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General Assembly Bill No. 5023
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Referred to Committee on Appropriations

Introduced by:
REP. WARD, 86t Dist.
SEN. DELUCA, 32nd Dist.

AN ACT CONCERNING IMPLEMENTING THE GOVERNOR'S BUDGET
REGARDING THE DEPARTMENT OF SOCIAL SERVICES.

Be it enacted by the Senate and House of Representatives in General
Assembly convened:

—_

Section 1. Section 20 of public act 01-2 of the June special session is

N

repealed and the following is substituted in lieu thereof (Effective July
1, 2002):

(68}

Notwithstanding any provision of this chapter, the Commissioner of
Social Services may [implement a mandatory program of primary care

case management] enter into a contract with a consortium of federally-

qualified community health centers to provide medical assistance to

beneficiaries eligible under sections 17b-257 and 17b-259, as amended

O 00 N O G =

by this act. [The Department of Social Services may enter into contracts
10  for medical services and program management to implement the

11  provisions of this section.]

12 Sec. 2. Section 17b-257 of the general statutes, as amended by section
13 59 of public act 01-2 of the June special session and section 129 of
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public act 01-9 of the June special session, is repealed and the following
is substituted in lieu thereof (Effective July 1, 2002):

On and after July 1, 1998, the Commissioner of Social Services shall
implement a state medical assistance program for persons ineligible for
Medicaid and on or before April 1, 1997, the commissioner shall
implement said program in the towns in which the fourteen regional
or district offices of the Department of Social Services are located. The
commissioner shall establish a schedule for the transfer of recipients of
medical assistance administered by towns under the general assistance
program to the state program. To the extent possible, the
administration of the state medical assistance program shall parallel
that of the Medicaid program as it is administered to recipients of
temporary family assistance, including eligibility criteria concerning
income and assets. Payment for medical services shall be made only
for individuals determined eligible. The rates of payment for medical
services shall be those of the Medicaid program. Medical services
covered under the program shall be those covered under the Medicaid

program, except that eye care, optical hardware and optometry care,

home health care, durable medical equipment, podiatry, chiropractic,

natureopathy, nonemergency medical transportation and long-term

care and services available pursuant to a home and community-based
services waiver under Section 1915 of the Social Security Act shall not
be covered. On or after April 1, 1997, the commissioner shall
implement a managed care program for medical services provided
under this program, except services provided pursuant to section 17a-
453a. Notwithstanding the provisions of sections 4a-51 and 4a-57, the
commissioner may enter into contracts, including, but not limited to,
purchase of service agreements to implement the provisions of this

section.

Sec. 3. Subsection (b) of section 17b-259 of the general statutes, as
amended by section 60 of public act 01-2 of the June special session
and sections 107 and 129 of public act 01-9 of the June special session,
is repealed and the following is substituted in lieu thereof (Effective July
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1, 2002):

(b) The medical services for which a town shall be liable under this
section and for which a town shall be reimbursed by the state shall be
limited to the following medically necessary services provided such
services are covered under the Medicaid program: (1) Physician
services, (2) hospital services, on an inpatient basis subject to the
provisions of section 17b-220 and outpatient care, (3) community clinic
services, (4) prescription drugs, excluding over-the-counter drugs, (5)
hearing aids, (6) laboratory and x-ray services, (7) emergency dental
services, (8) emergency medical transportation, [(9) glasses, and (10)]
and (9) examinations (A) needed to determine unemployability, or (B)
requested by an attorney to establish the eligibility of a person
receiving general assistance benefits for federal supplementary
security income benefits pursuant to section 17b-119. Services not
covered under this program include, but are not limited to,

nonemergency medical transportation, eye care, optical hardware and

optometry care, home health care, durable medical equipment,

podiatry, chiropractic and natureopathy. In lieu of providing medical
services, in accordance with this section, a town or group of towns
may submit a plan to the Department of Social Services for approval to
provide medical services in some other manner. The department shall
approve the plan only if the persons served under it receive at least the
services listed in this subsection and the plan offers the possibility of
improved medical care or cost savings. The department shall
encourage a town or group of towns to contract for the management of
such medically necessary services.

Sec. 4. (NEW) (Effective July 1, 2002) (a) The Commissioner of Social
Services may seek a federal waiver to (1) implement a pilot program to
provide subsidies toward employee premium costs that are required
for participation in an employer-sponsored health care plan for (A)
parents or needy caretaker relatives of children under nineteen years
of age, and (B) adults who have no children, and (2) upon
implementation of the waiver, provide coverage under HUSKY Plan,
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Part B to parents or needy caretaker relatives of children under
nineteen years of age whose income is under one hundred fifty per

cent of the federal poverty level.

(b) Participation in the subsidized employee premium pursuant to
the waiver shall be limited to applicants who have household incomes
below one hundred eighty-five per cent of the federal poverty level.
The waiver may include, but shall not be limited to, the following
components: (1) A subsidy that pays (A) no more than sixty dollars a
month for a premium that an employee with no children is required to
pay to participate in an employer-sponsored health care plan, and (B)
no more than one hundred dollars a month for each family member for
families that consist of parents or needy caretaker relatives with
children under nineteen years of age for a premium that such family is
required to pay to participate in an employer-sponsored health care
plan; (2) an identification of the minimum benefits standard that an
employer-sponsored health plan is required to meet to qualify for
participation in the pilot program; (3) a limitation on the number of
pilot program participants to assure the program is operated within
available appropriations; (4) an option for the commissioner to contract
with a private entity to administer the pilot program; and (5) a plan for
the evaluation of the cost effectiveness and client satisfaction for

persons enrolled in the subsidized employee premium pilot program.

Sec. 5. Subsection (a) of section 17b-261 of the general statutes, as
amended by section 3 of public act 01-2 of the June special session and
section 129 of public act 01-9 of the June special session, is repealed
and the following is substituted in lieu thereof (Effective July 1, 2002):

(@) Medical assistance shall be provided for any otherwise eligible
person whose income, including any available support from legally
liable relatives and the income of the person's spouse or dependent
child, is not more than one hundred forty-three per cent, pending
approval of a federal waiver applied for pursuant to subsection (d) of

this section, of the benefit amount paid to a person with no income
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under the temporary family assistance program in the appropriate
region of residence and if such person is an institutionalized
individual as defined in Section 1917(c) of the Social Security Act, 42
USC 1396p(c), and has not made an assignment or transfer or other
disposition of property for less than fair market value for the purpose
of establishing eligibility for benefits or assistance under this section.
Any such disposition shall be treated in accordance with Section
1917(c) of the Social Security Act, 42 USC 1396p(c). Any disposition of
property made on behalf of an applicant or recipient or the spouse of
an applicant or recipient by a guardian, conservator, person
authorized to make such disposition pursuant to a power of attorney
or other person so authorized by law shall be attributed to such
applicant, recipient or spouse. A disposition of property ordered by a
court shall be evaluated in accordance with the standards applied to
any other such disposition for the purpose of determining eligibility.
The commissioner shall establish the standards for eligibility for
medical assistance at one hundred forty-three per cent of the benefit
amount paid to a family unit of equal size with no income under the
temporary family assistance program in the appropriate region of
residence, pending federal approval, except that the medical assistance
program shall provide coverage to persons under the age of nineteen
up to one hundred eighty-five per cent of the federal poverty level
without an asset limit. On and after January 1, 2001, said medical
assistance program shall also provide coverage to persons under the
age of nineteen and their parents and needy caretaker relatives who
qualify for coverage under Section 1931 of the Social Security Act with
family income up to one hundred fifty per cent of the federal poverty
level without an asset limit, upon the request of such a person or upon

a redetermination of eligibility, provided no such Section 1931 medical

assistance shall be provided to said children, parents or needy

caretaker relatives with income above one hundred per cent of the

federal poverty level on or after the implementation date of a waiver

obtained pursuant to section 4 of this act. Such levels shall be based on

the regional differences in such benefit amount, if applicable, unless
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such levels based on regional differences are not in conformance with
federal law. Any income in excess of the applicable amounts shall be
applied as may be required by said federal law, and assistance shall be
granted for the balance of the cost of authorized medical assistance. All
contracts entered into on and after July 1, 1997, pursuant to this section
shall include provisions for collaboration of managed care
organizations with the Healthy Families Connecticut Program
established pursuant to section 17a-56. The Commissioner of Social
Services shall provide applicants for assistance under this section, at
the time of application, with a written statement advising them of the
effect of an assignment or transfer or other disposition of property on

eligibility for benefits or assistance.

Sec. 6. Section 17b-292 of the general statutes, as amended by
sections 1, 3 and 4 of public act 01-137, is repealed and the following is
substituted in lieu thereof (Effective July 1, 2002):

(@) A child who resides in a household with a family income which
exceeds one hundred eighty-five per cent of the federal poverty level
and does not exceed three hundred per cent of the federal poverty
level may be eligible for subsidized benefits under the HUSKY Plan,
Part B.

(b) A child who resides in a household with a family income over
three hundred per cent of the federal poverty level may be eligible for
unsubsidized benefits under the HUSKY Plan, Part B.

(c) Whenever a court or family support magistrate orders a
noncustodial parent to provide health insurance for a child, such

parent may provide for coverage under the HUSKY Plan, Part B.

(d) Parents or needy caretaker relatives who have (1) children under

nineteen vears of age who receive medical assistance pursuant to

section 17b-261, as amended by this act, and (2) incomes under one

hundred fifty per cent of the federal poverty level may be eligible for
subsidized benefits under the HUSKY Plan, Part B. A parent or needy
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caretaker relative whose incomes exceeds one hundred per cent of the

federal poverty level but does not exceed one hundred fifty per cent of

the federal poverty level shall be required to pay any premium or

copayment in the amount equivalent to that required under the

HUSKY Plan, Part B for a family with an income that exceeds two

hundred thirty-five per cent of the federal poverty level but does not

exceed three hundred per cent of the federal poverty level pursuant to
schedules established under section 17b-295.

[(d)] (e) A child who has been determined to be eligible for benefits
under either the HUSKY Plan, Part A or Part B shall remain eligible for
said plan for a period of twelve months from such child's
determination of eligibility unless the child attains the age of nineteen

years or is no longer a resident of the state.

[(e)] (f) To the extent allowed under federal law, the commissioner
shall not pay for services or durable medical equipment under the
HUSKY Plan, Part B if the enrollee has other insurance coverage for

the services or such equipment.

[(D)] (g) A newborn child who otherwise meets the eligibility criteria
for the HUSKY Plan, Part B shall be eligible for benefits retroactive to
his date of birth, provided an application is filed on behalf of the child
within thirty days of such date.

[(g)] (h) The commissioner shall implement presumptive eligibility
for children applying for Medicaid. Such presumptive eligibility
determinations shall be in accordance with applicable federal law and
regulations. The commissioner shall adopt regulations, in accordance
with chapter 54, to establish standards and procedures for the
designation of organizations as qualified entities to grant presumptive
eligibility. In establishing such regulations, the commissioner shall
ensure the representation of state-wide and local organizations that

provide services to children of all ages in each region of the state.

[(h)] (i) The commissioner shall enter into a contract with an entity
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to be a single point of entry servicer for applicants and enrollees under
the HUSKY Plan, Part A and Part B. The servicer shall jointly market
both Part A and Part B together as the HUSKY Plan. Such servicer shall
develop and implement public information and outreach activities
with community programs. Such servicer shall electronically transmit
data with respect to enrollment and disenrollment in the HUSKY Plan,

Part B to the commissioner who may transmit such data to the
Children's Health Council.

[(@D)] () To the extent permitted by federal law, the single point of
entry servicer may be one of the entities authorized to grant
presumptive eligibility under the HUSKY Plan, Part A.

[(G)] (k) The single point of entry servicer shall send an application
and supporting documents to the commissioner for determination of
eligibility of a child who resides in a household with a family income
of one hundred eighty-five per cent or less of the federal poverty level.
The servicer shall enroll eligible beneficiaries in the applicant's choice

of managed care plan.

[(k)] (1) Not more than twelve months after the determination of
eligibility for benefits under the HUSKY Plan, Part A and Part B and
annually thereafter, the commissioner or the servicer, as the case may
be, shall determine if the child continues to be eligible for the plan. The
commissioner or the servicer shall mail an application form to each
participant in the plan for the purposes of obtaining information to
make a determination on eligibility. To the extent permitted by federal
law, in determining eligibility for benefits under the HUSKY Plan, Part
A and Part B with respect to family income, the commissioner or the
servicer shall rely upon information provided in such form by the
participant unless the commissioner or the servicer has reason to
believe that such information is inaccurate or incomplete. The
determination of eligibility shall be coordinated with health plan open

enrollment periods.

[(D] (m) The commissioner shall implement the HUSKY Plan, Part B
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while in the process of adopting necessary policies and procedures in

regulation form in accordance with the provisions of section 17b-10.

[(m)] (n) The commissioner shall adopt regulations, in accordance
with chapter 54, to establish residency requirements and income
eligibility for participation in the HUSKY Plan, Part B and procedures
for a simplified mail-in application process. Notwithstanding the
provisions of section 17b-257b, such regulations shall provide that any
child adopted from another country by an individual who is a citizen
of the United States and a resident of this state shall be eligible for
benefits under the HUSKY Plan, Part B upon arrival in this state.

Sec. 7. Section 17b-280 of the general statutes is repealed and the
following is substituted in lieu thereof (Effective July 1, 2002):

[Notwithstanding any provision of the regulations of Connecticut
state agencies concerning payment for drugs provided to Medicaid
recipients (1) effective July 1, 1989] Effective September 1, 2002, the
state shall reimburse for all legend drugs provided [to such recipients

at] under the Medicaid, state-administered general assistance, general

assistance, ConnPACE and Connecticut AIDS drug assistance

programs at the lower of (1) the rate established by the Health Care
Finance Administration as the federal acquisition cost, [or, if no such
rate is established, the commissioner shall establish and periodically
revise the estimated acquisition cost in accordance with federal

regulations. The] or (2) the average wholesale price minus thirteen and

one-half per cent. Effective September 1, 2002, the commissioner shall

[also] establish a professional fee to be paid to licensed pharmacies for

dispensing drugs to Medicaid, state-administered general assistance,

general assistance, ConnPACE and Connecticut AIDS drug assistance

recipients in accordance with federal regulations; [and (2) on] such fee

shall be three dollars and fifty cents for each prescription. On and after

September 4, 1991, payment for legend and nonlegend drugs provided
to Medicaid recipients shall be based upon the actual package size

dispensed. Effective October 1, 1991, reimbursement for over-the-
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counter drugs for such recipients shall be limited to those over-the-
counter drugs and products published in the Connecticut Formulary,
or the cross reference list, issued by the commissioner. The cost of all
over-the-counter drugs and products provided to residents of nursing
facilities, chronic disease hospitals, and intermediate care facilities for

the mentally retarded shall be included in the facilities' per diem rate.

Sec. 8. (NEW) (Effective July 1, 2002) The Commissioner of Social
Services may establish maximum allowable costs to be paid under the
Medicaid, state-administered general assistance, general assistance,
ConnPACE and Connecticut AIDS drug assistance programs for
generic prescription drugs based on, but not limited to, actual

acquisition costs.

Sec. 9. Section 17b-363a of the general statutes is amended by
adding subsection (f) as follows (Effective July 1, 2002):

(NEW) (f) Any long-term care facility that violates or fails to comply
with the provisions of this section shall be fined thirty thousand
dollars for each incidence of noncompliance. The commissioner may
offset payments due a facility to collect the penalty. Prior to imposing
any penalty pursuant to this subsection, the commissioner shall notify
the long-term care facility of the alleged violation and the
accompanying penalty and shall permit such facility to request that the
department review its findings. A facility shall request such review
within fifteen days of receipt of the notice of violation from the
department. The department shall stay the imposition of any penalty
pending the outcome of the review. The commissioner may impose a
penalty upon a facility pursuant to this subsection regardless of
whether a change in ownership of the facility has taken place since the
time of the violation, provided the department issued notice of the
alleged violation and the accompanying penalty prior to the effective
date of the change in ownership and record of such notice is readily
available in a central registry maintained by the department. Payments

of fines received pursuant to this subsection shall be deposited in the
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General Fund and credited to the Medicaid account.

Sec. 10. (NEW) (Effective July 1, 2002) The Commissioner of Social
Services may establish a voluntary mail order option for any
maintenance prescription drug covered under the Medicaid, state-
administered general assistance, general assistance, ConnPACE or

Connecticut AIDS drug assistance programs.

Sec. 11. (NEW) (Effective July 1, 2002) The Commissioner of Social
Services may implement a pharmaceutical purchasing initiative by
contracting with an established entity for the purchase of maintenance
drugs through the lowest pricing available notwithstanding the
provisions of section 17b-280 of the general statutes, as amended by
this act, for Medicaid, state-administered general assistance, general
assistance, ConnPACE and Connecticut AIDS drug assistance
recipients. Any entity with whom the commissioner contracts for the
purposes of this section shall have an established pharmaceutical
network and a demonstrated capability of processing the prescription
volume anticipated for Medicaid, state-administered general
assistance, general assistance, ConnPACE and Connecticut AIDS drug

assistance recipients.

Sec. 12. Subdivision (4) of subsection (f) of section 17b-340 of the
general statutes, as amended by section 52 of public act 01-2 of the June
special session and sections 95 and 129 of public act 01-9 of the June

special session, is repealed and the following is substituted in lieu
thereof (Effective July 1, 2002):

(4) For the fiscal year ending June 30, 1992, (A) no facility shall
receive a rate that is less than the rate it received for the rate year
ending June 30, 1991; (B) no facility whose rate, if determined pursuant
to this subsection, would exceed one hundred twenty per cent of the
state-wide median rate, as determined pursuant to this subsection,
shall receive a rate which is five and one-half per cent more than the
rate it received for the rate year ending June 30, 1991; and (C) no

facility whose rate, if determined pursuant to this subsection, would be
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less than one hundred twenty per cent of the state-wide median rate,
as determined pursuant to this subsection, shall receive a rate which is
six and one-half per cent more than the rate it received for the rate year
ending June 30, 1991. For the fiscal year ending June 30, 1993, no
facility shall receive a rate that is less than the rate it received for the
rate year ending June 30, 1992, or six per cent more than the rate it
received for the rate year ending June 30, 1992. For the fiscal year
ending June 30, 1994, no facility shall receive a rate that is less than the
rate it received for the rate year ending June 30, 1993, or six per cent
more than the rate it received for the rate year ending June 30, 1993.
For the fiscal year ending June 30, 1995, no facility shall receive a rate
that is more than five per cent less than the rate it received for the rate
year ending June 30, 1994, or six per cent more than the rate it received
for the rate year ending June 30, 1994. For the fiscal years ending June
30, 1996, and June 30, 1997, no facility shall receive a rate that is more
than three per cent more than the rate it received for the prior rate
year. For the fiscal year ending June 30, 1998, a facility shall receive a
rate increase that is not more than two per cent more than the rate that
the facility received in the prior year. For the fiscal year ending June
30, 1999, a facility shall receive a rate increase that is not more than
three per cent more than the rate that the facility received in the prior
year and that is not less than one per cent more than the rate that the
facility received in the prior year, exclusive of rate increases associated
with a wage, benefit and staffing enhancement rate adjustment added
for the period from April 1, 1999, to June 30, 1999, inclusive. For the
fiscal year ending June 30, 2000, each facility, except a facility with an
interim rate or replaced interim rate for the fiscal year ending June 30,
1999, and a facility having a certificate of need or other agreement
specifying rate adjustments for the fiscal year ending June 30, 2000,
shall receive a rate increase equal to one per cent applied to the rate the
facility received for the fiscal year ending June 30, 1999, exclusive of
the facility's wage, benefit and staffing enhancement rate adjustment.
For the fiscal year ending June 30, 2000, no facility with an interim rate,

replaced interim rate or scheduled rate adjustment specified in a
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certificate of need or other agreement for the fiscal year ending June
30, 2000, shall receive a rate increase that is more than one per cent
more than the rate the facility received in the fiscal year ending June
30, 1999. For the fiscal year ending June 30, 2001, each facility, except a
facility with an interim rate or replaced interim rate for the fiscal year
ending June 30, 2000, and a facility having a certificate of need or other
agreement specifying rate adjustments for the fiscal year ending June
30, 2001, shall receive a rate increase equal to two per cent applied to
the rate the facility received for the fiscal year ending June 30, 2000,
subject to verification of wage enhancement adjustments pursuant to
subdivision (15) of this subsection. For the fiscal year ending June 30,
2001, no facility with an interim rate, replaced interim rate or
scheduled rate adjustment specified in a certificate of need or other
agreement for the fiscal year ending June 30, 2001, shall receive a rate
increase that is more than two per cent more than the rate the facility
received for the fiscal year ending June 30, 2000. For the fiscal year
ending June 30, 2002, each facility shall receive a rate that is two and
one-half per cent more than the rate the facility received in the prior
fiscal year. For the fiscal year ending June 30, 2003, each facility shall
receive a rate that is two per cent more than the rate the facility
received in the prior fiscal year except that such increase shall be
effective August 1, 2002, and such facility rate in effect for the fiscal
year ending June 30, 2002, shall be paid for services provided in July,

2002. The Commissioner of Social Services shall add fair rent increases
to any other rate increases established pursuant to this subdivision for
a facility which has undergone a material change in circumstances

related to fair rent.

Sec. 13. Section 17b-346 of the general statutes is repealed and the
following is substituted in lieu thereof (Effective July 1, 2002):

(a) Effective October 1, 1991, every chronic and convalescent
nursing home, chronic disease hospital associated with a chronic and
convalescent nursing home, and rest home with nursing supervision,

that participates in the medical assistance program provided in Title
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XIX of the Social Security Act shall, as a condition of participation in
said program, if eligible, maintain or execute a provider agreement
with the Secretary of Health and Human Services to participate in the
Medicare program under Title XVIII of the Social Security Act to the
same extent that the facility participates in the Title XIX medical
assistance program. [However, such facility may seek the approval of
the Department of Social Services to have a larger portion of its facility
certified for the Title XIX medical assistance program than for the Title
XVIII Medicare program if the facility is certified for a distinct part
pursuant to the Title XVIII Medicare program and the facility
demonstrates to the satisfaction of the department that the number of
beds in the distinct part will be adequate to ensure access to Title XVIII
Medicare certified beds to all eligible Title XVIII recipients who might
reasonably be expected to seek admission to, or return to, such

facility.]

(b) The commissioner may issue a rate for any facility which fails to
comply with the provisions of this section provided such rate may not
be lower than the lowest rate paid to a facility for the same level of

care.

Sec. 14. Subsection (a) of section 17b-492 of the general statutes, as
amended by section 22 of public act 01-2 of the June special session
and section 129 of public act 01-9 of the June special session, is
repealed and the following is substituted in lieu thereof (Effective July
1, 2002):

(a) Eligibility for participation in the program shall be limited to any
resident (1) who is sixty-five years of age or older or who is disabled,
(2) (A) whose annual income, if unmarried, is less than thirteen
thousand eight hundred dollars, except after April 1, 2002, such annual
income is less than twenty thousand dollars, or whose annual income,
if married, when combined with that of the resident's spouse is less
than sixteen thousand six hundred dollars, except after April 1, 2002,
such combined annual income is less than twenty-seven thousand one

LCO No. 476 {D:\Conversion\Tob\h\2002HB-05023-R00-HB.doc } 14 of 17



Bill No. 5023

435
436
437
438
439
440
441
442
443
444
445
446
447
448
449
450
451
452
453
454
455
456
457
458

459
460
461

462
463
464
465
466
467

hundred dollars, or (B) in the event the program is granted a waiver to
be eligible for federal financial participation, then, after July 1, 2002,
whose annual income, if unmarried, is less than twenty-five thousand
eight hundred dollars, or whose annual income, if married, when
combined with that of the resident's spouse is less than thirty-four
thousand eight hundred dollars, (3) who is not insured under a policy
which provides full or partial coverage for prescription drugs once a
deductible amount is met, [and] (4) whose available assets are below

fifty thousand dollars if unmarried and seventy-five thousand dollars

if married, (A) the asset limit for a married resident shall be

determined by combining the value of assets available to both spouses,

and (B) for the purposes of this section available assets are those that

are considered available in determining eligibility in the Connecticut

Home Care For Elders Program, and (5) on and after September 15,

1991, who pays an annual twenty-five-dollar registration fee to the
Department of Social Services. Effective January 1, 2002, the
commissioner shall commence accepting applications from individuals
who will become eligible to participate in the program as of April 1,
2002. On January 1, 1998, and annually thereafter, the commissioner
shall, by the adoption of regulations in accordance with chapter 54,
increase the income limits established under this subsection over those
of the previous fiscal year to reflect the annual inflation adjustment in
Social Security income, if any. Each such adjustment shall be
determined to the nearest one hundred dollars.

Sec. 15. Section 4 of public act 01-2 of the June special session is
repealed and the following is substituted in lieu thereof (Effective July
1, 2002):

(a) The Commissioner of Social Services shall seek a waiver of
federal law for the purpose of establishing that the penalty period
during which an applicant for or recipient of assistance for long-term
care under the Medicaid program is ineligible for Medicaid-funded
services due to a transfer of assets for less than fair market value shall

begin in the month the applicant is found otherwise eligible for
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Medicaid coverage of services rather than in the month of the transfer
of assets. This section shall only apply to transfers that occur on or
after the effective date of the waiver. The provisions of section 17b-8

shall apply to this section.

(b) Any transfer or assiecnment of assets resulting in the imposition

of a penalty period under this section shall be presumed to be made

with the intent, on the part of the transferee, to enable the transferor to

obtain or maintain eligibility for medical assistance. This presumption

may be rebutted only by clear and convincing evidence that the

transferor's eligibility or potential eligibility for medical assistance was

not a basis for the transferee's acceptance of the transfer or assignment.

(c) On or after the implementation date of an approved waiver

under this section, the Commissioner of Social Services may adopt

regulations, in accordance with the provisions of chapter 54, to allow

the transferor to establish undue hardship in the case where the

transferee continues to possess the transferred asset or has other assets

of comparable value with which to pay the cost of the transferor’s care.

The commissioner shall implement the policies and procedures

necessary to carry out the provisions of this subsection while in the

process of adopting such regulations and procedures in regulation

form, provided notice of intent to adopt the regulations is published in

the Connecticut Law Journal within twenty days after implementation.

Such policies and procedures shall be valid until the time final

regulations are effective.

(d) A transfer or assignment of assets resulting in a penalty period
shall create a debt, as defined in section 36a-645, that shall be due and
owing by the transferee to the Department of Social Services in an

amount equal to the amount of medical assistance provided to or on

behalf of the transferor on and after the date of the transfer of assets,

but said amount shall not exceed the fair market value of the assets at

the time of the transfer.

Sec. 16. (Effective July 1, 2002) Sections 1 and 2 of public act 01-2 of

LCO No. 476 {D:\Conversion\Tob\h\2002HB-05023-R00-HB.doc } 16 of 17



Bill No. 5023

500 the June special session and section 17b-605 of the general statutes are
501 repealed.

This act shall take effect as follows:
Section 1 July 1, 2002
Sec. 2 July 1, 2002
Sec. 3 July 1, 2002
Sec. 4 July 1, 2002
Sec. 5 July 1, 2002
Sec. 6 July 1, 2002
Sec. 7 July 1, 2002
Sec. 8 July 1, 2002
Sec. 9 July 1, 2002
Sec. 10 July 1, 2002
Sec. 11 July 1, 2002
Sec. 12 July 1, 2002
Sec. 13 July 1, 2002
Sec. 14 July 1, 2002
Sec. 15 July 1, 2002
Sec. 16 July 1, 2002
Statement of Purpose:

To implement the Governor's budget recommendations.

[Proposed deletions are enclosed in brackets. Proposed additions are indicated by underline,
except that when the entire text of a bill or resolution or a section of a bill or resolution is new, it is
not underlined.]
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