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SUBJECT: Month ,Of Disch~rge Exemption
, for Nursing Facility Residents

The purpose of this Communication is to advise you of a change in policy
regarding month of discharge exemptions for nursing facility residents being
discharged to the community. This change is being implemented as a result of
Department of Health and Senior Services (DHSS) initiatives which promote the
placement of nursing facility residents in less restrictive care settings.

Effective May 1, 1999, an exemption for the month of discharge only will be
allowed equal to the amount remaining after appropriate allowance(s) for other
exemptions to inCome and the Personal Needs Allowance (PNA). Therefore,
when completing the PR-1 form for the month of discharge, the amount listed in
the block entitled "Total Exempt Income" should equal the amount in the block
entitled "Total Gross Income" and "Available Income" should equal zero. A
completed sample PR-1 is attached for your reference. (Please note that DHSS
reissued the PA-3L as PR-1 revised July 1998).

The new policy allows for the beneficiary's i'ncomein, the month of disch~~ge to
be used to pay for "room and board" ,as'well as othernon-medicai,(X)sts
associated with his or her move to the community. In cases using the discharge
exemption, Medicaid payments to the nursing facility are not reduced for .the
month of the beneficiary's discharge to the community.

"Discharge to the community" includes discharge to the beneficiary'shome; to
the home of a family member or friend; or to a licensed" community setting,
including a Residential Health Care Facility (RHCF), a Boarding Home, an
Alternate Family Care Home, an Assisted Living Residence, or a Comprehensive
Personal Care Home. However, "discharge to the community" does not include
discharge to another Title XIX facility, including an acute care:.hospital.
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The provIsIon relating to the Month of Discharge Exemption previously
addressed on page 6 of the instructions attached to Medicaid Communication
96-27, "New Form PA-3L, Statement of Available Income for Medicaid Payment,"
dated November 22, 1996, no longer applies and is replaced by the new policy.

Discharges to the community will continue to be reported on the MCNH-33 in the
section entitled "Termination Information." If the discharge is to the beneficiary's
home or the home of a family member or friend, "Community" will be checked in
Item 5. If the discharge is to alicensedoommunity setting, "Other" will be
checked and the name and address of the licensed community 'setting will be
noted.

We ask that you distribute this Communication to 'appropriate MeCticaidellgibility
staff involved in the processing of long~temicare cases:'" Please 'direct any
questions relating to the actual completion of the form to the Department of
Health and Senior Services, at (609) 588-2860. For questions relating to policy,
contact the Division of Medical Assistance and· Health Services, Office of
Beneficiary and Provider Services, at (609) 588-2556.

Sincerely,

clyJ.Ak1{~
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Susan C. Reinhard, Ph.D., Deputy Commissioner
Department of Health,and Seflior Services

David C. Heins, Director
Division of Family Development

Charles Venti,' Director
Division of Youth and Family Services
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