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In 2007, the OHCA received a Transformation Grant through the 
Centers for Medicare and Medicaid Services (CMS) to develop a 
web based online application and eligibility determination system in 
order to improve the ease and efficiency of enrollment.  Originally 
known as No Wrong Door, the process allows potential members to 
apply for SoonerCare electronically. Effective in March 2010, the 
OHCA will assume responsibility for determining eligibility for certain 
groups of individuals under SoonerCare.  The process will be 
phased in over a period of time, starting with the easiest groups who 
have no asset test and use income declaration: families with 
children, pregnant women, and individuals requesting only family 
planning services. As OHCA will now be determining eligibility for 
some of our population, parts of our eligibility rules and grievance 
rules are revised to incorporate these new responsibilities.  In 
addition, eligibility for these three groups will no longer be retroactive 
to the first day of the month of application but will be effective the 
date of application or later. 

Agency rules are revised to add a new provider type and services 
description and clarify that reimbursement is only made for medically 
necessary laboratory services. Additional revisions include removing 
language which calls for OHCA to edit laboratory claims at the 
specialty/subspecialty level. CMS only allows edits for SoonerCare 
claims at the CLIA certificate level.  Other revisions include general 
policy cleanup as it relates to these sections. 

     Insure Oklahoma/O-EPIC rules are revised to clarify the intent of 
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offering coverage under the Individual Plan (IP) program.  Applicants 
applying for coverage under the IP program should be uninsured 
individuals without access to Employer Sponsored Insurance (ESI) 
or other private health insurance.  It has never been the intent of 
Insure Oklahoma IP to be a secondary payer for services rendered 
under ESI or any other private health insurance policy or plan.  Rules 
clarify IP eligibility requirements and closure criteria. 

Ambulatory Surgery Center (ASC) rules are revised to allow 
reimbursement for services not covered as Medicare ASC 
procedures but otherwise covered under the SoonerCare program. 
Currently, policy restricts OHCA reimbursement to only those 
services on the Medicare approved list of covered services.  This 
revision will give OHCA additional flexibility in determining services 
which are appropriate for the populations we serve. 

Inpatient behavioral health rules are revised to more clearly 
define reimbursement methods for ancillary and professional 
services provided in inpatient psychiatric hospitals. 

Original signed on 3-30-10 

Mary Stalnaker, Director 
Family Support Services Division 

Sandra Harrison, Coordinator 
Office of Intergovernmental Relations 
and Policy 

WF # 10-F (NAP) 
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INSTRUCTIONS FOR FILING MANUAL MATERIAL 

OAC is the acronym for Oklahoma Administrative Code. If OAC appears before a 
number on an Appendix or before a Section in text, it means the Appendix or text 
contains rules or administrative law. Lengthy internal policies and procedures have the 
same Chapter number as the OAC Chapter to which they pertain following an "OKDHS" 
number, such as personnel policy at OKDHS:2-1 and personnel rules at OAC 340:2-1. 
The "340" is the Title number that designates OKDHS as the rulemaking agency; the "2" 
specifies the Chapter number; and the "1" specifies the Subchapter number. 

The chronological order for filing manual material is: (1) OAC 340 by designated Chapter 
and Subchapter number; (2) if applicable, OKDHS numbered text for the designated 
Chapter and Subchapter; and (3) all OAC Appendices with the designated Chapter 
number. For example, the order for filing personnel policy is OAC 340:2-1, OKDHS:2-1, 
and OAC 340:2 Appendices behind all Chapter 2 manual material. Any questions or 
assistance with filing manual material will be addressed by contacting Policy 
Management Unit staff at 405-521-4326. 
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GRIEVANCE PROCEDURES AND PROCESS OAC 317:2-1-2 (p1) 

317:2-1-2. Appeals
(a) Member Process Overview. 

(1) The appeals process allows a member to appeal a decision
which adversely affects their rights. Examples are decisions
involving medical services, prior authorizations for medical
services, or discrimination complaints.
(2) In order to file an appeal, the member files a LD-1 form
within 20 days of the triggering event. The triggering event
occurs at the time when the Appellant (Appellant is the person
who files a grievance) knew or should have known of such
condition or circumstance for appeal.
(3) If the LD-1 form is not received within 20 days of the
triggering event, OHCA sends the Appellant a letter stating the 
appeal will not be heard because it is untimely. In the case of 
tax warrant intercept appeals, if the LD-1 form is not received 
within 30 days of written notice sent by OHCA according to Title
68 O.S. ' 205.2, OHCA sends the Appellant a letter stating the
appeal will not be heard because it is untimely.
(4) If the LD-1 form is not completely filled out and necessary 
documentation not included, then the appeal will not be heard.
(5) The staff advises the Appellant that if there is a need for 
assistance in reading or completing the grievance form that
arrangements will be made.
(6) Upon receipt of the member's appeal, a fair hearing before
the Administrative Law Judge (ALJ) will be scheduled. The 
member will be notified in writing of the date and time for this
procedure. The member must appear at this hearing and it is
conducted according to OAC 317:2-1-5. The ALJ's decision may be
appealed to the Chief Executive Officer of the OHCA, which is a
record review at which the parties do not appear (Section OAC
317:2-1-13).
(7) Member appeals are ordinarily decided within 90 days from
the date OHCA receives the member's timely request for a fair
hearing unless the member waives this requirement. [Title 42 CFR
Section 431.244(f)]
(8) Tax warrant intercept appeals will be heard directly by the
ALJ. A decision is normally rendered by the ALJ within 20 days
of the hearing before the ALJ.

(b) Provider Process Overview. 
(1) The proceedings as described in this Section contain the
hearing process for those appeals filed by providers. These 
appeals encompass all subject matter cases contained in OAC
317:2-1-2(c)(2).
(2) All provider appeals are initially heard by the OHCA
Administrative Law Judge under OAC 317:2-1-2(c)(2). 
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GRIEVANCE PROCEDURES AND PROCESS OAC 317:2-1-2 (p2) 

(A) The Appellant (Appellant is the provider who files a
grievance) files an LD form requesting a grievance hearing
within 20 days of the triggering event.  The triggering event
occurs at the time when the Appellant knew or should have
known of such condition or circumstance for appeal. (LD-2
forms are for provider grievances and LD-3 forms are for
nursing home wage enhancement grievances.)
(B) If the LD form is not received within 20 days of the
triggering event, OHCA sends the Appellant a letter stating
the appeal will not be heard because it is untimely.
(C) The staff advises the Appellant that if there is a need
for assistance in reading or completing the grievance form
that arrangements will be made.
(D) A decision will be rendered by the ALJ ordinarily within 
45 days of the close of all evidence in the case.
(E) The Administrative Law Judge's decision is appealable to 
OHCA's CEO under OAC 317:2-1-13. 

(c) ALJ jurisdiction.  The administrative law judge has 
jurisdiction of the following matters:

(1) Member Appeals:
(A) Discrimination complaints regarding the SoonerCare 
program;
(B) Appeals which relate to the scope of services, covered
services, complaints regarding service or care, enrollment,
disenrollment, and reenrollment in the SoonerCare Program;
(C) Fee for Service appeals regarding the furnishing of
services, including prior authorizations;
(D) Appeals which relate to the tax warrant intercept system 
through the Oklahoma Health Care Authority. Tax warrant 
intercept appeals will be heard directly by the ALJ. A 
decision will be rendered by the Administrative Law Judge
within 20 days of the hearing before the ALJ;
(E) Complaints regarding the possible violation of the Health 
Insurance Portability and Accountability Act of 1996 (HIPAA);  
(F) Proposed administrative sanction appeals pursuant to OAC 
317:35-13-7. Proposed administrative sanction appeals will
be heard directly by the ALJ. A decision by the ALJ will
ordinarily be rendered within 20 days of the hearing before
the ALJ. This is the final and only appeals process for 
proposed administrative sanctions;
(G) Appeals which relate to eligibility determinations made
by OHCA; and

(2) Provider Appeals:
(A) Whether Pre-admission Screening and Resident Review
(PASRR) was completed as required by law; 
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GRIEVANCE PROCEDURES AND PROCESS OAC 317:2-1-2 (p3) 

(B) Denial of request to disenroll member from provider's
SoonerCare Choice panel;
(C) Appeals by Long Term Care facilities for nonpayment of
wage enhancements, determinations of overpayment or 
underpayment of wage enhancements, and administrative penalty 
determinations as a result of findings made under OAC 317:30-
5-131.2(b)(5), (e)(8), and (e)(12);
(D) Petitions for Rulemaking;
(E) Appeals of insureds participating in Insure Oklahoma/O-
EPIC which are authorized by OAC 317:45-9-8(a);
(F) Appeals to the decision made by the Business Contracts
manager related to Purchasing as found at OAC 317:10-1-5 and 
other appeal rights granted by contract;
(G) Drug rebate appeals;
(H) Nursing home contracts which are terminated, denied, or
non-renewed; and
(I) Proposed administrative sanction appeals pursuant to OAC 
317:30-3-19. Proposed administrative sanction appeals will
be heard directly by the ALJ. A decision will normally be 
rendered by the ALJ within 20 days of the hearing before the 
ALJ. This is the final and only appeals process for proposed 
administrative sanctions. 
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MEDICAL PROVIDERS-FEE FOR SERVICE OAC 317:30-5-20 (p1) 

317:30-5-20. Laboratory services
This Section covers the guidelines for payment of laboratory

services by a provider in his/her office, a certified laboratory
and for a pathologist's interpretation of laboratory procedures.

(1) Covered lab services.  Providers may be paid for covered
clinical diagnostic laboratory services only when they
personally perform or supervise the performance of the test. If 
a provider refers specimen to a certified laboratory or a
hospital laboratory serving outpatients, the certified 
laboratory or the hospital must bill for performing the test.

(A) Reimbursement for lab services is made in accordance with 
the Clinical Laboratory Improvement Amendment of 1988 (CLIA). 
These regulations provide that payment may be made only for
services furnished by a laboratory that meets CLIA 
conditions, including those furnished in physicians' offices. 
 Eligible providers must be certified under the CLIA program 
and have obtained a CLIA ID number from CMS and have a 
current contract on file with the OHCA. 
(B) Reimbursement rate for laboratory procedures is the
lesser of the CMS National 60% fee or the local carrier's 
allowable (whichever is lower).
(C) Medically necessary laboratory services are covered. 

(2) Compensable outpatient laboratory services.  Medically
necessary laboratory services are covered.
(3) Non-compensable laboratory services.

(A) Separate payment is not made for blood specimens obtained 
by venipuncture or urine specimens collected by a laboratory. 
These services are considered part of the laboratory
analysis.
(B) Claims for inpatient full service laboratory procedures
are not covered since this is considered a part of the
hospital rate.
(C) Laboratory services not considered medically necessary
are not covered. 

(4) Covered services by a pathologist.
(A) A pathologist may be paid for interpretation of inpatient 
surgical pathology specimen. The appropriate CPT procedure
code and modifier is used. 
(B) Full service or interpretation of surgical pathology for 
outpatient surgery performed in an outpatient hospital or
Ambulatory Surgery Center setting.

(5) Non-compensable services by a pathologist.  The following
are non-compensable pathologist services:

(A) Tissue examinations for identification of teeth and 
foreign objects. 
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(B) Experimental or investigational procedures.
(C) Interpretation of clinical laboratory procedures. 
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MEDICAL PROVIDERS-FEE FOR SERVICE OAC 317:30-5-96.3 (p1) 

317:30-5-96.3. Methods of payment
(a) Reimbursement. Covered inpatient psychiatric and/or substance
abuse services will be reimbursed using one of the following
methodologies:

(1) Diagnosis Related Group (DRG);
(2) cost based; or
(3) a predetermined per diem payment.

(b) Acute Level of Care. 
(1) Psychiatric units within general medical surgical hospitals 
and Critical Access hospitals. Payment will be made utilizing a
DRG methodology. [See OAC 317:30-5-41(b)]. Psychiatric
professional (physicians and psychologists) services provided in
conjunction with the inpatient stay are separately payable from 
the DRG paid to the hospital;
(2) Freestanding Psychiatric Hospitals. A predetermined
statewide per diem payment will be made for all facility 
services provided during the inpatient stay. Psychiatric 
professional (physicians and psychologists) services provided in
conjunction with the inpatient stay are separately payable from 
the per diem paid to the hospital. Rates vary for public and
private providers.

(c) Psychiatric Residential Treatment Facility (PRTF).
(1) Instate Levels of Service. 

(A) Community-Based, extended. A pre-determined all-
inclusive per diem payment will be made for routine,
ancillary and professional services.
(B) Community-Based, transitional. A pre-determined per
diem payment will be made for routine services. All other 
services are separately billable.
(C) Freestanding, Private. A predetermined all-inclusive per 
diem payment will be made for routine, ancillary and
professional services.
(D) Freestanding, Public. Facilities will be reimbursed 
using either the statewide or facility specific interim rates 
and settled to total allowable costs as determined by
analyses of the cost reports (Form CMS 2552) filed with the
OHCA. 
(E) Provider based. A predetermined all-inclusive per diem
payment will be made for routine, ancillary and professional 
services. 

(2) Out-of-state services. 
(A) Border and "border status" placements. Facilities are 
reimbursed in the same manner as in-state PRTFs. 
(B) Out-of-state placements. In the event comparable
services cannot be purchased from an Oklahoma facility and 
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the current payment levels are insufficient to obtain access 
for the member, the OHCA may negotiate a predetermined, all-
inclusive per diem rate for specialty programs/units and/or
subacute services. An incremental payment adjustment may be 
made for 1:1 staffing (if clinically appropriate and prior
authorized). Payment may be up to, but no greater, than
usual and customary charges. 
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 MEDICAL PROVIDERS-FEE FOR SERVICE OAC 317:30-5-100

317:30-5-100. Eligible providers
Reimbursement for lab services is made in accordance with the 

Clinical Laboratory Improvement Amendment of 1988 (CLIA). These 
regulations provide that payment may be made only for services
furnished by a laboratory that meets CLIA conditions, including
those furnished in physicians' offices. Regulations specify that
any and every facility which tests human specimens for the purpose 
of providing information for the diagnosis, prevention, or 
treatment of any disease, or impairment of, or the assessment of
the health of human beings is subject to CLIA. All facilities 
which perform these tasks must make application for certification
by CMS. Eligible SoonerCare providers must be certified under the
CLIA program and have obtained a CLIA ID number from CMS and have a 
current contract on file with the OHCA. 
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         MEDICAL PROVIDERS-FEE FOR SERVICE OAC 317:30-5-566 (p1) 

317:30-5-566. Ambulatory Surgery Center services
(a) Reimbursement. Reimbursement is made for selected services 
based on the Medicare approved list of covered services that can be 
performed at an ASC. Services not covered as Medicare ASC 
procedures and otherwise covered under SoonerCare may be reimbursed 
as determined by the OHCA.  Ambulatory surgery center services are
paid on a rate-per-service basis that varies according to the
Health Care Procedure Coding System (HCPCS) codes. Separate
payments may be made to the ASC for covered ancillary services.  To 
be considered a covered ancillary service for which separate
payment is made, the items and services must be provided integral
to covered surgical procedures, that is, immediately before,
during, or immediately after the covered surgical procedure.
(b) Multiple surgeries. Multiple procedures furnished during the
same visit are discounted. The full amount is paid for the
procedure with the highest payment rate.  Fifty percent is paid for
any other procedure(s) performed at the same time if the procedure 
is subject to discounting based on the discount indicator 
established by Medicare.
(c) Payment indicators. Payment indicators identify whether the
service described by a HCPCS code is paid under the ASC methodology 
and if so, whether payment is made separately or packaged.
SoonerCare follows Medicare's guidelines for packaged/bundled
service costs. 
(d) Minor procedures.  Minor procedures that are normally performed
in a physician's office are not covered in an ambulatory surgery
center unless medically necessary and they are on the Medicare list 
for procedures approved to be performed in an ASC. Services not 
covered as Medicare ASC procedures and otherwise covered under
SoonerCare may be reimbursed as determined by the OHCA.
(e) Dental Procedures. For OHCA payment purposes, the ASC list has
been expanded to cover dental services for adults in an ICF/MR and
all children. 

(1) Non-emergency routine dental that is provided in an
ambulatory surgery center is covered for children under the
following circumstances:

(A) The child has a medical history of uncontrolled bleeding 
or other medical condition renders in-office treatment 
impossible.
(B) The child has uncontrollable behavior in the dental 
office even with premedication.
(C) The child needs extensive dental procedures or oral
surgery procedures.

(2) Non-emergency routine dental that is provided in an
ambulatory surgical center is covered for children and/or adults 
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who are residents in ICFs/MR only under the following
circumstances: 

(A) A concurrent hazardous medical condition exists;
(B) The nature of the procedure requires hospitalization; or 
(C) Other factors (e.g. behavioral problems due to mental
impairment) necessitate hospitalization. 
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 MEDICAL PROVIDERS-FEE FOR SERVICE OAC 317:30-5-567

317:30-5-567. Coverage by category
Payment is made for ambulatory surgical center services as set
forth in this Section. 

(1) Children.  Payment is made for children for medically
necessary surgical procedures which are included on Medicare's
list of covered ASC surgical procedures and dental procedures in
certain circumstances. Services not covered as Medicare ASC 
procedures and otherwise covered under SoonerCare may be
reimbursed as determined by the OHCA.

(A) Services, deemed medically necessary and allowable under 
federal regulations, may be covered by the EPSDT/OHCA Child
Health program even though those services may not be part of
the OHCA SoonerCare program. Such services must be prior
authorized. 
(B) Federal regulations also require the State to make the
determination as to whether the service is medically
necessary and do not require the provision of any items or
services that the State determines are not safe and effective 
or which are considered experimental.

(2) Adults.  Payment is made for adults for medically necessary 
surgical procedures which are included on Medicare's list of
covered ASC surgical procedures. Services not covered as 
Medicare ASC procedures and otherwise covered under SoonerCare
may be reimbursed as determined by the OHCA.
(3) Individuals eligible For Part B of Medicare.  Payment is
made utilizing the OHCA allowable for comparable services. 
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317:30-5-1023. Coverage by category
(a) Adults.  There is no coverage for services rendered to adults. 
(b) Children.  Payment is made for compensable services rendered by
local, regional, and state educational services agencies as defined 
by IDEA:

(1) Child health screening examination.  An initial screening
may be requested by an eligible individual at any time and must 
be provided without regard to whether the individual's age
coincides with the established periodicity schedule. 
Coordination referral is made to the SoonerCare provider to
assure at a minimum, that periodic screens are scheduled and
provided in accordance with the periodicity schedule following
the initial screening.
(2) Child health encounter.  The child health encounter may
include a diagnosis and treatment encounter, a follow-up health 
encounter, or a home visit. A Child Health Encounter may
include a child health history, physical examination,
developmental assessment, nutrition assessment and counseling,
social assessment and counseling, genetic evaluation and 
counseling, indicated laboratory and screening tests, screening 
for appropriate immunizations, health counseling and treatment
of childhood illness and conditions. 
(3) Hearing and Hearing Aid evaluation.  Hearing evaluation
includes pure tone air, bone and speech audiometry provided by a
state licensed audiologist who:

(A) holds a certificate of clinical competence from the
American Speech and Hearing Association; or
(B) has completed the equivalent educational requirements and 
work experience necessary for the certificate; or
(C) has completed the academic program and is acquiring
supervised work experience to qualify for the certificate.

(4) Audiometry test.  Audiometric test (Immittance [Impedance]
audiometry or tympanometry) includes bilateral assessment of
middle ear status and reflex studies (when appropriate) provided
by a state licensed audiologist who:

(A) holds a certificate of clinical competence from the
American Speech and Hearing Association; or
(B) has completed the equivalent educational requirements and 
work experience necessary for the certificate; or
(C) has completed the academic program and is acquiring
supervised work experience to qualify for the certificate.

(5) Ear impression (for earmold).  Ear impression (for earmold) 
includes taking impression of a member's ear and providing a
finished earmold which is used with the member's hearing aid
provided by a state licensed audiologist who: 
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(A) holds a certificate of clinical competence from the
American Speech and Hearing Association; or
(B) has completed the equivalent educational requirements and 
work experience necessary for the certificate; or
(C) has completed the academic program and is acquiring
supervised work experience to qualify for the certificate.

(6) Vision Screening. Vision screening examination must be
provided by a state licensed Doctor of Optometry (O.D.) or
licensed physician specializing in ophthalmology (M.D. or D.O.).
At a minimum, vision services include diagnosis and treatment
for defects in vision. 
(7) Speech Language evaluation. Speech Language evaluation must
be provided by state licensed speech language pathologist who:

(A) holds a certificate of clinical competence from the
American Speech and Hearing Association; or
(B) has completed the equivalent educational requirements and 
work experience necessary for the certificate; or
(C) has completed the academic program and is acquiring
supervised work experience to qualify for the certificate.

(8) Physical Therapy evaluation. Physical Therapy evaluation
must be provided by a state licensed physical therapist.
(9) Occupational Therapy evaluation. Occupational Therapy
evaluation must be provided by a state licensed occupational
therapist.
(10) Psychological Evaluation and Testing. Psychological
Evaluation and Testing must be provided by state licensed, Board
Certified, Psychologist or School Psychologist certified by
State Department of Education (SDE).
(11) Dental Screening Examination. Screening for dental disease 
by a state licensed dentist. The child may be referred directly
to a dentist for further screening and/or treatment.
(12) Child guidance treatment encounter.  A child guidance
treatment encounter may occur through the provision of 
individual, family, or group treatment services to children who 
are identified as having specific disorders or delays in
development, emotional, or behavioral problems, or disorders of 
speech, language or hearing. These types of encounters are
initiated following the completion of a diagnostic encounter and
subsequent development of a treatment plan, or as a result of an
IEP or IFSP and may include the following:

(A) Hearing and Vision Services. Hearing and vision services 
may include provision of habilitation activities, such as
auditory training, aural and visual habilitation training,
including Braille, and communication management, orientation 
and mobility, counseling for vision and hearing losses and 
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disorders. Services must be provided by:
(i) state licensed, Master's Degree Audiologist who:

(I) holds a certificate of clinical competence from the 
American Speech and Hearing Association; or
(II) has completed the equivalent educational 
requirements and work experience necessary for the
certificate; or
(III) has completed the academic program and is
acquiring supervised work experience to qualify for the 
certificate;

(ii) state licensed, Master's Degree Speech Language
Pathologist who:

(I) holds a certificate of clinical competence from the 
American Speech and Hearing Association; or
(II) has completed the equivalent educational 
requirements and work experience necessary for the
certificate; or
(III) has completed the academic program and is
acquiring supervised work experience to qualify for the 
certificate;

(iii) state certified Speech Therapist working under the
direction of a state licensed Speech Language Pathologist;  
(iv) state certified deaf education teacher;
(v) certified orientation and mobility specialists; and
(vi) state certified vision impairment teachers.

(B) Speech Language Therapy Services. Speech Language
Therapy Services must be provided by a state licensed Speech 
Language Pathologist who:

(i) holds a certificate of clinical competence from the
American Speech and Hearing Association; or
(ii) has completed the equivalent educational requirements 
and work experience necessary for the certificate; or
(iii) has completed the academic program and is acquiring 
supervised work experience to qualify for the certificate; 
or 
(iv) a Speech Therapy Assistant who has been authorized by 
the Board of Examiners, working under the direction of a
state licensed speech language pathologist.  The licensed 
Speech Language Pathologist may not supervise more that
two Speech Therapy assistants, and must be on site.

(C) Physical Therapy Services. Physical Therapy Services
must be provided by state licensed physical therapist or a
Physical Therapy Assistant who has been authorized by the
Board of Examiners working under the supervision of a
licensed Physical Therapist. The licensed Physical Therapist 
may not supervise more than three Physical Therapy 
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Assistants. 
(D) Occupational Therapy Services. Occupational therapy may 
include provision of services to improve, develop or who
restore impaired ability to function independently and must
be provided by a state licensed Occupational Therapist or an 
Occupational Therapy Assistant who has been authorized by the
Board of Examiners, working under the supervision of a
licensed Occupational Therapist.
(E) Nursing Services.  Nursing Services may include provision 
of services to protect the health status of children, correct 
health problems and assist in removing or modifying health
related barriers and must be provided by a registered nurse
or licensed practical nurse under supervision of a registered 
nurse. Services include medically necessary procedures
rendered at the school site, such as catheterization,
suctioning, administration and monitoring of medication.
(F) Psychological Services.  Psychological services are
planning and managing a program of psychological services,
including the provision of counseling for children and
parents, consulting on management of severe behavioral and
emotional concerns in school and home. All services must be 
for the direct benefit of the child.  Psychological services 
must be provided by a state licensed Psychologist, or School 
Psychologist certified by SDE.
(G) Psychotherapy Counseling Services. Psychotherapy
counseling services are the provision of counseling for
children and parents. All services must be for the direct 
benefit of the child. Psychotherapy counseling services must
be provided by a state licensed Social Worker, a state
Licensed Professional Counselor, a State licensed 
Psychologist or School Psychologist certified by the SDE, a
State licensed Marriage and Family Therapist or a State
licensed Behavioral Practitioner, or under Board supervision 
to be licensed in one of the above stated areas. 
(H) Assistive Technology.  Assistive technology are the
provision of services that help to select a device and assist 
a student with disability(ies) to use an Assistive technology 
device including coordination with other therapies and
training of child and caregiver. Services must be provided
by a:

(i) state licensed, Speech Language Pathologist who:
(I) holds a certificate of clinical competence from the 
American Speech and Hearing Association; or
(II) has completed the equivalent educational 
requirements and work experience necessary for the 
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certificate; or
(III) has completed the academic program and is
acquiring supervised work experience to qualify for the 
certificate;

(ii) state licensed Physical Therapist; or
(iii) state licensed Occupational Therapist.

(13) Personal Care. Provision of personal care services allow
students with disabilities to safely attend school; includes,
but is not limited to assistance with toileting, feeding,
positioning, hygiene, and riding school bus to handle medical or
physical emergencies. Services must be provided by registered
paraprofessionals/assistants who have completed training
approved or provided by SDE, or Personal Care Assistants,
including Licensed Practical Nurses, who have completed on-the-
job training specific to their duties.
(14) Therapeutic Behavioral Services. Therapeutic behavioral
services is an intervention to modify the non-adaptive behavior 
necessary to improve the student=s ability to function in the
community as identified on the plan of care. Medical necessity
must be identified and documented through assessment and
evaluation. Services encompass behavioral management,
redirection, and assistance in acquiring, retaining, improving, 
and generalizing socialization, communication and adaptive
skills. This service must be provided by a Behavioral Health
School Aide (BHSA) who has a high school diploma or equivalent
and has successfully completed the paraprofessional training
approved by The State Department of Education and a training
curriculum in behavioral interventions for Pervasive 
Developmental Disorders as recognized by OHCA. BHSA must be
supervised by a bachelor=s level individual with a special
education certification. BHSA must have CPR and First Aid 
certification. Six additional hours of related continuing
education is required per year.
(15) Immunization.  Immunizations must be coordinated with the 
Primary Care Physician for those Medicaid eligible children
enrolled in SoonerCare. An administration fee, only, can be
paid for immunizations provided by the schools.

(c) Individuals eligible for Part B of Medicare.  EPSDT school 
health related services provided to Medicare eligible recipients
are billed directly to the fiscal agent. 
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317:30-5-1027. Billing
The following units are billed on the appropriate claim

form: 
(1) Service: Child Health Screening; Unit: Completed
comprehensive screening.
(2) Service: Interperiodic Child Health Screening; Unit: 
Completed interperiodic screening.
(3) Service: Child Health Encounter; Unit: 5-10 minutes equals 1
unit; 11-20 minutes equals 2 units; over 21 minutes equals 3
units; limited to 30 units per year, additional units must be
prior authorized.
(4) Service: Individual Treatment Encounter for IEP School Based 
and School Based; Unit: 15 minutes, unless otherwise specified. 

(A) Hearing and Vision Services, IEP School Based.
(B) Hearing and Vision Services, School Based.
(C) Speech Language Therapy, IEP School Based.
(D) Speech Language Therapy, School Based.
(E) Physical Therapy, IEP School Based.
(F) Physical Therapy, School Based.
(G) Occupational Therapy, IEP School Based.
(H) Occupational Therapy, School Based.
(I) Nursing Services, IEP School Based; Unit: 5 minutes
equals 1 unit; limited to 24 per day.
(J) Nursing Services, School Based; Unit: 5 minutes equals 1 
unit; limited to 24 per day.
(K) Psychological Services, IEP School Based.
(L) Psychological Services, School Based.
(M) Psychotherapy Counseling Services, IEP School Based.
(N) Psychotherapy Counseling Services, School Based.
(O) Assistive Technology, IEP School Based.
(P) Assistive Technology, School Based.
(Q) Dental Screening, IEP School Based.
(R) Dental Screening, School Based.
(S) Therapeutic Behavioral Services, IEP School Based;
limited to 12 units per day.

(5) Service: Group Treatment Encounter for IEP School Based and 
School Based; No more than 5 recipients per group, Unit: 15
minutes, unless otherwise specified.

(A) Hearing and Vision Services, IEP School Based.
(B) Hearing and Vision Services, School Based.
(C) Speech Language Therapy, IEP School Based.
(D) Speech Language Therapy, School Based.
(E) Physical Therapy, IEP School Based.
(F) Physical Therapy, School Based.
(G) Occupational Therapy, IEP School Based.
(H) Occupational Therapy, School Based. 
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(I) Psychological Services, IEP School Based.
(J) Psychological Services, School Based.
(K) Psychotherapy Counseling Services, IEP School Based.
(L) Psychotherapy Counseling Services, School Based.

(6) Service: Administration only, Immunization; Unit: one
administration. 
(7) Service: Hearing Evaluation; Unit: Completed Evaluation.
(8) Service: Hearing Aid Evaluation; Unit: Completed Evaluation.
(9) Service: Audiometric Test (Impedance); Unit: Completed Test 
(Both Ears).
(10) Service: Tympanometry and acoustic reflexes.
(11) Service: Ear Impression Mold; Unit: 2 molds (one per ear). 
(12) Service: Vision Screening; Unit: one examination, by state 
licensed O.D., M.D., or D.O.
(13) Service: Speech Language Evaluation; Unit: one evaluation. 
(14) Service: Physical Therapy Evaluation; Unit: one evaluation.
(15) Service: Occupational Therapy Evaluation; Unit: one 
evaluation. 
(16) Service: Psychological Evaluation and Testing; Unit: one
hour (with written report).
(17) Service: Personal Care Services; Unit: 10 minutes. 
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317:35-1-2. Definitions 
The following words and terms, when used in this Chapter, have

the following meaning, unless the context clearly indicates
otherwise: 

"Acute Care Hospital" means an institution that meets the 
requirements of 42 CFR, Section 440.10 and:

(A) is maintained primarily for the care and treatment of
patients with disorders other than mental diseases;
(B) is formally licensed or formally approved as a hospital
by an officially designated authority for state standard
setting; and
(C) meets the requirements for participation in Medicare as a 
hospital.

"ADvantage Administration (AA)" means the Oklahoma Department of
Human Services (OKDHS) which performs certain administrative 
functions related to the ADvantage Waiver.

"AFDC" means Aid to Families with Dependent Children.
"Aged" means an individual whose age is established as 65 years 

or older. 
"Agency partner" means an agency or organization contracted with

the OHCA that will assist those applying for services.
"Aid to Families with Dependent Children" means the group of low

income families with children described in Section 1931 of the 
Social Security Act. The Personal Responsibility and Work
Opportunity Act of 1996 established the new eligibility group of
low income families with children and linked eligibility income and 
resource standards and methodologies and the requirement for
deprivation for the new group to the State plan for Aid to Families 
with Dependent Children in effect on July 16, 1996. Oklahoma has 
elected to be less restrictive for all SoonerCare members related 
to AFDC. 

"Area nurse" means a registered nurse in the OKDHS Aging
Services Division, designated according to geographic areas who
evaluates the UCAT and determines medical eligibility for Personal 
Care, ADvantage Waiver, and Nursing Facility services. The area 
nurse also approves care plan and service plan implementation for
Personal Care services. 

"Area nurse designee" means a registered nurse selected by the
area nurse who evaluates the UCAT and determines medical 
eligibility for Personal Care, ADvantage Waiver, and Nursing
Facility services.

"Authority" means the Oklahoma Health Care Authority (OHCA).
"Blind" means an individual who has central visual acuity of

20/200 or less in the better eye with the use of a correcting lens. 
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"Board" means the Oklahoma Health Care Authority Board.
"Buy-in" means the procedure whereby the OHCA pays the member's 

Medicare premium.
(A) "Part A Buy-in" means the procedure whereby the OHCA pays
the Medicare Part A premium for individuals determined
eligible as Qualified Medicare Beneficiaries Plus (QMBP) who 
are enrolled in Part A and are not eligible for premium free 
enrollment as explained under Medicare Part A. This also 
includes individuals determined to be eligible as Qualified
Disabled and Working Individuals (QDWI).
(B) "Part B Buy-in" means the procedure whereby the OHCA pays
the Medicare Part B premium for categorically needy 
individuals who are eligible for Part B Medicare. This 
includes individuals who receive TANF or the State 
Supplemental Payment to the Aged, Blind or Disabled, and
those determined to be Qualified Medicare Beneficiary Plus
(QMBP), Specified Low Income Medicare Beneficiaries (SLMB) or 
Qualifying Individual-1 (QI-1). Also included are 
individuals who continue to be categorically needy under the 
PICKLE amendment and those who retain eligibility after
becoming employed.

"Caretaker relative" means a person other than the biological or
adoptive parent with whom the child resides who meets the specified 
degree of relationship within the fifth degree of kinship.

"Case management" means the activities performed for members to 
assist them in accessing services, advocacy and problem solving
related to service delivery.

"Categorically needy" means that income and when applicable,
resources are within the standards for the category to which the
individual is related. 

"Categorically related" or "related" means the individual is: 
(A) aged, blind, or disabled;
(B) pregnant;
(C) an adult individual who has a minor child under the age
of 18 and who is deprived of parental support due to absence, 
death, incapacity, unemployment; or
(D) a child under 19 years of age.

"Certification period" means the period of eligibility extending
from the effective date of certification to the date of termination 
of eligibility or the date of the next periodic redetermination of
eligibility.

"County" means the Oklahoma Department of Human Services' office
or offices located in each county within the State. 
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"Custody" means the custodial status, as reported by the
Oklahoma Department of Human Services.

"Deductible/Coinsurance" means the payment that must be made by
or on behalf of an individual eligible for Medicare before Medicare
payment is made. The coinsurance is that part of the allowable
medical expense not met by Medicare, which must be paid by or on
behalf of an individual after the deductible has been met. 

(A) For Medicare Part A (Hospital Insurance), the deductible 
relates to benefits for in-patient services while the patient 
is in a hospital or nursing facility. After the deductible 
is met, Medicare pays the remainder of the allowable cost.
(B) For Medicare Part B (Medical Insurance), the deductible
is an annual payment that must be made before Medicare
payment for medical services. After the deductible is met,
Medicare pays 80% of the allowable charge.  The remaining 20%
is the coinsurance. 

"Disabled" means an individual who is unable to engage in any
substantial gainful activity by reason of any medically
determinable physical or mental impairment which can be expected to 
result in death, or which has lasted (or can be expected to last)
for a continuous period of not less than 12 months.

"Disabled child" means for purposes of Medicaid Recovery a child
of any age who is blind, or permanently and totally disabled
according to standards set by the Social Security Administration.

"Estate" means all real and personal property and other assets
included in the member's estate as defined in Title 58 of the 
Oklahoma Statutes. 

"Gatekeeping" means the performance of a comprehensive
assessment by the OKDHS nurse utilizing the Uniform Comprehensive
Assessment Tool (UCAT) for the determination of Medical 
eligibility, care plan development, and the determination of Level 
of Care for Personal Care, ADvantage Waiver and Nursing Facility
services. 

"Local office" means the Oklahoma Department of Human Services' 
office or offices located in each county within the State.

"LOCEU" means the Oklahoma Health Care Authority's Level of Care
Evaluation Unit. 

"Medicare" means the federally funded health insurance program
also known as Title XVIII of the Social Security Act.  It consists 
of four separate programs. Part A is Hospital Insurance, Part B is 
Medical Insurance, Part C is Medicare Advantage Plans, and Part D
is Prescription Drug Coverage. 

(A) "Part A Medicare" means Hospital Insurance that covers
services for inpatient services while the patient is in a 
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hospital or nursing facility. Premium free enrollment is 
provided for all persons receiving OASDI or Railroad 
Retirement income who are age 65 or older and for those under 
age 65 who have been receiving disability benefits under
these programs for at least 24 months.

(i) Persons with end stage renal disease who require
dialysis treatment or a kidney transplant may also be
covered. 
(ii) Those who do not receive OASDI or Railroad Retirement 
income must be age 65 or over and pay a large premium for 
this coverage. Under Authority rules, these individuals
are not required to enroll for Part A to be eligible for
SoonerCare benefits as categorically needy. They must
however, enroll for Medicare Part B.  Individuals eligible
as a QMBP or as a Qualified Disabled and Working
Individual (QDWI) under Medicaid are required to enroll
for Medicare Part A. The Authority will pay Part A
premiums for QMBP individuals who do not qualify for
premium free Part A and for all QDWI's.

(B) "Part B Medicare" means Supplemental Medical Insurance
that covers physician and related medical services other than 
inpatient or nursing facility care.  Individuals eligible to 
enroll in Medicare Part B are required to do so under OHCA
policy. A monthly premium is required to keep this coverage 
in effect. 

"Minor child" means a child under the age of 18.
"Nursing Care" for the purpose of Medicaid Recovery is care

received in a nursing facility, an intermediate care facility for
the mentally retarded or other medical institution providing
nursing and convalescent care, on a continuing basis, by
professional personnel who are responsible to the institution for
professional medical services.

"OCSS" means the Oklahoma Department of Human Services' Oklahoma
Child Support Services (formerly Child Support Enforcement 
Division).

"OHCA" means the Oklahoma Health Care Authority.
"OHCA Eligibility Unit" means the group within the Oklahoma

Health Care Authority that assists with the eligibility
determination process.

"OKDHS" means the Oklahoma Department of Human Services.
"OKDHS nurse" means a registered nurse in the OKDHS Aging

Services Division who meets the certification requirements for UCAT 
Assessor and case manager, and who conducts the uniform assessment 
of individuals utilizing the Uniform Comprehensive Assessment Tool 
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(UCAT) for the purpose of medical eligibility determination. The 
OKDHS nurse also develops care plans and service plans for Personal 
Care services based on the UCAT. 

"Qualified Disabled and Working Individual (QDWI)" means 
individuals who have lost their Title II OASDI benefits due to 
excess earnings, but have been allowed to retain Medicare coverage. 

"Qualified Medicare Beneficiary Plus (QMBP)" means certain aged,
blind or disabled individuals who may or may not be enrolled in
Medicare Part A, meet the Medicaid QMBP income and resource
standards and meet all other Medicaid eligibility requirements.

"Qualifying Individual" means certain aged, blind or disabled
individuals who are enrolled in Medicare Part A, meet the Medicaid 
Qualifying Individual income and resource standards and meet all
other Medicaid eligibility requirements.

"Qualifying Individual-1" means a Qualified Individual who meets
the Qualifying Individual-1 income and resource standards.

"Recipient lock-in" means when a member is restricted to one 
primary physician and/or one pharmacy. It occurs when the OHCA 
determines that a SoonerCare member has used multiple physicians
and/or pharmacies in an excessive manner over a 12-month period.

"Scope" means the covered medical services for which payment is 
made to providers on behalf of eligible individuals.  The Oklahoma 
Health Care Authority Provider Manual (OAC 317:30) contains
information on covered medical services. 

"Specified Low Income Medicare Beneficiaries (SLMB)" means 
individuals who, except for income, meet all of the eligibility
requirements for QMBP eligibility and are enrolled in Medicare Part 
A. 

"TEFRA" means the Tax Equity and Fiscal Responsibility Act of
1982 (Public Law 97-248). TEFRA provides coverage to certain
disabled children living in the home who would qualify for
SoonerCare if residents of nursing facilities, ICF/MRs, or 
inpatient acute care hospital stays are expected to last not less
than 60 days.

"Worker" means the OHCA or OKDHS worker responsible for
assisting in eligibility determinations. 
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317:35-5-6. Determining categorical relationship to pregnancy-
related services 

Categorical relationship to pregnancy-related services can be
established by determining through medical evidence that the
individual is currently or has been pregnant. Pregnancy must be
verified by providing medical proof of pregnancy within 10 days of
application submission. OKDHS form 08MA005E, Notification of
Needed Medical Services, is not required but will be accepted as
medical verification.  If proof of pregnancy is not provided within
10 days of application submission, SoonerCare benefits will be
closed for the pregnant woman at the end of the ten day period.
The expected date of delivery must be established either by
information from the applicant's physician or certified nurse
midwife or the member's statement. 

ELIGIBILITY AND COUNTABLE INCOME REVISED 03-01-10





MEDICAL ASSISTANCE FOR ADULTS 
AND CHILDREN-ELIGIBILITY OAC 317:35-5-6.1 

317:35-5-6.1. Determining categorical relationship for pregnancy
related services covered under Title XXI 

Categorical relationship for pregnancy related benefits covered 
under Title XXI are determined in accordance with OAC 317:35-22-1 
and through medical evidence that the individual is currently or
has recently been pregnant and may qualify for pregnancy related
services. Pregnancy must be verified by providing medical proof of
pregnancy within 10 days of application submission. OKDHS form 
08MA005E, Notification of Needed Medical Services, is not required 
but will be accepted as medical verification. If proof of
pregnancy is not provided within 10 days of application submission, 
SoonerCare benefits will be closed for the pregnant woman at the
end of the ten day period.  The applicant must be residing in the
State of Oklahoma with the intent to remain at the time the medical 
service is received. The expected date of delivery must be
established either by information from the applicant's physician or 
other qualified practitioner. 
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317:35-6-15. Application for SoonerCare for Pregnant Women and
Families with Children; forms
(a) Application. An application for categorically needy pregnant
women and families with children consists of the SoonerCare 
application. The application form is signed by the individual,
parent, spouse, guardian, or someone else acting on the 
individual's behalf. A categorically needy individual does not
have to have received a medical service nor expect to receive one
to be certified for SoonerCare. 

(1) An application may be made in a variety of locations, for
example, a physician's office, a hospital or other medical
facility, Health Department, in the county OKDHS office, or 
online. A face to face interview is not required. Applications
are mailed to the OHCA Eligibility Unit. When an individual 
indicates a need for SoonerCare, the physician or facility may
forward an application to the OHCA Eligibility Unit for 
processing. If the applicant is unable to sign the application,
someone acting on his/her behalf may sign the application.
(2) OKDHS form 08MA005E, Notification of Needed Medical 
Services, is required only for preauthorization of medical
services. Although not required, the form may be submitted by
the physician or facility as notification for a need for medical
service. The form also may be accepted as medical verification 
of pregnancy.
(3) Receipt of the SoonerCare Application form or OKDHS form
08MA005E constitutes an application for SoonerCare.
(4) If OKDHS form 08MA005E is received and a SoonerCare 
application cannot be completed, receipt of OKDHS form 08MA005E 
constitutes an application which must be registered and 
subsequently denied. The applicant and provider are notified by
computer-generated notice.

(b) Date of application. When an application is made online, the
date of application is the date the application is submitted
online.  When application is made in the county office, the date of
application is the date the applicant or someone acting on his/her 
behalf signs the application form. When the application is
initiated outside the county office, the date of application is the 
date the application or OKDHS form 08MA005E is stamped with the 
date the application was received into the OHCA Eligibility Unit. 
When a request for SoonerCare is first made by an oral request to
the county office, and the application form is signed later, the
date of the oral request is entered in "red" on the application
form above the date the form is signed. The date of the oral 
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request is the date of application to be used. When OKDHS form 
08MA005E is received in the OHCA Eligibility Unit prior to the
completion of the application form, the date that OKDHS form
08MA005E is received is considered as the date of application and
must be registered as an application. Certain providers may take
applications and then forward them to the OHCA Eligibility Unit for 
SoonerCare eligibility determination. Under this circumstance, the
application date is the date the applicant signed the application
form for the provider. 
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317:35-6-38. Presumptive eligibility for pregnant women
(a) Presumptive Eligibility (PE) is a limited period of SoonerCare
eligibility for categorically needy pregnant women that is 
determined by a qualified provider. Its purpose is to encourage
pregnant women to receive adequate prenatal care in the earlier
months of their pregnancy, and to ensure qualified providers of
payment for the prenatal care. The PE period precedes the
SoonerCare eligibility determination and begins on the date a
qualified provider makes a determination of presumptive
eligibility. The basis for the determination is preliminary
information that the net family income of the pregnant woman does
not exceed the standards on the OHCA website or the OKDHS form 
08AX001E, Schedule I, which are 185% of the Federal Poverty Level. 
(b) Pregnant women are excluded from a resource test. When a 
qualified provider has made this determination, the provider is
required to notify the county office in the OHCA Eligibility Unit
within five working days after the date of PE determination. The 
OHCA Eligibility Unit does not make PE determinations. When a PE 
determination is received, the worker determines SoonerCare 
eligibility using normal procedures.

(1) Qualified providers. The determination that a provider is
qualified to make a PE determination is made by the OHCA. A 
listing of approved qualified providers is found on the OHCA 
website. The OHCA Eligibility Unit must be sure a PE 
determination is made only by a qualified provider.
(2) Application and eligibility determination process for
presumptive eligibility. The OHCA Eligibility Unit supplies the 
qualified providers with the necessary forms and instructions to
complete and correctly determine PE for pregnant women.

(A) The forms include the following:
(i) The SoonerCare Application. This form must be 
completed at the PE determination and serves to gather
information to complete PE determination and also to use
for SoonerCare eligibility determination;
(ii) OHCA Form MA-PE-1, Presumptive Eligibility Budget
Sheet, which is completed by the qualified provider to
verify pregnancy and provide income screening necessary to 
determine PE. Instructions for completing the form and
eligibility rules are included on the back of the form;
and 
(iii) OHCA Form MA-PE-2, Notice to Pregnant Women 
Regarding Presumptive Eligibility for SoonerCare, which is
completed and given to the pregnant woman by the qualified 
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provider. It informs her whether she has been determined 
to be presumptively eligible or ineligible by the 
qualified provider. It also contains information 
regarding the application process as well as a detailed
list of what is needed to complete the SoonerCare 
application.

(B) After determining the pregnancy of the individual, the
qualified provider determines financial eligibility. OHCA 
Form MA-PE-1 is completed to document the pregnancy and the
financial eligibility. If the qualified provider determines 
the individual meets PE requirements, OHCA Form MA-PE-2 is 
completed and given to the individual. The originals of the
SoonerCare Application form and OHCA Form MA-PE-1 are sent to 
the OHCA Eligibility Unit. They must be received within five
working days after the date of the PE determination.
(C) If the individual is determined by the qualified provider 
to not meet PE requirements, the qualified provider completes 
OHCA Form MA-PE-2 and gives it to the individual. The 
qualified provider also advises the individual she may be
eligible for SoonerCare and refers her to the on line 
application or the OKDHS county office for SoonerCare 
eligibility determination.
(D) A PE determination may be made at any time during a
pregnancy, even if there is an application pending.  Only one
PE period will be granted during a pregnancy.
(E) Only a pregnant woman may be determined as PE. No other 
household member may be certified as presumptively eligible. 

(3) Household definition. For purposes of this Section, the
household is defined as the pregnant woman, her spouse or male
acting in the role of the spouse, and her minor dependent
children. The unborn child(ren) is also included as a member(s)
of the household. If the pregnant woman is under age 18 and
lives with her parent(s), the parent(s) is considered a
household member(s). Other minor siblings may be included as
household members. 
(4) Income computation. The PE determination of the pregnant
woman requires the provider to compute the total monthly income 
of the household as shown on the SoonerCare Application. The 
total monthly income includes the earned and unearned income of 
all household members. If the pregnant woman is a minor (under 
age 18) and lives with her parents, her parents' income must be 
included, regardless of the minor pregnant woman's marital
status. The income included in the PE determination is the 
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total income received in the month that PE is determined by the
qualified provider. The household's total net income must be 
equal to or less than the standards on the OHCA website or the 
OKDHS Form 08AX001E, Schedule I, which are 185% of the Federal 
Poverty Level. 

(A) Countable earned income is the gross earnings of each
household member minus the AFDC work related expenses and
paid dependent care expenses not to exceed the AFDC dependent 
care limits (see OAC 317:35-10). Countable unearned income 
is the total unearned income of all household members. The 
AFDC rule on unearned income exclusions is followed. 
(B) The total countable net earned income plus the total
countable unearned income is the total countable net income. 
This total and the household size is compared to the
standards on OHCA Form MA-PE-1 to determine financial 
eligibility. 

(5) Presumptive eligibility period. Presumptive eligibility
begins on the date a qualified provider determines the total
countable monthly net income of a pregnant woman's household
does not exceed the eligibility standard on the OHCA website or 
OKDHS Form 08AX001E, Schedule I. Presumptive eligibility ends
with (and includes) the earlier of:

(A) The day an eligibility or ineligibility determination is 
made; or
(B) The 45th day after the date on which the qualified
provider made the PE determination (the 45 day count begins
on the day following the eligibility determination date).

(6) Approval of presumptive eligibility. When the OHCA 
Eligibility Unit  receives timely a completed PE certification, 
a case number, if needed, is assigned.  The PE certification is 
processed within five working days. The applicant is notified 
of the PE determination by computer generated notice. The 
notice also advises that the PE period expires 45 days from the 
date of the qualified provider's approval. The case is 
automatically closed at the end of the 45 day period if a
decision has not been made on the SoonerCare application. 
(7) Incomplete/incorrect presumptive eligibility forms. Upon
receipt of the SoonerCare Application and OHCA Form MA-PE-1 from 
the qualified provider, the OHCA Eligibility Unit immediately
screens them for completeness and correct determination.

(A) The SoonerCare Application for PE is considered 
incomplete if it is not filled out in its entirety, properly 
signed and dated. OHCA Form MA-PE-1 is considered incomplete 
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if any response is omitted or if the form is not properly
signed and dated.
(B) The presumptive eligibility determination is considered
to be incorrect if the provider submitting the certification 
has not been determined to be a qualified provider by the 
OHCA. The presumptive eligibility decision is also incorrect 
if the income computed by the qualified provider exceeds the 
allowable standard. 
(C) When it is determined the PE certification is incomplete 
or incorrect, the original OHCA Form MA-PE-1 and a copy of
the SoonerCare application, are returned to the qualified
provider. The worker proceeds with the SoonerCare 
eligibility determination. To maintain the original PE
certification period, the qualified provider must correct
and/or complete the forms and return them to the OHCA 
Eligibility Unit within the original five working days. If 
this requirement is not met, an amended PE determination and 
PE determination date must be completed by the provider. 

(8) Presumptive eligibility forms not received within five
working days. A qualified provider is required to provide the
PE determination to the OHCA Eligibility Unit within five 
working days after the date of the PE determination. The forms 
must be complete and correct as explained in paragraph (7) of
this subsection. Forms received on the sixth day (or later)
after the PE determination date are returned to the qualified
provider with a request for an amended PE determination and PE
determination date. 
(9) Erroneous payments and appeal rights. When an individual is 
certified as presumptively eligible and a determination is made 
later that the individual is not eligible for SoonerCare, the PE
period ends with the effective date of the SoonerCare 
application denial. In this instance, the effective date of 
denial is the day following the date the ineligibility decision 
is made. 

(A) If the ineligibility is not due to a misrepresentation by 
the applicant, any payments made are not considered to be
erroneous. If the ineligibility is due to the applicant
withholding or misrepresenting information, any payments made 
are considered to be erroneous and a recipient overpayment is 
submitted to OKDHS State Office, FSS Overpayment Section.
(B) The applicant cannot appeal a PE determination made by a
qualified provider or the expiration of the PE period (45
days). 
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317:35-6-60. Certification for SoonerCare for pregnant women and
families with children 

An individual determined eligible for SoonerCare may be 
certified for a medical service provided on or after the date of 
certification. The period of certification may not be for a
retroactive period. The individual who is categorically needy and
related to pregnancy-related services retains eligibility for the
period covering prenatal, delivery and postpartum periods without
regard to eligibility for other household members in the case.  1 

(1) Certification as a TANF (cash assistance) recipient. A 
categorically needy individual who is determined eligible for
TANF is certified effective the first day of the month of TANF
eligibility.
(2) Certification of non-cash assistance individuals 
categorically needy and related to AFDC. The certification 
period for the individual related to AFDC is 12 months. The 
certification period can be less than 12 months if the
individual: 

(A) is certified as eligible in a money payment case during
the 12-month period;
(B) is certified for long-term care during the 12-month
period;
(C) becomes ineligible for SoonerCare after the initial 
month; or
(D) becomes ineligible as categorically needy.

(i) If an income change after certification causes the
case to exceed the categorically needy maximums, the case 
is closed. 
(ii) Individuals, however, who are determined pregnant and 
eligible as categorically needy continue to be eligible
for pregnancy-related services through the prenatal,
delivery and postpartum period, regardless of income
changes. A pregnant individual included in a TANF case
which closes continues to be eligible for pregnancy
related services through the postpartum period.  2 

(3) Certification of individuals categorically needy and related
to pregnancy-related services. The certification period for the
individual related to pregnancy-related services will cover the 
prenatal, delivery and postpartum periods. The postpartum
period is defined as the two months following the month the
pregnancy ends. Eligibility as categorically needy is based on 
the income received in the first month of the certification 
period. No consideration is given to changes in income after 
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certification. 
(4) Certification of newborn child deemed eligible. 

(A) Every newborn child is deemed eligible on the date of
birth for SoonerCare when the child is born to a woman who is 
eligible for pregnancy-related services as categorically
needy. The newborn child is deemed eligible through the last 
day of the month the newborn child attains the age of one
year. The newborn child's eligibility is not dependent on
the mother's continued eligibility. The mother's coverage
may expire at the end of the postpartum period; however, the 
newborn child is deemed eligible until age one.  The newborn 
child's eligibility is based on the original eligibility
determination of the mother for pregnancy-related services,
and consideration is not given to any income or resource
changes that occur during the deemed eligibility period.
(B) The newborn child is deemed eligible for SoonerCare as 
long as he/she continues to live in Oklahoma. No other 
conditions of eligibility are applicable, including social
security number enumeration, child support referral, and 
citizenship and identity verification. However, it is
recommended that social security number enumeration be
completed as soon as possible after the newborn child's
birth. It is also recommended that a child support referral 
be completed, if needed, as soon as possible and sent to the 
Oklahoma Child Support Services (OCSS) division at OKDHS. 
The referral enables child support services to be initiated. 
(C) When a categorically needy newborn child is deemed
eligible for SoonerCare, he/she remains eligible through the 
end of the month that the newborn child reaches age one.  If 
the child's eligibility is moved from the case where initial 
eligibility was established, it is required that the newborn 
receive the full deeming period.  The certification period is 
shortened only in the event the child:

(i) loses Oklahoma residence; or
(ii) expires.

(D) A newborn child cannot be deemed eligible when the
mother's only coverage was presumptive eligibility, and
continued eligibility was not established. 

INSTRUCTIONS TO STAFF 

1. Certification procedures for a family case.  Each individual to 
be included in a family case is coded on the computer input 
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document with the appropriate categorical relationship. Family
cases may contain individuals who are categorically related to
different categories. The countable income is shown on a monthly
basis for each individual. 

2. The procedure is to continue the services for the pregnant woman 
by removing the TANF benefit and keeping the medical benefit 
open. If other members on the case remain eligible for the 
medical benefit, follow the same procedure for them. 
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317:35-6-62. Notification of eligibility
When eligibility for SoonerCare is established, the appropriate 

notice is computer generated to the applicant. When the computer
file is updated for changes, notices are generated only if there is 
a change in the eligibility of any household member. 
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317:35-6-63. Denials 
If the denial of SoonerCare is for the entire household, the

appropriate notice is computer generated to the applicant. If an 
individual(s) is being denied but other family members are
eligible, the denied individual(s) is provided with a notice. 
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317:35-6-64. Closures 
SoonerCare cases are closed at any time during the certification

period that the case becomes ineligible. A computer-generated
notice is sent to the head of the household. 
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317:35-6-64.1. Transitional Medical Assistance (TMA)
(a) Conditions for TMA. 

(1) Transitional Medical Assistance.  Health benefits are 
continued when the benefit group loses eligibility due to new or
increased earnings of the parent(s)/caretaker relative or the
receipt of child or spousal support. The health benefit 
coverage is of the same amount, duration, and scope as if the
benefit group continued receiving SoonerCare. Eligibility for
TMA begins with the effective date of case closure or the
effective date of closure had the income been reported timely.
An individual is included for TMA only if that individual was
eligible for SoonerCare and included in the benefit group at the
time of the closure. To be eligible for TMA the benefit group
must meet all of the requirements listed in (A) - (C) of this
paragraph.

(A) At least one member of the benefit group was included in 
at least three of the six months immediately preceding the
month of ineligibility.
(B) The health benefit cannot have been received fraudulently 
in any of the six months immediately preceding the month of
ineligibility.
(C) The benefit group must have included a dependent child
who met the age and relationship requirements for SoonerCare
and whose needs were included in the benefit group at the
time of closure, unless the only eligible child is a
Supplemental Security Income (SSI) recipient.

(2) Closure due to child support or spousal support. Health 
benefits are continued if the case closure is due to the receipt
of new or increased child support or payments for spousal
support in the form of alimony. The needs of the parent(s)or
caretaker relative must be included in the benefit group at the
time of closure. The health benefits are continued for four 
months. 
(3) Closure due to new or increased earnings of parent(s) or
caretaker relative.  Health benefits are continued if the 
closure is due to the new or increased earnings of the parent(s)
or caretaker relative. The needs of the parent(s)or caretaker
relative must be included in the benefit group at the time of
closure. The parent(s) or caretaker relative is required to
cooperate with OKDHS Oklahoma Child Support Services during the
period of time the family is receiving TMA.
(4) Eligibility period.  Health benefits may be continued for a
period up to 12 months if the reason for closure is new or 
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increased earnings of the parent(s) or caretaker relative. This 
period is divided into two six-month periods with eligibility
requirements and procedures for each period.

(A) Initial six-month period. 
(i) The benefit group is eligible for an initial six-month 
period of TMA without regard to income or resources if:

(I) an eligible child remains in the home;
(II) the parent(s) or caretaker relative remains the
same; and
(III) the benefit group remains in the state.

(ii) An individual benefit group family member remains
eligible for the initial six-month period of TMA unless
the individual: 

(I) moves out of the state,
(II) dies,
(III) becomes an inmate of a public institution,
(IV) leaves the household,
(V) does not cooperate, without good cause, with the
OKDHS Oklahoma Child Support Services or third party
liability requirements.

(B) Additional Six-month period.
(i) Health benefits are continued for the additional six-
month period if:

(I) an eligible child remains in the home;
(II) the parent(s) or caretaker relative remains the
same;
(III) the benefit group remains in the state;
(IV) the benefit group was eligible for and received
TMA for each month of the initial six-month period;
(V) the benefit group has complied with reporting
requirements in subsection (g) of this Section;
(VI) the benefit group has average monthly earned
income (less child care costs that are necessary for
the employment of the parent or caretaker relative)
that does not exceed the 185% of the Federal Poverty
Level (see OKDHS Appendix C-1, Schedule I.A); and
(VII) the parent(s) or caretaker relative had earnings 
in each month of the required three-month reporting
period described in (g)(2) of this Section, unless the 
lack of earnings was due to an involuntary loss of
employment, illness, or other good cause.

(ii) An individual benefit group family member remains
eligible for the additional six-month period unless the 
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individual meets any of the items listed in (4)(A)(ii) of 
this paragraph.

(b) Income and resource eligibility. 
(1) The unearned income and resources of the benefit group are
disregarded in determining eligibility for TMA. There is no 
earned income test for the initial six-month period.
(2) Health benefits are continued for the additional six-month 
period if the benefit group's countable earnings less child care
costs that are necessary for the employment of the parent(s) or 
caretaker relative are below 185% of the Federal Poverty Level
(see the standards on the OHCA website or the OKDHS Form 
08AX001E, Schedule I.A) and the benefit group meets the
requirements listed in (a)(4)(B).

(A) The earnings of all benefit group members are used in
determining the earned income test. The only exception is
that earnings of full time students included in the benefit
group are disregarded.
(B) Income is determined by averaging the benefit group's
gross monthly earnings (except full time student earnings)
for the required three-month reporting period.
(C) A deduction from the benefit group's earned income is
allowed for the cost of approved child care necessary for the
employment of the parent(S) or caretaker relative. ■ 1 The 
child care deduction is averaged for the same three-month
reporting period. There is no maximum amount for this 
deduction. 
(D) All individuals whose earnings are considered are
included in the benefit group. The family size remains the
same during both reporting periods.

(c) Eligible child. When the SoonerCare benefit is closed and TMA 
begins, the benefit group must include an eligible child whose
needs were included in the SoonerCare benefit at the time of 
closure, unless the only eligible child is a SSI recipient.  After 
the TMA begins, the benefit group must continue to include an
eligible child. Age is the only requirement an eligible child must
meet. 
(d) Additional members. After the TMA begins, family members who
move into the home cannot be added to the TMA coverage. This 
includes siblings and a natural or adoptive parent(s) or caretaker 
relative. If the additional member is in need of health benefits, 
an application for services under the SoonerCare program is
completed. If a benefit group member included in TMA leaves the
home and then returns, that member may be added back to TMA 
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coverage if all conditions of eligibility are met.
(e) Third party liability. The benefit group's eligibility for TMA
is not affected by a third party liability. However, the benefit
group is responsible for reporting all insurance coverage and any
changes in the coverage.  The worker must explain the necessity for
applying benefits from private insurance to the cost of medical
care. 
(f) Notification. 

(1) Notices.  Notices are sent to the benefit group, both at the
onset of and throughout the TMA period. These notices, which
are sent at specific times, inform the benefit group of its
rights and responsibilities. When SoonerCare is closed and the 
benefit group is eligible for TMA, the computer generated
closure notice includes notification of the continuation of 
health benefits. Another computer generated notice is sent at
the same time to advise the benefit group of the reporting
requirements and under what circumstances the health benefits
may be discontinued. Each notice listed in (A)-(C) of this
paragraph includes specific information about what the benefit
group must report. The notices serve as the required advance
notification in the event benefits are discontinued as a result 
of the information furnished in response to these notices.

(A) Notice #1. Notice #1 is issued in the third month of the 
initial TMA period. This notice advises the benefit group of 
the additional six-month period of TMA, the eligibility
conditions, reporting requirements, and appeal rights.
(B) Notice #2. Notice #2 is issued in the sixth month of the 
TMA period, but only if the benefit group is eligible for the
additional six-month period. This notice advises the benefit 
group of the eligibility conditions, reporting requirements, 
and appeal rights.
(C) Notice #3. Notice #3 is issued in the ninth month of the 
TMA period, or the third month of the additional six-month
period. This notice advises the benefit group of the
eligibility conditions, the reporting requirements, appeal
rights, and the expiration of TMA coverage.

(2) Notices not received. In some instances the benefit group
does not receive all of the notices listed in (1) of this
subsection. The notices and report forms are not issued
retroactively.

(g) Reporting. The benefit group is required to periodically
report specific information. The information may be reported by
telephone or by letter. 
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(1) The benefit group must report:
(A) gross earned income of the entire benefit group for the
appropriate three-month period;
(B) child care expenses, for the appropriate three-month
period, necessary for the continued employment of the
parent(s) or caretaker relative;
(C) changes in members of the benefit group;
(D) residency; and
(E) third party liability.

(2) The reporting requirement time frames are explained in this 
subparagraph.

(A) The information requested in the third month must be
received by the 21st day of the fourth month and is used to
determine the benefit group's eligibility for the additional 
six-month period. While this report is due in the fourth
month, negative action cannot be taken during the initial
period for failure to report. If the benefit group fails to 
submit the requested information, benefits are automatically 
suspended effective the seventh month. If action to 
reinstate is not taken by deadline of the suspension month,
the computer automatically closes the case effective the next 
month. 
(B) The information requested in the sixth month must be
furnished by the 21st day of the seventh month. The decision 
to continue benefits into the eighth month is determined by
the information reported.
(C) The information requested in the ninth month must be
furnished by the 21st day of the tenth month. The decision 
to continue health benefits into the 11th month is determined 
by the information reported. When the information is not 
reported timely, the TMA is automatically suspended by the
computer for the appropriate effective date.  If the benefit 
group subsequently reports the necessary information, the
worker determines eligibility. If all eligibility factors
are met during and after the suspension period, the health
benefits are reinstated. The effective date of the 
reinstatement is the same as the effective date of the 
suspension so the benefit group has continuous medical
coverage.

(h) Termination of TMA. The TMA coverage is discontinued any time 
the benefit group fails to meet the eligibility requirements as
shown in this Section. If it becomes necessary to discontinue the
TMA coverage for the benefit group or any member of the benefit 
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group, the individual(s) must be advised that he or she may be
eligible for health benefits under the SoonerCare program and how
to obtain these benefits. 
(i) Receipt of health benefits after TMA ends. To ensure continued 
medical coverage a computer generated recertification form is
mailed to the benefit group during the third month of TMA for
benefits closed due to the receipt of child or spousal support or
the 11th month of TMA for benefits closed due to increased 
earnings. The benefit group must return the form prior to the
termination of the TMA benefits.  When determined eligible, health 
benefits continue as SoonerCare, not TMA. If the benefit group
fails to return the recertification form, TMA benefits are
terminated. 

INSTRUCTIONS TO STAFF 

1. See OAC 317:35-10-26(b)(4)(B)(iv). 
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317:35-7-15. Application for Medical Services; forms
(a) Application. An application for Medical Services consists of
the Medical Assistance Application. The application form is signed
by the individual, parent, spouse, guardian or someone else acting 
on the individual's behalf. A individual does not have to have 
received a medical service nor expect to receive one to be
certified for SoonerCare. 

(1) An application may be made in a variety of locations, for
example, a physician's office, a hospital or other medical
facility or in the county OKDHS office. An application may be
made online by individuals who are pregnant, have children or
are applying for family planning services only.  A face to face 
interview is not required. SoonerCare applications for women
who are pregnant, families with children and for family planning
services only are mailed to the OHCA Eligibility Unit. 
Applications for other medical services may be mailed or faxed
to the local county OKDHS office. If faxed, it is not necessary
to send the original application.  When an individual indicates 
a need for health benefits, the physician or facility may
forward an application or 08MA005E to the OKDHS county office of
the patient's residence for processing. The physician or
facility may forward an application or 08MA005E for individuals 
who are pregnant, have children or are applying for family
planning services only to the OHCA Eligibility Unit for
processing.  If the applicant is unable to sign the application,
someone acting on his/her behalf may sign the application.
(2) OKDHS form 08MA005E, Notification of Needed Medical 
Services, is required only for preauthorization of medical
services. Although not required, the form may be submitted by
the physician or facility as notification for a need for medical
service. The form also may be accepted as medical verification 
of pregnancy.
(3) Receipt of the SoonerCare Application form or OKDHS form
08MA005E constitutes an application for SoonerCare.
(4) If OKDHS form 08MA005E is received and an application cannot
be completed, receipt of OKDHS form 08MA005E constitutes an 
application which must be registered and subsequently denied.
The applicant and provider are notified by computer-generated
notice. 
(5) If the applicant also wishes to apply for a State
Supplemental Payment, either the applicant or his/her guardian
must sign the Medical Assistance Application form. ■ 1 

(b) Date of application. When an application is made online, the
date of application is the date the application is submitted 
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online.  When application is made in the county office, the date of
application is the date the applicant or someone acting on his/her 
behalf signs the application form. When the application is
initiated outside the county office, the date of application is the 
date the application or OKDHS form 08MA005E is stamped into the
OHCA Eligibility Unit. When an application is faxed, the
application date is the date the fax is received. When a request
for SoonerCare is first made by an oral request to the county
office, and the application form is signed later, the date of the
oral request is entered in "red" on the application form above the
date the form is signed. The date of the oral request is the date 
of application to be used. When OKDHS form 08MA005E is received in 
the county office or the OHCA Eligibility Unit prior to the
completion of the application form, the date that OKDHS form
08MA005E is received is considered as the date of application and
must be registered as an application. Certain providers may take
applications and then forward them to the OKDHS county office or 
the OHCA Eligibility Unit for SoonerCare eligibility determination.
Under this circumstance, the application date is the date the
member signed the application form for the provider. 

INSTRUCTIONS TO STAFF 

1. If an individual is certified for a money payment and received 
medical services in any of the three months prior to the month 
of application, if the worker chooses to set up a separate
case for those months, a copy of the application must be filed 
in that case. 
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317:35-7-60.1. Certification for the Family Planning Waiver 
Program.

The effective date of certification for the Family Planning
Waiver Program is the date of application or later. The period of
certification may not be for a retroactive period.  An individual 
determined eligible for the Family Planning Waiver Program is
assigned a certification period of 12 months. At any time during
the certification period the individual becomes ineligible, the
case is closed using standard negative action procedures. At the 
end of the certification period, a redetermination of eligibility
is required. 
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317:35-7-63. Notification of eligibility
When eligibility for SoonerCare is established, the the 

appropriate notice is computer generated to the applicant. When 
the computer file is updated for changes, notices are generated
only if there is a change in the SoonerCare eligibility of a 
household member.  1 

INSTRUCTIONS TO STAFF 

1. Notice information is retained on the notice file for county use.
See OAC 340:65 for procedures for suspension, termination or
reduction in assistance. 
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317:35-7-64. Denials 
If denial of SoonerCare is for the entire household, the

application is denied and the appropriate notice is computer
generated to the applicant. If an individual(s) is being denied
but other family members are eligible, the denied individual(s) is 
provided with a notice. 
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317:35-7-65. Closures 
SoonerCare cases are closed at any time during the certification

period that the case becomes ineligible. A computer-generated
notice is sent to the head of the household. Otherwise, a case
automatically closes at the end of the certification period if 
eligibility is not redetermined except for children in the custody 
of OKDHS who are placed outside their own home. 
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317:35-10-26. Income 
(a) General provisions regarding income.

(1) The income of categorically needy individuals who are
related to AFDC or Pregnancy does not require verification,
unless questionable. If the income information is questionable,
it must be verified.  1 If there appears to be a conflict in 
the information provided, the worker must investigate the
situation to determine if income verification is necessary. 
(2) All available income, except that required to be disregarded
by law or OHCA's policy, is taken into consideration in
determining need. Income is considered available both when 
actually available and when the applicant or member has a legal 
interest in a liquidated sum and has the legal ability to make
such sum available for support and maintenance. When an 
individual's income is reduced due to recoupment of an 
overpayment or garnishment, the gross amount before the 
recoupment or garnishment is counted as income. The member is 
responsible for reporting all income, the source, amount and
how often received. 

(A) Income received on behalf of a member of the benefit 
group by another individual such as, but not limited to, a
guardian or conservator, is considered available to the
benefit group.
(B) Money received and used for the care and maintenance of a 
third party who is not included in the benefit group is not
counted as income if it can be identified and verified as 
intended for third party use.
(C) If it appears any member of the benefit group or an
individual whose income is considered when determining
eligibility is eligible for any type of income or benefits,
the benefit group must be notified in writing by the Oklahoma 
Department of Human Services (OKDHS). The notice must 
contain the information that failure to apply for and take
all appropriate steps to obtain such benefits within 30 days
from the date of the notice will result in a determination of 
ineligibility. An application for Supplemental Security
Income (SSI) is not required.
(D) If the member and spouse are living together or they are
living apart but there has not been a clear break in the
family relationship, income received by either spouse and
income received jointly is considered as family income.
Income cannot be diverted to a household member who is not 
included in the household size for health benefits. 
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Consideration is not given to a SSI recipient's income in
computing eligibility for the AFDC or Pregnancy related unit. 
(E) Income which can reasonably be anticipated to be received 
is considered to be available for the month its receipt is
anticipated.
(F) Income produced from resources must be considered as
unearned income. 

(3) Income that must be verified is verified by the best
available information such as pay stubs presented by the member 
or an interview with the employer. Pay stubs may only be used
for verification if they have the member's name and/or social
security number indicating that the pay stubs are in fact the
member's wages. The stubs should also include the date(s) of
the pay period and the amount of income before deductions. If 
this information is not included, employer verification is
required. The worker verifies medical insurance which may be
available at the same time that income is verified. When a 
member of the benefit group accepts employment and has not
received any wages, verification (if necessary) of the amount of
income to be considered and the anticipated date of receipt must
be obtained from the employer. Income which is expected to be
received during a month is considered available to the benefit
group and is counted in determining eligibility for the month of
receipt.
(4) Monies received in a lump sum from any source are considered
income in the month received. Changing a resource from one form
to another, such as converting personal property to cash, is not
considered a lump sum payment. Exception: lump sum payments
used to establish dedicated bank accounts by representative
payees in order to receive and maintain retroactive SSI benefits
for disabled/blind children under age 18 are excluded as income.
The interest income generated from dedicated bank accounts is
also excluded. 

(A) A nonrecurring lump sum payment considered as income
includes payments based on accumulation of income and
payments which may be considered windfall in nature and may
include but are not limited to TANF grant diversion, VA or
Social Security lump sum payments, inheritance, gifts,
worker's compensation payments, cash winnings, personal
injury awards, etc. Retirement benefits received in a lump-
sum are considered as unearned income. A non-recurring lump
sum SSI retroactive payment, made to an AFDC or pregnancy 
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related recipient who is not currently eligible for SSI, is
not counted as income. 
(B) Lump sum payments (minus allowable deductions related to 
establishing the lump sum payment) which are received by
AFDC/Pregnancy related individuals or applicants are 
considered as income. Allowable deductions are expenses
earmarked in the settlement or award to be used for a 
specific purpose which may include, but are not limited to,
attorney's fees and court costs that are identified in the
lump sum settlement, medical or funeral expenses for the
immediate family, etc. "Earmarked" means that such expense
is specifically set forth in the settlement or award.
(C) When a lump sum is received by a stepparent not included 
in the household size, only the stepparent's contribution is 
considered in accordance with the stepparent's liability
policy.
(D) When a third party reveals that a lump sum payment has
been received or is expected to be received by the applicant 
or member, adverse action notification is given or mailed to 
the applicant/member and appropriate action taken.
(E) Recurring lump sum income received from any source for a 
period covering more than one month, that is received in a
lump sum recurrently (such as annual rentals from surface or 
minerals, Windfall Profits tax refund, etc.) is prorated over 
a period of time it is intended to cover, beginning with the
month of receipt of a lump sum payment.
(F) Net income from oil and gas production (gross minus
production taxes withheld), received in varying amounts on a 
regular or irregular basis for the past six months, will be
averaged and considered as income for the next six months.
In instances where an applicant or a member receives new
income from oil and gas production and verification for the
past six months is not available, the worker accepts the
available verification and averages over the period of time
intended to cover. Net income may be verified by seeing the 
individual's production check stub, or by contacting the oil
and gas company.

(5) Income that is based on the number of hours worked, as
opposed to income based on regular monthly wages, must be
computed as irregular income. The income received irregularly
or in varying amounts will be averaged using the past two months
to establish the amount to be anticipated and considered for
prospective budgeting. 
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(6) A caretaker relative can only be included in the benefit
group when the biological or adoptive parent is not in the home.
A stepparent can be included when the biological or adoptive
parent is either incapacitated or not in the home.

(A) Consideration is not given to the income of the caretaker 
relative or the income of his or her spouse in determining
the eligibility of the children regardless of whether the
caretaker relative's needs are or are not included. However,
if that person is the stepparent, the policy on stepparent
liability is applicable.
(B) If a caretaker relative is married and living with the
spouse who is an SSI or SSP recipient, the spouse or spouse's 
income is not considered in determining the eligibility of
the caretaker relative. The income of the caretaker relative 
and the spouse who is not an SSI or SSP recipient must be
considered. Only one caretaker relative is eligible to be
included in any one month.

(7) A stepparent can be included when the biological or adoptive
parent is either incapacitated or not in the home. The income 
of the stepparent is counted if the stepparent's needs are being
included. 
(8) When there is a stepparent or person living in the home with
the biological or adoptive parent who is not a spouse by legal
marriage to or common-law relationship with the own parent, the 
worker determines the amount of income that will be made 
available to meet the needs of the child(ren) and the parent.
Only contributions made in cash directly to the benefit group
can be counted as income. In-kind contributions are disregarded
as income. When the individual and the member state the 
individual does not make a cash contribution, further 
exploration is necessary. This statement can only be accepted
after clarifying that the individual's contributions are only
in-kind. 

(b) Earned income.  The term "earned income" refers to monies 
earned by an individual through the receipt of wages, salary,
commission or profit from activities in which the individual is
engaged as self-employed or as an employee. Payments made for
accumulated annual leave/vacation leave, sick leave or as severance 
pay are considered as earned income whether paid during employment 
or at termination of employment. Temporary disability insurance
payment(s) and temporary worker's compensation payments are 
considered as earned income if payments are employer funded and the 
individual remains employed. Income received as a one-time 
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nonrecurring payment is considered as a lump sum payment. Earned 
income includes in-kind benefits received by an employee from an
employer in lieu of wages or in conjunction with wages. An 
exchange of labor or services, e.g., barter, is considered as an
in-kind benefit. Such benefits received in-kind are considered as 
earned income only when the employee/employer relationship has been 
established.  2 Income from self-employment also includes in-
kind benefits for a work activity or service for which the self-
employed person ordinarily receives payment in the business
enterprise. Medical insurance secured through the employer,
whether purchased or as a benefit, is not considered in-kind
income. Gross earned income is used to determine eligibility.   3 
Gross earned income is defined as the wage prior to payroll
deductions and/or withholdings.

(1) Earned income from self-employment.  If the income results 
from the individual's activities primarily as a result of the
individual's own labor from the operation of a business
enterprise, the "earned income" is the total profit after
deducting the business expenses (cost of the production). Money
from the sale of whole blood or blood plasma is also considered 
as self-employment income subject to necessary business expense 
and appropriate earned income exemptions.

(A) Allowable costs of producing self-employment income
include, but are not limited to, the identifiable cost of
labor, stock, raw material, seed and fertilizer, interest
payments to purchase income-producing property, insurance
premiums, and taxes paid on income-producing property.

(i) The federal or state income tax form for the most 
recent year is used for calculating the income only if it
is representative of the individual's current situation.
The individual's business records beginning the month
income became representative of the individual's current
situation is used if the income tax information does not 
represent the individual's current situation.
(ii) If the self-employment enterprise has been in
existence for less than a year, the income is averaged
over the period of time the business has been in operation 
to establish the monthly income amount.
(iii) Self-employment income which represents an annual
support is prorated over a 12-month period, even if the
income is received in a short period of time. For 
example, self-employment income received by crop farmers 
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is averaged over a 12-month period if the income 
represents the farmer's annual support.

(B) Items not considered. The following items are not
considered as a cost of producing self-employed income:

(i) The purchase price and/or payments on the principal of 
loans for capital assets, equipment, machinery, and other 
durable goods;
(ii) Net losses from previous periods;
(iii) Depreciation of capital assets, equipment,
machinery, and other durable goods; and
(iv) Federal, state and local income taxes, FICA, money
set aside for retirement purposes, and other work related 
personal expenses, such as meals and necessary
transportation. These expenses are accounted for by the
work related expense deduction.

(C) Room and/or board.  Earned income from a room rented in 
the home is determined by considering 25% of the gross amount 
received as a business expense. If the earned income 
includes payment for room and board, 50% of the gross amount 
received is considered as a business expense.
(D) Rental property.  Income from rental property is to be
considered income from self employment if none of the
activities associated with renting the property is conducted 
by an outside-person or agency.

(2) Earned income from wages, salary or commission.  If the 
income is from wages, salary or commission, the "earned income" 
is the gross income prior to payroll deductions and/or
withholdings. Income from the Older American Community Service 
Employment Act (Title V), including AARP and Green Thumb
organizations as well as employment positions allocated at the
discretion of the Governor of Oklahoma, is counted as any other 
earned income. 
(3) Earned income from work and training programs.  Earned 
income from work and training programs such as the Job Training 
Partnership Act (JTPA) received by an adult as wages is
considered as any other earned income. Also, JTPA earned income
of a dependent child is considered when received in excess of
six months in any calendar year.
(4) Individual earned income exemptions.  Exemptions from each
individual's earned income include a monthly standard work
related expense and child care expenses the individual is
responsible for paying. Expenses cannot be exempt if paid
through state or federal funds or the care is not in a licensed 
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facility or home. Exempt income is that income which by law may
not be considered in determining need.  4 

(A) Work related expenses.  The standard deduction for work 
related expenses such as income tax payments, Social Security 
taxes, and transportation to and from work, is $240 per each
full-time or part-time employed member of the benefit group. 
(B) Child care expenses. Disregard of child care expense is 
applied after all other income disregards.

(i) Child care expense may be deducted when:
(I) suitable care for a child included in the benefit 
group is not available from responsible persons living 
in the home or through other alternate sources; and
(II) the employed member whose income is considered
must purchase care.

(ii) The actual amount paid for child care per month, up
to a maximum of $200 for a child under the age of two or
$175 for a child age two or older may be deducted.
(iii) Oklahoma law requires all child care centers and 
homes be properly approved or licensed; therefore, child
care expenses can only be deducted if the child is in a
properly licensed facility or receiving care from an
approved in-home provider.
(iv) Child care provided by another person in the
household who is not a member of the benefit group may be 
considered as child care expenses as long as the home
meets applicable standards of State, local or Tribal law. 
(v) Documentation is made of the child care arrangement
indicating the name of the child care facility or the name 
of the in-home provider, and the documentation used to
verify the actual payment of child care per month.

(5) Formula for determining the individual's net earned income.
Formulas used to determine net earned income to be considered 
are: 

(A) Net earned income from employment other than self-
employment.  Gross Income minus work related expense minus
child care expense equals net income.
(B) Net earned income from self-employment.  Gross income 
minus allowable business expenses minus work related expense 
and child care expense equals net income.

(c) Unearned income. 
(1) Capital investments.  Proceeds, i.e., interest or dividends 
from capital investments, such as savings accounts, bonds (other 
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than U.S. Savings Bonds, Series A through EE), notes, mortgages,
etc., received constitute income.
(2) Life estate and homestead rights.  Income from life estate 
or homestead rights, constitute income after deducting actual
business expenses.
(3) Minerals.  If the member owns mineral rights, only actual
income from minerals, delayed rentals, or production is 
considered. Evidence is obtained from documents which the 
member has in hand. When the member has no documentary evidence 
of the amount of income, the evidence, if necessary, is secured 
from the firm or person who is making the payment.
(4) Contributions.  Monetary contributions are considered as
income except in instances where the contribution is not made
directly to the member.
(5) Retirement and disability benefits.  Income received monthly
from retirement and disability benefits are considered as
unearned income. Information as to receipt and amount of OASDI 
benefits is obtained, if necessary, from BENDEX, the member's
award letter, or verification from SSA. Retirement benefits 
received as a lump sum payment at termination of employment are 
considered as income. Supplemental Security Income (SSI) does
not fall under these types of benefits.
(6) Unemployment benefits.  Unemployment benefits are considered
as unearned income. 
(7) Military benefits.  Life insurance, pensions, compensation, 
servicemen dependents' allowances and the like, are all sources 
of income which the member and/or dependents may be eligible to 
receive. In each case under consideration, information is
obtained as to whether the member's son, daughter, husband or
parent, has been in any military service. Clearance is made 
with the proper veterans' agency, both state and federal, to
determine whether the benefits are available. 
(8) Casual and inconsequential gifts.  Monetary gifts which do
not realistically represent income to meet living expenses,
e.g., Christmas, graduation and birthday gifts, not to exceed
$30 per calendar quarter for each individual, are disregarded as
income. The amount of the gifts are disregarded as received
during the quarter until the aggregate amount has reached $30.
At that time the portion exceeding $30 is counted as lump sum
income. If the amount of a single gift exceeds $30, it is not
inconsequential and the total amount is therefore counted. If 
the member claims that the gift is intended for more than one 
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person in the family unit, it is allowed to be divided. Gifts 
between members of the family unit are not counted.
(9) Grants.  Grants which are not based on financial need are 
considered income. 
(10) Funds held in trust by Bureau of Indian Affairs (BIA).  The 
BIA frequently puts an individual's trust funds in an Individual
Indian Money (IIM) account. To determine the availability of
funds held in trust in an IIM account, the social worker must
contact the BIA in writing and ascertain if the funds, in total 
or any portion, are available to the individual. If any portion
of the funds is disbursed to the individual member, guardian or 
conservator, such funds are considered as available income. If 
the BIA determines the funds are not available, they are not
considered. Funds held in trust by the BIA and not disbursed
are considered unavailable. 

(A) In some instances, BIA may determine the account is
unavailable; however, they release a certain amount of funds 
each month to the individual. In this instance the monthly
disbursement is considered as income. 
(B) When the BIA has stated the account is unavailable and 
the account does not have a monthly disbursement plan, but a 
review reveals a recent history of disbursements to the
individual member, guardian or conservator, these 
disbursements must be resolved with the BIA. These 
disbursements indicate all or a portion of the account may be
available to the individual member, guardian or conservator. 
 5 
(C) When disbursements have been made, the worker verifies
whether such disbursements were made to the member or to a 
third party vendor in payment for goods or services.
Payments made directly from the BIA to vendors are not
considered as income to the member. Workers obtain 
documentation to verify services rendered and payment made by 
BIA. 
(D) Amounts disbursed directly to the members are counted as 
non-recurring lump sum payments in the month received.  Some 
trusts generate income on a regular basis and the income is
sent to the beneficiary. In those instances, the income is
counted in the month received. 

(d) Income disregards.  Income that is disregarded in determining
eligibility includes:

(1) Food Stamp benefits; 
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(2) Any payment received under Title II of the Uniform
Relocation Assistance and Real Property Acquisition Policies Act
of 1970;
(3) Education Grants (including work study), scholarships, etc.,
that are contingent upon the student regularly attending school.
The student's classification (graduate or undergraduate) is not
a factor;
(4) Loans (regardless of use) if a bona fide debt or obligation 
to pay can be established. Criteria to establish a loan as bona 
fide includes an acknowledgment of obligation to repay or
evidence that the loan was from an individual or financial 
institution in the loan business. If the loan was from a 
person(s) not in the loan business, the borrower's 
acknowledgment of obligation to repay (with or without interest)
is required to indicate that the loan is bona fide. If the loan 
agreement is not written, OKDHS Form 08AD103E, Loan 
Verification, should be completed by the borrower attesting that
the loan is bona fide and signed by the lender verifying the
date and amount of loan. When copies of written agreements or
OKDHS Form 08AD103E are not available, detailed case 
documentation must include information that the loan is bona 
fide and how the debt amount and date of receipt was verified;
(5) Indian payments (including judgement funds or funds held in 
trust) which are distributed per capita by the Secretary of the
Interior (BIA) or distributed by the tribe subject to approval
by the Secretary of the Interior. Also, any interest or
investment income accrued on such funds while held in trust or 
any purchases made with judgement funds, trust funds, interest
or investment income accrued on such funds. Any income from
mineral leases, from tribal business investments, etc., as long 
as the payments are paid per capita. For purposes of this
paragraph, per capita is defined as each tribal member receiving
an equal amount. However, any interest or income derived from
the principal or produced by purchases made with the funds after
distribution is considered as any other income;
(6) Special allowance for school expenses made available upon
petition in writing from trust funds of the student;
(7) Benefits from State and Community Programs on Aging under
Title III of the Older Americans Act of 1965 amended by PL 100-
175 to become the Older Americans Act amendments of 1987;
(8) Unearned income received by a child, such as a needs based
payment, cash assistance, compensation in lieu of wages,
allowance, etc., from a program funded by the Job Training and 
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Partnership Act (JTPA) including Job Corps income. Also, JTPA
earned income received as wages, not to exceed six months in any
calendar year;
(9) Payments for supportive services or reimbursement for out-
of-pocket expenses made to individual volunteers serving as
foster grandparents, senior health aids, or senior companions,
and to persons serving in the Service Corps of Retired
Executives (SCORE) and Active Corps of Executives (ACE);
(10) Payments to volunteers under the Domestic Volunteer Service
Act of 1973 (VISTA), unless the gross amount of VISTA payments
equals or exceeds the state or federal minimum wage, whichever
is greater;
(11) The value of supplemental food assistance received under
the Child Nutrition Act or the special food service program for 
children under the National School Lunch Act;
(12) Any portion of payments, made under the Alaska Native
Claims Settlement Act to an Alaska Native, which are exempt from
taxation under the Settlement Act;
(13) If an adult or child from the family group is living in the
home and is receiving SSI, his/her individual income is
considered by the Social Security Administration in determining 
eligibility for SSI. Therefore, that income cannot be 
considered as available to the benefit group;
(14) Experimental Housing Allowance Program (EHAP) payments made
under Annual Contributions Contracts entered into prior to
January 1, 1975, under Section 23 of the U.S. Housing Act of
1937, as amended;
(15) Earnings of a child who is a full-time student are
disregarded;
(16) The first $50 of the current monthly child support paid by 
an absent parent. Only one disregard is allowed regardless of
the number of parents paying or amounts paid. An additional 
disregard is allowed if payments for previous months were paid
when due but not received until the current month;
(17) Government rental or housing subsidies by governmental
agencies, e.g., HUD (received in-kind or in cash) for rent,
mortgage payments or utilities;
(18) Reimbursements from an employer for out-of-pocket
expenditures and allowances for travel or training to the extent
the funds are used for expenses directly related to such travel 
or training, and uniform allowances if the uniform is uniquely
identified with company name or logo; 
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(19) Low Income Home and Energy Assistance Program (LIHEAP) and 
Energy Crisis Assistance Program (ECAP) payments;
(20) Advance payments of Earned Income Tax Credit (EITC) or
refunds of EITC as a result of filing a federal income tax
return;
(21) Payments made from the Agent Orange Settlement Fund or any
other fund established pursuant to the settlement in the In Re
Agent Orange product liability litigation, M.D.L. No. 381
(E.D.N.Y.);
(22) Payments made from the Radiation Exposure Compensation
Trust Fund as compensation for injuries or deaths resulting from
the exposure to radiation from nuclear testing and uranium
mining;
(23) Federal major disaster and emergency assistance provided
under the Disaster Relief Act of 1974, and comparable disaster
assistance provided by states, local governments and disaster
assistance organizations;
(24) Interests of individual Indians in trust or restricted 
lands;
(25) Income up to $2,000 per year received by individual
Indians, which is derived from leases or other uses of
individually-owned trust or restricted lands;
(26) Any home produce from garden, livestock and poultry
utilized by the member and his/her household for their 
consumption (as distinguished from such produce sold or 
exchanged);
(27) Any payments made directly to a third party for the benefit
of a member of the benefit group;
(28) Financial aid provided to individuals by agencies or
organizations which base their payment on financial need;
(29) Assistance or services received from the Vocational 
Rehabilitation Program, such as transportation expenses to a
rehabilitation center, extra clothing, lunches, grooming needed 
for a training program and an other such complimentary payments;
(30) Payments made by a public or private non-profit child care 
agency for a child placed in foster care or subsidized adoption;
(31) Payments made to certain Vietnam veterans' children with
spina bifida (PL 104-214);
(32) Payments made to certain Korea service veterans' children
with spina bifida (PL 108-183);
(33) Payments made to the children of women Vietnam veterans who
suffer from certain birth defects (PL 106-419); 
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(34) Additional payments of regular unemployment compensation in
the amount of $25 per week ending June 30, 2010 and any amount
of emergency unemployment compensation paid through May 31,
2010, as authorized under the American Recovery and Reinvestment
Tax Act of 2009; and
(35) Wages paid by the Census Bureau for temporary employment
related to Census activities. 

(e) In computing monthly income, cents will be carried at all steps
until the monthly amount is determined and then will be rounded to
the nearest dollar. These rounding procedures apply to each
individual and each type of income. Income which is received 
monthly but in irregular amounts is averaged using two month's
income, if possible, to determine income eligibility. Less than 
two month's income may be used when circumstances (e.g., new
employment, unpaid sick leave, etc.) would indicate that previous
income amounts would not be appropriate to use in determining
future income amounts. Income received more often than monthly is
converted to monthly amounts as follows:

(1) Daily.  Income received on a daily basis is converted to a
weekly amount then multiplies by 4.3.
(2) Weekly.  Income received weekly is multiplied by 4.3.
(3) Twice a month.  Income received twice a month is multiplied 
by 2.
(4) Biweekly.  Income received every two weeks is multiplied by 
2.15. 

INSTRUCTIONS TO STAFF 

1. Refer to OAC 340:65-3-4(a)(4).
2. The employer's and employee's written or verbal statement that

the relationship exists is sufficient but must be documented in 
the case notes. 

3. Medical insurance is recorded on the case for coordination with 
Medicaid benefits. 

4. In calculating these exemptions, dollars and cents are used to
determine the monthly amount for each individual's exemption.
After the monthly amount of each exemption has been determined, 
cents are rounded to the nearest dollar for each exemption (1
cent - 49 cents, round down; 50 cents - 99 cents, round up).

5. When the county office is unable to resolve the situation with
the BIA, the county submits a referral to the appropriate
section in the OKDHS Family Support Services Division (FSSD). 
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The referral must include specific details of the situation,
including the county's efforts to resolve the situation with the
BIA. If the OKDHS, FSSD cannot make a determination, a legal
decision regarding availability will be obtained by FSSD, and
then forwarded to the county office by FSSD. When a referral is 
sent to the OKDHS FSSD, the funds are considered as unavailable 
with a legal impediment until the county is notified otherwise. 
 At each reapplication or redetermination, the social worker is 
to contact BIA to obtain information regarding any changes as to
the availability of the funds and any information regarding
modifications to the IIM account. Information regarding prior
disbursements is also obtained at this time. All of this 
information is reviewed for the previous six or twelve-month
period, or since the last contact if the contact was within the 
last certification or redetermination period. 

OTHER ELIGIBILITY FACTORS    
FOR FAMILIES WITH 
CHILDREN AND PREGNANT WOMEN 

REVISED 03-01-10 



MEDICAL ASSISTANCE FOR ADULTS 
AND CHILDREN-ELIGIBILITY OAC 317:35-22-9 

317:35-22-9. Notification of eligibility
When eligibility for the pregnancy benefits covered under Title 

XXI is established, the appropriate notice is computer generated to
the member. 

PREGNANCY RELATED 
BENEFITS COVERED UNDER 
TITLE XXI 

REVISED 03-01-10 





MEDICAL ASSISTANCE FOR ADULTS 
AND CHILDREN-ELIGIBILITY OAC 317:35-22-11 

317:35-22-11. Closures 
SoonerCare cases are closed at any time during the certification

period that the member becomes ineligible. A computer-generated
notice is sent to the member. 

PREGNANCY RELATED 
BENEFITS COVERED UNDER 
TITLE XXI 

REVISED 03-01-10 
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317:45-11-20. Insure Oklahoma/O-EPIC IP eligibility requirements
(a) Employees not eligible to participate in an employer's QHP,
employees of non-participating employers, self-employed, unemployed 
seeking work, and workers with a disability may apply for the
Individual Plan. Applicants cannot obtain IP coverage if they are
eligible for ESI.
(b) The eligibility determination is processed within 30 days from 
the date the complete application is received by the TPA. The
applicant is notified in writing of the eligibility decision.
(c) In order to be eligible for the IP, the applicant must:

(1) choose a valid PCP according to the guidelines listed in OAC
317:45-11-22, at the time they make application;
(2) be a US citizen or alien as described in OAC 317:35-5-25;
(3) be an Oklahoma resident;
(4) provide social security numbers for all household members;
(5) be not currently enrolled in, or have an open application
for, SoonerCare/Medicare;
(6) be age 19 through 64 or an emancipated minor;
(7) make premium payments by the due date on the invoice;
(8) not have full-time employment with any employer who does not
meet the eligible employer guidelines listed in OAC 317:45-7-
1(a)(1)-(2); and
(9) be not currently covered by a private health insurance
policy or plan.

(d) If employed and working for an approved Insure Oklahoma/O-EPIC 
employer who offers a QHP, the applicant must meet the requirements 
in subsection (c) of this Section and:

(1) have household income at or below 200% of the Federal 
Poverty Level.
(2) be ineligible for participation in their employer's QHP due
to number of hours worked. 
(3) have received notification from Insure Oklahoma/O-EPIC
indicating their employer has applied for Insure Oklahoma/O-EPIC
and has been approved.

(e) If employed and working for an employer who doesn't offer a
QHP, the applicant must meet the requirements in subsection (c) of
this Section and have a countable household income at or below 200% 
of the Federal Poverty Level. The standard deduction for work 
related expenses such as income tax payments, Social Security
taxes, and transportation to and from work, is $240 per each full-
time or part-time employed member.
(f) If self-employed, the applicant must meet the requirements in
subsection (c) of this Section and:

(1) must have household income at or below 200% of the Federal 
Poverty Level; 
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(2) verify self-employment by providing the most recent federal 
tax return with all supporting schedules and copies of all 1099 
forms;
(3) verify current income by providing appropriate supporting
documentation; and
(4) must not be employed by any full-time employer who meets the
eligibility requirements in OAC 317:45-7-1(a)(1)-(2).

(g) If unemployed seeking work, the applicant must meet the
requirements in subsection (c) of this Section and the following: 

(1) Applicant must have household income at or below 200% of the 
Federal Poverty Level. In determining income, payments of
regular unemployment compensation in the amount of $25 per week 
ending June 30, 2010 and any amount of emergency unemployment
compensation paid through May 31, 2010, will not be counted, as 
authorized under the American Recovery and Reinvestment Tax Act
of 2009. 
(2) Applicant must verify eligibility by providing a most recent
copy of their monetary OESC determination letter and a most
recent copy of at least one of the following:

(A) OESC eligibility letter,
(B) OESC weekly unemployment payment statement, or
(C) bank statement showing state treasurer deposit.

(h) If working with a disability, the applicant must meet the
requirements in subsection (c) of this Section and:

(1) must have household income at or below 200% of the Federal 
Poverty Level based on a family size of one; and
(2) verify eligibility by providing a copy of their:

(A) ticket to work, or
(B) ticket to work offer letter. 

INSURE OKLAHOMA/O-EPIC IP REVISED 02-04-10



INSURE OKLAHOMA/ OKLAHOMA EMPLOYER AND EMPLOYEE
PARTNERSHIP FOR INSURANCE COVERAGE OAC 317:45-11-27 

317:45-11-27. Closure 
(a) Members are mailed a notice 10 days prior to closure of
eligibility.
(b) The employer and employees' eligibility are tied together. If 
the employer no longer meets the requirements for Insure 
Oklahoma/O-EPIC then eligibility for the associated employees
enrolled under that employer are also ineligible.
(c) The employee's certification period may be terminated when:

(1) the member requests closure;
(2) the member moves out-of-state;
(3) the covered member dies;
(4) the employer's eligibility ends;
(5) an audit indicates a discrepancy that makes the member or
employer ineligible;
(6) the employer is terminated from Insure Oklahoma/O-EPIC;
(7) the member fails to pay the amount due within 60 days of the
date on the bill;
(8) the QHP or carrier is no longer qualified;
(9) the member begins receiving SoonerCare/Medicare benefits;
(10) the member begins receiving coverage by a private health
insurance policy or plan; or
(11) the member or employer reports to the OHCA or the TPA any
change affecting eligibility.

(d) This subsection applies to applicants eligible according to OAC 
317:45-11-20(a) through (c) and 317:45-11-20(f) through (h). The 
member's certification period may be terminated when:

(1) the member requests closure;
(2) the member moves out-of-state;
(3) the covered member dies;
(4) the employer's eligibility ends;
(5) an audit indicates a discrepancy that makes the member or
employer ineligible;
(6) the member fails to pay the amount due within 60 days of the
date on the bill;
(7) the member becomes eligible for SoonerCare/Medicare;
(8) the member begins receiving coverage by a private health
insurance policy or plan; or
(9) the member or employer reports to the OHCA or the TPA any
change affecting eligibility. 
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