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5. On , Appellant’s Guardian filed a request for a hearing to 
contest the Department’s negative action. 

 
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. 
 
The Department policy on coordination of benefits states: 
 

SECTION 1 – INTRODUCTION 
 

This chapter applies to all providers. 
 
Federal regulations require that all identifiable financial resources be utilized 
prior to expenditure of Medicaid funds for most health care services provided to 
Medicaid beneficiaries. Medicaid is considered the payer of last resort. If a 
beneficiary with Medicare or Other Insurance coverage is enrolled in a Medicaid 
Health Plan (MHP), or is receiving services under a Prepaid Inpatient Health 
Plan (PIHP) or Community Mental Health Services Program/Coordination 
Agency (CMHSP/CA), that entity is responsible for the Medicaid payment 
liability. 
 

*** 
 
2.6. MEDICARE 
 
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 (65 years old or older) 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: 
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 65 years of age or older. 
 A disabled adult (entitled to SSI or RSDI due to a disability). 
 A disabled minor child. 

 
*** 

 
     

Medicaid Provider Manual,  
Coordination of Benefits Section,  

October 1, 2013, pp 1, 6  

If an LTC applicant requests an offset of their patient pay to cover old medical bills, see 
Pre-Eligibility Medical Expense (PEME) in glossary and in this item. Assist the applicant by 
forwarding their unpaid bills to: 

Medical Services Administration 
Michigan Department of Community Health 
P.O. Box 30479 
Lansing, MI 48909-9634 
Attn: PEME 

DCH will determine whether an offset is allowable. 

Offsets will be applied to the months following an approval. In general, the allowable 
expenses are the same as allowed for a group 2 deductible case. In addition, the medical 
expense(s) must be: 

 Expenses incurred in the three months prior to application for 
Medicaid. 
 

 Unpaid, and an obligation still exists to pay. 
 

 Cannot be from a month where Medicaid eligibility existed. 
 

 Cannot be covered by a third party source (public or private). 
 

 Cannot be from a month in which a divestment penalty has been 
imposed. 
 

 Cannot have been used previously as a pre-eligibility medical 
expense to offset a patient pay amount. 
 

 Can include cost of room and board for Medicaid LTC facilities, 
remedial care, and other medical expenses recognized by 
Michigan law but not covered under the Michigan state plan. 








