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services that MDCH has designated another agency to provide (refer 
to other chapters in this manual for additional information, including the 
Chapters on Medicaid Health Plans, Home Health, Hospice, Pharmacy 
and Ambulance), nor is the PIHP responsible for providing the 
Children’s Waiver Services described in this chapter. However, it is 
expected that the PIHP will assist beneficiaries in accessing these 
other Medicaid services.  

 
In determining whether to grant or deny the Appellant’s requests,  must apply the 
Department’s medical necessity criteria.  The Department’s policy for medical necessity is as 
follows: 
 

2.5 MEDICAL NECESSITY CRITERIA 
 
The following medical necessity criteria apply to Medicaid mental health, 
developmental disabilities, and substance abuse supports and services. 
 
2.5. A. MEDICAL NECESSITY CRITERIA 
 
Mental health, developmental disabilities, and substance abuse services are supports, 
services and treatment: 
 

• Necessary for screening and assessing the presence of a mental 
illness, developmental disability or substance use disorder; and/or 

 
• Required to identify and evaluate a mental illness, developmental 

disability or substance use disorder; and/or 
 

• Intended to treat, ameliorate, diminish or stabilize the symptoms of 
mental illness, developmental disability or substance use disorder; 
and/or 

 
• Expected to arrest or delay the progression of a mental illness, 

developmental disability, or substance use disorder; and/or 
 
• Designed to assist the beneficiary to attain or maintain a sufficient 

level of functioning in order to achieve his goals of community 
inclusion and participation, independence, recovery, or productivity. 
(Emphasis supplied by ALJ) 

 
2.5. B. DETERMINATION CRITERIA 
 
The determination of a medically necessary support, service or treatment must be: 
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• Based on information provided by the beneficiary, beneficiary’s 
family, and/or other individuals (e.g., friends, personal 
assistants/aides) who know the beneficiary; and 

• Based on clinical information from the beneficiary’s primary care 
physician or health care professionals with relevant qualifications 
who have evaluated the beneficiary; and  

• For beneficiaries with mental illness or developmental disabilities, 
based on person centered planning, and for beneficiaries with 
substance use disorders, individualized treatment planning; and 

• Made by appropriately trained mental health, developmental 
disabilities, or substance abuse professionals with sufficient clinical 
experience; and 

• Made within federal and state standards for timeliness; and 
• Sufficient in amount, scope and duration of the service(s) to 

reasonably achieve its/their purpose. 
 

Medicaid Provider Manual, Mental Health/ 
Substance Abuse, Version Date: April 1, 2008; 

Section 2.5. Page 12-14. 
 
Crisis Residential Services are Medicaid-covered services.  The Medicaid Provider Manual, 
Mental Health/Substance Abuse chapter, details the eligibility requirements for this service: 
 

Section 6 - Crisis Residential Services 
 
Crisis residential services are intended to provide a short-term alternative to 
inpatient psychiatric services for beneficiaries experiencing an acute 
psychiatric crisis when clinically indicated.  (Emphasis added)   Services 
may only be used to avert a psychiatric admission, or to shorten the length 
of an inpatient stay. 
 
6.1 POPULATION 
 
Services are designed for a subset of beneficiaries who meet psychiatric 
inpatient admission criteria or are at risk of admission, but who can be 
appropriately served in settings less intensive than a hospital. 
 
6.2 COVERED SERVICES 
 
Services must be designed to resolve the immediate crisis and improve the 
functioning level of the beneficiaries to allow them to return to less intensive 
community living as soon as possible. 
 
The covered crisis residential services include: 

• Psychiatric supervision; 
• Therapeutic support services; 
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• Medication management/stabilization and education; 
• Behavioral services; 
• Milieu therapy; and 
• Nursing services. 
 

A Medicaid beneficiary bears the burden of proving he or she was denied a medically necessary 
and appropriate service.  See, e.g., J.K By and Through R.K. v Dillenberg, 836 F Supp 694, 700 
(Ariz, 1993).  Whether the Appellant satisfied that burden here must be determined in accord with 
the preponderance of the evidence standard.  See, e.g., Aquilina v General Motors Corp, 403 
Mich 206, 210; 267 NW2d 923 (1978).   
 
The Michigan Supreme Court defines proof, by a preponderance of the evidence, as requiring 
that the fact finder believe that the evidence supporting the existence of the contested fact 
outweighs the evidence supporting its nonexistence.  See, e.g., Martucci v Detroit Police 
Comm'r, 322 Mich 270, 274; 33 NW2d 789 (1948). 
 
Regarding an appeal filed with the State Office of Administrative Hearing and Rules for the 
Department of Community Health, the Administrative Law Judge is given ultimate discretion to 
determine the weight and credibility of the evidence presented.  Wiley v Henry Ford Cottage 
Hosp, 257 Mich App 488, 491; 668 NW2d 402 (2003); Zeeland Farm Services, Inc v JBL 
Enterprises, Inc, 219 Mich App 190, 195; 555 NW2d 733 (1996) (the fact finder is provided with 
the unique opportunity to observe or listen to witnesses; and, it is the fact finder's responsibility to 
determine the credibility and weight of the testimony and other evidence provided). 
 
It is the province of the Administrative Law Judge to adjudge the credibility and weight to be 
afforded the evidence presented.  Maloy v. Stuttgart Memorial Hosp., 316 Ark. 447, 872 S.W.2d 
401 (1994).   

 
Medicaid covered crisis residential services are not long-term services, but rather, short-term 
alternative placements available only to individuals who meet psychiatric inpatient admission 
criteria or are at risk of admission, but who can be appropriately served in settings less intensive 
than a hospital.  This service does not include room and board costs.   
 
The evidence presented establishes the Appellant was hospitalized at  

, which resulted in discharge following an amelioration and diminishment of behavioral 
symptoms.  The evidence further establishes the Appellant’s behaviors have shown marked 
improvement in structured settings, and that, once discharged from these settings and released 
into the community, his behaviors decline to an extent that he is capable of adjusting to different 
settings, with particular note that he is apparently doing well at the .  
Thus, a conclusion may be drawn that the residential setting may not, in fact, be the best, most 
cost-effective, placement alternative for the Appellant at this particular time, because his 
behaviors appear to have improved since he left . 
 
The Appellant’s mother claims the Appellant requires continued inpatient psychiatric treatment, 
specifically, at the .  However, she presented no evidence that his behaviors 
are worsening in his current placement.  She also failed to establish, by a preponderance of the 
evidence, that inpatient crisis residential services remain medically necessary, or that a lesser 






