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Title 13—DEPARTMENT OF 
SOCIAL SERVICES 

Division 70—MO HealthNet Division 
Chapter 1—Organization 

13 CSR 70-1.010 Organization and 
Description  

PURPOSE: This rule states the function and 
general organization of the MO HealthNet 
Division to comply with the requirements of 
section 536.023, RSMo.  

(1) General Authority and Purpose.  
(A) The MO HealthNet Division (MHD) 

was created within the Department of Social 
Services by executive order of the governor 
on February 27, 1985. The Missouri General 
Assembly granted statutory authority to the 
division by adding section 208.201, RSMo, 
effective September 28, 1987. MHD operates 
under the provisions of Chapter 208, RSMo, 
and Title XIX of the federal Social Security 
Act.  

(B) MHD is responsible for the administra-
tion of the medical assistance program in 
Missouri except for the determination of par-
ticipant eligibility for the program, which 
shall be the responsibility of the Family Sup-
port Division.  

(2) Organization and Operations. The MHD 
is located in Jefferson City at 615 Howerton 
Court. MHD can be contacted by writing to 
the division at PO Box 6500, Jefferson City, 
MO 65102-6500. MHD is divided into five 
(5) major organizational components—
administration and four (4) sections—finance, 
information services, operations, and clinical 
review, development, and performance. 

(A) Administration. The director’s office 
provides the overall guidance and direction 
for the division and is responsible for estab-
lishing the agency’s goals, objectives, poli-
cies, and procedures. The director’s office is 
also responsible for providing legislative 
guidance on Medicaid and health care related 
issues, overseeing the distribution of federal 
and state resources, planning, analyzing and 
evaluating the provision of Medicaid services 
for eligible Missourians, and final review of 
the budget. In Missouri, “MO HealthNet” 
can be described as “Medicaid,” “Title 
XIX,” or “medical assistance.” 

(B) Finance. The Finance section is divid-
ed into the following units:  

1. Budget, Financial Services, and Rate 
Development. 

A. Budget. This unit is responsible 
for developing and tracking the division’s 
annual budget request and subsequent appro-
priations. The unit is responsible for prepara-

tion of quarterly estimates and expenditure 
reports required by the Centers for Medicare 
and Medicaid Services (CMS).  During the 
legislative session, the unit is also responsible 
for reviewing all bills affecting the division, 
preparing fiscal notes, and attending hearings 
as assigned. 

B. Financial Services. This unit is 
responsible for managing the financial proce-
dures and reporting of the Medicaid claims 
processing system, creating expenditure 
reports for management and budget purposes, 
coordinating the production and mailing of 
provider remittance advices, checks and auto-
matic deposits, and reviewing and approving 
provider 1099 information. The unit is also 
responsible for processing adjustments to 
Medicaid claims, receiving and depositing 
payments, and managing provider account 
receivables. 

C. Rate Development. This unit is 
responsible for developing the capitation rates 
for the Medicaid Managed Care Program, the 
Nonemergency Medical Transportation Pro-
gram, and the Program of All Inclusive Care 
for the Elderly (PACE). The group works 
closely with the contracted actuary in evalu-
ating Medicaid fee-for-service expenditures 
to determine the financial impact of imple-
menting policy alternatives and evaluating the 
cost effectiveness of Managed Care and 
PACE; 

2. Institutional Reimbursement. This 
unit is divided into the following groups: 

A. Federally Qualified Health Center 
(FQHC) and Independent Rural Health Clinic 
(IRHC) Reimbursements. This group is 
responsible for the audit of the FQHC and 
IRHC cost reports including the calculation 
of final settlements relating to those cost 
reports and the review and processing of 
Managed Care Supplemental Interim Pay-
ments for FQHCs and IRHCs. The group is 
also responsible for the administration of 
state regulations, state plan amendments, and 
responses to inquiries regarding reimburse-
ment issues relative to these programs; and 

B. Nursing Home Policy and Reim-
bursement. This group is responsible for 
determining and carrying out the policy and 
reimbursement functions of the MO Health-
Net nursing facility program and the Nursing 
Facility Reimbursement Allowance (NFRA) 
provider tax program. The nursing facility 
duties include overseeing audits of nursing 
facility cost reports, determining reimburse-
ment rates, analyzing nursing facility data, 
determining and establishing reimbursement 
methodologies, and overseeing the prepara-
tion of the nursing facility Upper Payment 
Limit (UPL) demonstration. The NFRA 
duties include determining and collecting the 

NFRA, preparing various NFRA reports, and 
reconciling the NFRA fund balance. The 
group is also responsible for the review and 
analysis of proposed bills and preparation of 
fiscal notes, the administration of state regu-
lations and state plan amendments, represent-
ing the division in litigation, and responding 
to inquiries regarding nursing facility reim-
bursement and NFRA issues. The group 
oversees and monitors contractors to ensure 
nursing facility cost report audits and the 
nursing facility UPL demonstration are com-
pleted in a timely manner and in accordance 
with state and federal rules. The group works 
closely with the contractors in developing 
audit plans, evaluating nursing facility reim-
bursement issues, collecting and preparing 
data for the UPL demonstration, and imple-
menting any changes to these processes; 

3. Hospital Reimbursement Unit. This 
unit is divided into the following groups: 

A. Hospital Policy and Reimburse-
ment. This group is responsible for determin-
ing and carrying out the policy and reim-
bursement function of the MO HealthNet 
program for hospitals. This includes the day-
to-day activities of hospital reimbursement 
such as auditing hospital cost reports, calcu-
lating hospital per diem rates, calculating 
hospital payments (i.e., Direct Medicaid, 
Disproportionate Share Hospital (DSH), 
Graduate Medical Education (GME) pay-
ments), calculating Federal Reimbursement 
Allowance (FRA) provider tax, calculating 
final settlements or Outpatient Settlements, 
providing litigation support, conducting FRA 
program tracking, and handling hospital rate 
adjustment requests. The group is also 
responsible for the administration of state 
regulations, state plan amendments, and 
responses to inquiries regarding hospital 
reimbursement issues; 

B. Children’s Outliers and Provider 
Based Rural Health Clinic (PBRHC) Reim-
bursements and Settlements. This group is 
responsible for calculating children’s outlier 
payments for hospitals, updating the PBRHC 
reimbursement payment rate in electronic 
Medicaid Management Information System 
(eMMIS), calculating the final settlements 
for PBRHCs, calculating the MC+ interim 
payment adjustments for PBRHCs. The 
group is also responsible for the administra-
tion of state regulations, state plan amend-
ments, and responses to inquiries regarding 
reimbursement and settlement issues; and 

C. Premium Collections. This group is 
responsible for managing the lock box, auto-
matic withdrawals, and cash deposits for the 
State Children’s Health Insurance Program 
premium cases and Spenddown pay-in cases. 
The group manages the financial procedures 



and reporting for these programs in the 
state’s computer system and in the eMMIS to 
ensure the collection accurately establishes 
the Medicaid eligibility record and to ensure 
that client notices are accurate and timely; 

4. The Cost Containment and Audit 
Compliance unit is divided into the following 
groups: Medicare, Recoveries, and Pharmacy 
Rebate. 

A. Medicare: This group is responsi-
ble for ensuring that Medicare funds are uti-
lized whenever possible in providing medical 
services to Medicaid clients. This is accom-
plished by the identification of those recipi-
ents who are, or who might be, Medicare eli-
gible, the recovery of funds paid as Medicaid 
services for these clients, and the administra-
tion of Medicare Part B premiums. 

B. Recoveries: This group ensures 
that all potential, legally liable payers of med-
ical services pay up to their liability to offset 
Medicaid expenditures. This is accomplished 
through cost avoidance and post-payment 
recovery (pay-and-chase or cash recovery). 

(I) Cost avoidance occurs when the 
group receives information that a third-party 
payer is responsible for payment prior to 
Medicaid payment. The Third Party Liability 
(TPL) unit verifies commercial health insur-
ance after receiving the information from 
multiple sources. The insurance data is 
entered into participant eligibility files, which 
are connected to the Medicaid claims pay-
ment processing system, and serve as a 
source of editing to determine claim payment 
or denial. Cost avoidance also occurs through 
the Health Insurance Premium Payment 
(HIPP) program. If a participant has access 
to employer-sponsored health insurance, 
Medicaid will purchase the commercial 
health insurance if it is determined to be cost 
effective. 

(II) Post-payment recovery occurs 
when the unit determines that a third-party 
payer is potentially responsible for payment 
when a participant receives medical services. 
Data matches and the Medicaid claims pro-
cessing system determine potential recovery 
sources. TPL personnel are responsible for 
the following recovery activities: burial plans, 
personal funds, estates, and trauma (includes 
personal injury, product liability, malpractice, 
traffic accidents, worker’s compensation, and 
wrongful death). A contractor is primarily 
responsible for recovery of commercial health 
insurance payments. 

(III) These activities ensure that 
Medicaid funds are used only after all other 
potential resources available to pay have been 
exhausted. 

C. Pharmacy Rebate: This group is 
responsible for the collection of rebates from 

pharmaceutical manufacturers contracted 
with CMS to participate in the Medicaid 
Drug Rebate Program, and for collection of 
supplemental rebates from manufacturers 
participating in the state’s Supplemental 
Rebate Program. The group invoices manu-
facturers quarterly for products dispensed 
during the period. As payments are received, 
disputes are identified and the unit researches 
any product disputed by the manufacturer. 
Disputes are resolved with the manufacturer 
to collect the greatest rebate possible. This 
unit is also responsible for collecting rebates 
for the Missouri Rx Program. 

(C) Information Services. This section is 
responsible for managing the operations, 
development, and implementation of the 
information system that the division uses to 
administer MO HealthNet Programs. This 
includes the various components of the 
eMMIS which are hosted, developed, operat-
ed, and maintained by multiple information 
technology vendors and multiple vendor sys-
tems and services related to health informa-
tion exchange. The Information Services Unit 
is also responsible for managing quality, 
integrity, and use of the MO HealthNet pro-
gram data. The information services unit is 
also responsible for securing enhanced feder-
al funding related to allowable system imple-
mentation and operation costs. The Informa-
tion Services section is divided into the 
following units: Project Management Office, 
Business Systems, Data Management Office, 
Information Services Funding, and Health 
Information Technology Programs. 

1. Project Management Office. This unit 
is responsible for managing procurement and 
implementation of the more advanced modifi-
cations to the eMMIS and of new eMMIS 
solutions. The implementation of a replace-
ment enterprise data warehouse and business 
intelligence solutions is an example of a new 
eMMIS solution. The unit ensures that a 
structured approach is used so as not to dis-
rupt the automated Medicaid claims process-
ing and the information retrieval system cur-
rently in place.  

2. Business Systems. This unit is 
responsible for oversight and monitoring of 
the operations of the eMMIS and manage-
ment of the contracts with the information 
technology vendors responsible for hosting, 
developing, operating and maintaining the 
eMMIS systems. The unit is responsible for 
maintaining the claims processing system by 
reviewing claims payment issues, establishing 
corrective action plans, and designating spe-
cific tasks to the system vendors.  

3. Data Management Office. This unit is 
responsible for managing the quality of the 
data contained in the enterprise data ware-

house and establishing governance over the 
MO HealthNet data by determining informa-
tion ownership, establishing data standard 
option processes, establishing and enforcing 
data integrity, and managing the data archi-
tecture and usage. This unit is also responsi-
ble for managing all data requests and data 
reporting and analysis. 

4. Information Services Funding.  This 
unit is responsible for creating and managing 
requests for federal funding related to 
eMMIS system operations, enhancements, 
and implementations, and maximizing federal 
participation in system costs. This unit is also 
responsible for processing invoices received 
from information technology vendors, ensur-
ing the invoices are coded to the correct fed-
eral funding request, and tracking the budget 
to actual system costs. 

5. Health Information Technology Pro-
grams. This unit is responsible for managing 
all federal programs and projects related to 
Health Information Technology and Health 
Information Exchange. This unit is also 
responsible for managing contracts with 
health information networks providing health 
information exchange services for MO 
HealthNet. 

(D) Operations. The Operations section is 
divided into the following units: Home and 
Community-Based, School-Based, and Waiv-
er Services, Medical Programs and Policy, 
and Managed Care, Constituent Services, and 
Strategic Initiatives.  

1. Home and Community-Based, 
School-Based, and Waiver Services: This unit 
has the following three groups: 

A. Home and Community-Based In-
Home Services Group. This group works 
closely with the Department of Health and 
Senior Services (DHSS) and CMS regarding 
several Home and Community-Based Ser-
vices (HCBS) 1915(c) waivers and State Plan 
programs to ensure state and federal require-
ments are met. This group develops, amends, 
and renews HCBS waiver applications, and 
performs quality oversight activities, analysis 
and reporting for those programs. This group 
is also responsible for administration of state 
regulations and state plan amendments, along 
with research, program development, policy 
implementation, and program communica-
tions; 

B. Home and Community-Based and 
School-Based Services Group. This group 
works closely with the Department of Mental 
Health (DMH) and CMS regarding several 
HCBS 1915(c) waivers and State Plan pro-
grams to ensure state and federal requirements 
are met. The group develops, amends, and 
renews HCBS waiver applications, and per-
forms quality oversight activities, analysis, 
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and reporting for those programs. This group 
is responsible for coordination of state plan 
amendments, policy implementation, and 
regulations drafted to reflect program 
changes. In addition, this group administers 
the School-Based Service programs including 
invoice processing, program compliance 
activities, federal reporting, and contract 
oversight; 

C. Money Follows the Person (MFP) 
Group: The MFP program was designed to 
reduce reliance on Skilled Nursing Facilities 
(SNF) and Intermediate Care Facilities 
(ICF/MR) for individuals who are aged or 
those who have a disability, while providing 
resources for individuals wishing to transition 
to a quality community-based long-term care 
setting. The MFP group works closely with 
DHSS, DMH, and CMS to ensure that feder-
al MFP program requirements are met. This 
group is responsible for oversight and coordi-
nation of MFP program implementation 
across the three (3) state agencies, formulat-
ing a program budget each calendar year, 
evaluating the program on a semi-annual 
basis, marketing, and continually looking for 
best practices for improvement. 

2. Medical Programs and Policy: This 
unit divides the responsibilities for MHD’s 
medical programs and their policies among 
three (3) areas dedicated to each’s assigned 
programs. The first group focuses primarily 
on hospital providers, the second group 
focuses primarily on physicians, clinics, and 
hospice providers, and the third group focus-
es primarily on nursing facilities, durable 
medical equipment, and non-emergency med-
ical transportation. Programs and policies 
regarding all other enrolled medical providers 
are also managed by one (1) of the three (3) 
groups. 

A. The unit is responsible for 
research, analysis, development, implementa-
tion, and monitoring various benefit pro-
grams within the division, including the prior 
authorization process for approval of medical-
ly necessary items. Personnel in this unit also 
interact with advisory committees to obtain 
guidance regarding complicated health care 
issues, coordinate and assist in the develop-
ment of training packages, write and revise 
program manuals and bulletins pertaining to 
program policy, procedure, and operations, 
and monitor and evaluate program effective-
ness by tracking utilization patterns.  

B. The unit is responsible for 
researching state and federal regulations, 
CMS directives and rulings, and reviewing 
Medicaid programs implemented by other 
states. The group analyzes data and legisla-
tion, coordinates special projects, and works 
with other state agencies and groups within 

the division to implement new Medicaid pro-
grams including the development of new 
manuals and procedures. The group also aids 
in the implementation of major changes to 
existing MHD programs. This unit is also 
responsible for policy implementation, pro-
gram communication, oversight of contracts 
with outside vendors, certain clinical pro-
gram enhancement activities, and implemen-
tation of those program enhancements. Doc-
uments such as state plan amendments and 
state regulations are drafted to reflect pro-
gram changes.   

C. This unit also researches and gath-
ers information for program development and 
provides procedural support for systems 
changes and claims processing issues such as 
medical procedures and equipment prior 
authorization, and durable medical equip-
ment special pricing. The unit serves as the 
liaison with MMIS and other units within the 
division to facilitate program enhancement 
activities. 

3. Managed Care, Constituent Services, 
and Strategic Initiatives Unit.   

A. Managed Care. Managed Care is 
responsible for administration of the Man-
aged Care Program which operates under a 
1915(b) Freedom of Choice Waiver. This pro-
gram provides Medicaid Managed Care ser-
vices to participants in four (4) broad groups: 
Medical Assistance for Families, Medicaid 
for Children, Medicaid for Pregnant Women, 
and children in state custody. This group is 
also responsible for developing new policies 
and procedures for the Managed Care Pro-
gram. This unit is divided into the following 
groups: Managed Care Policy, Contract 
Development, and Compliance, and Quality 
Assessment. 

(I) Managed Care Policy, Contract 
Development, and Compliance. This group is 
responsible for monitoring contracts. Person-
nel monitor the Managed Care and the Bene-
ficiary Support System contracts to ensure 
providers are adhering to the terms and con-
ditions of their agreements. The group 
ensures that the Managed Care Organizations 
(MCOs) adhere to service access guidelines, 
verify provider networks, and handle com-
plaints against MCOs. The group also works 
with the Department of Insurance to assure 
MCOs are in compliance with state insurance 
rules and regulations. Premium Collections is 
also a responsibility of this group.  The group 
is responsible for answering phones and cor-
respondence regarding the State Children’s 
Health Insurance Program (CHIP) premium 
cases and spend-down pay-in cases, answer-
ing questions regarding program rules and 
receipt of payments. 

(II) Quality Assessment. This 

group performs research and data analysis to 
address monitoring and oversight require-
ments established by the CMS. The group 
utilizes a collaborative process to develop and 
implement strategies to improve the health 
status of Medicaid participants. This process 
entails coordination with advisory groups, 
other state agencies, managed care organiza-
tions, providers, and the public. The group is 
also responsible for researching, assessing, 
evaluating, and reporting information regard-
ing the quality of care provided to Managed 
Care members. 

B. Constituent Services and Educa-
tion. The unit is divided into the following 
groups: Provider and Member Educations, 
Provider Communication, and Participant 
Services. 

(I) Provider and Member Educa-
tion. This group is responsible for training 
and educating providers regarding the divi-
sion’s policies and procedures. The group 
also assists providers with the submission of 
Medicaid claims through provider workshops 
and individual provider training sessions. 
Additionally, this group assists with outreach 
to members and oversees a member forum for 
input. 

(II) Provider Communication. This 
group is responsible for responding to 
provider inquiries and concerns. Much of this 
communication is handled via a provider hot-
line. Written responses to provider inquiries 
are also handled by this group. The group 
explains difficult and complex Medicaid 
rules, regulations, policies, and procedures to 
providers.  

(III) Participant Services. This 
group aids the fiscal agent’s Participant Ser-
vices Unit by acting as liaison with other 
groups within the division and handling more 
complex inquiries from participants. The 
division maintains a toll-free hotline for par-
ticipants and is responsible for the Medicaid 
Participant Reimbursement program and han-
dles all prior authorizations of out-of-state 
services. This group also handles requests for 
appeals from MHD participants who have 
had adverse actions regarding service denials 
or closures. 

(E) Clinical Review, Development, and 
Performance: This section includes the 
offices of the Medical Director and Assistant 
Medical Director; and Registered Nurse Spe-
cialists; Durable Medical Equipment Review 
and Approval; Medical Program Develop-
ment, Support, and Evaluation; Exceptions 
Management and Review; Primary Care 
Health Home Management; the Quality Pro-
gram; the Behavioral Health Program; and 
the Pharmacy Program. 

1. Medical Director, Assistant Medical 
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Director, and Registered Nurse Specialists. 
The Medical Director oversees the unit, 
approves decisions, reviews medical docu-
mentation for clinical accuracy and appropri-
ateness, participates in state fair hearings, 
and reviews transplant requests and prior 
authorization requests.   

2. Medical Program Development, Sup-
port, and Evaluation. The unit provides sup-
port for both the Fee-for-Service and Man-
aged Care programs, including the PACE 
program, and provides recommendations to 
develop evidence-based clinical guidelines to 
advance quality in the programs. The unit 
assists contractors with their medical reviews 
and decision-making when necessary, and 
reviews individual medical decisions that 
have been referred for state fair hearings.  
The unit also provides responses to legislative 
and other external inquiries and provides 
medical subject-matter support to MHD per-
sonnel.  

A. Subject-matter support for the Fee-
for-Service program includes, but is not lim-
ited to, determining medical necessity of 
requested equipment or services, making pro-
gram recommendations that follow best prac-
tices and evidence-based approaches, and 
providing guidance regarding federal and 
state program requirements. 

B. Subject-matter support for the 
Managed Care program includes, but is not 
limited to, determining medical necessity of 
requested equipment or services, making pro-
gram recommendations that follow best prac-
tices and evidence-based approaches, provid-
ing guidance regarding federal and state 
program requirements, reviewing clinical 
information related to quality outcomes, 
reviewing the health plans’ care management 
programs, reviewing claims and benefit 
denials as needed, and coordinating with 
other state agencies regarding shared popula-
tion health mandates. 

3. Exceptions Management and Review. 
An administrative exception may be made on 
a case-by-case basis to limitations and restric-
tions. The unit provides oversight of these 
reviews which may be of a routine or an 
emergency nature.   

4. Primary Care Health Home Manage-
ment. The unit is responsible for oversight of 
all aspects of this program including internal 
systems, program expansion, collaboration 
with the managed care unit and the contracted 
health plans, data collection, and analysis. 

5. Durable Medical Equipment (DME) 
Review and Approval. This group evaluates 
all requests and has a call center for DME, 
optical, and alternative therapies for pain 
management and approves or denies these 
requests. It also responds to inquiries from 

providers, medical consultants, and public 
officials related to MHD policies and proce-
dures. It also evaluates possible program 
abuse, suspected fraud, dual services, and 
helps to improve program efficiency. 

6. Quality Program. This group is 
responsible for a variety of data analyses 
relating to various grants and initiatives 
throughout MHD, including those related to 
Health Home, women and infant health, and 
asthma.  Annual and quarterly quality data 
from the Managed Care Organizations are 
processed by this group, which also produces 
a series of reports and graphs from that data, 
and it also prepares and disseminates reports 
for distribution to the MCOs regarding 
immunizations, members with special needs, 
lead screenings, etc. Annual CMS Core Set 
measures are calculated and reported by this 
group. It also responds to numerous ad hoc 
data requests throughout the year from 
administrators, managers, the legislature, and 
assorted outside interests. 

7. Behavioral Health Program. This 
group is responsible for overseeing the pur-
chase and delivery of behavioral health ser-
vices on behalf of MHD fee-for-service and 
managed care participants. It is responsible 
for research, analysis, development, imple-
mentation, and monitoring of behavioral 
health services covered by MHD, including 
the precertification process for approval of 
individual, family, and group psychotherapy 
for fee-for-service participants. This unit 
researches evidence-based and best practices 
to inform policy revision. Personnel in this 
unit participate in annual clinical reviews of 
managed care health plans and monitor com-
pliance with mental health and substance use 
disorder parity standards.  They also interact 
with community advisors for input on com-
plex behavioral health care issues, coordinate 
and assist in the development of provider 
training, and provide clinical and policy con-
sultation to other Department of Social Ser-
vices (DSS) divisions and to other state agen-
cies. This unit is responsible for provider 
bulletins and manuals as well as state plan 
amendments and state regulations related to 
behavioral health services changes. This unit 
is responsible for providing clinical input 
regarding behavioral health conditions and 
services as related to various MHD and man-
aged care initiatives. It is responsible for 
researching state and federal regulations, 
CMS directives and rulings, and other state 
Medicaid programs and services. 

8. Pharmacy Program. The Pharmacy 
Program includes Pharmacy Operations, 
Pharmacy Reviews and Hearings, and the 
Pharmacy Clinical group. 

A. Pharmacy Operations. The phar-

macy operations group maintains the listing 
of payable drug products and management of 
the drug pricing methodology for the phar-
macy department to ensure proper drug claim 
payment. The group houses the pharmacy 
administration helpdesk which communicates 
with providers on issues processing drug 
claims, including drug pricing. Pharmacy 
Operations also processes pharmacy provider 
bulletins, hot tips, regulations, provider man-
uals, and State Plan Amendments. In addi-
tion, the unit reviews requests for compound-
ed prescriptions, medically necessary 
over-the-counter drugs, non-reference diabet-
ic supplies, and medication requests for par-
ticipants enrolled in Hospice to determine 
whether the medication is related to the ter-
minal illness.  

B. Pharmacy Reviews and Hearings. 
The unit provides clinical review for pharma-
cy prior authorizations when necessary and 
utilizes physician consultants when additional 
clinical review or peer-to-peer consultation is 
needed or requested.  

C. Pharmacy Clinical Group. This 
group operates a toll-free hotline for 
providers to request overrides on drug prod-
ucts with restricted access due to clinical or 
fiscal edits and prior authorization. The hot-
line staff in this unit process requests for drug 
products which have been denied through the 
usual claims processing system. 

(I) The group is responsible for the 
implementation and maintenance of clinical 
pharmacy cost saving initiatives. This unit is 
responsible for the review, implementation, 
and maintenance of the Preferred Drug List 
(PDL) and all clinical and fiscal edits. It also 
oversees the prior authorization of all new 
drug products and monitoring of the drug 
pipeline. All clinical drug information and 
pharmacoeconomic evidence-based reviews 
are organized for presentation to the Drug 
Use Review Board (DUR). Online point-of-
sale clinical edits are established to assure 
cost effective and appropriate drug usage. 

(II) Internal clinical management 
for fee-for-service patients is performed, 
including identification and monitoring of 
drug regimens outside normal parameters, 
and working with patients’ healthcare 
providers to reach desired outcomes.  

D. Missouri Rx Plan. This group is 
responsible for the ongoing operations of the 
Missouri Rx Plan, which pays fifty percent 
(50%) of the member’s out-of-pocket cost for 
prescription drugs covered by the Medicare 
Prescription Drug Program and by the mem-
ber’s Medicare Part D Plan formulary for 
dual eligible participants. 

AUTHORITY: sections 208.201 and 660.017, 
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RSMo 2016.* This rule was previously filed 
as 13 CSR 40-81.005. Emergency rule filed 
Sept. 15, 1987, effective Sept. 28, 1987, 
expired Jan. 25, 1988. Original rule filed 
Oct. 1, 1987, effective Jan. 29, 1988. 
Amended: Filed July 2, 1992, effective Feb. 
26, 1993. Amended: Filed April 14, 2006, 
effective Oct. 30, 2006. Amended: Filed Aug. 
23, 2021, effective March 30, 2022. 

*Original authority: 208.201, RSMo 1987, amended 2007, 
and 660.017, RSMo 1993, amended 1995. 
 
 
13 CSR 70-1.020 Standards for Privacy of 
Individually Identifiable Health Informa-
tion 

PURPOSE: The state of Missouri, Depart-
ment of Social Services, MO HealthNet Divi-
sion, is committed to protecting the confiden-
tiality of protected health information of 
applicants and participants of the Medical 
Assistance MO HealthNet Program. This rule 
describes how health care information about 
MO  HealthNet applicants and participants 
may be used and disclosed and how 
MO HealthNet participants can get access to 
their personal health information. 

(1) General Authority. There are many state 
and federal laws and regulations that safe guard 
applicants’ and participants’ protected health 
information.  

(A) Section 1902(a)(7) of the federal Social 
Security Act requires that a state plan for med-
ical assistance must provide safeguards which 
restrict the use or disclo sure of information 
concerning applicants and participants to pur-
poses directly connected with the administra-
tion of the plan.  

(B) The Health Insurance Portability and 
Accountabil ity Act (HIPAA) represents the 
first compre hensive federal protection of 
patient privacy (45 Code of Federal Regula-
tions, parts 160-164). Passed by the United 
States Congress in 1996, HIPAA sets national 
standards to protect personal health informa-
tion, reduces health care fraud, and makes 
health coverage more portable. The entire 
health care industry must implement HIPAA, 
including state governments. 

(C) The Health Information Technology for 
Economic and Clinical Health (HITECH) Act, 
enacted as part of the American Recovery and 
Reinvestment Act of 2009, was signed into law 
on February 17, 2009, to promote the adop-
tion and meaningful use of health information 
technology. Subtitle D of the HITECH Act, 
Sections 13400-13424 of Public Law 111-5, 
codified at 42 U.S.C. 300jj et seq.; 17901 et 
seq., addresses the privacy and security con-

cerns associated with the electronic transmis-
sion of health information, in part, through 
several provisions that strengthen the civil and 
criminal enforcement of the HIPAA rules.  
The U.S. Department of Health and Human 
Services (HHS) Office of Civil Rights (OCR) 
issued a final rule that implements a number 
of provisions of the HITECH Act, to strength-
en the privacy and security protections for 
health information established under the 
HIPAA for individual’s health information 
maintained in electronic health records and 
other formats at 45 CFR Parts 160 and 164, 
Vol. 78, No. 17. 

(2) Definitions.  
(A) Breach. The unauthorized acquisition, 

access, use, or disclosure of Protected Health 
Information which compromises the security 
or privacy of such information, except as pro-
vided in 42 U.S.C. section 17921.   

(B) Business Associate. An individual or 
business who carries out a function or activity, 
involving the use or disclosure of individually 
identifiable health information, on behalf of 
the Department of Social Services and its divi-
sions. 

(C) Covered Entity. A health plan, a health-
care clearinghouse, and a healthcare provider 
who transmits any health information in elec-
tronic form in connection with a covered 
transaction. The Department of Social Ser-
vices is a Health Plan, as defined in HIPAA. 

(D) Health Information Network. A group 
of hospitals and medical professionals, and its 
related infrastructure, who have an agreement 
to exchange protected health information as 
defined by HIPAA. 

(E) Health Information Technology for Eco-
nomic and Clinical Health (HITECH) Act. 
Subtitle D of the HITECH Act, addresses pri-
vacy and security concerns associated with the 
electronic transmission of health information, 
in part, through several provisions that 
strengthen the civil and criminal enforcement 
of the HIPAA rules, including business associ-
ate liability, enforcement, and breach notifica-
tion. 

(F) Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). This law 
established “portability” requirements, allow-
ing employees to “take their coverage with 
them” when they changed jobs. The “Admin-
istrative Simplification” section of the law 
deals with privacy, security of health care 
information, and standardized formats for 
electronic health care transactions (such as 
submission of health care claims).  

(G) MO HealthNet. In Missouri, the medi-
cal assistance program on behalf of needy per-
sons, Title XIX, Public Law 89-97, 1965 
amendments to the federal Social Security 

Act, 42 U.S.C. Section 301, et seq., shall be 
known as “MO HealthNet.” Medicaid shall 
also mean “MO HealthNet” whenever it 
appears throughout Missouri Revised Statues. 

(H) Protected Health Information. A term 
established under the HIPAA privacy rules, it 
refers to individually identifiable health infor-
mation, in whatever medium it is trans mitted 
or maintained (e.g., paper, electronic, or even 
oral), including demographic infor mation, that 
is created or received by a health care 
provider, health plan, employer, or health care 
clearinghouse, and that relates to the past, pre-
sent, or future physical or men tal health or 
condition of an individual; the provision of 
health care to an individual; or the past, pre-
sent, or future payment for the provision of 
health care to an individual.  

(I) Treatment, Payment, and Health Care 
Operations (TPO) includes all of the follow-
ing:  

1. Treatment means the provision, coor -
dination, or management of health care and 
related services, consultation between pro-
viders relating to an individual, referral of an 
individual to another provider for health care, 
and the necessary sharing of information 
through a health information network for treat-
ment purposes. 

2. Payment means activities undertaken 
by a health plan to obtain premiums or deter-
mine/fulfill responsibility for coverage or pro-
vision of benefits, or by a provider or health 
plan to obtain or provide reimburse ment for 
health care, including determinations of eligi-
bility or coverage, billing, collections activi-
ties, medical necessity determinations, and 
utilization review.  

3. Health care operations includes func -
tions such as quality assessment and improve-
ment activities, population-based activities 
relating to improving health or reducing health 
care costs, case management and care coordi-
nation, reviewing competence or qualifica-
tions of health care professionals, conducting 
training programs, licensing and credentialing 
activities, under writing, premium rating, con-
ducting or arranging for medical review, legal 
services and auditing functions, business plan-
ning and development, and general business 
and administrative activities (including activi-
ties relating to the sale, transfer, or merger of 
the covered entity).  

(3) Disclosures of Protected Health Informa-
tion Required or Allowed by Law.  

(A) The Depart ment of Social Services, the 
single state MO HealthNet agency, and its divi-
sions, may use an applicant’s or participant’s 
individually identifi able health information for 
treatment, pay ment, or health care operations. 
For example, individually identifiable health 
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information may be used to determine dis-
ability for a pub lic assistance program; when 
reviewing a request from the treating physi-
cian for a MO HealthNet service that requires 
a prior approval; when sharing information 
through a health information network for 
treatment purposes; and when processing 
claims and other requests for medical care 
payments. The Department of Social Ser-
vices, MO HealthNet Division may also 
report informa tion for research purposes and 
matters con cerning organ donations. The 
research must be for helping the MO Health-
Net program.  

(B) The Department of Social Services, 
MO HealthNet Division shall provide infor-
mation— 

1. To public health authorities to report 
contagious and reportable diseases, including, 
but not limited to, those defined by 19 CSR 
20-20.020, birth defects, cancer, or other 
information for public health purposes;  

2. Reporting of certain types of wounds 
or other physical injuries;  

3. Regarding reactions to problems with 
medicines;  

4. To the police when required by law;  
5. For court and administrative proceed-

ings, when ordered;  
6. To health oversight authorities to 

review how Department of Social Services 
programs are working;  

7. To a provider or other insurance com-
pany who needs to know if a participant is 
enrolled in one of the Department of Social 
Services programs;  

8. To Workers’ Compensation for work 
related injuries;  

9. Birth, death, and immunization infor -
mation;  

10. To the federal government to protect 
our country, the president, and other govern-
ment workers; 

11. When reporting information about 
victims of abuse, neglect, or domestic vio-
lence to a government authority to the extent 
the disclosure is required by law;  

12. For Medical eligibility when that 
information is used for a governmental func-
tion, such as local public health agency using 
eligibility information to determine eligibility 
for local health programs;   

13. To funeral directors, coroners, or 
medical examiners; and 

14. To another government agency 
administering a government program provid-
ing public benefits if the programs serve the 
same or similar populations and the disclo-
sure of protected health information is neces-
sary to coordinate the covered functions of 
such programs or to improve administration 
and management relating to the covered func-

tions of such programs. 

(4) Disclosure of Protected Health Information 
to Business Associates and Other Covered 
Entities. The Department of Social Services, 
and its divisions, may disclose, at its discre-
tion, a participant’s protected health informa-
tion to designated business associates in accor-
dance with and as authorized by HIPAA, as 
amended by the HITECH Act, and all regula-
tions promulgated pursuant to authority grant-
ed therein. Examples of how a participant’s 
protected health information may be dis-
closed, include, but are not limited to: 

(A) Treatment of a Participant. Includes 
activities such as, providing, coordinating, or 
managing health care delivery and related ser-
vices; consultation between providers relating 
to a participant; referral of a participant to 
another provider for health care; and neces-
sary sharing of information through a health 
information network for treatment purposes; 

(B) Payment. Payment activities may include 
obtaining premiums or determining/fulfilling 
responsibility for coverage or provision of ben-
efits by a provider or health plan to obtain or 
provide reimbursement for health care; provid-
ing reimbursement for health care services 
provided to the participant, which may include 
eligibility determinations, medical necessity or 
appropriateness; utilization management activ-
ities; claims management; billing; and collec-
tion activities; and 

(C) Health Care Operations. Includes func-
tions such as quality assessment and improve-
ment activities; population-based activities 
relating to improving health or reducing health 
care costs; protocol development; wellness and 
risk assessments; quality assessments and 
improvement, case management and care coor-
dination; contacting of health care providers 
and patients with information about treatment 
alternatives; conducting training programs; 
licensing and credentialing activities; under-
writing, premium rating, conducting or arrang-
ing for medical review; legal services and 
auditing functions; business planning and 
development; customer service; and general 
business and administrative activities (includ-
ing activities relating to the sale, transfer, or 
merger of the covered entity). 

(5) Restrictions of Allowable Disclosures by a 
Participant. In accordance with HIPAA, a par-
ticipant may request Department of Social Ser-
vices to restrict allowable disclosures of the 
participant’s protected health information. 
Such requests must be made in writing to the 
Department of Social Services Privacy Offi-
cer. The Department of Social Services Priva-
cy Review Board shall consider the request 
and assess the impact on ensuring delivery of 

safe and quality health care to the participant, 
timely and accurate payment for services pro-
vided to the participant, and for the accurate 
review and audit of public funds used to pro-
vide health care to the participant. Decisions 
of the Department of Social Services Privacy 
Review Board may be appealed to the Depart-
ment of Social Services Director for affirma-
tion or reversal. 

(6) Protected Health Information Available 
Through Health Information Networks. Pro-
tected health information may be made avail-
able for the treatment of a participant, review 
of health care services for payment of medi-
cal expenses, and health care operations, 
including case management and care coordi-
nation for a participant, upon request from 
authorized business associates through a 
health information network or by other elec-
tronic means provided directly by the depart-
ment, if such disclosures are made in accor-
dance with HIPAA and for the purposes 
stated herein. 

(7) Other Uses and Disclosures Require the 
Applicant’s or Participant’s Written Autho -
rization. For other situations, the Department 
of Social Services will ask for the applicant’s, 
or participant’s, or their representative’s writ -
ten authorization before using or disclosing 
information. The applicant, or participant, or 
their representative may cancel this autho-
rization at any time in writing. The Depart-
ment of Social Services cannot take back any 
uses or disclosures already made with the 
applicant’s, or participant’s, or their repre-
sentative’s authorization.  

(8) Applicant or Participant Rights to Restrict 
or Request Protected Health Information. An 
applicant, or participant, or their representa -
tive has the right to—  

(A) Receive private information from the 
Department of Social Services by other 
means or at another place;  

(B) Have their doctor see their health infor -
mation, unless it is psychotherapy notes taken 
by a mental health provider that are kept sep -
arate from the rest of the individual’s medical 
record;  

(C) Request a change of their medical 
information if they think some of the infor-
mation is wrong; and  

(D) Request a list of medical information 
the Department of Social Services shared that 
was not for treatment, payment, or health care 
operations or as required by federal law. An 
applicant, or par ticipant, or their representa-
tive can get a list of where their health infor-
mation has been sent, unless it was sent for 
treatment, payment, health care operations; 



such as checking to make sure they received 
quality care, or to make sure the laws are 
being followed, on forms prepared by the 
Department of Social Services.  

1. If the individual requests a copy of 
the protected health information or agrees to 
a summary or explanation of such informa -
tion, the covered entity may impose a reason -
able, cost-based fee, provided that the fee 
includes only the cost of—  

A. Copying, including the cost of 
supplies for and labor of copying, the protect-
ed health information requested by the indi-
vidual;  

B. Postage, when the individual has 
requested the copy, or summary or explana -
tion, be mailed;  

C. Preparing an explanation or sum -
mary of the protected health information; and  

D. Requests for information in other 
formats such as compact disks (CDs) or flash 
drives, will be invoiced at the rate the agency 
actually paid for the format used.  

AUTHORITY: sections 208.001 and 208.201, 
RSMo Supp. 2013.* Original rule filed Feb. 
3, 2003, effective Sept. 30, 2003. Amended: 
Filed Oct. 12, 2007, effective April 30, 2008. 
Amended: Filed March 12, 2014, effective 
Oct. 30, 2014. 

*Original authority: 208.201, RSMo 1987, amended 2007. 

  CODE OF STATE REGULATIONS  9JOHN R. ASHCROFT        (2/28/22) 
Secretary of State

Chapter 1—Organization 13 CSR 70-1


