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4.0 'When the Procedure, Product, or Service Is Not Covered

Note: Refer to Subsection 2.2.1 regarding EPSDT Exception to Policy Limitations for a
Medicaid Beneficiary under 21 Years of Age.

4.1 General Criteria Not Covered

Medicaid shall not cover the procedure, product, or service related to this policy when:
a. the active beneficiary does not meet the eligibility requirements listed in Section 2.0;
b. the beneficiary does not meet the criteria listed in Section 3.0;

¢. the procedure, product, or service duplicates another provider’s procedure, product,
or service; or

d. the procedure, product, or service is experimental, investigational, or part of a clinical
trial.

4.2 Specific Criteria Not Covered

4.2.1 Specific Criteria Not Covered by Medicaid
None Apply.

4.2.2 Medicaid Additional Criteria Not Covered

Medicaid shall not cover CAP/C participation and CAP/C services under any one
of the following circumstances:

a. an assessment of medical and functional needs has not been completed by a
nurse or social worker to determine reasonable indication of need for
services, as defined in Appendix F.

b. the beneficiary does not require and use CAP/C services planned in the
service plan that are available to the beneficiary during a 90 calendar-day
period despite case management coordination. If services designated in the
service plan are not available for more than 30 calendar-days, the case
manager shall contact NC Medicaid and provide information related to the
lack of services to avoid potential disenrollment;

c. the CAP/C evidence code has been removed from the eligibility information
system (NC FAST) and cannot be re-entered,;

d. the HCBS Service Request Form (SRF) is either incomplete, has been
denied, or a request for additional information was not received within the
specified timeframe;

e. the required annual assessment recertification was not approved or completed
within 60 calendar-days of the annual assessment date;

f. the applicant or beneficiary is receiving other Medicaid services or other
third-party reimbursed services that are adequately meeting assessed needs
and CAP/C services are duplicative;

g. the applicant or active beneficiary’s currently approved services (Medicaid
and non-Medicaid) are meeting assessed care needs and the applicant or
active beneficiary is determined to not have a reasonable indication of need
for one CAP/C service (refer to Appendix F);

h. ongoing waiver participation when the short-term enrolment in the waiver
program to receive a home or vehicle modification or assistive technology
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has been met, and evidence is provided of the installation and a claim has
been adjudicated by NCTracks, and no other CAP/C service was assessed to
be needed during a quarterly monitoring visit;

the applicant or active beneficiary’s health and well-being cannot be met
through an individualized person-centered service plan or the creation of a
risk agreement when the applicant or active beneficiary resides in an unsafe
home environment placing the eligible beneficiary at risk, listed in
Subsection 7.10;

the CAP/C beneficiary enters an institution for a short-term rehabilitation or
hospital stay or long-term institutional stay (refer to Subsection 7.14);

when a legal guardian or primary caregiver of the CAP/C beneficiary is
employed to be the paid caregiver of CAP/C services, when not authorized
through an emergency planning document;

the applicant or active beneficiary does not exercise his or her freedom of
choice to participate in the CAP/C waiver;

the applicant or active beneficiary or responsible party refuses to sign or
cooperate with the established service plan and any other required
documents, placing the applicant or eligible beneficiary’s health, safety and
well-being at risk (refer to Subsection 7.10);

the CME has been unable to establish contact with the beneficiary or his or
her responsible party for more than 90 calendar-days, to discuss the provision
of CAP/C services listed in the plan of care, despite more than two verbal
and two written attempts;

the beneficiary’s Medicaid eligibility is not active or has been terminated;

the beneficiary is not approved for Medicaid in the specified categories prior
to the receipt of CAP/C services in Subsection 2.1.2;

the beneficiary is in a Medicaid sanction period,
the beneficiary does not reside in an approved primary private residence;

the beneficiary or responsible party cannot demonstrate willingness or
capability to assume the responsibilities of employer of record under the
consumer direction as evidenced by repeated completion of the self-
assessment questionnaire, orientation trainings, coaching and technical
assistance;

the beneficiary or responsible party demonstrates as evidenced by written
correspondence a continued inability or unwillingness to adhere to the rights
and responsibilities of CAP/C as outlined in the “Beneficiary Rights and
Responsibilities,” form signed by the CAP/C beneficiary or primary
caregiver, refer to Appendix D; or

the beneficiary has reached his or her 21* birthday by an indication of 12
midnight on the day of the 21* birthday.

Note: The CAP/C beneficiary shall be eligible to participate in CAP/C when in
deductible status; however, CAP/C services are not reimbursed by Medicaid until
covered medical services are incurred.
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