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AUTHORITY: section 207.020, RSMo 2000. Emergency rule filed
Jan. 16, 2004, effective Jan. 26, 2004, expired July 23, 2004.
Original rule filed Jan. 16, 2004. effective Aug. 30, 2004.
Emergency amendment filed Sept. 22, 2004, effective Oct. 2, 2004,
expired March 30, 2005. Amended: Filed Sept. 22, 2004, effective
March 30, 2005. Emergency amendment filed June 15, 2005, effec-
tive July 1, 2005, expires Dec. 27, 2005. A proposed amendment cov-
ering this same material is published in this issue of the Missouri
Register.

Title 13—DEPARTMENT OF SOCIAL SERVICES
Division 70—Division of Medical Services

Chapter 2—General Scope of Medical Service Coverage

EMERGENCY RESCISSION

13 CSR 70-2.020 Scope of Medical Services for General Relief
Recipients.  This rule provided for the scope of medical services
which were covered by the Medicaid program for general relief assis-
tance recipients. 

PURPOSE:  This rule is being rescinded because the eligibility cat-
egory general relief, which granted Medicaid coverage to unem-
ployed adults because of temporary or permanent disabilities, was
not funded by the Missouri General Assembly beginning July 1,
2005.

EMERGENCY STATEMENT:  This emergency rescission is necessary
because the Missouri General Assembly did not appropriate money
to make payments for medical assistance on behalf of those individ-
uals who receive general relief benefits.  Current state statute, sec-
tion 208.162, RSMo 2000, requires “payments shall be prorated
within the limits of the appropriation.”  This emergency rescission
must be implemented on a timely basis, at the beginning of the state
fiscal year, to ensure that the $13.2 million, that had been spent for
medical services for general relief recipients, is available to provide
services for the most needy Missourians for whom the 93rd General
Assembly appropriated funds.  A proposed rescission, which covers
the same material, is published in the July 15, 2005 issue of the
Missouri Register.  The scope of this emergency rescission is limited
to the circumstances creating the emergency and complies with the
protections extended in the Missouri and United States
Constitutions.  The Division of Medical Services believes this emer-
gency rescission is fair to all interested persons and parties under the
circumstances.  This emergency rescission was filed June 7, 2005,
effective July 1, 2005, expires December 27, 2005.

AUTHORITY: section 207.020, RSMo 1986. This rule was previous-
ly filed as 13 CSR 40-81.181.  Emergency rule filed July 15, 1981,
effective Aug. 1, 1981, expired Oct. 10, 1981. Original rule filed July
15, 1981, effective Oct. 11, 1981.  Amended: Filed April 17, 1987,
effective Sept 11, 1987.  Emergency rescission filed June 7, 2005,
effective July 1, 2005, expires Dec. 27, 2005.  A proposed rescission
covering this same material is published in this issue of the Missouri
Register.

Title 13—DEPARTMENT OF SOCIAL SERVICES
Division 70—Division of Medical Services 

Chapter 4—Conditions of Recipient Participation, Rights
and Responsibilities

EMERGENCY AMENDMENT

13 CSR 70-4.090 Uninsured [Parents'] Women’s Health
[Insurance] Program.  The division is deleting  sections (1), (3),

(4), and (5), amending the rule title, the Purpose section and sections
(2), (6), and (7) and renumbering sections as needed.

PURPOSE:  This amendment eliminates payment for medical ser-
vices for individuals losing extended transitional medical assistance
from the Uninsured Parents’ Health Insurance Program.

PURPOSE:  This rule establishes the Uninsured [Working
Parents'] Women’s Health [Insurance] Program. This program will
provide payment for [health care coverage] women’s health ser-
vices for uninsured[, low income, working parents leaving wel-
fare for work thereby reducing future dependence on welfare
and reducing] women who do not qualify for other medical assis-
tance benefits, and would lose their Medicaid eligibility sixty (60)
days after the birth of their child or sixty (60) days after a miscar-
riage, in order to reduce the possibility of a family’s future depen-
dence on welfare as authorized pursuant to section 208.040, RSMo.
The program is also authorized pursuant to the award of the Missouri
State Medicaid Section 1115 Health Care Reform Demonstration
Proposal approved by the [Health Care Financing
Administration] Centers for Medicare and Medicaid Services.

EMERGENCY STATEMENT: Missouri’s economic status requires
emergency measures to contain cost wherever feasible.  In order to
meet SFY 2006 projected revenues, the 93rd General Assembly, in
House Bill 11, approved savings.  The 93rd General Assembly, House
Bill 11, eliminated medical services for individuals receiving extend-
ed transitional medical assistance beginning July 1, 2005.  State
authority for the Division of Medical Services to make payments for
medical services for individuals receiving extended transitional med-
ical assistance is through appropriation.  Promulgation of this emer-
gency amendment is necessary to preserve the compelling govern-
mental interest to achieve a balanced state budget for SFY 2006.
Since the division has no state authority other than appropriation
authority to make payments to individuals receiving extended medical
assistance and now that authority has been removed from the State
Fiscal Year 2006 budget beginning July 1, 2005, the division must act
immediately to eliminate payments for individuals receiving extended
transitional medical assistance.  This emergency amendment must be
implemented on a timely basis, at the beginning of the state fiscal
year, to ensure that the $3.1 million, that had been spent for medical
services for individuals eligible for extended transitional medical
assistance, is available to provide services for the most needy
Missourians for whom the 93rd General Assembly did appropriate
funds.  A proposed amendment, which covers the same material, is
published in this issue of the Missouri Register.  The scope of this
emergency amendment is limited to the circumstances creating the
emergency and complies with the protections extended in the
Missouri and United States Constitutions.  The division believes this
emergency amendment is fair to all interested persons and parties
under the circumstances.  This emergency amendment was filed June
7, 2005, effective July 1, 2005, expires December 27, 2005.

[(1) Definitions.
(A) Health insurance. Any hospital and medical expense

incurred policy, nonprofit health care service for benefits
other than through an insurer, nonprofit health care service
plan contract, health maintenance organization subscriber
contract, preferred provider arrangement or contract, or any
other similar contract or agreement for the provision of
health care benefits. The term "health insurance" does not
include short-term, accident, fixed indemnity, limited benefit
or credit insurance coverage issued as a supplement to lia-
bility insurance, insurance arising out of a workers' compen-
sation or similar law, automobile medical-payment insurance,
or insurance under which benefits are payable with or with-
out regard to fault and which is statutorily required to be
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contained in any liability insurance policy or equivalent self-
insurance.

(B) Co-payment. A cost-sharing arrangement in which a
covered person pays a specified charge for a specified ser-
vice, such as ten dollars ($10) for a professional service.

(C) Parents. For purposes of this regulations the term par-
ents refers to biological or adoptive parent(s).]

[(2)](1) [The following uninsured individuals] Uninsured
women who do not qualify for other medical assistance benefits,
and would lose their Medicaid eligibility sixty (60) days after the
birth of their child or sixty (60) days after a miscarriage, shall be
eligible to receive medical services to the extent and in the manner
provided in this regulation.[:

(A) Individuals losing transitional medical assistance
(TMA) who would not otherwise be insured or Medicaid eli-
gible, with net income at or below one hundred percent
(100%) of the federal poverty level for the household size—

1. Eligibility for the Uninsured Parents' Health Insurance
Program for individuals losing TMA ends twelve (12) months
after TMA eligibility ends; and

2. After coverage ends, the individuals with a child eli-
gible for MC+ have the option of staying in the MC+ health
plan, where managed care is available, if the parents pay the
cost of the state's cost for the time period covered by the
Missouri Medicaid Section 1115 Health Care Reform
Demonstration Proposal as approved by the Health Care
Financing Administration;

(B)] Uninsured women who do not qualify for other medical assis-
tance benefits, and would lose their Medicaid eligibility sixty (60)
days after the birth of their child or sixty (60) days after a miscar-
riage, will continue to be eligible for [family planning and limited
testing of sexually transmitted diseases (EWH),] women’s
health services only, regardless of income, for twelve (12) consecu-
tive months.  Women’s health services are defined as: pelvic exams
and pap tests, sexually transmitted disease testing and treatment
(the treatments of medical complications occurring from the sex-
ually transmitted disease are not covered for this program), fam-
ily planning counseling/education on various methods of birth
control, United States Department of Health and Human
Services approved methods of contraception including steriliza-
tion and x-ray services related to the sterilization, and drugs
(excluding antiretrovirals), supplies or devices related to the
women’s health services described in this rule when they are pre-
scribed by a physician or advanced practice nurse, subject to the
national drug rebate program requirements.

[(3) Beneficiaries covered in section (2) of this rule shall be
eligible for service(s) from the date their application is
received.  No service(s) will be covered prior to the date the
application is received.]

[(4) The following services are covered for beneficiaries of
the Uninsured  Parents' Health Insurance Program if they are
medically necessary:

(A) Inpatient hospital services;
(B) Outpatient hospital services;
(C) Emergency room services;
(D) Ambulatory surgical center, birthing center;
(E) Physician, advanced practice nurse, and certified nurse

midwife services;
(F) Maternity benefits for inpatient hospital and certified

nurse midwife. The health plan shall provide coverage for a
minimum of forty-eight (48) hours of inpatient hospital ser-
vices following a vaginal delivery and a minimum of ninety-
six (96) hours of inpatient hospital services following a
cesarean section for a mother and her newly born child in a
hospital or any other health care facility licensed to provide

obstetrical care under the provision of Chapter 197, RSMo.
A shorter length of hospital stay for services related to
maternity and newborn care may be authorized if a shorter
inpatient hospital stay meets with the approval of the attend-
ing physician after consulting with the mother and is in keep-
ing with federal and state law. The health plan is to provide
coverage for post-discharge care to the mother and her new-
born. The physician's approval to discharge shall be made in
accordance with the most current version of the "Guidelines
for Perinatal Care" prepared by the American Academy of
Pediatrics and the American College of Obstetricians and
Gynecologists, or similar guidelines prepared by another
nationally recognized medical organization and be docu-
mented in the patient's medical record.  The first post-dis-
charge visit shall occur within twenty-four (24) to forty-eight
(48) hours. Post-discharge care shall consist of a minimum
of two (2) visits at least one (1) of which shall be in the
home, in accordance with accepted maternal and neonatal
physical assessments, by a registered professional nurse
with experience in maternal and child health nursing or a
physician. The location and schedule of the post-discharge
visits shall be determined by the attending physician.
Services provided by the registered professional nurse or
physician shall include, but not be limited to, physician
assessment of the newborn and mother, parent education,
assistance and training in breast or bottle feeding, education
and services for complete childhood immunizations, the per-
formance of any necessary and appropriate clinical tests and
submission of a metabolic specimen satisfactory to the state
laboratory. Such services shall be in accordance with the
medical criteria outlined in the most current version of the
"Guidelines for Perinatal Care" prepared by the American
Academy of Pediatrics and the American College of
Obstetricians and Gynecologists, or similar guidelines pre-
pared by another nationally recognized medical organization.
If the health plan intends to use another nationally recog-
nized medical organization's guidelines, the state agency
must approve prior to implementation of its use;

(G) Family planning services;
(H) Pharmacy benefits;
(I) Dental services to treat trauma;
(J) Laboratory, radiology and other diagnostic services;
(K) Prenatal case management;
(L) Hearing aids and related services;
(M) Eye exams and services to treat trauma or disease

(one (1) pair of glasses after cataract surgery only);
(N) Home health services;
(O) Emergent (ground or air) transportation;
(P) Non-emergent transportation only for members in ME

Code 78 Parents' Fair Share;
(Q) Mental health and substance abuse services;
(R) Services of other providers when referred by the health

plan's primary care provider;
(S) Hospice services;
(T) Durable medical equipment (including but not limited

to: orthotic and prosthetic devices, respiratory equipment
and oxygen, enteral and parenteral nutrition, wheelchairs
and walkers, diabetes supplies and equipment);

(U) Diabetes self-management training for persons with
gestational, Type I or Type II diabetes;

(V) Services provided by local health agencies (may be
provided by the health plan or through an arrangement
between the local health agency and the health plan)—

1. Screening, diagnosis, and treatment of sexually trans-
mitted diseases;

2. HIV screening and diagnostic services;
3. Screening, diagnosis, and treatment of tuberculosis;

and
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(W)  Emergency medical services. Emergency medical ser-
vices are defined as those health care items and services
furnished or required to evaluate or stabilize a sudden and
unforseen situation or occurrence or a sudden onset of a
medical or mental health condition manifesting itself by
acute symptoms of sufficient severity (including severe pain)
that the failure to provide immediate medical attention could
reasonably be expected by a prudent lay person, possessing
average knowledge of health and medicine, to result in:

1. Placing the patient's health (or with respect to a
pregnant woman, the health of the woman or her unborn
child) in serious jeopardy; or

2. Serious impairment of bodily functions; or
3. Serious dysfunction of any bodily organ or part; or
4. Serious harm to a member or others due to an alco-

hol or drug abuse emergency; or
5. Injury to self or bodily harm to others; or
6. With respect to a pregnant woman who is having

contractions: a) that there is inadequate time to effect a safe
transfer to another hospital before delivery; or b) that trans-
fer may pose a threat to the health or safety of the woman
or the unborn child.]

[(5) Individuals losing TMA shall owe a ten dollar ($10) co-
payment for certain professional services and a five dollar
($5) co-payment in addition to the recipient portion of the
professional dispensing fee for pharmacy services required
by 13 CSR 70-4.051.

(A) Providers may request payment of the mandatory co-
payment(s) prior to or after service delivery.

(B) The co-payment amount shall be deducted from the
Medicaid maximum allowable amount for fee-for-service
claims reimbursed by the Division of Medical Services.

(C) Service(s) may not be denied for failure to pay the
mandatory co-payment(s).  

(D) When a mandatory co-payment is not paid, the
Medicaid provider will have the following options:

1. Forego the co-payment entirely;
2. Make arrangements for future payment with the

recipient; or
3. File a claim with the Division of Medical Services to

report the non-payment of the mandatory co-payment(s) and
secure payment for the service from the Division of Medical
Services.

(E) When the Division of Medical Services receives a claim
from a Medicaid fee-for-service provider for non-payment of
the mandatory co-payment, the division shall send a notice
to the recipient—

1. Requesting that the recipient reimburse the Division
of Medical Services for the mandatory co-payment made on
their behalf; 

2. Requesting information from the recipient to deter-
mine if the mandatory co-payment was not made because
there has been a change in the financial situation of the fam-
ily; and

3. Advising the recipient of the possible loss of cover-
age for up to six (6) months if the recipient fails to pay three
(3) co-payments in one (1) year.

(F) The recipient will be allowed fourteen (14) calendar
days to respond.  If the recipient indicated there has been a
change in the financial situation of the family, the state shall
redetermine eligibility—

1. If the eligibility redetermination places the recipient in
a non-mandatory co-payment category, there will be no co-
payment due; or

2. If the eligibility redetermination does not place the
recipient in a non-mandatory co-payment category another
notice will be sent to the recipient about the mandatory co-

payment provision of the program which shall include the
number of co-payments that have not been paid and how
many may not be paid before a recipient is terminated from
the program.

(G) Notice of non-payment of mandatory co-payment(s)
sent to the recipient during the course of a year shall estab-
lish a pattern of not meeting the mandatory cost sharing
requirement of the program. The process to terminate eligi-
bility shall proceed with the third failure to pay a mandatory
co-payment in any one (1) year or until one (1) or more of
the three (3) delinquent mandatory co-payments is made.
Coverage shall begin again only after payment of one (1) or
more of the three (3) co-payments or passage of six (6)
months time whichever occurs first. Health care coverage
shall not be retroactive. 

1. A year starts at the time a co-payment is reported not
paid to the Division of Medical Services;

2. Payment of a delinquent co-payment or co-payments
will eliminate the failure to pay a mandatory co-payment or
co-payments.

(H) Recipient(s) shall have access to a fair hearing process
to appeal the disenrollment decision.

(I) If the recipient fails to pay the mandatory co-payments
three (3) times within a year and is disenrolled from cover-
age the recipient shall not be eligible for coverage for six (6)
months after the department provides notice to the recipient
of disenrollment for failure to pay mandatory co-payments or
until one (1) or more of the three (3) delinquent mandatory
co-payments is paid.  Coverage shall begin again only after
payment of one (1) or more of the three (3) co-payments or
passage of six (6) months whichever occurs first. Coverage
shall not be retroactive.]

[(6)](2) Uninsured women who do not qualify for other benefits, and
would lose their Medicaid eligibility sixty (60) days after the birth of
their child or sixty (60) days after a miscarriage are not required to
pay a  co-payment for women’s health services.

[(7)](3) The Department of Social Services, Division of Medical
Services shall provide for granting an opportunity for a fair hearing
to any applicant or recipient whose claim for benefits under the
Missouri Medicaid Section 1115 Health Care Reform Demonstration
Proposal is denied [or disenrollment for failure to pay manda-
tory co-payments has been determined] by the Division of
Medical Services. There are established positions of state hearing
officer within the Department of Social Services, Division of Legal
Services in order to comply with all pertinent federal and state law
and regulations. The state hearing officers shall have authority to
conduct state level hearings of an appeal nature and shall serve as
direct representative of the director of the Division of Medical
Services.

AUTHORITY: sections 208.040, RSMo Supp. [2001] 2004 and
208.201 and 660.017, RSMo 2000.  Emergency rule filed Sept. 13,
1999, effective Sept. 23, 1999, terminated Oct. 15, 1999. Original
rule filed Aug. 16, 1999, effective March 30, 2000. Amended: Filed
March 29, 2001, effective Oct. 30, 2001. Emergency amendment filed
June 7, 2002, effective July 1, 2002, expire[s]d Dec. 27, 2002.
Amended: Filed June 11, 2002, effective Nov. 30, 2002. Emergency
amendment filed June 7, 2005, effective July 1, 2005, expires Dec.
27, 2005.  A proposed amendment covering this same material is
published in this issue of the Missouri Register.

Title 13—DEPARTMENT OF SOCIAL SERVICES
Division 70—Division of Medical Services

Chapter 15—Hospital Program

EMERGENCY AMENDMENT
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13 CSR 70-15.110 Federal Reimbursement Allowance (FRA).
The division is adding section (13).

PURPOSE: This amendment will establish the Federal
Reimbursement Allowance (FRA) assessment for State Fiscal Year
2006 at five and fifty-four hundredths percent (5.54%).

EMERGENCY STATEMENT: The 93rd General Assembly reautho-
rized the Federal Reimbursement Allowance (FRA) through
September 30, 2006 by enacting House Committee Substitute for
Senate Bill (HCS SB) 189.  The reauthorization of the FRA requires
every hospital as defined by section 197.020, RSMo, except public
hospitals which are operated primarily for the care and treatment of
mental disorders, and any hospital operated by the Department of
Health and Senior Services to pay a federal reimbursement allowance
for the privilege of engaging in the business of providing inpatient
health care in this state.  Because of the need to preserve state rev-
enue, HCS SB 189 was deemed necessary for the immediate preser-
vation of the public health, welfare, peace and safety, and was
declared to be an emergency within the meaning of the constitution.
HCS SB 189 was signed by the governor May 13, 2005.  Because
HCS HB 189 contains an emergency clause, its provisions became
effective once the governor signed the bill on May 13, 2005.  The
Division of Medical Services finds that this emergency amendment to
establish the FRA assessment rate for State Fiscal Year (SFY) 2006 in
regulation, as required by state statute, is necessary to preserve a
compelling governmental interest of collecting state revenue to pro-
vide health care to individuals eligible for the Medicaid program and
the uninsured. An early effective date is required because the emer-
gency amendment establishes the Federal Reimbursement Allowance
rate for SFY 2006 in order to collect this state revenue beginning with
the first Medicaid payroll for SFY 2006 to ensure access to hospital
services for indigent and Medicaid recipients at hospitals which have
relied on Medicaid payments in meeting those needs.  The Division
of Medical Services also finds an immediate danger to public health
and welfare which requires emergency actions.  If this emergency
amendment is not enacted, there would be significant cash flow
shortages causing a financial strain on all hospitals which service
more than nine hundred thousand (900,000) Medicaid recipients.
This financial strain will, in turn, result in an adverse impact on the
health and welfare of those Medicaid recipients and the uninsured in
need of medical treatment. On an annual basis the FRA raises
approximately $709,765,443.  A proposed amendment, which covers
the same material, is published in this issue of the Missouri Register.
This emergency amendment limits its scope to the circumstances cre-
ating the emergency and complies with the protections extended by
the Missouri and United States Constitutions.  The Division of
Medical Services believes this emergency amendment to be fair to all
interested parties under the circumstances.  The emergency amend-
ment was filed June 7, 2005, effective June 17, 2005, expires
December 13, 2005.

(13) Federal Reimbursement Allowance (FRA) for State Fiscal
Year 2006.  The FRA assessment for State Fiscal Year (SFY) 2006
shall be determined at the rate of five and fifty-four hundredths
percent (5.54%) of the hospital’s total operating revenue less tax
revenue/other government appropriations plus non-operating
gains and losses as published by the Missouri Department of
Health and Senior Services, Section of Health Statistics. The base
financial data for 2002 will be annualized, if necessary, and will
be adjusted by the trend factor listed in 13 CSR 70-15.010(3)(B)
to determine revenues for the current state fiscal year.  The finan-
cial data that is submitted by the hospitals to the Missouri
Department of Health and Senior Services is required as part of
19 CSR 10-33.030 Reporting Financial Data by Hospitals. If the
pertinent information is not available through the Department of
Health and Senior Services’ hospital database, the Division of
Medical Services will use the Medicaid data similarly defined

from the Medicaid cost report that is required to be submitted
pursuant to 13 CSR 70-15.010(5)(A).

AUTHORITY: sections 208.201, 208.453 and 208.455, RSMo 2000.
Emergency rule filed Sept. 21, 1992, effective Oct. 1, 1992, expired
Jan. 28, 1993. Emergency rule filed Jan. 15, 1993, effective Jan. 25,
1993, expired May 24, 1993. Original rule filed Sept. 21, 1992,
effective June 7, 1993.  For intervening history, please consult the
Code of State Regulations.  Emergency amendment filed June 7,
2005, effective June 17, 2005, expires Dec. 13, 2005.  A proposed
amendment covering this same material is published in this issue of
the Missouri Register.

Title 19—DEPARTMENT OF HEALTH AND
SENIOR SERVICES

Division 60—Missouri Health Facilities Review Committee
Chapter 50—Certificate of Need Program 

EMERGENCY AMENDMENT

19 CSR 60-50.430 Application Package. The Committee proposes
to amend paragraph (4)(C)1. and section (6).

PURPOSE: This rule is amended because the Missouri CON
Rulebook has been updated to include the 2010 population projections
just released that are necessary to incorporate five (5)-year planning
horizons.

EMERGENCY STATEMENT: This emergency amendment is neces-
sary to preserve a compelling governmental interest in health care
cost containment. It requires rewriting the CON rules in order to
replace the 2005 outdated population information with the 2010 pop-
ulation projections. The CON statutes, sections 197.300 to 197.366,
RSMo, were enacted to ensure the preservation of health care access,
the prevention of unnecessary duplication, the containment of health
care costs, and the reasonable distribution of health services in
Missouri. 

Therefore, the Missouri Health Facilities Review Committee
(Committee) files this emergency amendment because it is necessary
for the immediate preservation of the public health, safety, and wel-
fare and to ensure health care access at a reasonable cost. The
review process requires that applicants develop projects that meet a
community need by using objective service area population projec-
tions five (5) years ahead that anticipate change by clusters of zip
codes which represent the expected market area. These calculations
are the foundation of need determination with substantial influence
on the Committee’s decision to approve or deny a Certificate of Need
application.

The Committee believes this emergency amendment to be fair to all
interested parties under these circumstances so that the Committee
may give clear guidance to health care facilities, physicians,
investors, and other prospective applicants for their planning pur-
poses. Failure to immediately update the CON rules to provide rea-
sonable and accurate population statistics for these applications
would negatively impact the state’s ability to forecast need, create a
confusing regulatory environment for health care providers, and
impair the Committee’s ability to meet needs. The Committee wishes
to reduce unnecessary applicant expense and time in the preparation
of accurate market area forecasts, and to accurately meet the health
care needs of Missouri without unnecessarily increasing health care
costs. 

This emergency amendment limits its scope to the circumstances
creating the emergency and complies with the protections extended by
the Missouri and United States Constitutions. The Committee finds
that an emergency amendment is necessary to preserve health care
access, allow health care providers to use the latest objective popu-
lation statistics, and prevent negative impacts to the public health,

Page 1525
July 15, 2005
Vol. 30, No. 14 Missouri Register



July 15, 2005
Vol. 30, No. 14

safety, and welfare of the citizens of Missouri. This emergency
amendment was filed on June 8, 2005, to become effective on July 1,
2005, and will expire on December 30, 2005.

(4) The Proposal Description shall include documents which:
(C) Proposals for new hospitals, new or additional long-term care

(LTC) beds, or new major medical equipment must define the com-
munity to be served:

1. Describe the service area(s) population using year [2005]
2010 populations and projections which are consistent with those
provided by the Bureau of Health Data Analysis which can be
obtained by contacting:

Chief, Bureau of Health Data Analysis
Center for Health Information Management and Evaluation

(CHIME)
Department of Health and Senior Services
PO Box 570, Jefferson City, MO 65102

Telephone: (573) 751-6278

There will be a charge for any of the information requested, and
seven to fourteen (7–14) days should be allowed for a response from
the CHIME. Information requests should be made to CHIME such
that the response is received at least two (2) weeks before it is need-
ed for incorporation into the CON application.

2. Use the maps and population data received from CHIME
with the CON Applicant’s Population Determination Method to
determine the estimated population, as follows:

A. Utilize all of the population for zip codes entirely within
the fifteen (15)-mile radius for LTC beds or geographic service area
for hospitals and major medical equipment;

B. Reference a state highway map (or a map of greater detail)
to verify population centers (see Bureau of Health Data Analysis
information) within each zip code overlapped by the fifteen (15)-mile
radius or geographic service area;

C. Categorize population centers as either “in” or “out” of
the fifteen (15)-mile radius or geographic service area and remove
the population data from each affected zip code categorized as “out”;

D. Estimate, to the nearest ten percent (10%), the portion of
the zip code area that is within the fifteen (15)-mile radius or geo-
graphic service area by “eyeballing” the portion of the area in the
radius (if less than five percent (5%), exclude the entire zip code);

E. Multiply the remaining zip code population (total popula-
tion less the population centers) by the percentage determined in
(4)(C)2.D. (due to numerous complexities, population centers will
not be utilized to adjust overlapped zip code populations in Jackson,
St. Louis, and St. Charles counties or St. Louis City; instead, the
total population within the zip code will be considered uniform and
multiplied by the percentage determined in (4)(C)2.D.);

F. Add back the population center(s) “inside” the radius or
region for zip codes overlapped; and

G. The sum of the estimated zip codes, plus those entirely
within the radius, will equal the total population within the fifteen
(15)-mile radius or geographic service area.

3. Provide other statistics, such as studies, patient origin or dis-
charge data, Hospital Industry Data Institute’s information, or con-
sultants’ reports, to document the size and validity of any proposed
user-defined “geographic service area”;

(6) The most current version of Forms MO 580-2501, MO 580-
2502, MO 580-2503, MO 580-2504, MO 580-2505, MO 580-1861,
MO 580-1869 and MO 580-1863 may be obtained by mailing a writ-
ten request to the Certificate of Need Program (CONP), 915G Leslie
Boulevard, Jefferson City, MO 65101, or in person at the CONP
Office, or, if technically feasible, by downloading a copy of the forms
from the CONP website at [www.dhss.state.mo.us/con]
www.dhss.mo.gov/con.

AUTHORITY: section 197.320, RSMo 2000. Emergency rule filed
Aug. 29, 1997, effective Sept. 8, 1997, expired March 6, 1998.
Original rule filed Aug. 29, 1997, effective March 30, 1998. For
intervening history, please consult the Code of State Regulations.
Emergency amendment filed June 8, 2005, effective July 1, 2005,
expires Dec. 30, 2005. A proposed amendment covering this same
material is published in this issue of ths Missouri Register.
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