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Oklahoma Health Care Authority 
 

The Oklahoma Health Care Authority (OHCA) values your feedback and input. It is very important 

that you provide your comments regarding the proposed rule change by the comment due date. 

Comments can be submitted on the OHCA's Proposed Changes Blog.  

 

OHCA COMMENT DUE DATE: January 2, 2024 

 

The proposed policy changes are currently in effect as Emergency Rules and must be promulgated as 

Permanent Rules. The proposed policy was presented at the Tribal Consultation held on March 7, 

2023, and to the Medical Advisory Committee on March 7, 2023. Additionally, this proposal will be 

presented at a Public Hearing scheduled for January 8, 2024, and is scheduled to be presented as 

Permanent Rules to the MAC on January 4, 2024 and to the OHCA Board of Directors on January 

17, 2024. 

 

REFERENCE: APA WF 23-09 

 

SUMMARY:  

The Affordable Care Act (ACA) requires states to cover preventive services for expansion adults 

without any cost sharing. The proposed rules will update the list of services exempted from 

copayments to ensure the ACA requirement is reflected in the rule. Finally, the proposed rule 

changes will exempt vaccine administration and opioid overdose reversal agents from cost-sharing 

requirements. 

 

LEGAL AUTHORITY: 

The Oklahoma Health Care Authority Act, Section 5007 (C)(2) of Title 63 of Oklahoma Statutes; 

The Oklahoma Health Care Authority Board; 42 USC 300gg-13 

 

RULE IMPACT STATEMENT:  

 

STATE OF OKLAHOMA 

OKLAHOMA HEALTH CARE AUTHORITY 

 

SUBJECT: Rule Impact Statement 

APA WF #23-09  

 

A. Brief description of the purpose of the rule: 

 

 The Affordable Care Act (ACA) requires states to cover preventive services for expansion 

adults without any cost sharing.  The proposed rules will update the list of services exempted 

from copayments to ensure the ACA requirement is reflected in the rule. Finally, the proposed 

rule changes will exempt vaccine administration and opioid overdose reversal agents from cost-

sharing requirements. 

 

B. A description of the classes of persons who most likely will be affected by the proposed rule, 

including classes that will bear the cost of the proposed rule, and any information on cost 

http://okhca.org/PolicyBlog.aspx
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impacts received by the agency from any private or public entities: 

 

No classes of persons will be affected by the proposed rule. 
 

C. A description of the classes of persons who will benefit from the proposed rule: 

 

 The proposed rule changes will benefit expansion adults who will continue to receive 

preventive services and vaccines without cost-sharing. The proposed rule changes will also 

allow eligible providers to receive reimbursement for Advisory Committee on Immunization 

Practices (ACIP) recommended vaccine administration.  

 

D. A description of the probable economic impact of the proposed rule upon the affected classes of 

persons or political subdivisions, including a listing of all fee changes and, whenever possible, 

a separate justification for each fee change: 

 

There is no probable economic impact and there are no fee changes associated with the rule 

change for the above classes of persons or any political subdivisions. 

 

E. The probable costs and benefits to the agency and to any other agency of the implementation 

and enforcement of the proposed rule, the source of revenue to be used for implementation and 

enforcement of the proposed rule, and any anticipated effect on state revenues, including a 

projected net loss or gain in such revenues if it can be projected by the agency: 

 

 The estimated budget impact, for SFY2023, will be an increase in the total amount of $81,123; 

with $8,122 in state share. The estimated budget impact, for SFY2024 will be an increase in the 

total amount of $81,123; with $8,112 in state share. 

 

F. A determination of whether implementation of the proposed rule will have an economic impact 

on any political subdivisions or require their cooperation in implementing or enforcing the rule: 

 

The proposed rule will not have an economic impact on any political subdivisions or require 

their cooperation in implementing or enforcing the rule.  

 

G. A determination of whether implementation of the proposed rule will have an adverse effect on 

small business as provided by the Oklahoma Small Business Regulatory Flexibility Act: 

 

The proposed rule will not have an adverse effect on small businesses as provided by the 

Oklahoma Small Business Regulatory Flexibility Act.  

 

H. An explanation of the measures the agency has taken to minimize compliance costs and a 

determination of whether there are less costly or non-regulatory methods or less intrusive 

methods for achieving the purpose of the proposed rule: 

 

The Agency has taken measures to determine that there is no less costly or non-regulatory 

method or less intrusive method for achieving the purpose of the proposed rule.  
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I. A determination of the effect of the proposed rule on the public health, safety, and environment 

and, if the proposed rule is designed to reduce significant risks to the public health, safety, and 

environment, an explanation of the nature of the risk and to what extent the proposed rule will 

reduce the risk: 

 

The proposed rule should have a positive effect on the public health, safety, and environment.  

 

J. A determination of any detrimental effect on the public health, safety, and environment if the 

proposed rule is not implemented: 

 

The Agency does not anticipate any detrimental effect on the public health, safety, or 

environment if the proposed rule changes are not implemented.  

 

K. The date the rule impact statement was prepared and if modified, the date modified: 

 

Prepared: February 13, 2023 

Modified: November 21, 2023 

 

RULE TEXT: 

TITLE 317. OKLAHOMA HEALTH CARE AUTHORITY 

CHAPTER 30. MEDICAL PROVIDERS-FEE FOR SERVICE 

 

SUBCHAPTER 3. GENERAL PROVIDER POLICIES 

 

PART 1. GENERAL SCOPE AND ADMINISTRATION 

 

317:30-3-5.  Assignment and cost sharing  

(a) Definitions.  The following words and terms, when used in subsection (c) of this Section, shall 

have the following meaning, unless the context clearly indicates otherwise: 

(1) "Fee-for-service (FFS) contract" means the provider agreement specified in Oklahoma 

Administrative Code (OAC) 317:30-3-2. This contract is the contract between the Oklahoma 

Health Care Authority (OHCA) and medical providers which provides for a fee with a specified 

service involved. 

(2) "Outside of the scope of the services" means all medical benefits outside the set of 

services defined at OAC 317:25-7 and the provisions of the SoonerCare Choice contracts in the 

SoonerCare program. 

(3) "Within the scope of services" means the set of covered services defined at OAC 317:25-7 

and the provisions of the SoonerCare Choice contracts in the SoonerCare program 

(b) Assignment in FFS.  Oklahoma's Medicaid State Plan provides that participation in the medical 

program is limited to providers who accept, as payment in full, the amounts paid by OHCA plus any 

deductible, coinsurance, or co-payment required by the State Plan to be paid by the member and 

make no additional charges to the member or others. 

(1) OHCA presumes acceptance of assignment upon receipt of an assigned claim. This 

assignment, once made, cannot be rescinded, in whole or in part by one party, without the 

consent of the other party. 
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(2) Once an assigned claim has been filed, the member must not be billed, and the member is 

not responsible for any balance except the amount indicated by OHCA. The only amount a 

member may be responsible for is a co-payment, or the member may be responsible for services 

not covered under the medical programs. In any event, the member should not be billed for 

charges on an assigned claim until the claim has been adjudicated or other notice of action 

received by the provider. Any questions regarding amounts paid should be directed to OHCA, 

Provider Services. 

(3) When potential assignment violations are detected, the OHCA will contact the provider to 

assure that all provisions of the assignment agreement are understood. When there are repeated 

or uncorrected violations of the assignment agreement, the OHCA is required to suspend further 

payment to the provider. 

(c) Assignment in SoonerCare.  Any provider who holds a FFS contract and also executes a 

contract with a provider in the SoonerCare Choice program must adhere to the rules of this 

subsection regarding assignment. 

(1) If the service provided to the member is outside of the scope of the services outlined in the 

SoonerCare contract, then the provider may bill or seek collection from the member. 

(2) In the event there is a disagreement whether the services are in or out of the scope of the 

contracts referenced in (1) of this subsection, the OHCA shall be the final authority for this 

decision. 

(3) Violation of this provision shall be grounds for a contract termination in the FFS and 

SoonerCare programs. 

(d) Cost sharing/co-payment.  Section 1902(a)(14) of the Social Security Act permits states to 

require certain members to share some of the costs of SoonerCare by imposing upon them such 

payments as enrollment fees, premiums, deductibles, coinsurance, co-payments, or similar cost 

sharing charges. OHCA requires a co-payment of some SoonerCare members for certain medical 

services provided through the FFS program. A co-payment is a charge which must be paid by the 

member to the service provider when the service is covered by SoonerCare. Section 1916(e) of the 

Act requires that a provider participating in the SoonerCare program may not deny care or services 

to an eligible individual based on such individual's inability to pay the co-payment. A person's 

assertion of their inability to pay the co-payment establishes this inability. This rule does not change 

the fact that a member is liable for these charges, and it does not preclude the provider from 

attempting to collect the co-payment. 

(1) Co-payment is not required of the following members: 

(A) Individuals under age twenty-one (21). Each member's date of birth is available on the 

REVS system or through a commercial swipe card system.  

(B) Members in nursing facilities (NF) and intermediate care facilities for individuals with 

intellectual disabilities (ICF/IID). 

(C) Home and Community-Based Services (HCBS) waiver members except for 

prescription drugs. 

(D) American Indian and Alaska Native members, per Section 5006 of the American 

Recovery and Reinvestment Act of 2009 and as established in the federally-approved 

Oklahoma Medicaid State Plan. 

(E) Individuals who are categorically eligible for SoonerCare through the Breast and 

Cervical Cancer Treatment program. 

(F) Individuals receiving hospice care, as defined in section 1905(o) of the Social Security 
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Act. 

(2) Co-payment is not required for the following services: 

(A) Family planning services. This includes all contraceptives and services rendered. 

(B) Emergency services provided in a hospital, clinic, office, or other facility. 

(C) Services furnished to pregnant women. 

(D) Smoking and tobacco cessation counseling and products. 

(E) Blood glucose testing supplies and insulin syringes. 

(F) Medication-assisted treatment (MAT) drugs. 

(G) Vaccine administration. 

(H) Preventive services for expansion adults. 

(I) Opioid overdose reversal agents.  

(3) Co-payments are required in an amount not to exceed the federal allowable for the 

following: 

(A) Inpatient hospital stays. 

(B) Outpatient hospital visits. 

(C) Ambulatory surgery visits including free-standing ambulatory surgery centers. 

(D) Encounters with the following rendering providers: 

(i) Physicians; 

(ii) Advanced practice registered nurses; 

(iii) Physician assistants; 

(iv) Optometrists; 

(v) Home health agencies; 

(vi) Certified registered nurse anesthetists; 

(vii) Anesthesiologist assistants; 

(viii) Durable medical equipment providers; and 

(ix) Outpatient behavioral health providers. 

(E) Prescription drugs. 

(F) Crossover claims. Dually eligible Medicare/SoonerCare members must make a co-

payment in an amount that does not exceed the federal allowable per visit/encounter for all 

Part B covered services. This does not include dually eligible HCBS waiver members. 

(4) Medicaid premiums and cost sharing incurred by all individuals in the Medicaid household 

may not exceed an aggregate limit of five percent (5%) of the family's income applied on a 

monthly basis, as specified by the agency. 

(5) Providers will be required to refund any co-payment amounts the provider collected from 

the member in error and/or above the family's aggregate cost sharing maximum. 

 
 


