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activities on a time-limited basis, and subject to specific safeguards for the 
protection of recipients and the program.  Detailed rules for waivers are 
set forth in subpart B of part 431, subpart A of part 440 and subpart G of 
part 441 of this chapter.   42 CFR 430.25(b) 

 
A waiver under section 1915(c) of the [Social Security] Act allows a State to include as 
“medical assistance” under its plan, home and community based services furnished to 
recipients who would otherwise need inpatient care that is furnished in a hospital, SNF 
[Skilled Nursing Facility], ICF [Intermediate Care Facility], or ICF/MR [Intermediate Care 
Facility/Mentally Retarded], and is reimbursable under the State Plan.  42 CFR 
430.25(c)(2) 
 
DHS policy, Bridges Eligibility Manual (BEM) 106, July 1, 2013, pp. 1-2 addresses the 
waiver process, including Wavier Agency responsibilities, DHS responsibilities and 
defines approval for the waiver: 
 

Assessment  
 
The agent completes an assessment to verify medical eligibility for the 
waiver. 

*** 
 
Approved for the waiver means:  
 

 The agent conducted the assessment, and  
 The participant received, or expects to receive, supports 

coordination services from the agent with appropriate waiver 
services for at least 30 consecutive days.  

 
Approval and Termination Dates  
 
The agent determines the waiver approval date and termination date. The 
agent is responsible for advising the appropriate local DHS office of these 
dates.  
 
The waiver automatically terminates when the patient enters an LTC 
facility. See BEM 547 for instructions.  
 
DHS LOCAL OFFICE RESPONSIBILITIES  
 
Local offices' primary responsibilities are doing initial asset assessments 
and determining MA eligibility for waiver patients. 

 
The policy regarding enrollment in the MI Choice Waiver program is contained in the 
Medicaid Provider Manual, MI Choice Waiver, July 1, 2013, which provides, in part: 
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SECTION 1 – GENERAL INFORMATION  
 
MI Choice is a waiver program operated by the Michigan Department of 
Community Health (MDCH) to deliver home and community-based 
services to elderly persons and persons with physical disabilities who 
meet the Michigan nursing facility level of care criteria that supports 
required long-term care (as opposed to rehabilitative or limited term stay) 
provided in a nursing facility. The waiver is approved by the Centers for 
Medicare and Medicaid Service (CMS) under section 1915(c) of the Social 
Security Act. MDCH carries out its waiver obligations through a network of 
enrolled providers that operate as organized health care delivery systems 
(OHCDS). These entities are commonly referred to as waiver agencies. 
MDCH and its waiver agencies must abide by the terms and conditions set 
forth in the waiver.  
 
MI Choice services are available to qualified participants throughout the 
state and all provisions of the program are available to each qualified 
participant unless otherwise noted in this policy and approved by CMS.  
(p. 1).   

* * * 
SECTION 2 - ELIGIBILITY  
 
The MI Choice program is available to persons 18 years of age or older 
who meet each of three eligibility criteria:  
 
 An applicant must establish his/her financial eligibility for Medicaid 

services as described in the Financial Eligibility subsection of this 
chapter.  

 
 The applicant must meet functional eligibility requirements through 

the online version of the Michigan Medicaid Nursing Facility Level 
of Care Determination (LOCD).  

 
 It must be established that the applicant needs at least one waiver 

service and that the service needs of the applicant cannot be fully 
met by existing State Plan or other services.  

 
All criteria must be met in order to establish eligibility for the MI Choice 
program. MI Choice participants must continue to meet these eligibility 
requirements on an ongoing basis to remain enrolled in the program.  
(p.1).   

*** 
2.1 FINANCIAL ELIGIBILITY 
 
Medicaid reimbursement for MI Choice services requires a determination 
of Medicaid financial eligibility for the applicant by the Michigan 
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Department of Human Services (MDHS). As a provision of the waiver, MI 
Choice applicants benefit from an enhanced financial eligibility standard 
compared to basic Medicaid eligibility. Specifically, MI Choice is furnished 
to participants in the special home and community-based group under 42 
CFR §435.217 with a special income level equal to 300% of the SSI 
Federal Benefit Rate. Medicaid eligibility rules stipulate that participants 
are not allowed to spend down to achieve an enhanced financial eligibility 
standard. (p. 1) 

*** 
 

2.3 NEED FOR MI CHOICE SERVICES 
 
In addition to meeting financial and functional eligibility requirements and 
to be enrolled in the program, MI Choice applicants must demonstrate the 
need for a minimum of one covered service as determined through an in-
person assessment and the person-centered planning process. 
 
Note: Supports coordination is considered an administrative activity in MI 
Choice and does not constitute a qualifying requisite service. Similarly, 
informal support services do not fulfill the requirement for service need. 
 
An applicant cannot be enrolled in MI Choice if their service and support 
needs can be fully met through the intervention of State Plan or other 
available services. State Plan and MI Choice services are not 
interchangeable. MI Choice services differ in nature and scope from 
similar State Plan services and often have more stringent provider 
qualifications. (p. 3) 

*** 
 

SECTION 3 – ENROLLMENT 
 
MI Choice waiver agencies determine the enrollment and termination 
dates for each participant for whom they provide waiver services. No 
applicant shall be granted enrollment status without fully meeting all 
eligibility requirements. (p. 5) 

*** 
 

SECTION 4 - SERVICES 
 
The array of services provided by the MI Choice program is subject to the 
prior approval of CMS.  (p. 9) 

*** 
Services must not be provided unless they are defined in the plan of 
service and must not precede the establishment of a plan of service. (p. 9) 
 

*** 
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4.1.Q. RESIDENTIAL SERVICES 
 
MI Choice participants who receive Residential Services must reside in a 
home-like, noninstitutional setting licensed by the State of Michigan. As a 
stipulation of the licensure standards, such settings provide continuous 
on-site response capability to meet scheduled or unpredicted resident 
needs and provide supervision, safety, and security. Residential Services 
include enhanced assistance with activities of daily living and supportive 
services that rise above the level of service mandated by licensing 
requirements. Residential services are intended to supplement the 
existing level of services provided in licensed settings, particularly labor 
intensive activities, which are above the scope of service normally 
provided. Residential services are authorized to prevent the 
institutionalization of the participant. 
 
Additional assistance can include assisting, reminding, cueing, observing, 
guiding or training in activities of daily living (such as bathing, eating, 
dressing, or personal hygiene), assistance, support or guidance with such 
activities as non-medical care (not requiring nurse or physician 
intervention), special homemaking needs, social participation, relationship 
maintenance and building community connections to reduce personal 
isolation, participation in regular community activities incidental to meeting 
the participant's community living preferences, attendance at medical 
appointments, and staff assistance with preserving the health and welfare 
of the participant in order that they may reside and be supported in the 
most integrated independent community setting. 
 
Third parties can only provide Residential Services with the approval of 
the participant, licensee, and waiver agency. Payment for Residential 
Services excludes room and board costs, items of comfort and 
convenience, costs of facility maintenance, upkeep, and improvement, or 
other costs that are required as a term of licensure. Residential Service 
providers are limited to billing under a discrete set of Healthcare Common 
Procedure Coding System (HCPCS) codes for their services. 
 
Residential Services cannot be provided in circumstances in which they 
would duplicate services available elsewhere or are available under the 
State Plan. The distinction must be apparent by unique hours and units in 
the approved service plan.  (pp. 15-16) 
 

*** 
8.4 CLAIMS REPORTING 
 
Medicaid is established as the payer of last resort. Waiver agencies must 
pursue and secure all third party liability (TPL) sources possible. (p. 26) 
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DHS policy, Bridges Eligibility Manual (BEM) 405, July 1, 2013, pp. 13-14 addresses the 
computing the divestment penalty period when there is MI Choice Waiver eligibility: 
 

The penalty is applied to the months (or days) an individual is eligible for 
Medicaid and actually in LTC, Home Health, Home Help, or the MIChoice 
Waiver. The divestment penalty period cannot be applied to a period when 
the individual is not eligible for Medicaid for any reason (that is the case 
closes for any reason or is eligible for Medicaid but is not in LTC, Home 
Help, Home Health, or the MIChoice Waiver. Restart the penalty when the 
individual is again eligible for Medicaid and in LTC, Home Help, Home 
Health, or MIChoice Waiver. When a medical provider is paid by the 
individual, or by a third party on behalf of the individual, for medical 
services received, that month is not a penalty month. That month cannot 
be counted as part of the penalty period. This does not include payments 
made by commercial insurance or Medicare. (p. 13)   
 

*** 
The 1st day the client is eligible to receive MA coverage for LTC, 
MIChoice, home help, or home health services is the 1st day after the 
penalty period ends. (p. 13) 

*** 
 
The penalty period starts on the date which the individual is eligible for 
Medicaid and would otherwise be receiving institutional level care (LTC, 
MIChoice waiver, or home help or home health services), and is not 
already part of a penalty period. When a medical provider is paid by the 
individual, or by a a third party on behalf of the individual, for medical 
services received, the individual is not eligible for Medicaid in that month 
and the month is not a penalty month. That month cannot be counted as 
part of the penalty period. This does not include payments made by 
commercial insurance or Medicare.  (p. 14) 

 
In this case, it was uncontested that Appellant would have a divestment penalty for his 
Medicaid case.  The length of the divestment penalty period was also uncontested.   
Appellant contests the dates the divestment penalty period were imposed.  Appellant 
believes the divestment penalty period should have started in in , after the 
initial assessment for the MI Choice Waiver program was completed.  The related 
Waiver Agency’s actions in determining MI Choice Waiver eligibility will be addressed in 
this Decision and Order.  The related DHS actions in determining Medicaid eligibility will 
be addressed in a separate Hearing Decision for MAHS register number  
 
The initial assessment for the MI Choice Waiver program was completed on 

, and Appellant was found to meet functional eligibility requirements for 
the MI Choice Waiver Program through Door 1 of the LOCD.   (Exhibit A)  However, this 
was only one of the three eligibility criteria for the MI Choice Waiver Program.   
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*** NOTICE *** 
The Michigan Administrative Hearing System may order a rehearing on either its own motion or at the request of a 
party within 30 days of the mailing date of this Decision and Order.  The Michigan Administrative Hearing System will 
not order a rehearing on the Department’s motion where the final decision or rehearing cannot be implemented within 
90 days of the filing of the original request.  Appellant may appeal the Decision and Order to Circuit Court within 30 
days of the receipt of the Decision and Order or, if a timely request for rehearing was made, within 30 days of the 
receipt of the rehearing decision. 

 
 
 
 

                            




