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(5) Seek additional information that 
is not in the LIS leads data if needed 
by the agency to make a determination 
of eligibility for the Medicare Savings 
Programs; 

(6) Verify an individual’s U.S. citizen-
ship or satisfactory immigration status 
in accordance with §§ 435.406 and 435.956; 

(7) Determine the eligibility of the 
individual for the Medicare Savings 
Programs promptly and without undue 
delay, consistent with timeliness 
standards established under § 435.912; 
and 

(8) If any of the LIS leads data does 
not support a determination of eligi-
bility under the Medicare Savings Pro-
grams— 

(i) Determine what additional infor-
mation is needed to make a determina-
tion of eligibility for the Medicare Sav-
ings Programs; 

(ii) Notify the individual that they 
may be eligible for assistance with 
their Medicare premium and/or cost 
sharing charges, but that additional in-
formation is needed for the agency to 
make a determination of such eligi-
bility; 

(iii) Provide the individual with a 
minimum of 30 days to furnish any in-
formation needed by the agency to 
make such determination of eligibility; 
and 

(iv) Verify the individual’s eligibility 
for the Medicare Savings Programs in 
accordance with the agency’s 
verification plan developed in accord-
ance with § 435.945(j). 

(9) Provide the individual with, in ad-
dition to and separate from any re-
quests for additional information nec-
essary for a determination of Medicare 
Savings Program eligibility, unless 
CMS approves otherwise,— 

(i) Information about the availability 
of additional Medicaid benefits on 
other bases, including the scope of such 
benefits and responsibilities of the in-
dividual applying for such benefits; and 

(ii) An opportunity to furnish such 
additional information as may be need-
ed to determine whether the individual 
is eligible for such additional Medicaid 
benefits on other bases. 

[77 FR 17209, Mar. 23, 2012, as amended at 81 
FR 86457, Nov. 30, 2016; 88 FR 65270, Sept. 21, 
2023; 89 FR 22867, Apr. 2, 2024] 

§ 435.912 Timely determination and re-
determination of eligibility. 

(a) Definitions. For purposes of this 
section— 

Performance standards are overall 
standards for determining, renewing 
and redetermining eligibility in an effi-
cient and timely manner across a pool 
of applicants or beneficiaries, and in-
clude standards for accuracy and con-
sumer satisfaction, but do not include 
standards for an individual applicant’s 
determination, renewal, or redeter-
mination of eligibility. 

Timeliness standards refer to the max-
imum periods of time, subject to the 
exceptions in paragraph (e) of this sec-
tion and in accordance with § 435.911(c), 
in which every applicant is entitled to 
a determination of eligibility, a rede-
termination of eligibility at renewal, 
and a redetermination of eligibility 
based on a change in circumstances. 

(b) State plan requirements. Consistent 
with guidance issued by the Secretary, 
the agency must establish in its State 
plan timeliness and performance stand-
ards, promptly and without undue 
delay, for: 

(1) Determining eligibility for Med-
icaid for individuals who submit appli-
cations to the single State agency or 
its designee in accordance with 
§ 435.907, including determining eligi-
bility or potential eligibility for, and 
transferring individuals’ electronic ac-
counts to, other insurance affordability 
programs pursuant to § 435.1200(e); 

(2) Determining eligibility for Med-
icaid for individuals whose accounts 
are transferred from other insurance 
affordability programs, including at 
initial application, as well as at a regu-
larly scheduled renewal or due to a 
change in circumstances; 

(3) Redetermining eligibility for cur-
rent beneficiaries at regularly sched-
uled renewals in accordance with 
§ 435.916, including determining eligi-
bility or potential eligibility for, and 
transferring individuals’ electronic ac-
counts to, other insurance affordability 
programs pursuant to § 435.1200(e); 

(4) Redetermining eligibility for cur-
rent beneficiaries based on a change in 
circumstances in accordance with 
§ 435.919(b)(1) through (5), including de-
termining eligibility or potential eligi-
bility for, and transferring individuals’ 
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electronic accounts to, other insurance 
affordability programs pursuant to 
§ 435.1200(e); and 

(5) Redetermining eligibility for cur-
rent beneficiaries based on anticipated 
changes in circumstances in accord-
ance with § 435.919(b)(6), including de-
termining eligibility or potential eligi-
bility for, and transferring individuals’ 
electronic accounts to, other insurance 
affordability programs pursuant to 
§ 435.1200(e). 

(c) Timeliness and performance stand-
ard requirements—(1) Period covered. The 
timeliness and performance standards 
adopted by the agency under paragraph 
(b) of this section must— 

(i) For determinations of eligibility 
at initial application or upon receipt of 
an account transfer from another in-
surance affordability program, as de-
scribed in paragraphs (b)(1) and (2) of 
this section, cover the period from the 
date of application or transfer from an-
other insurance affordability program 
to the date the agency notifies the ap-
plicant of its decision or the date the 
agency transfers the individual’s elec-
tronic account to another insurance af-
fordability program in accordance with 
§ 435.1200(e); 

(ii) For regularly-scheduled renewals 
of eligibility under § 435.916, cover the 
period from the date that the agency 
initiates the steps required to renew 
eligibility on the basis of information 
available to the agency, as required 
under § 435.916(b)(1), to the date the 
agency sends the individual notice re-
quired under § 435.916(b)(1)(i) or 
(b)(2)(i)(C) of its decision to approve 
their renewal of eligibility or, as appli-
cable, to the date the agency termi-
nates eligibility and transfers the indi-
vidual’s electronic account to another 
insurance affordability program in ac-
cordance with § 435.1200(e); 

(iii) For redeterminations of eligi-
bility due to changes in circumstances 
under § 435.919(b)(1) through (5), cover 
the period from the date the agency re-
ceives information about the reported 
change, to the date the agency notifies 
the individual of its decision or, as ap-
plicable, to the date the agency termi-
nates eligibility and transfers the indi-
vidual’s electronic account to another 
insurance affordability program in ac-
cordance with § 435.1200(e); and 

(iv) For redeterminations of eligi-
bility based on anticipated changes in 
circumstances under § 435.919(b)(6), 
cover the period from the date the 
agency begins the redetermination of 
eligibility, to the date the agency noti-
fies the individual of its decision or, as 
applicable, to the date the agency ter-
minates eligibility and transfers the 
individual’s electronic account to an-
other insurance affordability program 
in accordance with § 435.1200(e). 

(2) Criteria for establishing standards. 
To promote accountability and a con-
sistent, high quality consumer experi-
ence among States and between insur-
ance affordability programs, the time-
liness and performance standards in-
cluded in the State plan must address— 

(i) The capabilities and cost of gen-
erally available systems and tech-
nologies; 

(ii) The general availability of elec-
tronic data matching, ease of connec-
tions to electronic sources of authori-
tative information to determine and 
verify eligibility, and the time needed 
by the agency to evaluate information 
obtained from electronic data sources; 

(iii) The demonstrated performance 
and timeliness experience of State 
Medicaid, CHIP, and other insurance 
affordability programs, as reflected in 
data reported to the Secretary or oth-
erwise available; 

(iv) The needs of applicants and bene-
ficiaries, including preferences for 
mode of application and submission of 
information at renewal or redetermina-
tion (such as through an internet 
website, telephone, mail, in-person, or 
other commonly available electronic 
means), the time needed to return a re-
newal form or any additional informa-
tion needed to complete a determina-
tion of eligibility at application or re-
newal, as well as the relative com-
plexity of adjudicating the eligibility 
determination based on household, in-
come or other relevant information; 
and 

(v) The advance notice that must be 
provided to beneficiaries in accordance 
with §§ 431.211, 431.213, and 431.214 of 
this chapter when the agency makes a 
determination resulting in termination 
or other action as defined in § 431.201 of 
this chapter. 
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(3) Standard for new applications and 
transferred accounts. Except as provided 
in paragraph (e) of this section, the de-
termination of eligibility for any appli-
cant or individual whose account was 
transferred from another insurance af-
fordability program may not exceed— 

(i) 90 calendar days for applicants 
who apply for Medicaid on the basis of 
disability; and 

(ii) 45 calendar days for all other ap-
plicants. 

(4) Standard for renewals. The redeter-
mination of eligibility at a bene-
ficiary’s regularly scheduled renewal 
may not exceed the end of the bene-
ficiary’s eligibility period, except as 
provided in paragraphs (e) and (c)(4)(i) 
and (ii) of this section. 

(i) In the case of a beneficiary who 
returns a renewal form less than 30 cal-
endar days prior to the end of the bene-
ficiary’s eligibility period, the redeter-
mination of eligibility may not exceed 
the end of the month following the end 
of the beneficiary’s eligibility period. 

(ii) In the case of a beneficiary who is 
determined ineligible on the basis for 
which they are currently receiving 
Medicaid (the applicable modified ad-
justed gross income standard described 
in § 435.911(b)(1) and (2) or another 
basis) and for whom the agency is con-
sidering eligibility on another basis, 
the eligibility determination on the 
new basis may not exceed— 

(A) 90 calendar days for beneficiaries 
whose eligibility is being determined 
on the basis of disability; and 

(B) 45 calendar days for all other 
beneficiaries. 

(5) Standard for redeterminations based 
on changes in circumstances. Except as 
provided in paragraph (e) of this sec-
tion, the redetermination of eligibility 
for a beneficiary based on a change in 
circumstances reported by the bene-
ficiary or received from a third party 
may not exceed the end of the month 
that occurs— 

(i) 30 calendar days following the 
agency’s receipt of information related 
to the change in circumstances, unless 
the agency needs to request additional 
information from the beneficiary; 

(ii) 60 calendar days following the 
agency’s receipt of information related 
to the change in circumstances if the 

agency must request additional infor-
mation from the beneficiary; or 

(iii) In the case of a beneficiary who 
is determined ineligible on the basis 
for which they are currently receiving 
Medicaid (the applicable modified ad-
justed gross income standard described 
in § 435.911(b)(1) and (2) or another 
basis) and for whom the agency is con-
sidering eligibility on another basis— 

(A) 90 calendar days following the de-
termination of ineligibility on the cur-
rent basis, for beneficiaries whose eli-
gibility is being determined on the 
basis of disability; and 

(B) 45 calendar days following the de-
termination of ineligibility on the cur-
rent basis for all other beneficiaries. 

(6) Standard for redeterminations based 
on anticipated changes. The redeter-
mination of eligibility for a beneficiary 
based on an anticipated change in cir-
cumstances may not exceed the end of 
the month in which the anticipated 
change occurs, except as provided in 
paragraphs (e) and (c)(6)(i) and (ii) of 
this section. 

(i) In the case of a beneficiary who 
returns information or documentation 
requested pursuant to § 435.919(b)(6) less 
than 30 calendar days prior to the end 
of the month in which the anticipated 
change occurs, the redetermination of 
eligibility may not exceed the end of 
the month following the month in 
which the anticipated change occurs. 

(ii) In the case of a beneficiary who is 
determined ineligible on the basis for 
which they are currently receiving 
Medicaid (the applicable modified ad-
justed gross income standard described 
in § 435.911(b)(1) and (2) or another 
basis) and for whom the agency is con-
sidering eligibility on another basis, 
the eligibility determination on the 
new basis may not exceed— 

(A) 90 calendar days for beneficiaries 
whose eligibility is being determined 
on the basis of disability; and 

(B) 45 calendar days for all other 
beneficiaries. 

(d) Availability of information. The 
agency must inform individuals of the 
timeliness standards adopted in accord-
ance with this section. 

(e) Exceptions. The agency must de-
termine or redetermine eligibility 
within the standards except in unusual 
circumstances, for example— 

VerDate Sep<11>2014 09:34 Mar 14, 2025 Jkt 262196 PO 00000 Frm 00222 Fmt 8010 Sfmt 8010 Y:\SGML\262196.XXX 262196sk
er

se
y 

on
 D

S
K

4W
B

1R
N

3P
R

O
D

 w
ith

 C
F

R



213 

Centers for Medicare & Medicaid Services, HHS § 435.916 

(1) When the agency cannot reach a 
decision because the applicant or bene-
ficiary, or an examining physician, 
delays or fails to take a required ac-
tion; or 

(2) When there is an administrative 
or other emergency beyond the agen-
cy’s control. 

(f) Case documentation. The agency 
must document the reason(s) for delay 
in the applicant’s or beneficiary’s case 
record. 

(g) Prohibitions. The agency must not 
use the timeliness standards— 

(1) As a waiting period before deter-
mining eligibility; 

(2) As a reason for denying or termi-
nating eligibility or benefits as re-
quired under § 435.930(b) (because it has 
not determined or redetermined eligi-
bility within the timeliness standards); 
or 

(3) As a reason for delaying termi-
nation of a beneficiary’s coverage or 
taking other adverse action. 

[89 FR 22867, Apr. 2, 2024] 

§ 435.914 Case documentation. 

(a) The agency must include in each 
applicant’s and beneficiary’s case 
record the information and documenta-
tion described in § 431.17(b)(1) of this 
chapter. 

(b) The agency must dispose of each 
application and renewal or redeter-
mination by a finding of eligibility or 
ineligibility, unless— 

(1) There is an entry in the case 
record that the applicant voluntarily 
withdrew the application, and that the 
agency sent a notice confirming his de-
cision; 

(2) There is a supporting entry in the 
case record that the applicant has died; 
or 

(3) There is a supporting entry in the 
case record that the applicant cannot 
be located. 

[44 FR 17937, Mar. 23, 1979. Redesignated at 77 
FR 17209, Mar. 23, 2012; 89 FR 22869, Apr. 2, 
2024] 

§ 435.915 Effective date. 

(a) The agency must make eligibility 
for Medicaid effective no later than the 
third month before the month of appli-
cation if the individual— 

(1) Received Medicaid services, at 
any time during that period, of a type 
covered under the plan; and 

(2) Would have been eligible for Med-
icaid at the time he received the serv-
ices if he had applied (or someone had 
applied for him), regardless of whether 
the individual is alive when application 
for Medicaid is made. 

(b) The agency may make eligiblity 
for Medicaid effective on the first day 
of a month if an individual was eligible 
at any time during that month. 

(c) The State plan must specify the 
date on which eligibility will be made 
effective. 

[44 FR 17937, Mar. 23, 1979. Redesignated at 77 
FR 17209, Mar. 23, 2012] 

REDETERMINATIONS OF MEDICAID 
ELIGIBILITY 

§ 435.916 Regularly scheduled renew-
als of Medicaid eligibility. 

(a) Frequency of renewals. Except as 
provided in § 435.919: 

(1) The eligibility of all Medicaid 
beneficiaries not described in para-
graph (a)(2) of this section must be re-
newed once every 12 months, and no 
more frequently than once every 12 
months. 

(2) The eligibility of qualified Medi-
care beneficiaries described in section 
1905(p)(1) of the Act must be renewed at 
least once every 12 months, and no 
more frequently than once every 6 
months. 

(b) Renewals of eligibility—(1) Renewal 
on basis of information available to agen-
cy. The agency must make a redeter-
mination of eligibility for all Medicaid 
beneficiaries without requiring infor-
mation from the individual if able to 
do so based on reliable information 
contained in the individual’s account 
or other more current information 
available to the agency, including but 
not limited to information through any 
data bases accessed by the agency 
under §§ 435.948, 435.949, and 435.956. If 
the agency is able to renew eligibility 
based on such information, the agency 
must, consistent with the requirements 
of this subpart and subpart E of part 
431 of this chapter, notify the indi-
vidual— 

(i) Of the eligibility determination, 
and basis; and 

VerDate Sep<11>2014 09:34 Mar 14, 2025 Jkt 262196 PO 00000 Frm 00223 Fmt 8010 Sfmt 8010 Y:\SGML\262196.XXX 262196sk
er

se
y 

on
 D

S
K

4W
B

1R
N

3P
R

O
D

 w
ith

 C
F

R


		Superintendent of Documents
	2025-04-17T17:08:23-0400
	Government Publishing Office, Washington, DC 20401
	U.S. Government Publishing Office
	Government Publishing Office attests that this document has not been altered since it was disseminated by Government Publishing Office




