§447.53

(b) Maximum charge. Any charge re-
lated to gross family income that is
above the minimum listed in paragraph
(a) of this section may not exceed the
standards shown in the following table:

MAXIMUM MONTHLY CHARGE

Family size
Gross family income (per month) 5 or

lor2|3or4 more
$150 or less ... $1 $1 $1
$151 or $200 .. 2 1 1
$201 to $250 .. 3 1 1
$251 to $300 .. 4 1 1
$301 to $350 .. 5 2 1
$351 to $400 .. 6 3 2
$401 to $450 .. 7 4 3
$451 to $500 .. 8 5 4
$501 to $550 .. 9 6 5
$551 to $600 .. 10 7 6
$601 to $650 .. 11 8 7
$651 to $700 .. 12 9 8
$701 to $750 .. 13 10 9
$751 to $800 .. 14 11 10
$801 to $850 .. 15 12 11
$851 to $900 .. 16 13 12
$901 to $950 .. 17 14 13
$951 to $1,000 ... . 18 15 14
More than $1,000 ...........cccccevrcnene 19 16 15

(c) Income-related charges. The agency
must impose an appropriately higher
charge for each higher level of family
income, within the maximum amounts
specified in paragraph (b) of this sec-
tion.

[43 FR 45253, Sept. 29, 1978, as amended at 45
FR 24889, Apr. 11, 1980]

DEDUCTIBLE, COINSURANCE, CO-PAYMENT
OR SIMILAR COST-SHARING CHARGE

§447.53 Applicability;
multiple charges.

(a) Basic requirements. Except as spec-
ified in paragraph (b) of this section,
the plan may impose a nominal deduct-
ible, coinsurance, copayment, or simi-
lar charge upon categorically and
medically needy individuals for any
service under the plan.

(b) Exclusions from cost sharing. The
plan may not provide for impositions of
a deductible, coinsurance, copayment,
or similar charge upon categorically or
medically needy individuals for the fol-
lowing:

(1) Children. Services furnished to in-
dividuals under 18 years of age (and, at
the option of the State, individuals
under 21, 20, or 19 years of age, or any
reasonable category of individuals 18

specification;
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years of age or over but under 21) are
excluded from cost sharing.

(2) Pregnant women. Services fur-
nished to pregnant women if such serv-
ices related to the pregnancy, or to any
other medical condition which may
complicate the pregnancy are excluded
from cost sharing obligations. These
services include routine prenatal care,
labor and delivery, routine post-
partum care, family planning services,
complications of pregnancy or delivery
likely to affect the pregnancy, such as
hypertension, diabetes, urinary tract
infection, and services furnished during
the postpartum period for conditions or
complications related to the preg-
nancy. The postpartum period is the
immediate postpartum period which
begins on the last day of pregnancy and
extends through the end of the month
in which the 60-day period following
termination of pregnancy ends. States
may further exclude from cost sharing
all services furnished to pregnant
women if they desire.

(3) Institutionalized individuals. Serv-
ices furnished to any individual who is
an inpatient in a hospital, long-term
care facility, or other medical institu-
tion if the individual is required (pur-
suant to §435.725, §435,733, §435.832, or
§436.832), as a condition of receiving
services in the institution, to spend all
but a minimal amount of his income
required for personal needs, for medical
care costs are excluded from cost shar-
ing.

(4) Emergency services. Services pro-
vided in a hospital, clinic, office, or
other facility that is equipped to fur-
nish the required care, after the sudden
onset of a medical condition mani-
festing itself by acute symptoms of suf-
ficient severity (including severe pain)
that the absence of immediate medical
attention could reasonably be expected
to result in—

(i) Placing the patient’s health in se-
rious jeopardy;

(ii) Serious
functions; or

(iii) Serious dysfunction of any bod-
ily organ or part.

(5) Family planning. Family planning
services and supplies furnished to indi-
viduals of child-bearing age are ex-
cluded from cost sharing.

impairment to bodily
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(c) Prohibition against multiple charges.
For any service, the plan may not im-
pose more than one type of charge re-
ferred to in paragraph (a) of this sec-
tion.

(d) State plan specifications. For each
charge imposed under this section, the
plan must specify—

(1) The service for which the charge
is made;

(2) The amount of the charge;

(3) The basis for determining the
charge;

(4) The basis for determining whether
an individual is unable to pay the
charge and the means by which such an
individual will be identified to pro-
viders; and

(5) The procedures for implementing
and enforcing the exclusions from cost
sharing found in paragraph (b) of this
section.

(e) No provider may deny services, to
an individual who is eligible for the
services, on account of the individual’s
inability to pay the cost sharing.

[43 FR 45253, Sept. 29, 1978, as amended at 47
FR 21051, May 17, 1982; 48 FR 5736, Jan. 8,
1983; 50 FR 23013, May 30, 1985; 55 FR 48611,
Nov. 21, 1990; 55 FR 52130, Dec. 19, 1990; 67 FR
41116, June 14, 2002]

§447.54 Maximum allowable charges.

(a) Non-institutional services. Except
as specified in paragraph (b), for non-
institutional services, the plan must
provide that—

(1) Any deductible it imposes does
not exceed $2.00 per month per family
for each period of Medicaid eligibility.
For example, if Medicaid eligibility is
certified for a 3-month period, the max-
imum deductible which may be im-
posed on a family for that period of eli-
gibility is $6.00;

(2) Any coinsurance rate it imposes
does not exceed 5 percent of the pay-
ment the agency makes for the serv-
ices; and

(3) Any co-payments it imposes do
not exceed the amounts shown in the
following table:

Maximum

copay-

: ment

States payment for the service charge-

able to

recipient
$10 or less $.50
$10.01 to $25 1.00

§447.56

Maximum
copay-
ment
charge-
able to
recipient

States payment for the service

$25.01 to $50 2.00
$50.01 or more ... 3.00

(b) Waiver of the requirement that cost
sharing amounts be nominal. Upon ap-
proval from CMS, the requirement that
cost sharing charges must be nominal
may be waived, in accordance with sec-
tion 431.55(g) for nonemergency serv-
ices furnished in a hospital emergency
room.

(c) Institutional services. For institu-
tional services, the plan must provide
that the maximum deductible, coinsur-
ance or co-payment charge for each ad-
mission does not exceed 50 percent of
the payment the agency makes for the
first day of care in the institution.

(d) Cumulative maximum. The plan
may provide for a cumulative max-
imum amount for all deductible, coin-
surance or co-payment charges that it
imposes on any family during a speci-
fied period of time.

[48 FR 5736, Jan. 8, 1983]

§447.55 Standard co-payment.

(a) The plan may provide for a stand-
ard, or fixed, co-payment amount for
any service.

(b) This standard copayment amount
for any service may be determined by
applying the maximum co-payment
amounts specified in §447.54 (a) and (b)
to the agency’s average or typical pay-
ment for that service. For example, if
the agency’s typical payment for pre-
scribed drugs is $4 to $5 per prescrip-
tion, the agency might set a standard
copayment of $0.50 per prescription.

§447.56 Income-related charges.

Subject to the maximum allowable
charges specified in §447.54 (a) and (b),
the plan may provide for income-re-
lated deductible, coinsurance or co-
payment charges. For example, an
agency may impose a higher charge on
medically needy recipients than it im-
poses upon categorically needy recipi-
ents.
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