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MS 1320
 STANDARDS OF PROMPTNESS

[The Department for Medicaid Services (DMS) sets time-frames, policy and procedures.  DCBS is contracted by DMS to determine eligibility for individuals using the policy and procedures set by DMS.  Applicants have 10 days to provide mandatory verification.  If additional time is requested to obtain mandatory verification, pend the case over 10 days.  All applications must be processed within 30 days of the date of application.  
Applications in the “I” or KCHIP categories are allowed 30 days to provide mandatory verification.  Refer to MS 2891. These categories also have a 30 day grace period after the application/recertification is denied/discontinued to return requested information without having to complete a new application.

All applications or reapplications must be acted on promptly.  The case is to be processed the day all verification is returned, if possible, but no later than 5 days from the date the information is received in the local office.  No more than 30 days should elapse between the application date and the approval or denial action date.  If the case cannot be processed within the time standard, document in the case record the reason for the delay.  A case must never pend indefinitely. 

A.
The 30 day time frame allows:

1. The client time to return requested information; and

2. DMS to review annuities and trusts. 


B.
For applications when the 30th day falls on a weekend or holiday: 



1. 

If all verification is received in the local office before the 30th  day, the case must be processed prior to the 30th day. 

2. 
If verification is not received before the 30th day, and the applicant has not requested good cause, KAMES will deny the case on the 30th day or the first workday following the weekend or holiday. 

Cases processed on the first workday following the 30th day are not considered past-due when the 30th day falls on a weekend or holiday.

C.
If the case cannot be processed within the time standard due to UNUSUAL CIRCUMSTANCES, document the reason for the delay.  Examples of unusual circumstances include:

1.  
A policy clarification was requested timely and a timely response 
is not received from MSBB (document in the case record);



Note: To ensure that processing timeframes are met send 
clarification requests to MSBB on a daily basis through your 
regional chain of command.

2.  
Waiting for an annuity or a trust to be completed or reviewed;  

3.
Delays in receiving MRT decisions for 
applications involving 
incapacity determinations;


4.
Delay in receiving the Medicare Explanation of Benefits for spend 
down cases; or

5.
Information is discovered that the worker was not aware of at 
application. Mail a new RFI requesting the additional verification. 



Note:  If the newly discovered information was worker error 


allow additional time if needed and send an RFI with a new due 

date.  However, if the newly discovered information was due to 

client’s failure to report, mail a new RFI with an explanation of 

the 
additional information that is needed, a new due date is not 

appropriate and the original due date assigned is left as is. 

D.  
Requested documentation from a third party may take more than 
30 
days.  If the applicant/representative can show that effort 
has 
been 
made to obtain the required documentation, the worker may 
allow 
a reasonable amount of time past the 30 days.  This 
must be approved 
by a supervisor and the case comments are to be documented 
;


Note:  If the applicant cannot show that effort was made to obtain 
the 
required documentation, allow the application to deny.  Do not 
assume more time is needed.   

E.
GOOD CAUSE CODES allow cases that are pending for certain types of verification or reviews additional time past the 30-day time period to be considered as untimely with “good cause.” As there are times that MA cases go past due through NO FAULT OF THE WORKER, a good cause code is available for pending applications, re-applications, and program transfers. No fault of the worker means:


1.
The information did not get to the worker timely;


2.
A policy clarification was requested timely but a timely response 
is not received.  Note, to ensure that processing timeframes are 
met send 
any 
clarification requests to MSBB on a daily basis 
through your regional 
chain of command.



Example 1:  Application is taken August 2nd; the due date is 

August 12.  A policy clarification request is sent to the Program 
Specialist on August 5th. The response is not received from MSBB 
until September 2nd. Using a good cause code is appropriate in this 
situation.



Example 2: Application is taken August 2nd; the due date is August 

12th. A policy clarification request is sent to the Program Specialist 

on August 18th. The response is not received from MSBB until 


September 2nd.  This would not be considered good cause as the 

worker did not request the clarification timely, therefore using a 

good cause code would be inappropriate.  

3. An annuity or trust was sent for review timely but a timely 
response was not received; or


4. 
The client requested additional time to obtain mandatory 
verification.

F.
The following are GOOD CAUSE reasons and the appropriate code for each type:

1 = Proof of citizenship;   

2 = Client request for additional time to provide mandatory verification such as trusts, income verification, etc.;

3 = 
Medical Review Team (MRT) decision;  

4 =
Department for Medicaid Services (DMS) response on reviews of trusts, annuities, etc.; and 

5 = Spend down.


Good cause codes do not change the 
time standards set by DMS.

G.
Cases with a good cause entry will pend for supervisor approval 
before the case will dispose.  The good cause reason field is not a 
required entry and can be deleted by either the worker or the 
supervisor, if the entry is not appropriate. If the case has pended over 
30-days, the worker will need to page through the application to allow 
the case to process as appropriate.  Do not change the “N” to a “Y” on 
the disposition screen if the case is no longer to pend.  Enter a good 
cause code if appropriate.  



When a good cause code is entered one of the following messages will display on both the worker and the supervisor’s DCSR:

1. Good cause code has been entered and the application is only pending due to the good cause code: “PDG SVSR APR GOOD CAUSE”;

2. Good cause code has been entered and the application is pending for mandatory verification:  “PDG SVSR APR GOOD CAUSE – MMV”; and

3. Good cause code has been entered and the application is pending for optional verification: “PDG SVSR GOOD CAUSE – MOV.”

Once the case is processed, the code will remain in the case history. Document case comments thoroughly with the reason the case was not processed timely. 

The following reports used in tracking case processing will reflect the cases that are untimely with good cause separately from those without good cause:



HRFSSR1    – Combined Caseload Activity report;



HRKRMR1A – Application Activity by Unit report;



HRKRMR1B – Application Activity by Caseload report;



HRKRMR14 – Application Activity by County report;



HRKRMR17 – Application Activity Statewide report; and



HRKRMR1U – Applications Processed Untimely report.] 

