


 
Docket No. 2012-28108 NHE 
Decision & Order 
 

2 
 

4.  On  on behalf of the Department,  sent the 
Appellant an Advance Action Notice in which it informed the Appellant that he 
was no longer eligible for Medicaid covered Nursing Facility services and that 
Medicaid funding would end  Department p 14 Exhibit E. 

 
5. The Appellant did not request a review of the ,  

. 
 

6. , the Michigan Administrative Hearing System received 
the Appellant’s request for an administrative hearing. 

 
CONCLUSIONS OF LAW 
 
The Medical Assistance Program is established pursuant to Title XIX of the Social 
Security Act and is implemented by Title 42 of the Code of Federal Regulations (CFR).  
It is administered in accordance with state statute, the Social Welfare Act, the 
Administrative Code, and the State Plan under Title XIX of the Social Security Act 
Medical Assistance Program. 
 
Effective November 1, 2004, the Michigan Department of Community Health (MDCH) 
implemented revised functional/medical eligibility criteria for Medicaid nursing facility, MI 
Choice, and PACE services.  Federal regulations require that Medicaid pay for services 
only for those beneficiaries who meet specified level of care criteria.  Nursing facility 
residents must also meet Pre-Admission Screening/Annual Resident Review 
requirements.  The Medicaid Provider Manual, Coverages and Limitations Chapter, 
Nursing Facilities Section, April 1, 2005, lists the policy for admission and continued 
eligibility process as well as outlines functional/medical criteria requirements for 
Medicaid-reimbursed nursing facility, MI Choice, and PACE services. 
 
Section 4.1 of the Medicaid Provider Manual Nursing Facilities Section references the 
use of an online Michigan Medicaid Nursing Facility Level of Care Determination tool 
(Michigan Medicaid Nursing Facility Level of Care Determination, March 7, 2005, Pages 
1 – 9 or [LOC]).  The LOC must be completed for all Medicaid-reimbursed admissions to 
nursing facilities or enrollments in MI Choice or PACE on and after November 1, 2004.  
All Medicaid beneficiaries who reside in a nursing facility on November 1, 2004, must 
undergo the evaluation process by their next annual MDS assessment date.  
 
Nursing facilities, MI Choice, and PACE have multiple components for determining 
eligibility for services.  The Medicaid Provider Manual Nursing Facilities Section and the 
Nursing Facility Eligibility and Admission Process, November 1, 2004, Pages 1-7 
explain the components that comprise the eligibility and admission process for nursing 
facility eligibility and admission.  The LOC is the assessment tool to be utilized when 
determining eligibility for admission and continued Medicaid nursing facility coverage.   
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There are five necessary components for determining eligibility for Medicaid nursing 
facility reimbursement: 
 
 ● Verification of financial Medicaid eligibility 
 ● PASARR Level I screening 
 ● Physician-written order for nursing facility services 

● A determination of medical/functional eligibility based upon a web-
based version of the Michigan Medicaid Nursing Facility Level of 
Care Determination (LOCD) that was conducted online at the time 
the resident was either Medicaid eligible or Medicaid pending and 
conducted within the timeframes specified in the Michigan Medicaid 
Nursing Facility Level of Care Determination subsection of this 
chapter. 

● Computer-generated Freedom of Choice (FOC) form signed and 
dated by the beneficiary or the beneficiary's representative.  

 
Medicaid Provider Manual, 

Nursing Facility Coverages, 
Section 5.1D. , p. 6, online p p.973 

1/1/12. 
 

The Level of Care Assessment Tool consists of seven-service entry Doors or domains.   
The doors are:  Activities of Daily Living, Cognition, Physician Involvement, Treatments 
and Conditions, Skilled Rehabilitative Therapies, Behavior, or Service Dependency.  
The Medicaid Provider Manual policy provides the following : 
 

The Michigan Medicaid Nursing Facility LOC Determination’s 
medical/functional criteria include seven domains of need: 

• Activities of Daily Living 
• Cognitive Performance 
• Physician Involvement 
• Treatments and Conditions 
• Skilled Rehabilitation Therapies 
• Behavior 
• Service Dependency 

For beneficiaries who qualify under Physician Involvement, 
Treatments and Conditions, or Skilled Rehabilitation Therapies, 
specific restorative nursing plans and assertive discharge planning 
must be evident and documented within the medical record (except 
for end-of-life care). These requirements are specified in the 
Process Guidelines. 
 
The admitting provider must complete the web-based Michigan 
Medicaid Nursing Facility LOC Determination only one time for 
each Medicaid or Medicaid-pending beneficiary. However, if the 
beneficiary has a significant change in condition as noted in the 
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estified that she reviewed the Appellant’s medical records 
and found that the Appellant had no physician’s visits and one order change during the 
14 day look back period.  Based on this information  concluded that the 
Appellant did not meet door 3 criteria. 
 
Neither the Appellant nor his daughter contested  finding regarding Door 3. I 
find that  correctly determined that the Appellant did not meet Door 3 criteria 
during the 14 day look back period. Therefore the Appellant is not eligible for Medicaid 
covered services through Door 3. 
 

Door 4 
Treatments and Conditions 

 
The LOC, page 5, indicates that in order to qualify under Door 4, the 
Appellant must receive, within 14 days of the assessment date, any one of 
the following health treatments or demonstrated any one of the following 
health conditions: 

 
A.  Stage 3-4 pressure sores 
B.  Intravenous or parenteral feedings 
C.  Intravenous medications 
D.  End-stage care 
E.  Daily tracheostomy care, daily respiratory care, daily 

suctioning 
F.   Pneumonia within the last 14 days 
G.  Daily oxygen therapy 
H.  Daily insulin with two order changes in last 14 days 
 I.   Peritoneal or hemodialysis 

 
 testified that she reviewed the Appellant’s  records and 

found that during the 14 day look back period the Appellant did not demonstrate any of 
the health conditions listed nor did the Appellant receive any of the listed of treatments. 
 
Neither the Appellant nor  disputed finding for Door 4. I find that 

 correctly determined that the Appellant did not meet Door 4 criteria during the 
14 day look back period. Therefore the Appellant is not eligible for Medicaid covered 
services through Door 4. 
 

Door 5  
Skilled Rehabilitation Therapies 

 
The LOC, page 6, provides that the Applicant must: 

 
… [H]ave required at least 45 minutes of active ST, OT or PT 
(scheduled or delivered) in the last 7 days and continues to 
require skilled rehabilitation therapies to qualify under Door 5 
 










