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Act), the State Medicaid agency must com-

ply with the following— 

(1) The agency must, promptly and without 

undue delay consistent with timeliness 

standards established under § 435.912, furnish 

Medicaid to each such individual who is 

under age 19, pregnant, or age 19 or older and 

under age 65 and not entitled to or enrolled 

for Medicare benefits under part A or B of 

title XVIII of the Act, and whose household 

income is at or below the applicable modified 

adjusted gross income standard. 

(2) For each individual described in para-

graph (d) of this section, the agency must 

collect such additional information as may 

be needed consistent with § 435.907(c), to de-

termine whether such individual is eligible 

for Medicaid on any basis other than the ap-

plicable modified adjusted gross income 

standard, and furnish Medicaid on such 

basis. 

(3) For individuals not eligible on the basis 

of the applicable modified adjusted gross in-

come standard, the agency must comply 

with the requirements set forth in 

§ 435.1200(e) of this part. 

(d) For purposes of paragraph (c)(2) of this 

section, individuals described in this para-

graph include: 

(1) Individuals whom the agency identifies, 

on the basis of information contained in an 

application described in § 435.907(b) of this 

part, or renewal form described in 

§ 435.916(a)(3) of this part, or on the basis of 

other information available to the State, as 

potentially eligible on a basis other than the 

applicable MAGI standard; 

(2) Individuals who submit an alternative 

application described in § 435.907(c) of this 

part; and 

(3) Individuals who otherwise request a de-

termination of eligibility on a basis other 

than the applicable MAGI standard as de-

scribed in § 435.603(j) of this part. 

§ 435.912 Notice of agency’s decision 
concerning eligibility. 

The agency must send each applicant 

a written notice of the agency’s deci-

sion on his application, and, if eligi-

bility is denied, the reasons for the ac-

tion, the specific regulation supporting 

the action, and an explanation of his 

right to request a hearing. (See subpart 

E of part 431 of this subchapter for 

rules on hearings.) 

[44 FR 17937, Mar. 23, 1979, as amended at 51 

FR 7211, Feb. 28, 1986] 

EFFECTIVE DATE NOTE: At 77 FR 17209, Mar. 

23, 2012, § 435.912 was redesignated as § 435.913 

and revising paragraphs (a) and (b); redesig-

nating paragraphs (c), (d), and (e) as para-

graphs (e), (f), and (g), respectively; adding 

new paragraphs (c) and (d), effective Jan. 1, 

2014. For the convenience of the user, the 

added and revised text is set forth as follows: 

§ 435.912 Timely determination of eligibility. 

(a) For purposes of this section— 

(1) ‘‘Timeliness standards’’ refer to the 

maximum period of time in which every ap-

plicant is entitled to a determination of eli-

gibility, subject to the exceptions in para-

graph (e) of this section. 

(2) ‘‘Performance standards’’ are overall 

standards for determining eligibility in an 

efficient and timely manner across a pool of 

applicants, and include standards for accu-

racy and consumer satisfaction, but do not 

include standards for an individual appli-

cant’s determination of eligibility. 

(b) Consistent with guidance issued by the 

Secretary, the agency must establish in its 

State plan timeliness and performance 

standards for, promptly and without undue 

delay— 

(1) Determining eligibility for Medicaid for 

individuals who submit applications to the 

single State agency or its designee. 

(2) Determining potential eligibility for, 

and transferring individuals’ electronic ac-

counts to, other insurance affordability pro-

grams pursuant to § 435.1200(e) of this part. 

(3) Determining eligibility for Medicaid for 

individuals whose accounts are transferred 

from other insurance affordability programs, 

including at initial application as well as at 

a regularly-scheduled renewal or due to a 

change in circumstances. 

(c)(1) The timeliness and performance 

standards adopted by the agency under para-

graph (b) of this section must cover the pe-

riod from the date of application or transfer 

from another insurance affordability pro-

gram to the date the agency notifies the ap-

plicant of its decision or the date the agency 

transfers the individual to another insurance 

affordability program in accordance with 

§ 435.1200(e) of this part, and must comply 

with the requirements of paragraph (c)(2) of 

this section, subject to additional guidance 

issued by the Secretary to promote account-

ability and consistency of high quality con-

sumer experience among States and between 

insurance affordability programs. 

(2) Timeliness and performance standards 

included in the State plan must account 

for— 

(i) The capabilities and cost of generally 

available systems and technologies; 

(ii) The general availability of electronic 

data matching and ease of connections to 

electronic sources of authoritative informa-

tion to determine and verify eligibility; 

(iii) The demonstrated performance and 

timeliness experience of State Medicaid, 

CHIP and other insurance affordability pro-

grams, as reflected in data reported to the 

Secretary or otherwise available; and 

(iv) The needs of applicants, including ap-

plicant preferences for mode of application 
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(such as through an internet Web site, tele-

phone, mail, in-person, or other commonly 

available electronic means), as well as the 

relative complexity of adjudicating the eligi-

bility determination based on household, in-

come or other relevant information. 

(3) Except as provided in paragraph (e) of 

this section, the determination of eligibility 

for any applicant may not exceed— 

(i) Ninety days for applicants who apply 

for Medicaid on the basis of disability; and 

(ii) Forty-five days for all other applicants. 

(d) The agency must inform applicants of 

the timeliness standards adopted in accord-

ance with this section. 

* * * * * 

§ 435.913 Case documentation. 

(a) The agency must include in each 

applicant’s case record facts to support 

the agency’s decision on his applica-

tion. 

(b) The agency must dispose of each 

application 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. 

EFFECTIVE DATE NOTE: At 77 FR 17209, Mar. 

23, 2012, § 435.913 was redesignated as § 435.914, 

effective Jan. 1, 2014. 

§ 435.914 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. 

EFFECTIVE DATE NOTE: At 77 FR 17209, Mar. 

23, 2012, § 435.914 was redesignated as § 435.915, 

effective Jan. 1, 2014. 

REDETERMINATIONS OF MEDICAID 

ELIGIBILITY 

§ 435.916 Periodic redeterminations of 
Medicaid eligibility. 

(a) The agency must redetermine the 

eligibility of Medicaid beneficiaries, 

with respect to circumstances that 

may change, at least every 12 months, 

however— 

(1) The agency may consider blind-

ness as continuing until the review 

physician under § 435.531 determines 

that a beneficiary’s vision has im-

proved beyond the definition of blind-

ness contained in the plan; and 

(2) The agency may consider dis-

ability as continuing until the review 

team under § 435.541 determines that a 

beneficiary’s disability no longer meets 

the definition of disability contained in 

the plan. 

(b) Procedures for reporting changes. 

The agency must have procedures de-

signed to ensure that beneficiaries 

make timely and accurate reports of 

any change in circumstances that may 

affect their eligibility. 

(c) Agency action on information about 

changes. (1) The agency must promptly 

redetermine eligibility when it receives 

information about changes in a bene-

ficiary’s circumstances that may affect 

his eligibility. 

(2) If the agency has information 

about anticipated changes in a bene-

ficiary’s circumstances, it must rede-

termine eligibility at the appropriate 

time based on those changes. 

EFFECTIVE DATE NOTE: At 77 FR 17210, Mar. 

23, 2012, § 435.916 was revised, effective Jan. 1, 

2014. For the convenience of the user, the re-

vised text is set forth as follows: 

§ 435.916 Periodic renewal of Medicaid eligi-
bility. 

(a) Renewal of individuals whose Medicaid 

eligibility is based on modified adjusted gross in-

come methods (MAGI). (1) Except as provided 

in paragraph (d) of this section, the eligi-

bility of Medicaid beneficiaries whose finan-

cial eligibility is determined using MAGI- 

based income must be renewed once every 12 
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