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Subpart P—Quality Control 

GENERAL PROVISIONS 

431.800 Scope of subpart. 
431.802 Basis. 
431.804 Definitions. 
431.806 State plan requirements. 
431.808 Protection of beneficiary rights. 

MEDICAID ELIGIBILITY QUALITY CONTROL 
(MEQC) PROGRAM 

431.810 Basic elements of the Medicaid eligi-
bility quality control (MEQC) program. 

431.812 Review procedures. 
431.814 Sampling plan and procedures. 
431.816 Case review completion deadlines 

and submittal of reports. 
431.818 Access to records: MEQC program. 
431.820 Corrective action under the MEQC 

program. 
431.822 Resolution of differences in State 

and Federal case eligibility or payment 
findings. 

MEDICAID QUALITY CONTROL (MQC) CLAIMS 
PROCESSING ASSESSMENT SYSTEM 

431.830 Basic elements of the Medicaid qual-
ity control (MQC) claims processing as-
sessment system. 

431.832 Reporting requirements for claims 
processing assessment systems. 

431.834 Access to records: Claims processing 
assessment systems. 

431.836 Corrective action under the MQC 
claims processing assessment systems. 

FEDERAL FINANCIAL PARTICIPATION 

431.861–431.864 [Reserved] 
431.865 Disallowance of Federal financial 

participation for erroneous State pay-
ments (for annual assessment periods 
ending after July 1, 1990). 

Subpart Q—Requirements for Estimating 
Improper Payments in Medicaid and CHIP 

431.950 Purpose. 
431.954 Basis and scope. 
431.958 Definitions and use of terms. 
431.960 Types of payment errors. 
431.970 Information submission require-

ments. 
431.972 Claims sampling procedures. 
431.974 Basic elements of Medicaid and 

CHIP eligibility reviews. 
431.978 Eligibility sampling plan and proce-

dures. 
431.980 Eligibility review procedures. 
431.988 Eligibility case review completion 

deadlines and submittal of reports. 
431.992 Corrective action plan. 
431.998 Difference resolution and appeal 

process. 
431.1002 Recoveries. 

AUTHORITY: Sec. 1102 of the Social Security 
Act, (42 U.S.C. 1302). 

SOURCE: 43 FR 45188, Sept. 29, 1978, unless 
otherwise noted. 

EDITORIAL NOTE: Nomenclature changes to 
part appear at 75 FR 48852, Aug. 11, 2010. 

§ 431.1 Purpose. 
This part establishes State plan re-

quirements for the designation, organi-
zation, and general administrative ac-
tivities of a State agency responsible 
for operating the State Medicaid pro-
gram, directly or through supervision 
of local administering agencies. 

Subpart A—Single State Agency 
§ 431.10 Single State agency. 

(a) Basis and purpose. This section 
implements section 1902(a)(5) of the 
Act, which provides for designation of 
a single State agency for the Medicaid 
program. 

(b) Designation and certification. A 
State plan must— 

(1) Specify a single State agency es-
tablished or designated to administer 
or supervise the administration of the 
plan; and 

(2) Include a certification by the 
State Attorney General, citing the 
legal authority for the single State 
agency to— 

(i) Administer or supervise the ad-
ministration of the plan; and 

(ii) Make rules and regulations that 
it follows in administering the plan or 
that are binding upon local agencies 
that administer the plan. 

(c) Determination of eligibility. (1) The 
plan must specify whether the agency 
that determines eligibility for families 
and for individuals under 21 is— 

(i) The Medicaid agency; or 
(ii) The single State agency for the 

financial assistance program under 
title IV-A (in the 50 States or the Dis-
trict of Columbia), or under title I or 
XVI (AABD), in Guam, Puerto Rico, or 
the Virgin Islands. 

(2) The plan must specify whether the 
agency that determines eligibility for 
the aged, blind, or disabled is— 

(i) The Medicaid agency; 
(ii) The single State agency for the 

financial assistance program under 
title IV-A (in the 50 States or the Dis-
trict of Columbia) or under title I or 
XVI (AABD), in Guam, Puerto Rico, or 
the Virgin Islands; or 
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(iii) The Federal agency admin-
istering the supplemental security in-
come program under title XVI (SSI). In 
this case, the plan must also specify 
whether the Medicaid agency or the 
title IV-A agency determines eligi-
bility for any groups whose eligibility 
is not determined by the Federal agen-
cy. 

(d) Agreement with Federal or State 
agencies. The plan must provide for 
written agreements between the Med-
icaid agency and the Federal or other 
State agencies that determine eligi-
bility for Medicaid, stating the rela-
tionships and respective responsibil-
ities of the agencies. 

(e) Authority of the single State agency. 
In order for an agency to qualify as the 
Medicaid agency— 

(1) The agency must not delegate, to 
other than its own officials, authority 
to— 

(i) Exercise administrative discretion 
in the administration or supervision of 
the plan, or 

(ii) Issue policies, rules, and regula-
tions on program matters. 

(2) The authority of the agency must 
not be impaired if any of its rules, reg-
ulations, or decisions are subject to re-
view, clearance, or similar action by 
other offices or agencies of the State. 

(3) If other State or local agencies or 
offices perform services for the Med-
icaid agency, they must not have the 
authority to change or disapprove any 
administrative decision of that agency, 
or otherwise substitute their judgment 
for that of the Medicaid agency with 
respect to the application of policies, 
rules, and regulations issued by the 
Medicaid agency. 

[44 FR 17930, Mar. 23, 1979] 

EFFECTIVE DATE NOTE: At 77 FR 17202, Mar. 
23, 2012, § 431.10 was amended by adding para-
graphs (c)(3), (c)(4), and (c)(5); revising para-
graphs (d) and (e)(3), effective Jan. 1, 2014. 
For the convenience of the user, the added 
and revised text is set forth as follows: 

§ 431.10 Single State agency. 

* * * * * 

(c) * * * 
(3) The plan must specify whether the enti-

ty that determines eligibility is an Exchange 
established under sections 1311(b)(1) or 
1321(c)(1) of the Affordable Care Act (Pub. L. 
111–148), provided that if the Exchange is op-

erated as a nongovernmental entity as per-
mitted under 45 CFR 155.110(c), or contracts 
with a private entity for eligibility services, 
as permitted under 1311(f)(3) of the Afford-
able Care Act and 45 CFR 155.110(a), final de-
terminations of eligibility are limited to de-
terminations using MAGI-based methods as 
set forth in § 435.603 of this subchapter. 

(4) The single State agency is responsible 
for ensuring eligibility determinations are 
made consistent with its policies, and if 
there is a pattern of incorrect, inconsistent, 
or delayed determinations for ensuring that 
corrective actions are promptly instituted. 

(5) The single State agency is responsible 
for ensuring that eligibility determinations 
are made in the best interest of applicants 
and beneficiaries, and specifically ensuring 
that: 

(i) There is no conflict of interest by any 
entity delegated the responsibility to make 
eligibility determinations or performing eli-
gibility services; and 

(ii) Improper incentives and/or outcomes 
are prohibited, monitored, and if found, prop-
erly and promptly addressed through correc-
tive actions. 

(d) Agreement with Federal or State and local 
entities. The plan must provide for agree-
ments between the Medicaid agency and the 
Federal or other State or local agencies or 
nongovernmental entities that determine 
Medicaid eligibility on behalf of the Med-
icaid agency. Such agreements, which shall 
be in writing and available upon request, 
must include provisions for: 

(1) The relationships and respective respon-
sibilities of the parties; 

(2) The quality control and oversight plans 
by the single State agency to review deter-
minations made by the delegee or its con-
tractor to ensure that overall determina-
tions are made consistent with the State 
agencies’ eligibility policies; 

(3) The reporting requirements from the 
delegee making Medicaid eligibility deter-
minations to the single State agency to per-
mit such oversight; 

(4) An assurance that the delegee and its 
contractors will comply with the confiden-
tiality and security requirements in accord-
ance with sections 1902(a)(7) and 1942 of the 
Act and subpart F of this part for all appli-
cant and beneficiary data; 

(5) An assurance that merit system per-
sonnel protection principles are employed by 
the entity responsible for the Medicaid eligi-
bility determination and for any contractor 
performing eligibility services; and 

(6) An assurance that applicants and bene-
ficiaries are made aware of how they can di-
rectly contact and obtain information from 
the single State agency. 

(e) * * * 
(3) If other Federal, State, local agencies 

or offices or non-governmental entities (in-
cluding their contractors) perform services 
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for the Medicaid agency, they must not have 
the authority to change or disapprove any 
administrative decision of, or otherwise sub-
stitute their judgment for that of the Med-
icaid agency with respect to the application 
of policies, rules and regulations issued by 
the Medicaid agency. 

§ 431.11 Organization for administra-
tion. 

(a) Basis and purpose. This section, 
based on section 1902(a)(4) of the Act, 
prescribes the general organization and 
staffing requirements for the Medicaid 
agency and the State plan. 

(b) Medical assistance unit. A State 
plan must provide for a medical assist-
ance unit within the Medicaid agency, 
staffed with a program director and 
other appropriate personnel who par-
ticipate in the development, analysis, 
and evaluation of the Medicaid pro-
gram. 

(c) Description of organization. (1) The 
plan must include— 

(i) A description of the organization 
and functions of the Medicaid agency 
and an organization chart; 

(ii) A description of the organization 
and functions of the medical assistance 
unit and an organization chart; and 

(iii) A description of the kinds and 
number of professional medical per-
sonnel and supporting staff used in the 
administration of the plan and their re-
sponsibilities. 

(d) Eligibility determined by other agen-
cies. If eligibility is determined by 
State agencies other than the Medicaid 
agency or by local agencies under the 
supervision of other State agencies, the 
plan must include a description of the 
staff designated by those other agen-
cies and the functions they perform in 
carrying out their responsibility. 

[44 FR 17931, Mar. 23, 1979] 

EFFECTIVE DATE NOTE: At 77 FR 17203, Mar. 
23, 2012, § 431.11 was amended by revising 
paragraph (d), effective Jan. 1, 2014. For the 
convenience of the user, the added and re-
vised text is set forth as follows: 

§ 431.11 Organization for administration. 

* * * * * 

(d) Eligibility determined by other entities. If 
eligibility is determined by Federal or State 
agencies other than the Medicaid agency or 
by local agencies under the supervision of 
other State agencies, or by nongovernmental 

entities, or if eligibility functions are per-
formed by an Exchange contractor, the plan 
must include a description of the staff des-
ignated by those other entities and the func-
tions they perform in carrying out their re-
sponsibilities. 

§ 431.12 Medical care advisory com-
mittee. 

(a) Basis and purpose. This section, 
based on section 1902(a)(4) of the Act, 
prescribes State plan requirements for 
establishment of a committee to advise 
the Medicaid agency about health and 
medical care services. 

(b) State plan requirement. A State 
plan must provide for a medical care 
advisory committee meeting the re-
quirements of this section to advise the 
Medicaid agency director about health 
and medical care services. 

(c) Appointment of members. The agen-
cy director, or a higher State author-
ity, must appoint members to the advi-
sory committee on a rotating and con-
tinuous basis. 

(d) Committee membership. The com-
mittee must include— 

(1) Board-certified physicians and 
other representatives of the health pro-
fessions who are familiar with the med-
ical needs of low-income population 
groups and with the resources available 
and required for their care; 

(2) Members of consumers’ groups, in-
cluding Medicaid beneficiaries, and 
consumer organizations such as labor 
unions, cooperatives, consumer-spon-
sored prepaid group practice plans, and 
others; and 

(3) The director of the public welfare 
department or the public health de-
partment, whichever does not head the 
Medicaid agency. 

(e) Committee participation. The com-
mittee must have opportunity for par-
ticipation in policy development and 
program administration, including fur-
thering the participation of beneficiary 
members in the agency program. 

(f) Committee staff assistance and fi-
nancial help. The agency must provide 
the committee with— 

(1) Staff assistance from the agency 
and independent technical assistance 
as needed to enable it to make effec-
tive recommendations; and 

(2) Financial arrangements, if nec-
essary, to make possible the participa-
tion of beneficiary members. 
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