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• For nursing facility (NF), state-owned and -operated 
facilities or CMHSP-operated facilities determine a 
financial liability or ability-to-pay amount separate from 
the DHS patient-pay amount.  The state-owned and -
operated facilities or CMHSP-operated facilities liability 
may be an individual, spouse, or parental responsibility. 
This responsibility is determined at initiation of services 
and is reviewed periodically.  The beneficiary or his 
authorized representative is responsible for the state-
owned and -operated facilities or CMHSP ability to pay 
amount, even if the patient-pay amount is greater. 

• The provider has been notified by DHS that the 
beneficiary has an obligation to pay for part of, or all of, a 
service because services were applied to the 
beneficiary's Medicaid deductible amount. 

• If the beneficiary is enrolled in a MHP and the health plan 
did not authorize a service, and the beneficiary had prior 
knowledge that he was liable for the service.  (It is the 
provider’s responsibility to determine eligibility/enrollment 
status of each beneficiary at the time of treatment and to 
obtain the appropriate authorization for payment.  Failure 
of the provider to obtain authorization does not create a 
payment liability for the beneficiary.) 

• Medicaid does not cover the service.  If the beneficiary 
requests a service not covered by Medicaid, the provider 
may charge the beneficiary for the service if the 
beneficiary has been told prior to rendering the service 
that it was not covered by Medicaid.  If the beneficiary is 
not informed of Medicaid noncoverage until after the 
services have been rendered, the provider cannot bill the 
beneficiary. 

• The beneficiary refuses Medicare Part A or B. 
• Beneficiaries may be billed the amount other insurance 

paid to the policyholder if the beneficiary is the 
policyholder. 

• The beneficiary is the policyholder of the other insurance 
and the beneficiary did not follow the rules of the other 
insurance (e.g., utilizing network providers). 

• The provider chooses not to accept the beneficiary as a 
Medicaid beneficiary and the beneficiary had prior 
knowledge of the situation.  The beneficiary is 
responsible for payment. 

 
Medicaid Provider Manual, General Information for Providers,  
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2.6.A. MEDICARE ELIGIBILITY 
 
Many beneficiaries are eligible for both Medicare and Medicaid benefits. If a 
provider accepts the individual as a Medicare beneficiary, that provider must 
also accept the individual as a Medicaid beneficiary. 
 
If a Medicaid beneficiary is eligible for Medicare but has not applied for 
Medicare coverage, Medicaid does not make any reimbursement for 
services until Medicare coverage is obtained.  The beneficiary must apply for 
Medicare coverage at a Social Security Office.  Once they have obtained 
Medicare coverage, services may be billed to Medicaid as long as all 
program policies (such as time limit for claim submission) have been met. 
 
Medicaid beneficiaries may apply for Medicare at any time and are not 
limited to open enrollment periods. Beneficiaries may be eligible for 
Medicare if they are: 
 

• Sixty-five years of age or older. 
• A disabled adult (entitled to SSI or RSDI due to a disability). 
• A disabled minor child. 

 
2.6.E. MEDICAID LIABILITY [CHANGES MADE 7/1/05] 
 
When a Medicaid beneficiary is eligible for, but not enrolled in, 
Medicare Part B, MDCH rejects any claim for Medicare Part B services. 
Providers should instruct the beneficiary to pursue Medicare through the 
SSA. 
    (Bold emphasis made by ALJ) 

 
Medicaid Provider Manual, Coordination of Benefits Section,  

April 1, 2007 
 
In this case, Appellant was enrolled in Medicare Part A effective , but 
opted not to enroll in Medicare Part B until .   There is no dispute that 
the Department followed the applicable Medicaid policy in denying Medicaid coverage 
of Appellant’s unpaid medical bills for the period of .  Department policy 
is clear that if a person is eligible for Medicare, but does not have Medicare, the 
Medicaid program will reject any claims for Medicare-covered services.  Medicaid 
cannot pay for any medical bills that would have been covered by Medicare Part B, 
which Appellant was eligible to receive at the time relevant to this matter.  Appellant’s 
attorney asserts that the applicable Department policy violates 42 USC 1396a(a)(3), 42 
USC 1396a(a)(10)(C), 42 USC 1396a(a)(25)(C), 42 CFR 435.206, 210, & 919, 42 CFR 






