
 

RULE-MAKING ORDER CR-103P (May 2009) 
(Implements RCW 34.05.360) 

Agency:   Health Care Authority, Washington Apple Health 
Permanent Rule Only 

Effective date of rule: 
 Permanent Rules 

 31 days after filing.  
 Other (specify)              (If less than 31 days after filing, a specific finding under RCW 34.05.380(3) is required and should be 

stated below) 

Any other findings required by other provisions of law as precondition to adoption or effectiveness of rule? 
   Yes          No          If Yes, explain:        
 

Purpose:    
The agency is amending WAC 182-502-0110 to clarify prior authorization requirements for dual-eligible clients when their 
Medicare benefits exhaust. The amendments also add language to clarify that timely billing requirements must be met and 
that the agency may do postpayment review on claims. The revisions to do not change current policy. The WAC section title 
is being changed to better reflect the information in the section. 
  
 
 
 
 
 
 
 
 
 
 
 

Citation of existing rules affected by this order: 
    Repealed:       
    Amended: 182-502-0110 
    Suspended:       

Statutory authority for adoption: RCW 41.05.021, 41.05.160  

Other authority:       

PERMANENT RULE (Including Expedited Rule Making) 
Adopted under notice filed as WSR 17-03-113 on January 17, 2017. 
Describe any changes other than editing from proposed to adopted version:  None 
 

 
 

If a preliminary cost-benefit analysis was prepared under RCW 34.05.328, a final cost-benefit analysis is available by 
contacting:   

 Name:      
Address:      

phone  (   )                  
fax       (   )                  
e-mail                        
 
 
 Date adopted:   February 28, 2017  
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NAME (TYPE OR PRINT) 
Wendy Barcus 
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HCA Rules Coordinator 
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Note:    If any category is left blank, it will be calculated as zero. 
No descriptive text. 

 
Count by whole WAC sections only, from the WAC number through the history note. 

A section may be counted in more than one category.   

 
The number of sections adopted in order to comply with: 

 
Federal statute:  New        Amended        Repealed        

Federal rules or standards:  New        Amended        Repealed        

Recently enacted state statutes:  New        Amended        Repealed        

           

           

 
 
 
The number of sections adopted at the request of a nongovernmental entity: 
 

  New        Amended        Repealed        

 
 
 
 
 
The number of sections adopted in the agency’s own initiative: 
 

  New        Amended 1  Repealed        

 
 
 
 
 
The number of sections adopted in order to clarify, streamline, or reform agency procedures: 
 

  New        Amended        Repealed        

 
 
 
 
The number of sections adopted using: 
 

Negotiated rule making:  New        Amended        Repealed        

Pilot rule making:  New        Amended        Repealed        

Other alternative rule making:  New        Amended 1  Repealed        

 
 
 
 
 
 

 



AMENDATORY SECTION (Amending WSR 16-13-157, filed 6/22/16, effective 
7/23/16)

WAC 182-502-0110  Conditions of payment and prior authorization 
requirements—Medicare coinsurance, copayments, and deductibles.  (1) 
The following people are eligible for benefits under this section:

(a) Dual-eligible clients enrolled in categorically needy Wash
ington apple health programs;

(b) Dual-eligible clients enrolled in medically needy Washington 
apple health programs; or

(c) Clients enrolled in the qualified medicare beneficiary (QMB) 
program.

(2) The agency pays the medicare coinsurance, copayments, and de
ductibles for Part A, Part B, and medicare advantage Part C for an el
igible person under subsection (1) of this section:

(a) Up to the published or calculated medicaid-only rate; and
(b) If the provider accepts assignment for medicare payment.
(3) If a medicare Part A recipient has remaining lifetime reserve 

days, the agency pays the deductible and coinsurance amounts up to the 
allowed amount as calculated by the agency.

(4) If a medicare Part A recipient has exhausted lifetime reserve 
days during an inpatient hospital stay, the agency pays the deductible 
and coinsurance amounts up to the agency-calculated allowed amount mi
nus any payment made by medicare, and any payment made by the agency, 
up to the outlier threshold. Once the outlier threshold is reached, 
the agency pays according to WAC 182-550-3700.

(5) If medicare and medicaid cover the service, the agency pays 
the deductible and coinsurance up to medicare or medicaid's allowed 
amount, whichever is less.

(6) If only medicare covers the service, the agency pays the de
ductible and coinsurance up to the agency's allowed amount established 
for a QMB client, and at zero for a non-QMB client.

(7) If a client exhausts medicare benefits, the agency pays for 
medicaid-covered services under Title 182 WAC and the agency's billing 
instructions.

(8) When medicaid requires prior authorization for a service cov
ered by both medicare and medicaid:

(a) Medicaid does not require prior authorization when the cli
ent's medicare benefit is not exhausted.

(b) Medicaid does require prior authorization when the client's 
medicare benefit is exhausted. See also WAC 182-501-0050(5).

(9) Providers must meet the timely billing requirements under WAC 
182-502-0150 in order to be paid for services.

(10) Payment for services is subject to postpayment review.
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