expended during each
succeeding calendar quarter,
with respect to costs incurred during such quarter (as found
necessary by the Secretary for the elimination of fraud in the
provision and administration of medical assistance provided under
the State plan) which are attributable to the establishment and
operation of (including the training of personnel employed by) a
State medicaid fraud control unit (described in subsection (q)); plus
(7) subject to section 1919(g)(3)(B), an amount equal to 50 per
centum of the remainder of the amounts expended during such
quarter as found necessary by the Secretary for the proper and
efficient administration of the State plan.
(b)(1) Notwithstanding the preceding provisions of this section, the
amount determined under subsection (a)(1) for any State for any quarter
beginning after December 31, 1969, shall not take into account any
amounts expended as medical assistance with respect to individuals aged
65 or over and disabled individuals entitled to hospital insurance
benefits under title XVIII which would not have been so expended if the
individuals involved had been enrolled in the insurance program
established by part B of title XVIII, other than amounts expended under
provisions of the plan of such State required by section 1902(a)(34).
(2) For limitation on Federal participation for capital
expenditures which are out of conformity with a comprehensive
plan of a State or areawide planning agency, see section 1122.
(3) The amount of funds which the Secretary is otherwise
obligated to pay a State during a quarter under subsection (a)(6)
may not exceed the higher of—
(A) $125,000, or
(B) one-quarter of 1 per centum of the sums expended by
the Federal, State, and local governments during the previous
quarter in carrying out the State’s plan under this title.
(4) Amounts expended by a State for the use of an enrollment
broker in marketing medicaid managed care organizations and other
managed care entities to eligible individuals under this title shall be
considered, for purposes of subsection (a)(7), to be necessary for
the proper and efficient administration of the State plan but only if
the following conditions are met with respect to the broker:
(A) The broker is independent of any such entity and of any
health care providers (whether or not any such provider
participates in the State plan under this title) that provide
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coverage of services in the same State in which the broker is
conducting enrollment activities.
(B) No person who is an owner, employee, consultant, or
has a contract with the broker either has any direct or indirect
financial interest with such an entity or health care provider or
has been excluded from participation in the program under this
title or title XVIII or debarred by any Federal agency, or
subject to a civil money penalty under this Act.
(5) Notwithstanding the preceding provisions of this section, the
amount determined under subsection (a)(1) for any State shall be
decreased in a quarter by the amount of any health care related
taxes (described in section 1902(w)(3)(A)) that are imposed on a
hospital described in subsection (w)(3)(F) in that quarter.
(c) Nothing in this title shall be construed as prohibiting or restricting,
or authorizing the Secretary to prohibit or restrict, payment under
subsection (a) for medical assistance for covered services furnished to a
child with a disability because such services are included in the child’s
individualized education program established pursuant to part B of the
Individuals with Disabilities Education Act [189] or furnished to an infant
or toddler with a disability because such services are included in the
child’s individualized family service plan adopted pursuant to part C of
such Act.
(d)(1) Prior to the beginning of each quarter, the Secretary shall
estimate the amount to which a State will be entitled under subsections
(a) and (b) for such quarter, such estimates to be based on (A) a report
filed by the State containing its estimate of the total sum to be expended
in such quarter in accordance with the provisions of such subsections,
and stating the amount appropriated or made available by the State and
its political subdivisions for such expenditures in such quarter, and if
such amount is less than the State’s proportionate share of the total sum
of such estimated expenditures, the source or sources from which the
difference is expected to be derived, and (B) such other investigation as
the Secretary may find necessary.
(2)[190](A) The Secretary shall then pay to the State, in such
installments as he may determine, the amount so estimated, reduced
or increased to the extent of any overpayment or underpayment
which the Secretary determines was made under this section to
such State for any prior quarter and with respect to which
adjustment has not already been made under this subsection.
(B) Expenditures for which payments were made to the
State under subsection (a) shall be treated as an overpayment
to the extent that the State or local agency administering such
plan has been reimbursed for such expenditures by a third
party pursuant to the provisions of its plan in compliance with
section 1902(a)(25).
(C) For purposes of this subsection, when an overpayment
is discovered, which was made by a State to a person or other
entity, the State shall have a period of 1 year [191] in which to
recover or attempt to recover such overpayment before
adjustment is made in the Federal payment to such State on
account of such overpayment. Except as otherwise provided in
subparagraph (D), the adjustment in the Federal payment shall
[192]
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be made at the end of the 1 year period
, whether or not
recovery was made.
(D)(i) [193] In any case where the State is unable to recover a
debt which represents an overpayment (or any portion thereof)
made to a person or other entity on account of such debt
having been discharged in bankruptcy or otherwise being
uncollectable, no adjustment shall be made in the Federal
payment to such State on account of such overpayment (or
portion thereof).
(ii)[194] In any case where the State is unable to
recover a debt which represents an overpayment (or any
portion thereof) made to a person or other entity due to
fraud within 1 year of discovery because there is not a
final determination of the amount of the overpayment
under an administrative or judicial process (as
applicable), including as a result of a judgment being
under appeal, no adjustment shall be made in the Federal
payment to such State on account of such overpayment
(or portion thereof) before the date that is 30 days after
the date on which a final judgment (including, if
applicable, a final determination on an appeal) is made.
(3)(A) The pro rata share to which the United States is equitably
entitled, as determined by the Secretary, of the net amount
recovered during any quarter by the State or any political
subdivision thereof with respect to medical assistance furnished
under the State plan shall be considered an overpayment to be
adjusted under this subsection.
(B)(i) Subparagraph (A) and paragraph (2)(B) shall not
apply to any amount recovered or paid to a State as part of the
comprehensive settlement of November 1998 between
manufacturers of tobacco products, as defined in section
5702(d) of the Internal Revenue Code of 1986, and State
Attorneys General, or as part of any individual State settlement
or judgment reached in litigation initiated or pursued by a
State against one or more such manufacturers.
(ii) Except as provided in subsection (i)(19), a State
may use amounts recovered or paid to the State as part of
a comprehensive or individual settlement, or a judgment,
described in clause (i) for any expenditures determined
appropriate by the State.
(4) Upon the making of any estimate by the Secretary under this
subsection, any appropriations available for payments under this
section shall be deemed obligated.
(5) In any case in which the Secretary estimates that there has
been an overpayment under this section to a State on the basis of a
claim by such State that has been disallowed by the Secretary under
section 1116(d), and such State disputes such disallowance, the
amount of the Federal payment in controversy shall, at the option of
the State, be retained by such State or recovered by the Secretary
pending a final determination with respect to such payment amount.
If such final determination is to the effect that any amount was
properly disallowed, and the State chose to retain payment of the
amount in controversy, the Secretary shall offset, from any
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subsequent payments made to such State under this title, an amount
equal to the proper amount of the disallowance plus interest on such
amount disallowed for the period beginning on the date such
amount was disallowed and ending on the date of such final
determination at a rate (determined by the Secretary) based on the
average of the bond equivalent of the weekly 90-day treasury bill
auction rates during such period.
(6)(A) Each State (as defined in subsection (w)(7)(D)) shall
include, in the first report submitted under paragraph (1) after the
end of each fiscal year, information related to—
(i) provider-related donations made to the State or
units of local government during such fiscal year, and
(ii) health care related taxes collected by the State or
such units during such fiscal year.
(B) Each State shall include, in the first report submitted
under paragraph (1) after the end of each fiscal year,
information related to the total amount of payment adjustments
made, and the amount of payment adjustments made to
individual providers (by provider), under section 1923(c)
during such fiscal year.
(e) A State plan approved under this title may include, as a cost with
respect to hospital services under the plan under this title, periodic
expenditures made to reflect transitional allowances established with
respect to a hospital closure or conversion under section 1884.
(f)(1)(A) Except as provided in paragraph (4), payment under the
preceding provisions of this section shall not be made with respect to
any amount expended as medical assistance in a calendar quarter, in any
State, for any member of a family the annual income of which exceeds
the applicable income limitation determined under this paragraph.
(B)(i) Except as provided in clause (ii) of this subparagraph,
the applicable income limitation with respect to any family is
the amount determined, in accordance with standards
prescribed by the Secretary, to be equivalent to 133 1/3
percent of the highest amount which would ordinarily be paid
to a family of the same size without any income or resources,
in the form of money payments, under the plan of the State
approved under part A of title IV of this Act.
(ii) If the Secretary finds that the operation of a
uniform maximum limits payments to families of more
than one size, he may adjust the amount otherwise
determined under clause (i) to take account of families of
different sizes. [195]
(C) The total amount of any applicable income limitation
determined under subparagraph (B) shall, if it is not a multiple
of $100 or such other amount as the Secretary may prescribe,
be rounded to the next higher multiple of $100 or such other
amount, as the case may be.
(2)(A) In computing a family’s income for purposes of paragraph
(1), there shall be excluded any costs (whether in the form of
insurance premiums or otherwise and regardless of whether such
costs are reimbursed under another public program of the State or
political subdivision thereof) incurred by such family for medical
care or for any other type of remedial care recognized under State
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law or, (B) notwithstanding section 1916 at State option, an amount
paid by such family, at the family’s option, to the State, provided
that the amount, when combined with costs incurred in prior
months, is sufficient when excluded from the family’s income to
reduce such family’s income below the applicable income
limitation described in paragraph (1). The amount of State
expenditures for which medical assistance is available under
subsection (a)(1) will be reduced by amounts paid to the State
pursuant to this subparagraph.
(3) For purposes of paragraph (1)(B), in the case of a family
consisting of only one individual, the “highest amount which would
ordinarily be paid” to such family under the State’s plan approved
under part A of title IV of this Act shall be the amount determined
by the State agency (on the basis of reasonable relationship to the
amounts payable under such plan to families consisting of two or
more persons) to be the amount of the aid which would ordinarily
be payable under such plan to a family (without any income or
resources) consisting of one person if such plan provided for aid to
such a family.
(4) The limitations on payment imposed by the preceding
provisions of this subsection shall not apply with respect to any
amount expended by a State as medical assistance for any
individual described in section 1902(a)(10)(A)(i)(III),
1902(a)(10)(A)(i)(IV), 1902(a)(10)(A)(i)(V), 1902(a)(10)(A)(i)(VI),
1902(a)(10)(A)(i)(VII),
1902(a)(10)(A)(i)(VIII),[196] 1902(a)(10)(A)(i)(IX)) [197] 1902(a)(10)(A)(ii)(IX)
, 1902(a)(10)(A)(ii)(X), 1902(a)(10)(A)(ii)(XIII),
1902(a)(10)(A)(ii)(XIV), 1902(a)(10)(A)(ii)(XV),
1902(a)(10)(A)(ii)(XVI), 1902(a)(10)(A)(ii)(XVII),
1902(a)(10)(A)(ii)(XVIII), 1902(a)(10)(A)(ii)(XIX),
1902(a)(10)(A)(ii)(XX),[198] 1902(a)(10)(A)(ii)(XXI),[199]
1902(a)(10)(A)(ii)(XXI), or [200] 1905(p)(1) or for any individual—
(A) who is receiving aid or assistance under any plan of the
State approved under title I, X, XIV or XVI, or part A of title
IV, or with respect to whom supplemental security income
benefits are being paid under title XVI, or
(B) who is not receiving such aid or assistance, and with
respect to whom such benefits are not being paid, but (i) is
eligible to receive such aid or assistance, or to have such
benefits paid with respect to him, or (ii) would be eligible to
receive such aid or assistance, or to have such benefits paid
with respect to him if he were not in a medical institution, or
(C) with respect to whom there is being paid, or who is
eligible, or would be eligible if he were not in a medical
institution, to have paid with respect to him, a State
supplementary payment and is eligible for medical assistance
equal in amount, duration, and scope to the medical assistance
made available to individuals described in section
1902(a)(10)(A), or who is a PACE program eligible individual
enrolled in a PACE program under section 1934, but only if
the income of such individual (as determined under section
1612, but without regard to subsection (b) thereof) does not
exceed 300 percent of the supplemental security income
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benefit rate established by section 1611(b)(1),
at the time of the provision of the medical assistance giving rise to
such expenditure.
(g)(1) Subject to paragraph (3), with respect to amounts paid for the
following services furnished under the State plan after June 30, 1973
(other than services furnished pursuant to a contract with a health
maintenance organization as defined in section 1876 or which is a
qualified health maintenance organization (as defined in section 1310(d)
of the Public Health Service Act [201] )), the Federal medical assistance
percentage shall be decreased as follows: After an individual has
received inpatient hospital services or services in an intermediate care
facility for the mentally retarded for 60 days or inpatient mental hospital
services for 90 days (whether or not such days are consecutive), during
any fiscal year, the Federal medical assistance percentage with respect to
amounts paid for any such care furnished thereafter to such individual
shall be decreased by a per centum thereof (determined under paragraph
(5)) unless the State agency responsible for the administration of the plan
makes a showing satisfactory to the Secretary that, with respect to each
calendar quarter for which the State submits a request for payment at the
full Federal medical assistance percentage for amounts paid for inpatient
hospital services or services in an intermediate care facility for the
mentally retarded furnished beyond 60 days (or inpatient mental hospital
services furnished beyond 90 days), such State has an effective program
of medical review of the care of patients in mental hospitals and
intermediate care facilities for the mentally retarded pursuant to
paragraphs (26) and (31) of section 1902(a) whereby the professional
management of each case is reviewed and evaluated at least annually by
independent professional review teams. In determining the number of
days on which an individual has received services described in this
subsection, there shall not be counted any days with respect to which
such individual is entitled to have payments made (in whole or in part)
on his behalf under section 1812.
(2) The Secretary shall, as part of his validation procedures under
this subsection, conduct timely sample onsite surveys of private and
public institutions in which recipients of medical assistance may
receive care and services under a State plan approved under this
title, and his findings with respect to such surveys (as well as the
showings of the State agency required under this subsection) shall
be made available for public inspection.
(3)(A) No reduction in the Federal medical assistance percentage
of a State otherwise required to be imposed under this subsection
shall take effect—
(i) if such reduction is due to the State’s unsatisfactory
or invalid showing made with respect to a calendar
quarter beginning before January 1, 1977;
(ii) before January 1, 1978;
(iii) unless a notice of such reduction has been
provided to the State at least 30 days before the date such
reduction takes effect; or
(iv) due to the State’s unsatisfactory or invalid showing
made with respect to a calendar quarter beginning after
September 30, 1977, unless notice of such reduction has
been provided to the State no later than the first day of
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the fourth calendar quarter following the calendar quarter
with respect to which such showing was made.
(B) The Secretary shall waive application of any reduction
in the Federal medical assistance percentage of a State
otherwise required to be imposed under paragraph (1) because
a showing by the State, made under such paragraph with
respect to a calendar quarter ending after January 1, 1977, and
before January 1, 1978, is determined to be either
unsatisfactory under such paragraph or invalid under paragraph
(2), if the Secretary determines that the State’s showing made
under paragraph (1) with respect to any calendar quarter
ending on or before December 31, 1978, is satisfactory under
such paragraph and is valid under paragraph (2).
(4)(A) The Secretary may not find the showing of a State, with
respect to a calendar quarter under paragraph (1), to be satisfactory
if the showing is submitted to the Secretary later than the 30th day
after the last day of the calendar quarter, unless the State
demonstrates to the satisfaction of the Secretary good cause for not
meeting such deadline.
(B) The Secretary shall find a showing of a State, with
respect to a calendar quarter under paragraph (1), to be
satisfactory under such paragraph with respect to the
requirement that the State conduct annual onsite inspections in
mental hospitals and intermediate care facilities for the
mentally retarded under paragraphs (26) and (31) of section
1902(a), if the showing demonstrates that the State has
conducted such an onsite inspection during the 12-month
period ending on the last date of the calendar quarter—
(i) in each of not less than 98 per centum of the
number of such hospitals and facilities requiring such
inspection, and
(ii) in every such hospital or facility which has 200 or
more beds,
and that, with respect to such hospitals and facilities not
inspected within such period, the State has exercised good
faith and due diligence in attempting to conduct such
inspection, or if the State demonstrates to the satisfaction of
the Secretary that it would have made such a showing but for
failings of a technical nature only.
(5) In the case of a State’s unsatisfactory or invalid showing
made with respect to a type of facility or institutional services in a
calendar quarter, the per centum amount of the reduction of the
State’s Federal medical assistance percentage for that type of
services under paragraph (1) is equal to 33 1/3 per centum
multiplied by a fraction, the denominator of which is equal to the
total number of patients receiving that type of services in that
quarter under the State plan in facilities or institutions for which a
showing was required to be made under this subsection, and the
numerator of which is equal to the number of such patients
receiving such type of services in that quarter in those facilities or
institutions for which a satisfactory and valid showing was not
made for that calendar quarter.
(6)(A) Recertifications required under section 1902(a)(44) shall
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be conducted at least every 60 days in the case of inpatient hospital
services.
(B) Such recertifications in the case of services in an
intermediate care facility for the mentally retarded shall be
conducted at least—
(i) 60 days after the date of the initial certification,
(ii) 180 days after the date of the initial certification,
(iii) 12 months after the date of the initial certification,
(iv) 18 months after the date of the initial certification,
(v) 24 months after the date of the initial certification,
and
(vi) every 12 months thereafter.
(C) For purposes of determining compliance with the
schedule established by this paragraph, a recertification shall
be considered to have been done on a timely basis if it was
performed not later than 10 days after the date the
recertification was otherwise required and the State establishes
good cause why the physician or other person making such
recertification did not meet such schedule.
(h) [ Stricken. [202] ]
(i) Payment under the preceding provisions of this section shall not be
made—
(1) for organ transplant procedures unless the State plan provides
for written standards respecting the coverage of such procedures
and unless such standards provide that—
(A) similarly situated individuals are treated alike; and
(B) any restriction, on the facilities or practitioners which
may provide such procedures, is consistent with the
accessibility of high quality care to individuals eligible for the
procedures under the State plan; or
(2) with respect to any amount expended for an item or service
(other than an emergency item or service, not including items or
services furnished in an emergency room of a hospital) furnished—
(A) under the plan by any individual or entity during any
period when the individual or entity is excluded from
participation under title V, XVIII, or XX or under this title
pursuant to section 1128, 1128A, 1156, or 1842(j)(2),[203]
(B) at the medical direction or on the prescription of a
physician, during the period when such physician is excluded
from participation under title V, XVIII, or XX or under this
title pursuant to section 1128, 1128A, 1156, or 1842(j)(2) and
when the person furnishing such item or service knew or had
reason to know of the exclusion (after a reasonable time period
after reasonable notice has been furnished to the person); or
(C)[204] by any individual or entity to whom the State has
failed to suspend payments under the plan during any period
when there is pending an investigation of a credible allegation
of fraud against the individual or entity, as determined by the
State in accordance with regulations promulgated by the
Secretary for purposes of section 1862(o) and this
subparagraph, unless the State determines in accordance with
such regulations there is good cause not to suspend such
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payments; or
(3) with respect to any amount expended for inpatient hospital
services furnished under the plan (other than amounts attributable
to the special situation of a hospital which serves a disproportionate
number of low income patients with special needs) to the extent
that such amount exceeds the hospital’s customary charges with
respect to such services or (if such services are furnished under the
plan by a public institution free of charge or at nominal charges to
the public) exceeds an amount determined on the basis of those
items (specified in regulations prescribed by the Secretary) included
in the determination of such payment which the Secretary finds will
provide fair compensation to such institution for such services; or
(4) with respect to any amount expended for care or services
furnished under the plan by a hospital unless such hospital has in
effect a utilization review plan which meets the requirements
imposed by section 1861(k) for purposes of title XVIII; and if such
hospital has in effect such a utilization review plan for purposes of
title XVIII, such plan shall serve as the plan required by this
subsection (with the same standards and procedures and the same
review committee or group) as a condition of payment under this
title; the Secretary is authorized to waive the requirements of this
paragraph if the State agency demonstrates to his satisfaction that it
has in operation utilization review procedures which are superior in
their effectiveness to the procedures required under section
1861(k); or
(5) with respect to any amount expended for any drug product
for which payment may not be made under part B of title XVIII
because of section 1862(c); or
(6) with respect to any amount expended for inpatient hospital
tests (other than in emergency situations) not specifically ordered
by the attending physician or other responsible practitioner; or
(7) with respect to any amount expended for clinical diagnostic
laboratory tests performed by a physician, independent laboratory,
or hospital, to the extent such amount exceeds the amount that
would be recognized under section 1833(h) for such tests
performed for an individual enrolled under part B of title XVIII; or
(8) with respect to any amount expended for medical assistance
(A) for nursing facility services to reimburse (or otherwise
compensate) a nursing facility for payment of a civil money penalty
imposed under section 1919(h) or (B) for home and community
care to reimburse (or otherwise compensate) a provider of such care
for payment of a civil money penalty imposed under this title or
title XI or for legal expenses in defense of an exclusion or civil
money penalty under this title or title XI if there is no reasonable
legal ground for the provider’s case; or
(9) [Stricken. [205] ]
(10)(A) with respect to covered outpatient drugs unless there is a
rebate agreement in effect under section 1927 with respect to such
drugs or unless section 1927(a)(3) applies,
(B) with respect to any amount expended for an innovator
multiple source drug (as defined in section 1927(k)) dispensed
on or after July 1, 1991, if, under applicable State law, a less
expensive multiple source drug could have been dispensed, but
http://www.ssa.gov/OP_Home/ssact/title19/1903.htm[9/15/2011 5:21:59 PM]

Social Security Act §1903

only to the extent that such amount exceeds the upper payment
limit for such multiple source drug;
(C) with respect to covered outpatient drugs described in
section 1927(a)(7), unless information respecting utilization
data and coding on such drugs that is required to be submitted
under such section is submitted in accordance with such
section, and
(D) with respect to any amount expended for reimbursement
to a pharmacy under this title for the ingredient cost of a
covered outpatient drug for which the pharmacy has already
received payment under this title (other than with respect to a
reasonable restocking fee for such drug); or
(11) with respect to any amount expended for physicians’
services furnished on or after the first day of the first quarter
beginning more than 60 days after the date of establishment of the
physician identifier system under section 1902(x), unless the claim
for the services includes the unique physician identifier provided
under such system; or
(12) [Stricken. [206] ]
(13) with respect to any amount expended to reimburse (or
otherwise compensate) a nursing facility for payment of legal
expenses associated with any action initiated by the facility that is
dismissed on the basis that no reasonable legal ground existed for
the institution of such action; or
(14) with respect to any amount expended on administrative costs
to carry out the program under section 1928; or
(15) with respect to any amount expended for a single-antigen
vaccine and its administration in any case in which the
administration of a combined-antigen vaccine was medically
appropriate (as determined by the Secretary); or
(16) with respect to any amount expended for which funds may
not be used under the Assisted Suicide Funding Restriction Act of
1997[207] ; or
(17) with respect to any amount expended for roads, bridges,
stadiums, or any other item or service not covered under a State
plan under this title; or
(18) with respect to any amount expended for home health care
services provided by an agency or organization unless the agency or
organization provides the State agency on a continuing basis a
surety bond in a form specified by the Secretary under paragraph
(7) of section 1861(o) and in an amount that is not less than
$50,000 or such comparable surety bond as the Secretary may
permit under the last sentence of such section; or
(19) with respect to any amount expended on administrative costs
to initiate or pursue litigation described in subsection (d)(3)(B);
(20) with respect to amounts expended for medical assistance
provided to an individual described in subclause (XV) or (XVI) of
section 1902(a)(10)(A)(ii) for a fiscal year unless the State
demonstrates to the satisfaction of the Secretary that the level of
State funds expended for such fiscal year for programs to enable
working individuals with disabilities to work (other than for such
medical assistance) is not less than the level expended for such
programs during the most recent State fiscal year ending before the
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date of the enactment of this paragraph;
(21) with respect to amounts expended for covered outpatient
drugs described in section 1927(d)(2)(K) (relating to drugs when
used for treatment of sexual or erectile dysfunction);
(22) with respect to amounts expended for medical assistance for
an individual who declares under section 1137(d)(1)(A) to be a
citizen or national of the United States for purposes of establishing
eligibility for benefits under this title, unless the requirement of
section 1902(a)(46)(B)[208] is met;
(23) with respect to amounts expended for medical assistance for
covered outpatient drugs (as defined in section 1927(k)(2)) for
which the prescription was executed in written (and non-electronic)
form unless the prescription was executed on a tamper-resistant
pad;[209]
(24) if a State is required to implement an asset verification
program under section 1940 and fails to implement such program
in accordance with such section, with respect to amounts expended
by such State for medical assistance for individuals subject to asset
verification under such section, unless—
(A) the State demonstrates to the Secretary’s satisfaction
that the State made a good faith effort to comply;
(B) not later than 60 days after the date of a finding that the
State is in noncompliance, the State submits to the Secretary
(and the Secretary approves) a corrective action plan to
remedy such noncompliance; and
(C) not later than 12 months after the date of such
submission (and approval), the State fulfills the terms of such
corrective action plan;[210]
(25)[211] with respect to any amounts expended for medical
assistance for individuals for whom the State does not report
enrollee encounter data (as defined by the Secretary) to the
Medicaid Statistical Information System (MSIS) in a timely manner
(as determined by the Secretary); or [212]
(26)[213] with respect to any amounts expended for medical
assistance for individuals described in subclause (VIII) of
subsection (a)(10)(A)(i) other than medical assistance provided
through benchmark coverage described in section 1937(b)(1) or
benchmark equivalent coverage described in section 1937(b)(2).
Nothing in paragraph (1) shall be construed as permitting a State to
provide services under its plan under this title that are not reasonable in
amount, duration, and scope to achieve their purpose. Paragraphs (1),
(2), (16), (17), and (18) shall apply with respect to items or services
furnished and amounts expended by or through a managed care entity
(as defined in section 1932(a)(1)(B)) in the same manner as such
paragraphs apply to items or services furnished and amounts expended
directly by the State.
(j) Notwithstanding the preceding provisions of this section, the
amount determined under subsection (a)(1) for any State for any quarter
shall be adjusted in accordance with section 1914.
(k) The Secretary is authorized to provide at the request of any State
(and without cost to such State) such technical and actuarial assistance
as may be necessary to assist such State to contract with any medicaid
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managed care organization which meets the requirements of subsection
(m) of this section for the purpose of providing medical care and
services to individuals who are entitled to medical assistance under this
title.
(l) [ Repealed.[214] ]
(m)[215](1)(A) The term “medicaid managed care organization”
means a health maintenance organization, an eligible organization with a
contract under section 1876 or a Medicare+Choice organization with a
contract under part C of title XVIII, a provider sponsored organization,
or any other public or private organization, which meets the requirement
of section 1902(w) and—
(i) makes services it provides to individuals eligible for
benefits under this title accessible to such individuals,
within the area served by the organization, to the same
extent as such services are made accessible to individuals
(eligible for medical assistance under the State plan) not
enrolled with the organization, and
(ii) has made adequate provision against the risk of
insolvency, which provision is satisfactory to the State,
meets the requirements of subparagraph (C)(i) (if
applicable), and which assures that individuals eligible
for benefits under this title are in no case held liable for
debts of the organization in case of the organization’s
insolvency.
An organization that is a qualified health maintenance organization (as
defined in section 1310(d) of the Public Health Service Act [216] ) is
deemed to meet the requirements of clauses (i) and (ii).
(B) The duties and functions of the Secretary, insofar as
they involve making determinations as to whether an
organization is a medicaid managed care organization within
the meaning of subparagraph (A), shall be integrated with the
administration of section 1312 (a) and (b) of the Public Health
Service Act.
(C)(i) Subject to clause (ii), a provision meets the
requirements of this subparagraph for an organization if the
organization meets solvency standards established by the State
for private health maintenance organizations or is licensed or
certified by the State as a risk-bearing entity.
(ii) Clause (i) shall not apply to an organization if—
(I) the organization is not responsible for the
provision (directly or through arrangements with
providers of services) of inpatient hospital services
and physicians’ services;
(II) the organization is a public entity;
(III) the solvency of the organization is guaranteed
by the State; or
(IV) the organization is (or is controlled by) one
or more Federally–qualified health centers and meets
solvency standards established by the State for such
an organization.
For purposes of subclause (IV), the term “control” means
the possession, whether direct or indirect, of the power to
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direct or cause the direction of the management and
policies of the organization through membership, board
representation, or an ownership interest equal to or
greater than 50.1 percent.
(2)(A) Except as provided in subparagraphs (B), (C), and (G), no
payment shall be made under this title to a State with respect to
expenditures incurred by it for payment (determined under a
prepaid capitation basis or under any other risk basis) for services
provided by any entity (including a health insuring organization)
which is responsible for the provision (directly or through
arrangements with providers of services) of inpatient hospital
services and any other service described in paragraph (2), (3), (4),
(5), or (7) of section 1905(a) or for the provision of any three or
more of the services described in such paragraphs unless—
(i) the Secretary has determined that the entity is a
medicaid managed care organization as defined in
paragraph (1);
(ii) [ Stricken. [217] ]
(iii) such services are provided for the benefit of
individuals eligible for benefits under this title in
accordance with a contract between the State and the
entity under which prepaid payments to the entity are
made on an actuarially sound basis and under which the
Secretary must provide prior approval for contracts
providing for expenditures in excess of $1,000,000 for
1998 and, for a subsequent year, the amount established
under this clause for the previous year increased by the
percentage increase in the consumer price index for all
urban consumers over the previous year;
(iv) such contract provides that the Secretary and the
State (or any person or organization designated by either)
shall have the right to audit and inspect any books and
records of the entity (and of any subcontractor) that
pertain (I) to the ability of the entity to bear the risk of
potential financial losses, or (II) to services performed or
determinations of amounts payable under the contract;
(v) such contract provides that in the entity’s
enrollment, reenrollment, or disenrollment of individuals
who are eligible for benefits under this title and eligible to
enroll, reenroll, or disenroll with the entity pursuant to the
contract, the entity will not discriminate among such
individuals on the basis of their health status or
requirements for health care services;
(vi) such contract (I) permits individuals who have
elected under the plan to enroll with the entity for
provision of such benefits to terminate such enrollment in
accordance with section 1932(a)(4), and (II) provides for
notification in accordance with such section of each such
individual, at the time of the individual’s enrollment, of
such right to terminate such enrollment;
(vii) such contract provides that, in the case of
medically necessary services which were provided (I) to
an individual enrolled with the entity under the contract
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and entitled to benefits with respect to such services
under the State’s plan and (II) other than through the
organization because the services were immediately
required due to an unforeseen illness, injury, or condition,
either the entity or the State provides for reimbursement
with respect to those services,
(viii) such contract provides for disclosure of
information in accordance with section 1124 and
paragraph (4) of this subsection;
(ix) such contract provides, in the case of an entity that
has entered into a contract for the provision of services
with a Federally–qualified health center or a rural health
clinic, that the entity shall provide payment that is not less
than the level and amount of payment which the entity
would make for the services if the services were furnished
by a provider which is not a Federally-qualified health
center or a rural health clinic;
(x) any physician incentive plan that it operates meets
the requirements described in section 1876(i)(8);
(xi) such contract provides for maintenance of
sufficient patient encounter data to identify the physician
who delivers services to patients and for the provision of
such data to the State at a frequency and level of detail to
be specified by the Secretary [218][219] ; [220]
(xii) such contract, and the entity complies with the
applicable requirements of section 1932; and [221]
(xiii)[222] such contract provides that (I) covered
outpatient drugs dispensed to individuals eligible for
medical assistance who are enrolled with the entity shall
be subject to the same rebate required by the agreement
entered into under section 1927 as the State is subject to
and that the State shall collect such rebates from
manufacturers, (II) capitation rates paid to the entity shall
be based on actual cost experience related to rebates and
subject to the Federal regulations requiring actuarially
sound rates, and (III) the entity shall report to the State,
on such timely and periodic basis as specified by the
Secretary in order to include in the information submitted
by the State to a manufacturer and the Secretary under
section 1927(b)(2)(A), information on the total number of
units of each dosage form and strength and package size
by National Drug Code of each covered outpatient drug
dispensed to individuals eligible for medical assistance
who are enrolled with the entity and for which the entity
is responsible for coverage of such drug under this
subsection (other than covered outpatient drugs that under
subsection (j)(1) of section 1927 are not subject to the
requirements of that section) and such other data as the
Secretary determines necessary to carry out this
subsection.
(B) Subparagraph (A) except with respect to clause (ix) of
subparagraph (A), does not apply with respect to payments
under this title to a State with respect to expenditures incurred
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by it for payment for services provided by an entity which—
(i)(I) received a grant of at least $100,000 in the fiscal
year ending June 30, 1976, under section 329(d)(1)(A) or
330(d)(1) of the Public Health Service Act [223] , and for
the period beginning July 1, 1976, and ending on the
expiration of the period for which payments are to be
made under this title has been the recipient of a grant
under either such section; and
(II) provides to its enrollees, on a prepaid
capitation risk basis or on any other risk basis, all of
the services and benefits described in paragraphs (1),
(2), (3), (4)(C), and (5) of section 1905(a) and, to the
extent required by section 1902(a)(10)(D) to be
provided under a State plan for medical assistance,
the services and benefits described in paragraph (7)
of section 1905(a); or
(ii) is a nonprofit primary health care entity located in
a rural area (as defined by the Appalachian Regional
Commission)—
(I) which received in the fiscal year ending June
30, 1976, at least $100,000 (by grant, subgrant, or
subcontract) under the Appalachian Regional
Development Act of 1965[224] , and
(II) for the period beginning July 1, 1976, and
ending on the expiration of the period for which
payments are to be made under this title either has
been the recipient of a grant, subgrant, or
subcontract under such Act or has provided services
under a contract (initially entered into during a year
in which the entity was the recipient of such a grant,
subgrant, or subcontract) with a State agency under
this title on a prepaid capitation risk basis or on any
other risk basis; or
(iii) which has contracted with the single State agency
for the provision of services (but not including inpatient
hospital services) to persons eligible under this title on a
prepaid risk basis prior to 1970.
(C)-(F) [ Stricken. [225] ]
(G) In the case of an entity which is receiving (and has
received during the previous two years) a grant of at least
$100,000 under section 329(d)(1)(A) or 330(d)(1) of the
Public Health Service Act or is receiving (and has received
during the previous two years) at least $100,000 (by grant,
subgrant, or subcontract) under the Appalachian Regional
Development Act of 1965[226] , clause (i) of subparagraph (A)
shall not apply.
(H) In the case of an individual who—
(i) in a month is eligible for benefits under this title and
enrolled with a medicaid managed care organization with
a contract under this paragraph or with a primary care
case manager with a contract described in section
1905(t)(3),
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(ii) in the next month (or in the next 2 months) is not
eligible for such benefits, but
(iii) in the succeeding month is again eligible for such
benefits,
the State plan, subject to subparagraph (A)(vi), may enroll the
individual for that succeeding month with the organization
described in clause (i) if the organization continues to have a
contract under this paragraph with the State or with the
manager described in such clause if the manager continues to
have a contract described in section 1905(t)(3) with the State.
(3) [ Stricken. [227] ]
(4)(A) Each medicaid managed care organization which is not a
qualified health maintenance organization (as defined in section
1310(d) of the Public Health Service Act [228] ) must report to the
State and, upon request, to the Secretary, the Inspector General of
the Department of Health and Human Services, and the
Comptroller General a description of transactions between the
organization and a party in interest (as defined in section 1318(b) of
such Act), including the following transactions:
(i) Any sale or exchange, or leasing of any property
between the organization and such a party.
(ii) Any furnishing for consideration of goods, services
(including management services), or facilities between the
organization and such a party, but not including salaries
paid to employees for services provided in the normal
course of their employment.
(iii) Any lending of money or other extension of credit
between the organization and such a party.
The State or Secretary may require that information reported
respecting an organization which controls, or is controlled by, or is
under common control with, another entity be in the form of a
consolidated financial statement for the organization and such
entity.
(B) Each organization shall make the information reported
pursuant to subparagraph (A) available to its enrollees upon
reasonable request.
(5)(A) If the Secretary determines that an entity with a contract
under this subsection—
(i) fails substantially to provide medically necessary
items and services that are required (under law or under
the contract) to be provided to an individual covered
under the contract, if the failure has adversely affected (or
has substantial likelihood of adversely affecting) the
individual;
(ii) imposes premiums on individuals enrolled under
this subsection in excess of the premiums permitted under
this title;
(iii) acts to discriminate among individuals in violation
of the provision of paragraph (2)(A)(v), including
expulsion or refusal to re-enroll an individual or engaging
in any practice that would reasonably be expected to have
the effect of denying or discouraging enrollment (except
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as permitted by this subsection) by eligible individuals
with the organization whose medical condition or history
indicates a need for substantial future medical services;
(iv) misrepresents or falsifies information that is
furnished—
(I) to the Secretary or the State under this
subsection, or
(II) to an individual or to any other entity under
this subsection, or
(v) fails to comply with the requirements of section
1876(i)(8),
the Secretary may provide, in addition to any other remedies
available under law, for any of the remedies described in
subparagraph (B).
(B) The remedies described in this subparagraph are—
(i) civil money penalties of not more than $25,000 for
each determination under subparagraph (A), or, with
respect to a determination under clause (iii) or (iv)(I) of
such subparagraph, of not more than $100,000 for each
such determination, plus, with respect to a determination
under subparagraph (A)(ii), double the excess amount
charged in violation of such subparagraph (and the excess
amount charged shall be deducted from the penalty and
returned to the individual concerned), and plus, with
respect to a determination under subparagraph (A)(iii),
$15,000 for each individual not enrolled as a result of a
practice described in such subparagraph, or
(ii) denial of payment to the State for medical
assistance furnished under the contract under this
subsection for individuals enrolled after the date the
Secretary notifies the organization of a determination
under subparagraph (A) and until the Secretary is
satisfied that the basis for such determination has been
corrected and is not likely to recur.
The provisions of section 1128A (other than subsections (a)
and (b)) shall apply to a civil money penalty under clause (i)
in the same manner as such provisions apply to a penalty or
proceeding under section 1128A(a).
(6)(A) For purposes of this subsection and section 1902(e)(2)(A),
in the case of the State of New Jersey, the term “contract” shall be
deemed to include an undertaking by the State agency, in the State
plan under this title, to operate a program meeting all requirements
of this subsection.
(B) The undertaking described in subparagraph (A) must
provide—
(i) for the establishment of a separate entity responsible
for the operation of a program meeting the requirements
of this subsection, which entity may be a subdivision of
the State agency administering the State plan under this
title;
(ii) for separate accounting for the funds used to
operate such program; and
(iii) for setting the capitation rates and any other
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payment rates for services provided in accordance with
this subsection using a methodology satisfactory to the
Secretary designed to ensure that total Federal matching
payments under this title for such services will be lower
than the matching payments that would be made for the
same services, if provided under the State plan on a fee
for service basis to an actuarially equivalent population.
(C) The undertaking described in subparagraph (A) shall be
subject to approval (and annual re-approval) by the Secretary
in the same manner as a contract under this subsection.
(D) The undertaking described in subparagraph (A) shall
not be eligible for a waiver under section 1915(b).
(n) [ Repealed.[229] ]
(o) Notwithstanding the preceding provisions of this section, no
payment shall be made to a State under the preceding provisions of this
section for expenditures for medical assistance provided for an
individual under its State plan approved under this title to the extent that
a private insurer (as defined by the Secretary by regulation and including
a group health plan (as defined in section 607(1) of the Employee
Retirement Income Security Act of 1974[230] ), a service benefit plan,
and a health maintenance organization) would have been obligated to
provide such assistance but for a provision of its insurance contract
which has the effect of limiting or excluding such obligation because the
individual is eligible for or is provided medical assistance under the plan.
(p)(1) When a political subdivision of a State makes, for the State of
which it is a political subdivision, or one State makes, for another State,
the enforcement and collection of rights of support or payment assigned
under section 1912, pursuant to a cooperative arrangement under such
section (either within or outside of such State), there shall be paid to
such political subdivision or such other State from amounts which would
otherwise represent the Federal share of payments for medical assistance
provided to the eligible individuals on whose behalf such enforcement
and collection was made, an amount equal to 15 percent of any amount
collected which is attributable to such rights of support or payment.
(2) Where more than one jurisdiction is involved in such
enforcement or collection, the amount of the incentive payment
determined under paragraph (1) shall be allocated among the
jurisdictions in a manner to be prescribed by the Secretary.
(q) For the purposes of this section, the term “State medicaid fraud
control unit” means a single identifiable entity of the State government
which the Secretary certifies (and annually recertifies) as meeting the
following requirements:
(1) The entity (A) is a unit of the office of the State Attorney
General or of another department of State government which
possesses statewide authority to prosecute individuals for criminal
violations, (B) is in a State the constitution of which does not
provide for the criminal prosecution of individuals by a statewide
authority and has formal procedures, approved by the Secretary,
that (i) assure its referral of suspected criminal violations relating to
the program under this title to the appropriate authority or
authorities in the State for prosecution and (ii) assure its assistance
of, and coordination with, such authority or authorities in such
prosecutions, or (C) has a formal working relationship with the
http://www.ssa.gov/OP_Home/ssact/title19/1903.htm[9/15/2011 5:21:59 PM]

Social Security Act §1903

office of the State Attorney General and has formal procedures
(including procedures for its referral of suspected criminal
violations to such office) which are approved by the Secretary and
which provide effective coordination of activities between the entity
and such office with respect to the detection, investigation, and
prosecution of suspected criminal violations relating to the program
under this title.
(2) The entity is separate and distinct from the single State
agency that administers or supervises the administration of the State
plan under this title.
(3) The entity’s function is conducting a statewide program for
the investigation and prosecution of violations of all applicable
State laws regarding any and all aspects of fraud in connection with
(A) any aspect of the provision of medical assistance and the
activities of providers of such assistance under the State plan under
this title; and (B) upon the approval of the Inspector General of the
relevant Federal agency, any aspect of the provision of health care
services and activities of providers of such services under any
Federal health care program (as defined in section 1128B(f)(1)), if
the suspected fraud or violation of law in such case or investigation
is primarily related to the State plan under this title.
(4)(A) The entity has—
(i) procedures for reviewing complaints of abuse or
neglect of patients in health care facilities which receive
payments under the State plan under this title;
(ii) at the option of the entity, procedures for reviewing
complaints of abuse or neglect of patients residing in
board and care facilities; and
(iii) procedures for acting upon such complaints under
the criminal laws of the State or for referring such
complaints to other State agencies for action.
(B) For purposes of this paragraph, the term “board and care
facility” means a residential setting which receives payment
(regardless of whether such payment is made under the State
plan under this title) from or on behalf of two or more
unrelated adults who reside in such facility, and for whom one
or both of the following is provided:
(i) Nursing care services provided by, or under the
supervision of, a registered nurse, licensed practical
nurse, or licensed nursing assistant.
(ii) A substantial amount of personal care services that
assist residents with the activities of daily living,
including personal hygiene, dressing, bathing, eating,
toileting, ambulation, transfer, positioning, selfmedication, body care, travel to medical services,
essential shopping, meal preparation, laundry, and
housework.
(5) The entity provides for the collection, or referral for
collection to a single State agency, of overpayments that are made
under the State plan or under any Federal Health care program (as
so defined) to health care facilities and that are discovered by the
entity in carrying out its activities. All funds collected in
accordance with this paragraph shall be credited exclusively to, and
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available for expenditure under, the Federal health care program
(including the State plan under this title) that was subject to the
activity that was the basis for the collection.
(6) The entity employs such auditors, attorneys, investigators,
and other necessary personnel and is organized in such a manner as
is necessary to promote the effective and efficient conduct of the
entity’s activities.
(7) The entity submits to the Secretary an application and annual
reports containing such information as the Secretary determines, by
regulation, to be necessary to determine whether the entity meets
the other requirements of this subsection.
(r)(1) In order to receive payments under subsection (a) for use of
automated data systems in administration of the State plan under this
title, a State must, in addition to meeting the requirements of paragraph
(3),[231] have in operation mechanized claims processing and
information retrieval systems that meet the requirements of this
subsection and that the Secretary has found—
(A) are adequate to provide efficient, economical, and
effective administration of such State plan;
(B) are compatible with the claims processing and
information retrieval systems used in the administration of title
XVIII, and for this purpose—
(i) have a uniform identification coding system for
providers, other payees, and beneficiaries under this title
or title XVIII;
(ii) provide liaison between States and carriers and
intermediaries with agreements under title XVIII to
facilitate timely exchange of appropriate data; [232]
(iii) provide for exchange of data between the States
and the Secretary with respect to persons sanctioned
under this title or title XVIII; and [233]
(iv)[234] effective for claims filed on or after October
1, 2010, incorporate compatible methodologies of the
National Correct Coding Initiative administered by the
Secretary (or any successor initiative to promote correct
coding and to control improper coding leading to
inappropriate payment) and such other methodologies of
that Initiative (or such other national correct coding
methodologies) as the Secretary identifies in accordance
with paragraph (4);
(C) are capable of providing accurate and timely data;
(D) are complying with the applicable provisions of part C
of title XI;
(E) are designed to receive provider claims in standard
formats to the extent specified by the Secretary; and
(F) effective for claims filed on or after January 1, 1999,
provide for electronic transmission of claims data in the format
specified by the Secretary and consistent with the Medicaid
Statistical Information System (MSIS) (including detailed
individual enrollee encounter data and other information that
the Secretary may find necessary and including, for data
submitted to the Secretary on or after January 1, 2010, data
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elements from the automated data system that the Secretary
determines to be necessary for program integrity, program
oversight, and administration, at such frequency as the
Secretary shall determine[235] ).
(2) In order to meet the requirements of this paragraph,
mechanized claims processing and information retrieval systems
must meet the following requirements:
(A) The systems must be capable of developing provider,
physician, and patient profiles which are sufficient to provide
specific information as to the use of covered types of services
and items, including prescribed drugs.
(B) The State must provide that information on probable
fraud or abuse which is obtained from, or developed by, the
systems, is made available to the State’s medicaid fraud
control unit (if any) certified under subsection (q) of this
section.
(C) The systems must meet all performance standards and
other requirements for initial approval developed by the
Secretary.
(3)[236] In order to meet the requirements of this paragraph, a
State must have in operation an eligibility determination system
which provides for data matching through the Public Assistance
Reporting Information System (PARIS) facilitated by the Secretary
(or any successor system), including matching with medical
assistance programs operated by other States.
(4)[237] For purposes of paragraph (1)(B)(iv), the Secretary shall
do the following:
(A) Not later than September 1, 2010:
(i) Identify those methodologies of the National
Correct Coding Initiative administered by the Secretary
(or any successor initiative to promote correct coding and
to control improper coding leading to inappropriate
payment) which are compatible to claims filed under this
title.
(ii) Identify those methodologies of such Initiative (or
such other national correct coding methodologies) that
should be incorporated into claims filed under this title
with respect to items or services for which States provide
medical assistance under this title and no national correct
coding methodologies have been established under such
Initiative with respect to title XVIII.
(iii) Notify States of—
(B) Not later than March 1, 2011, submit a report to
Congress that includes the notice to States under clause (iii) of
subparagraph (A) and an analysis supporting the identification
of the methodologies made under clauses (i) and (ii) of
subparagraph (A).
(s) Notwithstanding the preceding provisions of this section, no
payment shall be made to a State under this section for expenditures for
medical assistance under the State plan consisting of a designated health
service (as defined in subsection (h)(6) of section 1877) furnished to an
individual on the basis of a referral that would result in the denial of
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payment for the service under title XVIII if such title provided for
coverage of such service to the same extent and under the same terms
and conditions as under the State plan, and subsections (f) and (g)(5) of
such section shall apply to a provider of such a designated health
service for which payment may be made under this title in the same
manner as such subsections apply to a provider of such a service for
which payment may be made under such title.
(t)[238](1) For purposes of subsection (a)(3)(F), the payments
described in this paragraph to encourage the adoption and use of
certified EHR technology are payments made by the State in accordance
with this subsection —
(A) to Medicaid providers described in paragraph (2)(A) not
in excess of 85 percent of net average allowable costs (as
defined in paragraph (3)(E)) for certified EHR technology (and
support services including maintenance and training that is for,
or is necessary for the adoption and operation of, such
technology) with respect to such providers; and
(B) to Medicaid providers described in paragraph (2)(B) not
in excess of the maximum amount permitted under paragraph
(5) for the provider involved.
(2) In this subsection and subsection (a)(3)(F), the term
“Medicaid provider” means—
(A) an eligible professional (as defined in paragraph (3)(B))
—
(i) who is not hospital-based and has at least 30
percent of the professional’s patient volume (as estimated
in accordance with a methodology established by the
Secretary) attributable to individuals who are receiving
medical assistance under this title;
(ii) who is not described in clause (i), who is a
pediatrician, who is not hospital-based, and who has at
least 20 percent of the professional’s patient volume (as
estimated in accordance with a methodology established
by the Secretary) attributable to individuals who are
receiving medical assistance under this title; and
(iii) who practices predominantly in a Federally
qualified health center or rural health clinic and has at
least 30 percent of the professional’s patient volume (as
estimated in accordance with a methodology established
by the Secretary) attributable to needy individuals (as
defined in paragraph (3)(F)); and
(B)(i) a children’s hospital, or
(ii) an acute-care hospital that is not described in clause
(i) and that has at least 10 percent of the hospital’s patient
volume (as estimated in accordance with a methodology
established by the Secretary) attributable to individuals
who are receiving medical assistance under this title.
An eligible professional shall not qualify as a Medicaid
provider under this subsection unless any right to payment
under sections 1848(o) and 1853(l) with respect to the eligible
professional has been waived in a manner specified by the
Secretary. For purposes of calculating patient volume under
subparagraph (A)(iii), insofar as it is related to uncompensated
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care, the Secretary may require the adjustment of such
uncompensated care data so that it would be an appropriate
proxy for charity care, including a downward adjustment to
eliminate bad debt data from uncompensated care. In applying
subparagraphs (A) and (B)(ii), the methodology established by
the Secretary for patient volume shall include individuals
enrolled in a Medicaid managed care plan (under section
1903(m) or section 1932).
(3) In this subsection and subsection (a)(3)(F):
(A) The term “certified EHR technology” means a qualified
electronic health record (as defined in 3000(13) of the Public
Health Service Act) that is certified pursuant to section
3001(c)(5) of such Act as meeting standards adopted under
section 3004 of such Act that are applicable to the type of
record involved (as determined by the Secretary, such as an
ambulatory electronic health record for office-based
physicians or an inpatient hospital electronic health record for
hospitals).
(B) The term “eligible professional” means a—
(i) physician;
(ii) dentist;
(iii) certified nurse mid-wife;
(iv) nurse practitioner; and
(v) physician assistant insofar as the assistant is
practicing in a rural health clinic that is led by a physician
assistant or is practicing in a Federally qualified health
center that is so led.
(C) The term “average allowable costs” means, with respect
to certified EHR technology of Medicaid providers described
in paragraph (2)(A) for—
(i) the first year of payment with respect to such a
provider, the average costs for the purchase and initial
implementation or upgrade of such technology (and
support services including training that is for, or is
necessary for the adoption and initial operation of, such
technology) for such providers, as determined by the
Secretary based upon studies conducted under paragraph
(4)(C); and
(ii) a subsequent year of payment with respect to such
a provider, the average costs not described in clause (i)
relating to the operation, maintenance, and use of such
technology for such providers, as determined by the
Secretary based upon studies conducted under paragraph
(4)(C).
(D) The term “hospital-based” means, with respect to an
eligible professional, a professional (such as a pathologist,
anesthesiologist, or emergency physician) who furnishes
substantially all of the individual’s professional services in a
hospital inpatient or emergency room setting[239] and through
the use of the facilities and equipment, including qualified
electronic health records, of the hospital. The determination of
whether an eligible professional is a hospital-based eligible
professional shall be made on the basis of the site of service
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(as defined by the Secretary) and without regard to any
employment or billing arrangement between the eligible
professional and any other provider.
(E) The term “net average allowable costs” means, with
respect to a Medicaid provider described in paragraph (2)(A),
average allowable costs reduced by the average payment the
Secretary estimates will be made to such Medicaid providers
(determined on a percentage or other basis for such classes or
types of providers as the Secretary may specify) from other
sources (other than under this subsection or by a State or local
government)[240] that is directly attributable to payment for
certified EHR technology or support services described in
subparagraph (C).
(F) The term “needy individual” means, with respect to a
Medicaid provider, an individual—
(i) who is receiving assistance under this title;
(ii) who is receiving assistance under title XXI;
(iii) who is furnished uncompensated care by the
provider; or
(iv) for whom charges are reduced by the provider on a
sliding scale basis based on an individual’s ability to pay.
(4)(A) With respect to a Medicaid provider described in
paragraph (2)(A), subject to subparagraph (B), in no case shall—
(i) the net average allowable costs under this
subsection for the first year of payment (which may not
be later than 2016), which is intended to cover the costs
described in paragraph (3)(C)(i), exceed $25,000 (or such
lesser amount as the Secretary determines based on
studies conducted under subparagraph (C));
(ii) the net average allowable costs under this
subsection for a subsequent year of payment, which is
intended to cover costs described in paragraph (3)(C)(ii),
exceed $10,000; and
(iii) payments be made for costs described in clause (ii)
after 2021 or over a period of longer than 5 years.
(B) In the case of Medicaid provider described in paragraph
(2)(A)(ii), the dollar amounts specified in subparagraph (A)
shall be 2⁄3 of the dollar amounts otherwise specified.
(C) For the purposes of determining average allowable costs
under this subsection, the Secretary shall study the average
costs to Medicaid providers described in paragraph (2)(A) of
purchase and initial implementation and upgrade of certified
EHR technology described in paragraph (3)(C)(i) and the
average costs to such providers of operations, maintenance,
and use of such technology described in paragraph (3)(C)(ii).
In determining such costs for such providers, the Secretary
may utilize studies of such amounts submitted by States.
(5)(A) In no case shall the payments described in paragraph
(1)(B) with respect to a Medicaid provider described in paragraph
(2)(B) exceed—
(i) in the aggregate the product of—
(I) the overall hospital EHR amount for the
provider computed under subparagraph (B); and
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(II) the Medicaid share for such provider
computed under subparagraph (C);
(ii) in any year 50 percent of the product described in
clause (i); and
(iii) in any 2-year period 90 percent of such product.
(B) For purposes of this paragraph, the overall hospital EHR
amount, with respect to a Medicaid provider, is the sum of the
applicable amounts specified in section 1886(n)(2)(A) for such
provider for the first 4 payment years (as estimated by the
Secretary) determined as if the Medicare share specified in
clause (ii) of such section were 1. The Secretary shall
establish, in consultation with the State, the overall hospital
EHR amount for each such Medicaid provider eligible for
payments under paragraph (1)(B). For purposes of this
subparagraph in computing the amounts under section
1886(n)(2)(C) for payment years after the first payment year,
the Secretary shall assume that in subsequent payment years
discharges increase at the average annual rate of growth of the
most recent 3 years for which discharge data are available per
year.
(C) The Medicaid share computed under this subparagraph,
for a Medicaid provider for a period specified by the
Secretary, shall be calculated in the same manner as the
Medicare share under section 1886(n)(2)(D) for such a
hospital and period, except that there shall be substituted for
the numerator under clause (i) of such section the amount that
is equal to the number of inpatient-bed-days (as established by
the Secretary) which are attributable to individuals who are
receiving medical assistance under this title and who are not
described in section 1886(n)(2)(D)(i). In computing inpatientbed-days under the previous sentence, the Secretary shall take
into account inpatient-bed-days attributable to inpatient-beddays that are paid for individuals enrolled in a Medicaid
managed care plan (under section 1903(m) or section 1932).
(D) In no case may the payments described in paragraph
(1)(B) with respect to a Medicaid provider described in
paragraph (2)(B) be paid—
(i) for any year beginning after 2016 unless the
provider has been provided payment under paragraph
(1)(B) for the previous year; and
(ii) over a period of more than 6 years of payment.
(6) Payments described in paragraph (1) are not in accordance
with this subsection unless the following requirements are met:
(A)(i) The State provides assurances satisfactory to the
Secretary that amounts received under subsection (a)(3)(F)
with respect to payments to a Medicaid provider are paid,
subject to clause (ii), directly to such provider (or to an
employer or facility to which such provider has assigned
payments) without any deduction or rebate.
(ii) Amounts described in clause (i) may also be paid to
an entity promoting the adoption of certified EHR
technology, as designated by the State, if participation in
such a payment arrangement is voluntary for the eligible
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professional involved and if such entity does not retain
more than 5 percent of such payments for costs not
related to certified EHR technology (and support services
including maintenance and training) that is for, or is
necessary for the operation of, such technology.
(B) A Medicaid provider described in paragraph (2)(A) is
responsible for payment of the remaining 15 percent of the net
average allowable cost and shall be determined to have met
such responsibility to the extent that the payment to the
Medicaid provider is not in excess of 85 percent of the net
average allowable cost[241] .
(C)(i) Subject to clause (ii), with respect to payments to a
Medicaid provider—
(I) for the first year of payment to the Medicaid
provider under this subsection, the Medicaid
provider demonstrates that it is engaged in efforts to
adopt, implement, or upgrade certified EHR
technology; and
(II) for a year of payment, other than the first year
of payment to the Medicaid provider under this
subsection, the Medicaid provider demonstrates
meaningful use of certified EHR technology through
a means that is approved by the State and acceptable
to the Secretary, and that may be based upon the
methodologies applied under section 1848(o) or
1886(n).
(ii) In the case of a Medicaid provider who has
completed adopting, implementing, or upgrading such
technology prior to the first year of payment to the
Medicaid provider under this subsection, clause (i)(I)
shall not apply and clause (i)(II) shall apply to each year
of payment to the Medicaid provider under this
subsection, including the first year of payment.
(D) To the extent specified by the Secretary, the certified
EHR technology is compatible with State or Federal
administrative management systems.
For purposes of subparagraph (B), a Medicaid provider described
in paragraph (2)(A) may accept payments for the costs described in
such subparagraph from a State or local government. For purposes
of subparagraph (C), in establishing the means described in such
subparagraph, which may include clinical quality reporting to the
State, the State shall ensure that populations with unique needs,
such as children, are appropriately addressed.
(7) With respect to Medicaid providers described in paragraph
(2)(A), the Secretary shall ensure coordination of payment with
respect to such providers under sections 1848(o) and 1853(l) and
under this subsection to assure no duplication of funding. Such
coordination shall include, to the extent practicable, a data
matching process between State Medicaid agencies and the Centers
for Medicare & Medicaid Services using national provider
identifiers. For such purposes, the Secretary may require the
submission of such data relating to payments to such Medicaid
providers as the Secretary may specify.
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(8) In carrying out paragraph (6)(C), the State and Secretary shall
seek, to the maximum extent practicable, to avoid duplicative
requirements from Federal and State governments to demonstrate
meaningful use of certified EHR technology under this title and
title XVIII. In doing so, the Secretary may deem satisfaction of
requirements for such meaningful use for a payment year under title
XVIII to be sufficient to qualify as meaningful use under this
subsection. The Secretary may also specify the reporting periods
under this subsection in order to carry out this paragraph.
(9) In order to be provided Federal financial participation under
subsection (a)(3)(F)(ii), a State must demonstrate to the satisfaction
of the Secretary, that the State—
(A) is using the funds provided for the purposes of
administering payments under this subsection, including
tracking of meaningful use by Medicaid providers;
(B) is conducting adequate oversight of the program under
this subsection, including routine tracking of meaningful use
attestations and reporting mechanisms; and
(C) is pursuing initiatives to encourage the adoption of
certified EHR technology to promote health care quality and
the exchange of health care information under this title,
subject to applicable laws and regulations governing such
exchange.
(10) The Secretary shall periodically submit reports to the
Committee on Energy and Commerce of the House of
Representatives and the Committee on Finance of the Senate on
status, progress, and oversight of payments described in paragraph
(1), including steps taken to carry out paragraph (7). Such reports
shall also describe the extent of adoption of certified EHR
technology among Medicaid providers resulting from the provisions
of this subsection and any improvements in health outcomes,
clinical quality, or efficiency resulting from such adoption.
(u)(1)(A) Notwithstanding subsection (a)(1), if the ratio of a State’s
erroneous excess payments for medical assistance (as defined in
subparagraph (D)) to its total expenditures for medical assistance under
the State plan approved under this title exceeds 0.03, for the period
consisting of the third and fourth quarters of fiscal year 1983, or for any
full fiscal year thereafter, then the Secretary shall make no payment for
such period or fiscal year with respect to so much of such erroneous
excess payments as exceeds such allowable error rate of 0.03.
(B) The Secretary may waive, in certain limited cases, all or
part of the reduction required under subparagraph (A) with
respect to any State if such State is unable to reach the
allowable error rate for a period or fiscal year despite a good
faith effort by such State.
(C) In estimating the amount to be paid to a State under
subsection (d), the Secretary shall take into consideration the
limitation on Federal financial participation imposed by
subparagraph (A) and shall reduce the estimate he makes
under subsection (d)(1), for purposes of payment to the State
under subsection (d)(3), in light of any expected erroneous
excess payments for medical assistance (estimated in
accordance with such criteria, including sampling procedures,
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as he may prescribe and subject to subsequent adjustment, if
necessary, under subsection (d)(2)).
(D)(i) For purposes of this subsection, the term “erroneous
excess payments for medical assistance” means the total of—
(I) payments under the State plan with respect to
ineligible individuals and families, and
(II) overpayments on behalf of eligible individuals
and families by reason of error in determining the
amount of expenditures for medical care required of
an individual or family as a condition of eligibility.
(ii) In determining the amount of erroneous excess
payments for medical assistance to an ineligible
individual or family under clause (i)(I), if such
ineligibility is the result of an error in determining the
amount of the resources of such individual or family, the
amount of the erroneous excess payment shall be the
smaller of (I) the amount of the payment with respect to
such individual or family, or (II) the difference between
the actual amount of such resources and the allowable
resource level established under the State plan.
(iii) In determining the amount of erroneous excess
payments for medical assistance to an individual or
family under clause (i)(II), the amount of the erroneous
excess payment shall be the smaller of (I) the amount of
the payment on behalf of the individual or family, or (II)
the difference between the actual amount incurred for
medical care by the individual or family and the amount
which should have been incurred in order to establish
eligibility for medical assistance.
(iv) In determining the amount of erroneous excess
payments, there shall not be included any error resulting
from a failure of an individual to cooperate or give
correct information with respect to third-party liability as
required under section 1912(a)(1)(C) or 402(a)(26)(C) or
with respect to payments made in violation of section
1906.
(v) In determining the amount of erroneous excess
payments, there shall not be included any erroneous
payments made for ambulatory prenatal care provided
during a presumptive eligibility period (as defined in
section 1920(b)(1)), for items and services described in
subsection (a) of section 1920A provided to a child
during a presumptive eligibility period under such section
or for[242] medical assistance provided to an individual
described in subsection (a) of section 1920(B) during a
presumptive eligibility period under such section, or for
medical assistance provided to an individual described in
subsection (a) of section 1920C during a presumptive
eligibility period under such section, [243] or for medical
assistance provided to an individual during a
presumptive eligibility period resulting from a
determination of presumptive eligibility made by a
hospital that elects under section 1902(a)(47)(B) to be
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a qualified entity for such purpose [244] .
(E) For purposes of subparagraph (D), there shall be
excluded, in determining both erroneous excess payments for
medical assistance and total expenditures for medical
assistance—
(i) payments with respect to any individual whose
eligibility therefor was determined exclusively by the
Secretary under an agreement pursuant to section 1634
and such other classes of individuals as the Secretary may
by regulation prescribe whose eligibility was determined
in part under such an agreement; and
(ii) payments made as the result of a technical error.
(2) The State agency administering the plan approved under this
title shall, at such times and in such form as the Secretary may
specify, provide information on the rates of erroneous excess
payments made (or expected, with respect to future periods
specified by the Secretary) in connection with its administration of
such plan, together with any other data he requests that are
reasonably necessary for him to carry out the provisions of this
subsection.
(3)(A) If a State fails to cooperate with the Secretary in
providing information necessary to carry out this subsection, the
Secretary, directly or through contractual or such other
arrangements as he may find appropriate, shall establish the error
rates for that State on the basis of the best data reasonably available
to him and in accordance with such techniques for sampling and
estimating as he finds appropriate.
(B) In any case in which it is necessary for the Secretary to
exercise his authority under subparagraph (A) to determine a
State’s error rates for a fiscal year, the amount that would
otherwise be payable to such State under this title for quarters
in such year shall be reduced by the costs incurred by the
Secretary in making (directly or otherwise) such
determination.
(4) This subsection shall not apply with respect to Puerto Rico,
Guam, the Virgin Islands, the Northern Mariana Islands, or
American Samoa.
(v)(1) Notwithstanding the preceding provisions of this section,
except as provided in paragraphs (2) and (4)[245] , no payment may be
made to a State under this section for medical assistance furnished to an
alien who is not lawfully admitted for permanent residence or otherwise
permanently residing in the United States under color of law.
(2) Payment shall be made under this section for care and
services that are furnished to an alien described in paragraph (1)
only if—
(A) such care and services are necessary for the treatment of
an emergency medical condition of the alien,
(B) such alien otherwise meets the eligibility requirements
for medical assistance under the State plan approved under this
title (other than the requirement of the receipt of aid or
assistance under title IV, supplemental security income
benefits under title XVI, or a State supplementary payment),
and
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(C) such care and services are not related to an organ
transplant procedure.
(3) For purposes of this subsection, the term “emergency medical
condition” means a medical condition (including emergency labor
and delivery) manifesting itself by acute symptoms of sufficient
severity (including severe pain) such that the absence of immediate
medical attention could reasonably be expected to result in—
(A) placing the patient’s health in serious jeopardy,
(B) serious impairment to bodily functions, or
(C) serious dysfunction of any bodily organ or part.
(4)[246](A) A State may elect (in a plan amendment under this
title) to provide medical assistance under this title, notwithstanding
sections 401(a), 402(b), 403, and 421 of the Personal Responsibility
and Work Opportunity Reconciliation Act of 1996, to children and
pregnant women who are lawfully residing in the United States
(including battered individuals described in section 431(c) of such
Act) and who are otherwise eligible for such assistance, within
either or both of the following eligibility categories
(i) PrEgnant womEn.—Women during pregnancy (and
during the 60-day period beginning on the last day of the
pregnancy).
(ii) ChiLdrEn.—Individuals under 21 years of age,
including optional targeted low-income children
described in section 1905(u)(2)(B).
(B) In the case of a State that has elected to provide medical
assistance to a category of aliens under subparagraph (A), no
debt shall accrue under an affidavit of support against any
sponsor of such an alien on the basis of provision of assistance
to such category and the cost of such assistance shall not be
considered as an unreimbursed cost.
(C) As part of the State’s ongoing eligibility redetermination
requirements and procedures for an individual provided
medical assistance as a result of an election by the State under
subparagraph (A), a State shall verify that the individual
continues to lawfully reside in the United States using the
documentation presented to the State by the individual on
initial enrollment. If the State cannot successfully verify that
the individual is lawfully residing in the United States in this
manner, it shall require that the individual provide the State
with further documentation or other evidence to verify that the
individual is lawfully residing in the United States.
(w)(1)(A) Notwithstanding the previous provisions of this section, for
purposes of determining the amount to be paid to a State (as defined in
paragraph (7)(D)) under subsection (a)(1) for quarters in any fiscal year,
the total amount expended during such fiscal year as medical assistance
under the State plan (as determined without regard to this subsection)
shall be reduced by the sum of any revenues received by the State (or by
a unit of local government in the State) during the fiscal year—
(i) from provider-related donations (as defined in
paragraph (2)(A)), other than—
(I) bona fide provider-related donations (as
defined in paragraph (2)(B)), and
(II) donations described in paragraph (2)(C);
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(ii) from health care related taxes (as defined in
paragraph (3)(A)), other than broad-based health care
related taxes (as defined in paragraph (3)(B));
(iii) from a broad-based health care related tax, if there
is in effect a hold harmless provision (described in
paragraph (4)) with respect to the tax; or
(iv) only with respect to State fiscal years (or portions
thereof) occurring on or after January 1, 1992, and before
October 1, 1995, from broad-based health care related
taxes to the extent the amount of such taxes collected
exceeds the limit established under paragraph (5).
(B) Notwithstanding the previous provisions of this section,
for purposes of determining the amount to be paid to a State
under subsection (a)(7) for all quarters in a Federal fiscal year
(beginning with fiscal year 1993), the total amount expended
during the fiscal year for administrative expenditures under the
State plan (as determined without regard to this subsection)
shall be reduced by the sum of any revenues received by the
State (or by a unit of local government in the State) during
such quarters from donations described in paragraph (2)(C), to
the extent the amount of such donations exceeds 10 percent of
the amounts expended under the State plan under this title
during the fiscal year for purposes described in paragraphs (2),
(3), (4), (6), and (7) of subsection (a).
(C)(i) Except as otherwise provided in clause (ii),
subparagraph (A)(i) shall apply to donations received on or
after January 1, 1992.
(ii) Subject to the limits described in clause (iii) and
subparagraph (E), subparagraph (A)(i) shall not apply to
donations received before the effective date specified in
subparagraph (F) if such donations are received under
programs in effect or as described in State plan
amendments or related documents submitted to the
Secretary by September 30, 1991, and applicable to State
fiscal year 1992, as demonstrated by State plan
amendments, written agreements, State budget
documentation, or other documentary evidence in
existence on that date.
(iii) In applying clause (ii) in the case of donations
received in State fiscal year 1993, the maximum amount
of such donations to which such clause may be applied
may not exceed the total amount of such donations
received in the corresponding period in State fiscal year
1992 (or not later than 5 days after the last day of the
corresponding period).
(D)(i) Except as otherwise provided in clause (ii),
subparagraphs (A)(ii) and (A)(iii) shall apply to taxes received
on or after January 1, 1992.
(ii) Subparagraphs (A)(ii) and (A)(iii) shall not apply
to impermissible taxes (as defined in clause (iii)) received
before the effective date specified in subparagraph (F) to
the extent the taxes (including the tax rate or base) were
in effect, or the legislation or regulations imposing such
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taxes were enacted or adopted, as of November 22, 1991.
(iii) In this subparagraph and subparagraph (E), the
term “impermissible tax” means a health care related tax
for which a reduction may be made under clause (ii) or
(iii) of subparagraph (A).
(E)(i) In no case may the total amount of donations and
taxes permitted under the exception provided in subparagraphs
(C)(ii) and (D)(ii) for the portion of State fiscal year 1992
occurring during calendar year 1992 exceed the limit under
paragraph (5) minus the total amount of broad-based health
care related taxes received in the portion of that fiscal year.
(ii) In no case may the total amount of donations and
taxes permitted under the exception provided in
subparagraphs (C)(ii) and (D)(ii) for State fiscal year
1993 exceed the limit under paragraph (5) minus the total
amount of broad-based health care related taxes received
in that fiscal year.
(F) In this paragraph in the case of a State—
(i) except as provided in clause (iii), with a State fiscal
year beginning on or before July 1, the effective date is
October 1, 1992,
(ii) except as provided in clause (iii), with a State fiscal
year that begins after July 1, the effective date is January
1, 1993, or
(iii) with a State legislature which is not scheduled to
have a regular legislative session in 1992, with a State
legislature which is not scheduled to have a regular
legislative session in 1993, or with a provider-specific tax
enacted on November 4, 1991, the effective date is July 1,
1993.
(2)(A) In this subsection (except as provided in paragraph (6)),
the term “provider-related donation” means any donation or other
voluntary payment (whether in cash or in kind) made (directly or
indirectly) to a State or unit of local government by—
(i) a health care provider (as defined in paragraph
(7)(B)),
(ii) an entity related to a health care provider (as
defined in paragraph (7)(C)), or
(iii) an entity providing goods or services under the
State plan for which payment is made to the State under
paragraph (2), (3), (4), (6), or (7) of subsection (a).
(B) For purposes of paragraph (1)(A)(i)(I), the term “bona
fide provider-related donation” means a provider-related
donation that has no direct or indirect relationship (as
determined by the Secretary) to payments made under this title
to that provider, to providers furnishing the same class of
items and services as that provider, or to any related entity, as
established by the State to the satisfaction of the Secretary.
The Secretary may by regulation specify types of providerrelated donations described in the previous sentence that will
be considered to be bona fide provider-related donations.
(C) For purposes of paragraph (1)(A)(i)(II), donations
described in this subparagraph are funds expended by a
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hospital, clinic, or similar entity for the direct cost (including
costs of training and of preparing and distributing outreach
materials) of State or local agency personnel who are stationed
at the hospital, clinic, or entity to determine the eligibility of
individuals for medical assistance under this title and to
provide outreach services to eligible or potentially eligible
individuals.
(3)(A) In this subsection (except as provided in paragraph (6)),
the term “health care related tax” means a tax (as defined in
paragraph (7)(F)) that—
(i) is related to health care items or services, or to the
provision of, the authority to provide, or payment for,
such items or services, or
(ii) is not limited to such items or services but provides
for treatment of individuals or entities that are providing
or paying for such items or services that is different from
the treatment provided to other individuals or entities.
In applying clause (i), a tax is considered to relate to health care
items or services if at least 85 percent of the burden of such tax
falls on health care providers.
(B) In this subsection, the term “broad-based health care
related tax” means a health care related tax which is imposed
with respect to a class of health care items or services (as
described in paragraph (7)(A)) or with respect to providers of
such items or services and which, except as provided in
subparagraphs (D), (E), and (F)—
(i) is imposed at least with respect to all items or
services in the class furnished by all non-Federal,
nonpublic providers in the State (or, in the case of a tax
imposed by a unit of local government, the area over
which the unit has jurisdiction) or is imposed with respect
to all non-Federal, nonpublic providers in the class; and
(ii) is imposed uniformly (in accordance with
subparagraph (C)).
(C)(i) Subject to clause (ii), for purposes of subparagraph
(B)(ii), a tax is considered to be imposed uniformly if—
(I) in the case of a tax consisting of a licensing fee
or similar tax on a class of health care items or
services (or providers of such items or services), the
amount of the tax imposed is the same for every
provider providing items or services within the class;
(II) in the case of a tax consisting of a licensing
fee or similar tax imposed on a class of health care
items or services (or providers of such services) on
the basis of the number of beds (licensed or
otherwise) of the provider, the amount of the tax is
the same for each bed of each provider of such items
or services in the class;
(III) in the case of a tax based on revenues or
receipts with respect to a class of items or services
(or providers of items or services) the tax is imposed
at a uniform rate for all items and services (or
providers of such items of services) in the class on
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all the gross revenues or receipts, or net operating
revenues, relating to the provision of all such items
or services (or all such providers) in the State (or, in
the case of a tax imposed by a unit of local
government within the State, in the area over which
the unit has jurisdiction); or
(IV) in the case of any other tax, the State
establishes to the satisfaction of the Secretary that
the tax is imposed uniformly.
(ii) Subject to subparagraphs (D) and (E), a tax
imposed with respect to a class of health care items and
services is not considered to be imposed uniformly if the
tax provides for any credits, exclusions, or deductions
which have as their purpose or effect the return to
providers of all or a portion of the tax paid in a manner
that is inconsistent with subclauses (I) and (II) of
subparagraph (E)(ii) or provides for a hold harmless
provision described in paragraph (4).
(D) A tax imposed with respect to a class of health care
items and services is considered to be imposed uniformly—
(i) notwithstanding that the tax is not imposed with
respect to items or services (or the providers thereof) for
which payment is made under a State plan under this title
or title XVIII, or
(ii) in the case of a tax described in subparagraph
(C)(i)(III), notwithstanding that the tax provides for
exclusion (in whole or in part) of revenues or receipts
from a State plan under this title or title XVIII.
(E)(i) A State may submit an application to the Secretary
requesting that the Secretary treat a tax as a broad-based
health care related tax, notwithstanding that the tax does not
apply to all health care items or services in class (or all
providers of such items and services), provides for a credit,
deduction, or exclusion, is not applied uniformly, or otherwise
does not meet the requirements of subparagraph (B) or (C).
Permissible waivers may include exemptions for rural or solecommunity providers.
(ii) The Secretary shall approve such an application if
the State establishes to the satisfaction of the Secretary
that—
(I) the net impact of the tax and associated
expenditures under this title as proposed by the State
is generally redistributive in nature, and
(II) the amount of the tax is not directly correlated
to payments under this title for items or services
with respect to which the tax is imposed.
The Secretary shall by regulation specify types of credits,
exclusions, and deductions that will be considered to
meet the requirements of this subparagraph.
(F) In no case shall a tax not qualify as a broad-based
health care related tax under this paragraph because it does not
apply to a hospital that is described in section 501(c)(3) of the
Internal Revenue Code of 1986[247] and exempt from taxation
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under section 501(a) of such Code and that does not accept
payment under the State plan under this title or under title
XVIII.
(4) For purposes of paragraph (1)(A)(iii), there is in effect a hold
harmless provision with respect to a broad-based health care related
tax imposed with respect to a class of items or services if the
Secretary determines that any of the following applies:
(A) The State or other unit of government imposing the tax
provides (directly or indirectly) for a payment (other than
under this title) to taxpayers and the amount of such payment
is positively correlated either to the amount of such tax or to
the difference between the amount of the tax and the amount
of payment under the State plan.
(B) All or any portion of the payment made under this title
to the taxpayer varies based only upon the amount of the total
tax paid.
(C) The State or other unit of government imposing the tax
provides (directly or indirectly) for any payment, offset, or
waiver that guarantees to hold taxpayers harmless for any
portion of the costs of the tax.
The provisions of this paragraph shall not prevent use of the tax to
reimburse health care providers in a class for expenditures under
this title nor preclude States from relying on such reimbursement to
justify or explain the tax in the legislative process.
(5)(A) For purposes of this subsection, the limit under this
subparagraph with respect to a State is an amount equal to 25
percent (or, if greater, the State base percentage, as defined in
subparagraph (B)) of the non-Federal share of the total amount
expended under the State plan during a State fiscal year (or portion
thereof), as it would be determined pursuant to paragraph (1)(A)
without regard to paragraph (1)(A)(iv).
(B)(i) In subparagraph (A), the term “State base
percentage” means, with respect to a State, an amount
(expressed as a percentage) equal to—
(I) the total of the amount of health care related
taxes (whether or not broad-based) and the amount
of provider-related donations (whether or not bona
fide) projected to be collected (in accordance with
clause (ii)) during State fiscal year 1992, divided by
(II) the non-Federal share of the total amount
estimated to be expended under the State plan during
such State fiscal year.
(ii) For purposes of clause (i)(I), in the case of a tax
that is not in effect throughout State fiscal year 1992 or
the rate (or base) of which is increased during such fiscal
year, the Secretary shall project the amount to be
collected during such fiscal year as if the tax (or increase)
were in effect during the entire State fiscal year.
(C)(i) The total amount of health care related taxes under
subparagraph (B)(i)(I) shall be determined by the Secretary
based on only those taxes (including the tax rate or base)
which were in effect, or for which legislation or regulations
imposing such taxes were enacted or adopted, as of November
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22, 1991.
(ii) The amount of provider-related donations under
subparagraph (B)(i)(I) shall be determined by the
Secretary based on programs in effect on September 30,
1991, and applicable to State fiscal year 1992, as
demonstrated by State plan amendments, written
agreements, State budget documentation, or other
documentary evidence in existence on that date.
(iii) The amount of expenditures described in
subparagraph (B)(i)(II) shall be determined by the
Secretary based on the best data available as of the date
of the enactment of this subsection.
(6)(A) Notwithstanding the provisions of this subsection, the
Secretary may not restrict States’ use of funds where such funds are
derived from State or local taxes (or funds appropriated to State
university teaching hospitals) transferred from or certified by units
of government within a State as the non-Federal share of
expenditures under this title, regardless of whether the unit of
government is also a health care provider, except as provided in
section 1902(a)(2), unless the transferred funds are derived by the
unit of government from donations or taxes that would not
otherwise be recognized as the non-Federal share under this
section.
(B) For purposes of this subsection, funds the use of which
the Secretary may not restrict under subparagraph (A) shall
not be considered to be a provider-related donation or a health
care related tax.
(7) For purposes of this subsection:
(A) Each of the following shall be considered a separate
class of health care items and services:
(i) Inpatient hospital services.
(ii) Outpatient hospital services.
(iii) Nursing facility services (other than services of
intermediate care facilities for the mentally retarded).
(iv) Services of intermediate care facilities for the
mentally retarded.
(v) Physicians’ services.
(vi) Home health care services.
(vii) Outpatient prescription drugs.
(viii)[248] Services of managed care organizations
(including health maintenance organizations, preferred
provider organizations, and such other similar
organizations as the Secretary may specify by regulation).
(ix) Such other classification of health care items and
services consistent with this subparagraph as the
Secretary may establish by regulation.
(B) The term “health care provider” means an individual or
person that receives payments for the provision of health care
items or services.
(C) An entity is considered to be “related” to a health care
provider if the entity—
(i) is an organization, association, corporation or
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partnership formed by or on behalf of health care
providers;
(ii) is a person with an ownership or control interest (as
defined in section 1124(a)(3)) in the provider;
(iii) is the employee, spouse, parent, child, or sibling of
the provider (or of a person described in clause (ii)); or
(iv) has a similar, close relationship (as defined in
regulations) to the provider.
(D) The term “State” means only the 50 States and the
District of Columbia but does not include any State whose
entire program under this title is operated under a waiver
granted under section 1115.
(E) The “State fiscal year” means, with respect to a
specified year, a State fiscal year ending in that specified year.
(F) The term “tax” includes any licensing fee, assessment,
or other mandatory payment, but does not include payment of
a criminal or civil fine or penalty (other than a fine or penalty
imposed in lieu of or instead of a fee, assessment, or other
mandatory payment).
(G) The term “unit of local government” means, with
respect to a State, a city, county, special purpose district, or
other governmental unit in the State.
(x)(1) For purposes of section 1902(a)(46)(B)(i)[249] , the requirement
of this subsection is, with respect to an individual declaring to be a
citizen or national of the United States, that, subject to paragraph (2),
there is presented satisfactory documentary evidence of citizenship or
nationality (as defined in paragraph (3)) of the individual.
(2) The requirement of paragraph (1) shall not apply to an
individual declaring to be a citizen or national of the United States
who is eligible for medical assistance under this title—
(A) and is entitled to or enrolled for benefits under any part of
title XVIII;
(B) and is receiving—
(i) disability insurance benefits under section 223 or
monthly insurance benefits under section 202 based on such
individual’s disability (as defined in section 223(d)); or
(ii) supplemental security income benefits under title XVI;
(C) and with respect to whom—
(i) child welfare services are made available under part B of
title IV on the basis of being a child in foster care; or
(ii) adoption or foster care assistance is made available
under part E of title IV; [250]
(D)[251] pursuant to the application of section 1902(e)(4) (and,
in the case of an individual who is eligible for medical assistance on
such basis, the individual shall be deemed to have provided
satisfactory documentary evidence of citizenship or nationality and
shall not be required to provide further documentary evidence on
any date that occurs during or after the period in which the
individual is eligible for medical assistance on such basis); or
(E)[252] on such basis as the Secretary may specify under which
satisfactory documentary evidence of citizenship or nationality has
been previously presented.
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(3)(A) For purposes of this subsection, the term “satisfactory
documentary evidence of citizenship or nationality” means—
(i) any document described in subparagraph (B); or
(ii) a document described in subparagraph (C) and a
document described in subparagraph (D).
(B) The following are documents described in this
subparagraph:
(i) A United States passport.
(ii) Form N-550 or N-570 (Certificate of
Naturalization).
(iii) Form N-560 or N-561 (Certificate of United States
Citizenship).
(iv) A valid State-issued driver’s license or other
identity document described in section 274A(b)(1)(D) of
the Immigration and Nationality Act, but only if the State
issuing the license or such document requires proof of
United States citizenship before issuance of such license
or document or obtains a social security number from the
applicant and verifies before certification that such
number is valid and assigned to the applicant who is a
citizen.
(v)[253](I) Except as provided in subclause (II), a
document issued by a federally recognized Indian tribe
evidencing membership or enrollment in, or affiliation
with, such tribe (such as a tribal enrollment card or
certificate of degree of Indian blood).
(II) With respect to those federally recognized
Indian tribes located within States having an
international border whose membership includes
individuals who are not citizens of the United States,
the Secretary shall, after consulting with such tribes,
issue regulations authorizing the presentation of such
other forms of documentation (including tribal
documentation, if appropriate) that the Secretary
determines to be satisfactory documentary evidence
of citizenship or nationality for purposes of
satisfying the requirement of this subsection.
(vi)[254] Such other document as the Secretary may
specify, by regulation, that provides proof of United
States citizenship or nationality and that provides a
reliable means of documentation of personal identity.
(C) The following are documents described in this
subparagraph:
(i) A certificate of birth in the United States.
(ii) Form FS-545 or Form DS-1350 (Certification of
Birth Abroad).
(iii) Form I-197 (United States Citizen Identification
Card).
(iv) Form FS-240 (Report of Birth Abroad of a Citizen
of the United States).
(v) Such other document (not described in
subparagraph (B)(iv)) as the Secretary may specify that
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provides proof of United States citizenship or nationality.
(D) The following are documents described in this
subparagraph:
(i) Any identity document described in section
274A(b)(1)(D) of the Immigration and Nationality Act.
(ii) Any other documentation of personal identity of
such other type as the Secretary finds, by regulation,
provides a reliable means of identification.
(E) A reference in this paragraph to a form includes a
reference to any successor form.
(4)[255] In the case of an individual declaring to be a citizen or
national of the United States with respect to whom a State requires
the presentation of satisfactory documentary evidence of citizenship
or nationality under section 1902(a)(46)(B)(i), the individual shall
be provided at least the reasonable opportunity to present
satisfactory documentary evidence of citizenship or nationality
under this subsection as is provided under clauses (i) and (ii) of
section 1137(d)(4)(A) to an individual for the submittal to the State
of evidence indicating a satisfactory immigration status.
(5)[256] Nothing in subparagraph (A) or (B) of section
1902(a)(46), the preceding paragraphs of this subsection, or the
Deficit Reduction Act of 2005, including section 6036 of such Act,
shall be construed as changing the requirement of section
1902(e)(4) that a child born in the United States to an alien mother
for whom medical assistance for the delivery of such child is
available as treatment of an emergency medical condition pursuant
to subsection (v) shall be deemed eligible for medical assistance
during the first year of such child’s life.
(y) PaYmEnts for EstabLishmEnt of aLtErnatE non- EmErgEnCY sErviCEs
providErs.—
(1) PaYmEnts.—In addition to the payments otherwise provided
under subsection (a), subject to paragraph (2), the Secretary shall
provide for payments to States under such subsection for the
establishment of alternate non-emergency service providers (as
defined in section 1916A(e)(5)(B)), or networks of such providers.
(2) Limitation.—The total amount of payments under this
subsection shall not exceed $50,000,000 during the 4-year period
beginning with 2006. This subsection constitutes budget authority
in advance of appropriations Acts and represents the obligation of
the Secretary to provide for the payment of amounts provided under
this subsection.
(3) PrEfErEnCE.—In providing for payments to States under this
subsection, the Secretary shall provide preference to States that
establish, or provide for, alternate non-emergency services
providers or networks of such providers that—
(A) serve rural or underserved areas where beneficiaries
under this title may not have regular access to providers of
primary care services; or
(B) are in partnership with local community hospitals.
(4) Form and mannEr of paYmEnt.—Payment to a State under this
subsection shall be made only upon the filing of such application in
such form and in such manner as the Secretary shall specify.
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Payment to a State under this subsection shall be made in the same
manner as other payments under section 1903(a).
(z) MEdiCaid Transformation PaYmEnts.—
(1) In gEnEraL.—In addition to the payments provided under
subsection (a), subject to paragraph (4), the Secretary shall provide
for payments to States for the adoption of innovative methods to
improve the effectiveness and efficiency in providing medical
assistance under this title.
(2) PErmissibLE usEs of funds.—The following are examples of
innovative methods for which funds provided under this subsection
may be used:
(A) Methods for reducing patient error rates through the
implementation and use of electronic health records, electronic
clinical decision support tools, or e-prescribing programs.
(B) Methods for improving rates of collection from estates
of amounts owed under this title.
(C) Methods for reducing waste, fraud, and abuse under the
program under this title, such as reducing improper payment
rates as measured by annual payment error rate measurement
(PERM) project rates.
(D) Implementation of a medication risk management
program as part of a drug use review program under section
1927(g).
(E) Methods in reducing, in clinically appropriate ways,
expenditures under this title for covered outpatient drugs,
particularly in the categories of greatest drug utilization, by
increasing the utilization of generic drugs through the use of
education programs and other incentives to promote greater
use of generic drugs.
(F) Methods for improving access to primary and specialty
physician care for the uninsured using integrated universitybased hospital and clinic systems.
(3) AppLiCation; tErms and Conditions.—
(A) In gEnEraL.—Such payments are made under such terms
and conditions consistent with this subsection as the Secretary
prescribes.
(B) TErms and Conditions.—No payments shall be made to
a State under this subsection unless the State applies to the
Secretary for such payments in a form, manner, and time
specified by the Secretary.
(C) AnnuaL rEport.—Payment to a State under this
subsection is conditioned on the State submitting to the
Secretary an annual report on the programs supported by such
payment. Such report shall include information on—
(i) the specific uses of such payment;
(ii) an assessment of quality improvementsand clinical
outcomes under such programs; and
(iii) estimates of cost savings resulting from such
programs.
(4) Funding.—
(A) Limitation on funds.—The total amount of payments
under this subsection shall be equal to, and shall not exceed—
(i) $75,000,000 for fiscal year 2007; and
http://www.ssa.gov/OP_Home/ssact/title19/1903.htm[9/15/2011 5:21:59 PM]

Social Security Act §1903

(ii) $75,000,000 for fiscal year 2008.
This subsection constitutes budget authority in advance of
appropriations Acts and represents the obligation of the Secretary to
provide for the payment of amounts provided under this subsection.
(B) ALLoCation of funds.—The Secretary shall specify a
method for allocating the funds made available under this
subsection among States. Such method shall provide
preference for States that design programs that target health
providers that treat significant numbers of Medicaid
beneficiaries. Such method shall provide that not less than 25
percent of such funds shall be allocated among States the
population of which (as determined according to data collected
by the United States Census Bureau) as of July 1, 2004, was
more than 105 percent of the population of the respective State
(as so determined) as of April 1, 2000.
(C) Form and mannEr of paYmEnt.—Payment to a State
under this subsection shall be made in the same manner as
other payments under section 1903(a). There is no requirement
for State matching funds to receive payments under this
subsection.
(5) MEdiCation risk managEmEnt program.—
(A) In gEnEraL.—For purposes of this subsection, the term
“medication risk management program” means a program for
targeted beneficiaries that ensures that covered outpatient drugs
are appropriately used to optimize therapeutic outcomes
through improved medication use and to reduce the risk of
adverse events.
(B) ELEmEnts.—Such program may include the following
elements:
(i) The use of established principles and standards for
drug utilization review and best practices to analyze
prescription drug claims of targeted beneficiaries and
identify outlier physicians.
(ii) On an ongoing basis provide outlier physicians—
(I) a comprehensive pharmacy claims history for
each targeted beneficiary under their care;
(II) information regarding the frequency and cost
of relapses and hospitalizations of targeted
beneficiaries under the physician’s care; and
(III) applicable best practice guidelines and
empirical references.
(iii) Monitor outlier physician’s prescribing, such as
failure to refill, dosage strengths, and provide incentives
and information to encourage the adoption of best clinical
practices.
(C) TargEtEd bEnEfiCiariEs.—For purposes of this
paragraph, the term “targeted beneficiaries” means Medicaid
eligible beneficiaries who are identified as having high
prescription drug costs and medical costs, such as individuals
with behavioral disorders or multiple chronic diseases who are
taking multiple medications.
[181] See Vol. II, P.L. 111-148, §2702, with respect to payment adjustment for
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health care-acquired conditions.
[182] P.L. 111-3, §201(b)(2)(A), added subparagraph (E). For the general
effective date [April 1, 2009]; the exception for State legislation; contingent
effective date; and reliance on law, see Vol. II, P.L. 111-3, §3.
[183] P.L. 111-3, §401(b)(1), struck out “and”.
[184] P.L. 111-3, §401(b)(2), added this new clause (iii), effective February 4,

2009.
[185] P.L. 111-5, §4201(a)(1)(A), struck out “and”, effective February 17,

2009.
[186] P.L. 111-3, §211(a)(1)(B)(i), struck out “plus” and inserted “and”,

effective January 1, 2010. P.L. 111-148, §2102(a)(8)(B), struck out P.L. 111-3,
§211(a)(1)(B)(i).
P.L. 111-5, §4201(a)(1)(B), struck out “plus” and inserted “and”, effective
February 17, 2009.
[187] P.L. 111-5, §4201(a)(1)(C), added this new subparagraph (F), effective

February 17, 2009.
[188] No subparagraph (G) has been enacted.

P.L. 111-3, §211(a)(1)(B)(ii), added this new subparagraph (F)*, effective
January 1, 2010.
P.L. 111-148, §2102(a)(8)(B), redesignated the new subparagraph (F) as
subparagraph (H).
[189] P.L. 91-230.
[190] P.L. 111-148, §6506(b), provides “The Secretary shall promulgate
regulations that require States to correct Federally identified claims overpayments,
of an ongoing or recurring nature, with new Medicaid Management Information
System (MMIS) edits, audits, or other appropriate corrective action.
[191] P.L. 111-148, §6506(a)(1)(A)(i), struck out “60 days” and inserted “1

year”, effective March 23, 2010 and applicable to overpayments discovered on or
after March 23, 2010.
[192] P.L. 111-148, §6506(a)(1)(A)(ii), struck out “60 days” and inserted “1

year period”, effective March 23, 2010 and applicable to overpayments discovered
on or after March 23, 2010.
[193] P.L. 111-148, §6506(a)(1)(B)(i), inserted “(i)”.
[194] P.L. 111-148, §6506(a)(1)(B)(ii), added this new clause (ii), effective

March 23, 2010 and applicable to overpayments discovered on or after March 23,
2010.
[195] See Vol. II, P.L. 100-203, §4106, with respect to medically needy income

levels for certain two-member couples in California.
See Vol. II, P.L. 101-508, §4718, with respect to medically needy income
levels for certain one-member families.
[196] P.L. 111-148, §2001(a)(5)(D), inserted “1902(a)(10)(A)(i)(VIII),”.
[197] P.L. 111-148, §2004(c)(1), inserts “1902(a)(10)(A)(i)(IX),”, effective

January 1, 2014.
[198] P.L. 111-148, §2001(e)(2)(B), inserted “1902(a)(10)(A)(ii)(XX),”,

effective March 23, 2010.
[199] P.L. 111-148, §2303(a)(4)(B), inserted “1902(a)(10)(A)(ii)(XXI),”,

effective March 23, 2010.
[200] P.L. 111-148, §2402(d)(2)(A), inserted “1902(a)(10)(A)(ii)(XXI),”

effective April 1, 2010.
[201] See Vol. II, P.L. 78-410, §1310(d) - probably should refer to §1310(c).
[202] P.L. 100-203, §4211(g)(1); 101 Stat. 1330-205.
[203]
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P.L. 111-148, §6402 (h)(2)(A), struck out “or”.
[204] P.L. 111-148, §6402 (h)(2)(B), added this new subparagraph (C),

effective March 23, 2010.
[205] P.L. 104-193, §114(d)(2); 110 Stat. 2180.
[206] P.L. 105-33, §4724(a); 111 Stat. 516.
[207] P.L. 105-12; 111 Stat. 23.
[208] P.L. 111-3, §211(a)(3)(A), struck out ‘‘subsection (x)’’ and inserted

‘‘section 1902(a)(46)(B)’’.
[209] P.L. 111-148, §6402(c)(1), struck out “or”.
[210] P.L. 111-148, §6402(c)(2), struck out the period and inserted “: or*”.

P.L. 111-148, §2001(a)(2)(B)(i),, struck out “or”.
[211] P.L. 111-148, §6402(c)(3), added this new paragraph (25), effective

March 23, 2010.
[212] P.L. 111-148, §2001(a)(2)(B)(ii), struck out the period and inserted “;

or”.
[213] P.L. 111-148, §2001(a)(2)(B)(iii), added this new paragraph (26),

effective March 23, 2010.
[214] P.L. 94-552, §1; 90 Stat. 2540.
[215] See Vol. II, P.L. 99-272, §9517(c)(3), with respect to modifying

application Medicaid HMO provisions for certain health centers.
[216] See Vol. II, P.L. 78-410 1310(d) - probably should refer to 1310(c).
[217] P.L. 105-33, §4703(a); 111 Stat. 495.
[218] P.L. 111–148, §6504(b)(1), inserted “and for the provision of such data

to the State at a frequency and level of detail to be specified by the Secretary”,
applicable with respect to contract years beginning on or after January 1, 2010.
[219] See Vol. II, P.L. 111-148, §2501(c)), with respect to the Hartford Health

Network, Inc.; §9517(c)(2)(D), with respect to health maintenance organization
laws of a State and §9517(c)(2)(A) and (3) [as amended by P.L. 101-508, §4734],
with respect to certain county-operated health insuring organizations.
[220] P.L. 111–148, §2501(c)(1)(A), struck out “and”.
[221] P.L. 111–148, §2501(c)(1)(B) struck out the period and inserted “; and”.
[222] P.L. 111–148, §2501(c)(1)(C), added this new clause (xiii), effective

March 23, 2010.
[223] P.L. 78-410.
[224] P.L. 89-4; see 40 U.S.C. App. 214, 303.
[225] P.L. 105-33, §4701(d)(2)(B) and §4703(b)(1)(A); 111 Stat. 494-495.
[226] P.L. 89-4; see 40 U.S.C. App. 214, 303.
[227] P.L. 101-508, §4732(d)(2); 104 Stat. 1388-196.
[228] See Vol. II, P.L. 78-410, §1310.
[229] P.L. 100-93, §8(h)(1); 101 Stat. 694.
[230] See Vol. II, P.L. 93-406, §607(1).
[231] P.L. 110-379, §3(a)(1), inserted “, in addition to meeting the

requirements of paragraph (3),” For the Effective Date, see Vol. II, P.L. 110-379,
§3(b), which provided for the amendment to take effect on October 1, 2009, with
an extension of the effective date permitted if State legislation is required.
[232] P.L. 111-148, §6507(1)(A), struck out “and”.
[233] P.L. 111-148, §6507(1)(B), inserted “and”
[234] P.L. 111-148, §6507(1)(C), added this new clause (iv). For the general

effective date [January 1, 2011] and the delay if State legislation is required, see
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Vol. II, P.L. 111-148, §6508.
[235] P.L. 111-148, §6504(a)(2)(B), inserted “and including, for data submitted
to the Secretary on or after January 1, 2010, data elements from the automated
data system that the Secretary determines to be necessary for program integrity,
program oversight, and administration, at such frequency as the Secretary shall
determine”. For the general effective date [January 1, 2011] and the delay if State
legislation is required, see Vol. II, P.L. 111-148, §6508.
[236] P.L. 110-379, §3(a)(2), added this new paragraph (3). For the Effective

Date, see Vol. II, P.L. 110-379, §3(b), which provided for the amendment to take
effect on October 1, 2009, with an extension of the effective date permitted if
State legislation is required.
[237] P.L. 111-148, §6507(2), added this new paragraph (4). For the general

effective date [January 1, 2011] and the delay if State legislation is required, see
Vol. II, P.L. 111-148, §6508.
[238] P.L. 111-5, §4201(a)(2), added this new subsection (t), effective February

17, 2010. See Vol. II, P.L. 111-5, §4201(b), with respect to implementation
funding.
[239] P.L. 111-157, §5(a)(2), struck out “setting (whether inpatient or

outpatient)” and inserted “inpatient or emergency room setting”, effective as if
included in P.L. 111-5, February 17, 2009.
[240] P.L. 111-309, §205(e)(1), struck out “reduced by any payment that is

made to such Medicaid provider from any other source (other than under this
subsection or by a State or local government)”, effective as included in P.L. 1115, §4201(a)(2), effective February 17, 2010.
[241] P.L. 111-309, §205(e)(2), inserted “and shall be determined to have met

such responsibility to the extent that the payment to the Medicaid provider is not
in excess of 85 percent of the net average allowable cost”, effective as included in
P.L. 111-5, §4201(a)(2), effective February 17, 2010.
[242] PL. 111-148, §2202(b)(1), strikes out “or for” and inserts ”for”.
[243] PL. 111-148, §2303(2)(B)(2), inserted “or for medical assistance provided

to an individual described in subsection (a) of section 1920C during a
presumptive eligibility period under such section,” effective March 23, 2010 and
applicable to items and services furnished on or after March 23, 2010.
[244] PL. 111-148, §2202(b)(2), inserts ”, or for medical assistance provided

to an individual during a presumptive eligibility period resulting from a
determination of presumptive eligibility made by a hospital that elects under
section 1902(a)(47)(B) to be a qualified entity for such purpose”, to take
effect on January 1, 2014, and to apply to services furnished on or after that
date.
[245] PL. 111-3, §214(a)(1), struck out “paragraph (2)” and inserted

“paragraphs (2) and (4)”.
[246] P.L. 111-3, §214(a)(2), added this new paragraph (4). For the general

effective date [April 1, 2009]; the exception for State legislation; contingent
effective date; and reliance on law, see Vol. II, P.L. 111-3, §3.
[247] See Vol. II, P.L. 83-591, §501(c)(3).
[248] See Vol. II, PL. 109-171, §6051(c), with respect to a clarification

regarding non-regulation of transfers of certain funds.
[249] P.L. 111-3, §211(a)(3)(B), struck out ‘‘subsection (i)(22)’’ and inserted

‘‘section 1902(a)(46)(B)(i)’’.
[250] P.L. 111-3, §211(b)(3)(A)(i)(I), struck out “or”, effective as if included in

the enactment of P.L. 109-171, §6036, applicable to determinations of initial
eligibility for medical assistance made on or after July 1, 2006, and to
redeterminations of eligibility made on or after such date in the case of
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individuals for whom the requirement of section 1903(x) of the Social Security
Act, as added by such amendments, was not previously met.
[251] P.L. 111-3, §211(b)(3)(A)(i)(III), added this new subparagraph (D),
effective as if included in the enactment of P.L. 109-171, §6036, applicable to
determinations of initial eligibility for medical assistance made on or after July 1,
2006, and to redeterminations of eligibility made on or after such date in the case
of individuals for whom the requirement of section 1903(x) of the Social Security
Act, as added by such amendments, was not previously met.
[252] P.L. 111-3, §211(b)(3)(A)(i)(II), redesignated this former subparagraph

(D) as new subparagraph (E), effective as if included in the enactment of P.L.
109-171, §6036, applicable to determinations of initial eligibility for medical
assistance made on or after July 1, 2006, and to redeterminations of eligibility
made on or after such date in the case of individuals for whom the requirement of
section 1903(x) of the Social Security Act, as added by such amendments, was
not previously met.
[253] P.L. 111-3, §211(b)(1)(B) added this new clause (v), effective as if

included in the enactment of P.L. 109-171, §6036, applicable to determinations of
initial eligibility for medical assistance made on or after July 1, 2006, and to
redeterminations of eligibility made on or after such date in the case of
individuals for whom the requirement of section 1903(x) of the Social Security
Act, as added by such amendments, was not previously met.
[254] P.L. 111-3, §211(b)(1)(A), redesignated this former clause (v) as new

clause (vi), effective as if included in the enactment of P.L. 109-171, §6036,
applicable to determinations of initial eligibility for medical assistance made on or
after July 1, 2006, and to redeterminations of eligibility made on or after such
date in the case of individuals for whom the requirement of section 1903(x) of
the Social Security Act, as added by such amendments, was not previously met.
[255] P.L. 111-3, §211(b)(2), added this new paragraph (4), effective as if

included in the enactment of P.L. 109-171, §6036, applicable to determinations of
initial eligibility for medical assistance made on or after July 1, 2006, and to
redeterminations of eligibility made on or after such date in the case of
individuals for whom the requirement of section 1903(x) of the Social Security
Act, as added by such amendments, was not previously met.
[256] P.L. 111-3, §211(b)(3)(A)(ii), added this new paragraph (5), effective as

if included in the enactment of P.L. 109-171, §6036, applicable to determinations
of initial eligibility for medical assistance made on or after July 1, 2006, and to
redeterminations of eligibility made on or after such date in the case of
individuals for whom the requirement of section 1903(x) of the Social Security
Act, as added by such amendments, was not previously met.
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