Michigan Department of Health and Human Services
 Health Insurance Premium Cost Sharing Assistance Needs Request Policy and Procedure


[bookmark: _GoBack]Purpose

Michigan Department of Health and Human Services (MDHHS) may disburse Health Insurance Premium Cost Sharing Assistance (HIPCA) funds for Ryan White Part A, B, C, D and Care Coordination clients based upon need and the recommendation of the Case Manager, Supervisor or Director, as described in the procedure outline below. Funds approved for disbursement, for the purpose described are designated as “FUNDS OF LAST RESORT”. 

Policy

Sub-Recipients and clients must vigorously pursue other sources of premium and cost sharing assistance to ensure RW remains the payor of last resort. Any persons living with HIV (PLWH) requesting HIPCA payments for insurance premiums, co-pays or laboratory bills should apply for relevant agencies/resources that may be able to assist with coverage or payments.
Eligibility:
· Must be HIV-positive 
· Must reside in Michigan
· Must be low income (not to exceed 500% of Federal Poverty Level)
· Must be underinsured or uninsured for applicable Ryan White services that are reimbursable through third party payers
Michigan Drug Assistance Program (MIDAP)
[bookmark: _Hlk19689854]MIDAP includes prescriptions, prescription copays, coinsurance coverage, premium assistance, and the Insurance Assistance Program (IAP). MIDAP Program Information


HIV Prescriptions/Medications
HIPCA funds should only be used for prescriptions in emergency situations when MIDAP approval is delayed. Medications not on the MIDAP formulary is not considered a covered service. 
If an emergency arises, the following must be provided: 
1. Itemized bill from a Pharmacy
2. [bookmark: _Hlk20732452]Date MIDAP application was submitted and/or a denial from MIDAP of the inability to cover prescriptions at this time 
3. [bookmark: _Hlk20732355]Medication must be related to HIV Care or on the MIDAP formulary MIDAP Formulary
HIV Prescription Copays
HIPCA funds should only be used for prescription co-pays that client lacks the ability to pay. For example; the client insurance provider deductible has not been met, client can request HIPCA funds to cover cost of the medication co-pays. Medications must be related to HIV care or medications must be on the MIDAP formulary. 
If requesting Medication Copays, the following must be provided: 
1. Itemized bill from a Pharmacy
2. Insurance contributions must be listed on itemized bill from pharmacy
3. [bookmark: _Hlk20734820]Date MIDAP application was submitted and/or a denial from MIDAP of the inability to cover Copays at this time 
4. [bookmark: _Hlk20734796]Medication must be related to HIV Care or on the MIDAP formulary MIDAP Formulary

Coinsurance Coverage
HIPCA funds should only be used for coinsurance when client lacks the ability to pay. 
If requesting Coinsurance, the following must be provided: 
1. Itemized bill from a medical provider with insurance adjustment 
2. Date MIDAP application was submitted and/or a denial from MIDAP of the inability to cover coinsurance at this time 
3. Services must be related to HIV Care 
Premium Assistance
[bookmark: _Hlk19690444]HIPCA funds should only be used for premium assistance when client lacks the ability to pay and is not eligible for MIDAP premium assistance. 
The Premium Assistance Program through MIDAP assists clients in paying their health insurance premiums.
If requesting premium assistance, the following must be provided: 
1. Date MIDAP application was submitted and/or a denial from MIDAP of the inability to cover Premium Assistance at this time 
2. Copy of invoice from insurance provider 
a) COBRA, a copy of COBRA election form including the most recent detailed invoice
b) Qualified Health Plan, a copy of marketplace eligibility letter and most recent detailed invoice
c) Medicare Part D, must first apply for Extra Help/LIS and provided notification of approval or denial and a copy of the most recent detailed invoice
Dental
Michigan Dental Program (MDP) provides dental coverage for PLWH that do not have private dental insurance coverage. Clients may have Medicaid and qualify for MDP. 
1. Denial from MDP or copy of private insurance that does not cover dental
2. Detailed medical bill of services provided 
3. If client has insurance and services not covered 100%, must have itemized bill with insurance payment




















Procedures for Requesting HIPCA Funds from MDHHS

1. Client will contact RW Case Manager immediately upon discovering the need for HIPCA.  

2. Case Manager will supply client with relevant agencies/resources that may be able to assist with coverage (MIDAP, IAP, Premium Assistance, Medicaid etc.). 

3. Case Manager will assist client in applying for relevant coverage

4. Evidence of application to relevant agencies must be demonstrated.

5. Upon supplying proof of agencies’/resources’ denial and/or inability to assist the client in a timely manner, client may request HIPCA. Client will provide relevant documentation and information necessary for the Case Manager to complete the HIPCA funds request form.

6. Denials from other agencies must accompany request for HIPCA funds as appropriate.

7. The HIPCA request form will be completed by the Case Manager and provided to agencies Division Director/Supervisor who will review and approve or deny the request.

8. If request is approved, the request form and related documents are forwarded to MDHHS fax line (see HIPCA request form).  

9. MDHHS will review the request and approve or deny and will document approval or denial in CAREWare notes.

10. Following the approval of a 1st HIPCA request, and prior to a 2nd request, client will be responsible to prepare a personal/household budget and review with their Case Manager.

11. All HIPCA requests and supportive documentation will be held on file by agency.

12. All services are documented in CAREWare by the requesting agency utilizing MCM or NMCM support sub-service category. 

13. MDHHS has up to 14 business days to complete the HIPCA request.

14. After payment sent to vendor, MDHHS will document approval in CAREWare notes and add HIPCA service with amount paid. 

Please note if request is time sensitive or URGENT, check box on HIPCA request form. 



Supplemental Document


Insurance Description and Examples
Medicaid
Insurance program that provides free or low-cost health coverage to some low-income people, families and children, pregnant women, the elderly, and people with disabilities. Michigan has expanded their Medicaid programs to cover all people below 135% of poverty level.
Original Medicare
Original Medicare is a fee-for-service health plan that has two parts: Part A (Hospital Insurance) and Part B (Medical Insurance). After you pay a deductible, Medicare pays its share of the Medicare-approved amount, and you pay your share (coinsurance and deductibles).

Medicare Advantage (Medicare Part C)
A type of Medicare health plan offered by a private company that contracts with Medicare to provide you with all your Part A and Part B benefits. Medicare Advantage Plans include Health Maintenance Organizations, Preferred Provider Organizations, Private Fee-for-Service Plans, Special Needs Plans, and Medicare Medical Savings Account Plans. If you’re enrolled in a Medicare Advantage Plan, most Medicare services are covered through the plan and aren’t paid for under Original Medicare. Most Medicare Advantage Plans offer prescription drug coverage.
 
Medicare Part D
A program that helps pay for prescription drugs for people with Medicare who join a plan that includes Medicare prescription drug coverage. There are two ways to get Medicare prescription drug coverage: through a Medicare Prescription Drug Plan or a Medicare Advantage Plan that includes drug coverage. These plans are offered by insurance companies and other private companies approved by Medicare.

Qualified Health Plan
An insurance plan that’s certified by the Health Insurance Marketplace, provides essential health benefits, follows established limits on cost-sharing (like deductibles, copayments, and out-of-pocket maximum amounts), and meets other requirements under the Affordable Care Act. All qualified health plans meet the Affordable Care Act requirement for having health coverage, known as “minimum essential coverage.”

COBRA
A federal law that may allow you to temporarily keep health coverage after your employment ends, you lose coverage as a dependent of the covered employee, or another qualifying event. If you elect COBRA (Consolidated Omnibus Budget Reconciliation Act) coverage, you pay 100% of the premiums, including the share the employer used to pay, plus a small administrative fee.
Other Health Care Plan
A benefit your employer, union or other group sponsor provides to you to pay for your health care services.
Deductible
The amount you pay for covered health care services before your insurance plan starts to pay. With a $2,000 deductible, for example, you pay the first $2,000 of covered services yourself.
After you pay your deductible, you usually pay only a copayment or coinsurance for covered services. Your insurance company pays the rest.
· Many plans pay for certain services, like a checkup or disease management programs, before you've met your deductible. Check your plan details.
· All Marketplace health plans pay the full cost of certain preventive benefits even before you meet your deductible.
· Some plans have separate deductibles for certain services, like prescription drugs.
· Family plans often have both an individual deductible, which applies to each person, and a family deductible, which applies to all family members.
Generally, plans with lower monthly premiums have higher deductibles. Plans with higher monthly premiums usually have lower deductibles.

Copayment
A fixed amount ($20, for example) you pay for a covered health care service after you've paid your deductible.
Let's say your health insurance plan's allowable cost for a doctor's office visit is $100. Your copayment for a doctor visit is $20.
· If you've paid your deductible: You pay $20, usually at the time of the visit.
· If you haven't met your deductible: You pay $100, the full allowable amount for the visit.
Copayments (sometimes called "copays") can vary for different services within the same plan, like drugs, lab tests, and visits to specialists.
Generally, plans with lower monthly premiums have higher copayments. Plans with higher monthly premiums usually have lower copayments.

Coinsurance
The percentage of costs of a covered health care service you pay (20%, for example) after you've paid your deductible.
Let's say your health insurance plan's allowed amount for an office visit is $100 and your coinsurance is 20%.
· [bookmark: _Hlk20729318]If you've paid your deductible: You pay 20% of $100, or $20. The insurance company pays the rest.
· If you haven't met your deductible: You pay the full allowed amount, $100.
Example of coinsurance with high medical costs
Let's say the following amounts apply to your plan and you need a lot of treatment for a serious condition. Allowable costs are $12,000.
· Deductible: $3,000
· Coinsurance: 20%
· Out-of-pocket maximum: $6,850
You'd pay all the first $3,000 (your deductible).
You'll pay 20% of the remaining $9,000, or $1,800 (your coinsurance).
So, your total out-of-pocket costs would be $4,800 — your $3,000 deductible plus your $1,800 coinsurance.
If your total out-of-pocket costs reach $6,850, you'd pay only that amount, including your deductible and coinsurance. The insurance company would pay for all covered services for the rest of your plan year.
Generally speaking, plans with low monthly premiums have higher coinsurance, and plans with higher monthly premiums have lower coinsurance.

Premium
The amount you pay for your health insurance every month. In addition to your premium, you usually must pay other costs for your health care, including a deductible, copayments, and coinsurance. If you have a Marketplace health plan, you may be able to lower your costs with a premium tax credit.
When shopping for a plan, keep in mind that the plan with the lowest monthly premium may not be the best match for you. If you need much health care, a plan with a slightly higher premium but a low deductible may save you a lot of money.
After you enroll in a plan, you must pay your first premium directly to the insurance company — not to the Health Insurance Marketplace.

Cost Sharing
The share of costs covered by your insurance that you pay out of your own pocket. This term generally includes deductibles, coinsurance, and copayments, or similar charges, but it doesn't include premiums, balance billing amounts for non-network providers, or the cost of non-covered services. Cost sharing in Medicaid and CHIP also includes premiums.
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