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Laws 2026, Chapter 121 is the 2026 Human Services Omnibus Supplemental Budget.
ARTICLE 1 - CONTINUITY OF CARE

Section 1 adds 256B.045 - CONTINUITY OF CARE, which specifies the duties of providers,
lead agencies, and the commissioner related to ensuring continuity of care for recipients of
services with a residential component when a provider is subject to an administrative action
or experiences a serious operational event.

Subdivision 1 - Definitions, defines terms for the purposes of this statutory section,
including the term “recipient,” the definition of which defines the scope of services
regulated by this section.

Subdivision 2 - Provider duties, specifies the duties of a provider when the provider
experiences a serious operational event and clarifies the existing duties and
responsibilities of a provider anytime the provider intends to discontinue services.

Subdivision 3 - Lead agency duties, specifies the duties of lead agencies when a
provider experiences a serious operational event or is subject to an administrative
action. Among the lead agency’s duties are informing the appropriate ombudsperson’s
office, notifying the affected clients, assisting the provider develop and implement a
continuity of care plan or a complex transition plan when appropriate.

Subdivision 4 - Commissioner’s duties, specifies the commissioner’s duties to
ensure continuity of care prior to the effective date of certain administrative actions.
The commissioner’s duties include informing the lead agency of the administrative
action 30 days prior to the action being effective; ensuring that the lead agency is
taking the appropriate and required actions; and establishing and maintaining a
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continuity of care team to support lead agencies and providers ensure continuity of
care.

Section 2 adds 256B.046 - COMPLEX TRANSITIONS, which specifies how lead agencies
identify clients whose transition to another provider will be a complex transition and the
requirements for a complex transition plan in such situations.

Subdivision 1 - Complex transition identification, authorizes the commissioner to
establish criteria for a presumption that a transition is complex.

Subdivision 2 - Complex transition plan, requires the commissioner to develop
guidance on effective complex transition planning and provide complex transition
planning templates.

Subdivision 3 - Complex transition planning, specifies the actions a lead agency and
a provider must take to facilitate the continuity of care for recipients with transitions
identified as complex.

Subdivision 4 - No alternative services notification, requires the lead agency to
notify the relevant licensing agency if the lead agency is unable to identify alternative
care within the established timelines, and requires the commissioner to make a
determination regarding alternative actions available to the commissioner in light of
the lack of an assurance of continuity of care for the recipient.

Subdivision 5 - Publishing data on continuity of care planning and complex
transitions, requires the commissioner to publish data on the continuity of care for
recipients whose service providers experienced a serious operational event or was
subject to an administrative action.

Section 3 amends 256B.0651, subdivision 17 — Recipient protections, by replacing existing
home care services continuity of care language with a reference to the new continuity of care
language in early sections of this act.

Section 4 adds 256B.69, subdivision 38 - Duties when a provider no longer able to provide
services, which clarifies that managed care organizations and county-based purchasing
plans must follow the new continuity of care requirements generally applicable to lead
agencies, and further requires MCOs and county-based purchasing plans to honor existing
service authorizations and make arrangements to ensure continuity of care.

Section 5, amends 256B.85, subdivision 23a - Sanctions; information for participants
upon termination of services, by replacing existing community first services and supports
continuity of care language with a reference to the new continuity of care language in early
sections of this act.

Section 6 adds HOUSING SUPPORT CAPACITY-BUILDING GRANTS, which establishes a

grant program to facilitate existing housing support providers to administer housing support
benefits for eligible housing support recipients.
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Section 7 adds DIRECTION TO COMMISSIONER; CONTINUITY OF CARE POLICIES AND
PROCEDURES, which requires the commission to create and make available resources for
lead agencies to effectively develop and implement complex transition plans.

ARTICLE 2 - LONG-TERM CARE FACILITY

Section 1 amends 144.1503, subdivision 7 - Selection process, by permitting the
commissioner of health to carry forward unspent appropriations for the HCBS grant and loan
forgiveness program.

Section 2 amends 144A.291, subdivision 2 - Amounts, by modifying allowable maximum
fees charged by the Board of Executives for Long Term Services and Supports.

Section 3 amends 144A.471, subdivision 8 - Exemption from home care licensure, by
exempting federally qualified health clinics from home care licensure when a FQHC provides
home care as permitted under federal law.

Section 4 amends 144G.15 - CONSIDERATION OF APPLICATIONS, by requiring the
commissioner of health before issuing a provisional license for an assisted living facility with
a licensed resident capacity of six or fewer, to consider the population, size, land use plan,
availability of community services, and the number and size of existing licensed assisted
living facilities in the town, municipality, or county in which the applicant seeks to operate an
assisted living facility. This section also prohibits the commissioner of health from issuing a
provisional license for an assisted living facility with a licensed capacity of six or fewer if the
property on which the applicant seeks to locate the assisted living facility violates the
heightened HCBS setting standards under 245A.042, subdivision 7.

Section 5 adds 144G.16, subdivision 8 - Notice to affected municipality, which requires the
commissioner of health to notify any political subdivision in which a provisionally licensed
assisted living facility with a licensed capacity of 6 or few residences is located and specifies
the content of the notice.

Section 6 amends 144G.195, subdivision 1 - New license not required, by requiring the
commissioner of health to delay a decision on an assisted living facility license relocation
request until after receiving from the commissioner of human services a determination of
whether the property of the proposed relocation meets the heightened HCBS setting
standards under section 245A.042, subdivision 7.

This section also prohibits a licensee operating a facility within the seven-county
metropolitan area from relocating the licensee’s facility outside the metropolitan area
without receiving a new license. It also prohibits a licensee operating a facility outside the
seven-county metropolitan area from relocating the facility to a location within the seven-
county metropolitan area or more than two hours or 120 miles from the previous location
without receiving a new license.

Page 3 of 35



Section 7 amends 144G.45, subdivision 3 - Local laws apply; delegating inspection
authority, by authorizing the commissioner of health to delegate to a local government the
commissioner’s authority to perform specified inspections of existing assisted living facilities
provided inspections do not occur more frequently than every six months, and by requiring
the commissioner of health to provide ongoing oversight of the local governments to which
the commissioner has delegated inspection authority by reviewing the local government’s
performance at least every 4 years.

Section 8 directs the commissioner of health to convene a working group to propose a new
category for SMALL ASSISTED LIVING FACILITY LICENSURE.

ARTICLE 3 - HEALTH CARE

Article 3 contains recodifications of 256B.04, subdivision 21- Provider enrollment and of
256B.064 - SANCTIONS; MONETARY RECOVERY.

Section 1 clarifies that 15.013 - PROGRAM PAYMENTS WITHHELD; FRAUD, which is the
generally applicable executive branch payment withhold and fraud language, does not apply
to the commissioner of human services authority to impose sanctions under medical
assistance.

Section 2 clarifies that 245.095 - LIMITS ON RECEIVING PUBLIC FUNDS, which the generally
appliable Department of Human Services payment withhold and fraud language, does not
apply to the commissioner of human service’s authority to impose sanctions under medical
assistance.

Section 3 adds 245.462, subdivision 2a - Case management contact, which defines “case
management contact” for the purposes of the adult mental health act.

Section 4 amends 245.4711, subdivision 5 - Coordination between case manager and
community support services, by requiring as a condition of reimbursement for adult mental
health targeted case management that a case manager have at least one case management
contact each month and that contact by telephone be no more frequent than every other
month.

Section 5 amends 245.4881, subdivision 5 - Coordination between case manager and
family community support services, by requiring at least one case management contact
each month.

Section 6 amends 245A.02, subdivision 5a - Controlling individual, by making technical and
conforming changes related to the recodification and modernization of section 256B.064 -
SANCTIONS; MONETARY RECOVERY.

Section 7 amends 245A.04, subdivision 1 - Application for licensure.

Paragraph (a) exempts new licenses issued following a change of ownership from the
licensing moratoria under section 245A.03, subdivisions 7 and 7a.
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Paragraph (j) requires a licensee or license applicant who intends to receive public
reimbursement for services provided under a human services license to disclose
whether the applicant or licensee received any assistance with preparation and
submission of the licensee’s or applicant’s license application.

Section 8 amends 245A.04, subdivision 7 - Grant of license; license extension, by
prohibiting the commissioner of human services from issuing a license to an applicant or
licensee who does not submit the newly required disclosure regarding assistance received in
preparation or submission of a license application.

Section 9 adds 245A.042, Subdivision 7 - Department of Human Services home and
community-based services early and often licensor and compliance team, which requires
the commissioner of human services to establish and maintain a multidisciplinary team of
department staff to provide technical assistance and perform licensing and compliance
activities for newly licensed home and community-based providers to assist the providers
establish and maintain compliance with licensing standards, billing requirements, and
service standards.

Section 10 amends 245A.05 - DENIAL OF APPLICATION, by requiring the commissioner of
human services to deny an application of an applicant who does not submit the newly
required disclosure regarding assistance received in preparation or submission of a license
application.

Section 11 amends 245D.081, Subdivision 3 - Program management and oversight, by
making technical and conforming changes related to the recodification and modernization of
section 256B.04, subdivision 21 - Provider enrollment.

Section 12 amends 256.01, Subdivision 2 - Specific powers.

Paragraph (q) authorizes the commissioner of human services to perform medical
assistance provider preenrollment risk assessments.

Section 13 adds 256.01, Subdivision 46 - Department of Human Services home and
community-based services provider support and technical assistance team, which
requires the commissioner of human services to establish and maintain a home and
community-based services provider support and technical assistance team to serve as a
liaison between HCBS providers and the divisions of the department, to develop training
materials for providers, to collect data on challenges facing HCBS providers, to coordinate
between divisions of the department to clarify the expectations for HCBS providers, and to
make recommendations to the commissioner to improve service delivery, compliance, and
program integrity.

Section 14 amends 256B.04, Subdivision 5 - Annual report required, by adding to the
Department of Human Service’s fiscal year report an additional reporting requirement related
to site visits to medical assistance provider service locations.

Section 15 amends 256B.04, subdivision 21 — Provider enrollment, by striking language that
is amended and recodified as new sections later in the article.
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Section 16 adds 256B.04, Subdivision 28 — Medical assistance education program, which
requires the commissioner of human services to provide enrollees with information related to
the enrollee’s benefits and rights under MA; the enrollee’s rights to file grievances and
appeals; preventing fraud; and how to report concerns about waste, fraud and abuse.

Section 17 adds 256B.0437 - PREENROLLMENT ASSESSMENT, which authorizes the
commissioner of human services to perform preenrollment risk assessments of medical
assistance providers and to deny or rescind enrollment in the medical assistance program
based on the results of the assessment. This section also provides for an administrative
reconsideration process for providers whose enrollment is denied or rescinded.

Sections 18 to 24 include both the recodified medical assistance provider enrollment
requirements as well as amended and new provider enrollment requirements.

Section 18 adds 256B.044 - PROVIDER ENROLLMENT.

Subdivision 1 - Designating categorical risk levels contains language currently
codified as 256B.04, subdivision 21, paragraph (j), second half, and contains one
technical update to the language related to rulemaking. This subdivision contains no
policy changes from existing law.

Subdivision 2 - Required verifications and checks adds new language specifying the
actions the commissioner must take and the information the commissioner must
verify before approving an applicant for enrollment as a medical assistance provider.

Subdivision 3 - Required background studies contains consolidated background
study language currently codified as 256B.04, subdivision 21, paragraphs (a) and (k) as
well as new language to expand the fingerprint requirement to officers, directors,
agents, managing employees and other persons with operational or managerial
control of the provider; clarify that failure to submit any information necessary for a
required background study is grounds for denial or termination of provider enrollment
in medical assistance; and clarify that an individual or provider is excluded from
medical assistance provider enrollment if any individual or provider subjectto a
background study is disqualified or excluded from any federal health care program.

Subdivision 4 - Service location enrollment contains language currently codified as
256B.04, subdivision 21, paragraph (a), second sentence, as well as new language
defining “provider-controlled location”; requiring approval from the commissioner
before billing for services provided at an enrolled location; specifying exceptions to
locations where direct care is provided that do not need to be enrolled locations; and
authorizing sanctions under 256B.064 for a provider failing to enroll a location required
to be an enrolled location.

Subdivision 5 - Site visits contains on-site inspection language currently codified as
256B.04, subdivision 21, paragraph (j), first half, as well as new language specifying
the schedule of site visits; and authorizing the commissioner to deny, suspend, or
terminate medical assistance provider enrollment if an enrollment applicant or
enrollee fails to permit a required site visit.
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Subdivision 6 — Surety bonds contains amended surety bond language currently
codified as 256B.04, subdivision 21, paragraph (m). The amended language removes
the commissioner’s discretion to require a surety bond purchase under the current law
conditions.

Subdivision 7 - Financial capacity is new language requiring an enrolled provider to
demonstrate sufficient financial capacity to operate, repay improper payments, and
make payroll for 90 days

Subdivision 8 - Compliance programs contains expanded compliance program
language currently codified as 256B.04, subdivision 21, paragraph (g).

Subdivision 9 - Incomplete provider enrollment applications amends the language
currently codified as 256B.04, subdivision 21, paragraph (a), third sentence, by
removing the commissioner’s discretion to deny enrollment if a provider fails to submit
a complete applications within 60 days of the commissioner’s request for additional
information.

Subdivision 10 - Correspondence and notification amends the correspondence
language currently codified as 256B.04, subdivision 21, paragraph (e) by removing the
commissioner’s discretion to use a providers MN-ITS mailbox.

Section 7 adds 256B.0441 - PROVIDER REVALIDATION and contains the revalidation
language currently codified as 256B.04, subdivision 21, paragraphs (b) and (c) as well as new
language.

Subdivision 1 - Requirement restates the commissioner’s duty to revalidate medical
assistance providers as required under law.

Subdivision 2 - Schedule restates the schedule to revalidate medical assistance
provider enrollment with the following changes: removes the commissioner’s
discretion regarding the revalidation schedule for high-risk providers; requires all high-
risk providers to be revalidated every three-years; and requires the commissioner to
implement any federally required revalidation schedule.

Subdivision 3 - Procedures restates the revalidation procedures with the following
changes: requires the commissioner to provide notice to providers that 30-days prior
to revalidation the provider will be subject to unannounced visit; reduces from 30 to 14
days the length of time the commissioner has to inform the provider that the provider
has failed to submit the required revalidation information and reduces from 30 to 14
days the length of time the provider has to comply; and reduces from 30 to 28 days the
length of time a provider has to remediate any deficiency discovered at the time of
revalidation and reduce from 60 to 15 days the commissioner’s notice to a provider
that the commissioner will terminate the provider’s enrollment.

Section 20 adds 256B.0442, PROVIDER ENROLLMENT SUSPENSIONS AND TERMINATIONS
and contains the provider enrollment suspension and termination language currently codified
as 256B.04, subdivision 21, paragraphs (d), (h), and (i), as well as new or amended language.
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Subdivision 1 - Suspension of billing privileges restates the commissioner’s
authority to suspend a provider’s billing privileges with the following changes: grants
the commissioner authority to immediately suspend billing privileges to protect public
funds; and clarifies that suspending billing privileges does not limit the
commissioner’s authority to take other administrative actions.

Subdivision 2 - Revocation for lack of documentation restates the commissioner’s
authority to revoke a provider’s enrollment in MA for failing to maintain or allow access
to certain documentation, but removes the commissioner’s discretion to suspend a
provider’s ability to bill for noncompliance.

Subdivision 3 - Mandatory denial or termination of enrollment paragraph (a),
clauses (1), (2), and (4) to (7) expands the circumstances under which the
commissioner must deny or terminate medical assistance provider enrollment.
Paragraph (b) restates an existing exception.

Subdivision 4 - Termination for lack of submitted claims is new language
authorizing the commissioner to terminate a provider’s enrollment if the provider does
not submit a claim for medical assistance reimbursement for 12 consecutive months.

Section 21 adds 256B.0443, PROVIDER PAYMENT WITHHOLDS and contains the payment
withhold authority currently codified as 256B.04, subdivision 21, paragraph (f).

Section 22 adds 256B.0444, ENROLLMENT MORATORIUM FOR HIGH-RISK PROVIDERS,
which is new language similar to the authority given the commissioner during the 2025
special session to implement licensing moratoria.

Subdivision 1 - Provider enrollment moratorium authorizes the commissioner to
implement a medical assistance enrollment moratorium for up to 24 months following
the designation of a provider-type as a high-risk provider type and requires the
commissioner to revalidate enrolled providers of that type prior to lifting the
moratorium.

Subdivision 2 - Moratorium exceptions authorizes the commissioner to grant
exceptions to a moratorium at the request of a county or Tribal agency.

Subdivision 3 - Continued enrollment of new clients clarifies that a provider who is
enrolled prior to the imposition of an enrollment moratorium may continue to add new
clients during the moratorium.

Subdivision 4 — Notice requires the commissioner to provide advanced notice of the
imposition of a moratorium and provide a report to the legislature following the
conclusion of a moratorium.

Section 23 adds 256B.0445, ADDITIONAL PROVIDER ENROLLMENT REQUIREMENTS FOR
SPECIFIC PROVIDER TYPES.
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Subdivision 1 - Durable medical equipment provider or supplier contains the
durable medical equipment provider or supplier language currently codified as
256B.04, subdivision 21, paragraph (l).

Subdivision 2 - Providers licensed by the commissioner of human services
contains a rewritten version of the compliance officer requirement for 245A licensed
providers currently codified as 256B.04, subdivision 21, paragraph (g).

Subdivision 3 - Providers licensed by the commissioner of health contains a
rewritten (and corrected) version of the compliance officer requirements for 144A or
144G licensed providers currently codified as 256B.04, subdivision 21, paragraph (g).

Section 24 adds 256B.0446 - ADDITIONAL PROVIDER ENROLLMENT TRAINING
REQUIREMENTS FOR HIGH-RISK PROVIDERS, which requires certain owners and
employees of high-risk provider types to complete and repeat at specified intervals
compliance training as determined by the commissioner.

Section 25 adds 256B.0447 - ENHANCED PREPAYMENT REVIEW, which requires the
commissioner to conduct prepayment review of at least 65% of all fee-for-service medical
assistance claims beginning April 1, 2027; to provide notice to a provider subject to
prepayment review under certain circumstances; to process claims despite prepayment
review within the timelines required under law; and to publish certain summary data related
to prepayment review. This section also clarifies that a provider subject to prepayment review
may continue to add new clients while subject to the review and that subjecting a provider to
prepayment review does not preclude the commissioner from taking any other administrative
action.

Section 26 adds 256B.0448 - POSTPAYMENT REVIEW, which authorizes the commissioner
to conduct postpayment review of claims, encounters, cost reports, rate submissions, and
any other billing related material; specifies a provider’s obligation to maintain billing records
and cooperate with the commissioner’s postpayment review of the provider’s billing; and
clarifies the commissioner’s authority to seek repayment of improper payments and to
pursue other administrative actions.

Section 27 amends section 256B.0625, subdivision 17 - Transportation costs, by allowing a
delay in the implementation of a contracted administrator for the nonemergency medical
transportation benefit.

Section 28 amends 256B.0625, subdivision 18i - Administration of nonemergency medical
transportation, by allowing a delay in the implementation of a contracted administrator for
the nonemergency medical transportation benefit and by requiring a 6-month notice prior to
implementation.

Section 29 amends 256B.0625, subdivision 20 - Mental health case management, by
modifying what an entity must document in order to receive medical assistance
reimbursement for targeted case management services, by making cross-reference changes,
and by allowing counties to receive payment for up to 12 15-minute units for use at case
initiation and case closing.
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Sections 30 to 45 modernize, recodify, and amend 256B.064 - SANCTIONS; MONETARY
RECOVERY.

Section 30 amends 256B.064, subdivision 1b — Sanctions available, by making technical
and modernizing changes.

Section 31 amends 256B.064, subdivision 1¢ - Grounds for and methods of monetary
recovery, by making technical and modernizing changes.

Section 32 amends 256B.064, subdivision 1d - Investigative costs, by making technical and
modernizing changes.

Section 33 amends 256B.064, subdivision 2 - Imposition of monetary recovery and
sanctions; generally, by making technical and modernizing changes and by striking language
thatis recodified and amended in later sections of the article.

Section 34 adds 256B.064, subdivision 2a - Imposition of fines, which contains recodified
language currently codified as section 256B.064, subdivision 2, paragraphs (g) and (h) that
authorizes the commissioner to impose fines. This section contains no policy changes from
existing law.

Section 35 adds 256B.064, subdivision 2b - Mandatory suspension or termination after
exclusion from participation in Medicare, which contains recodified language currently
codified as section 256B.064, subdivision 2, paragraph (e) that requires the commissioner to
suspend or terminate a provider’s participation in medical assistance when the provider is
excluded from participation in Medicare. This section contains no policy changes from
existing law.

Section 36 adds 256B.064, subdivision 2c - Imposition of withholding or reduction of
payments without prior notice, which contains recodified and rewritten language currently
codified as section 256B.064, subdivision 2, paragraphs (b) to (d) and (f), as well as a number
of policy changes, related to the commissioner’s obligation to withhold or reduce payments
when the commissioner determines there are credible allegations of fraud against a provider.

Paragraph (a) clarifies that a payment withhold or reduction is temporary.

Paragraph (b) is mostly existing language but specifies an additional example of a
source of allegations of fraud.

Paragraph (c) adds additional requirements to what the commissioner must include in
the notice of withheld or reduced payments sent to a provider.

Paragraph (d) is existing language specifying the circumstances under which the
commissioner must cease to withhold or reduce payments, except new language
requires the commissioner to release the withheld or reduced payments within ten
days following the commissioner’s determination that a circumstance exists to cease
the withholding or reduction.

Page 10 of 35



Section 37 adds 256B.064, subdivision 2d - Administrative review of temporary payment
withhold or reduction, which is new language allowing a medical assistance provider to
request an administrative review after receiving notice that a payment withhold or reduction
isimposed.

Paragraph (a) specifies when the request must be made and what must be included in
the request.

Paragraph (b) requires the costs for the administrative review to be borne equally by
both parties.

Paragraph (c) states the burden of proof for the proceeding is limited to whether the
commissioner can establish a credible allegation of fraud exists and prohibits the
administrative law judge from making findings on the veracity of the underlying
allegations of fraud.

Paragraph (d) requires the commissioner, and allows the provider, to submit evidence
under seal and requires the administrative law judge to review the evidence in camera.

Paragraph (e) requires the commissioner to provide notice to the provider within ten
business days of the administrative law judge’s completed recommendation and
requires the notice to state whether the judge found a the allegation of fraud was
credible.

Paragraph (f) prohibits the administrative law judge’s findings from being used for any
other purpose or held as conclusive or binding.

Section 38 adds 256b.064, subdivision 2e - Withholding or reduction of payments; review,
which is new language requiring the commissioner to submit evidence under seal to an
administrative law judge for every payment withhold or reduction that remains in effect after
90 days to determine whether the commissioner or a law enforcement agency is actively
pursuing an investigation.

Section 39 adds 256B.064, subdivision 2f - Judicial review, which is new language stating
that the administrative law judge’s findings under subdivisions 2d and 2e are not subject to
judicial review.

Section 40 adds 256B.064, subdivision 2g - Forfeiture of withheld payments upon criminal
conviction, which contains recodified language currently codified as section 256B.064,
subdivision 2, paragraph (d), second sentence, that stipulates any withheld money is forfeit to
the commissioner upon a conviction. This section contains no policy changes from existing
law.

Section 41 amends 256B.064, subdivision 3 - Mandates on prohibited payments, by making
technical and modernizing changes.

Section 42 amends 256B.064, subdivision 4 - Notice, by making technical and modernizing
changes.
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Section 43 amends 256B.064, subdivision 5 — Immunity; good faith reporters, by making
technical and modernizing changes.

Section 44 adds 256B.064, subdivision 6 — Application, by clarifying that this section is the
sole authority for imposing sanctions and withholds under the medical assistance program.

Section 45 adds 256B.064, subdivision 8 - Coordination with law enforcement, which
clarifies the commissioner’s duties and authority to coordinate with law enforcement
following a payment withhold under this section.

Note: A drafting error resulted in subdivision 7 being skipped. When this language is
published, this subdivision will likely be renumbered subdivision 7.

Section 46 adds 256B.0647 - REMITTANCE ADVICE MONETARY RECOVERY, which allows
the commissioner to use the remittance advice process as the notice to a vendor or provider
when the commissioner seeks monetary recovery using a department-administered
information technology system for programmatically processed claims, allows for a
reconsideration process, and prohibits this process from being used as the notice to
providers under section 256B.064.

Section 47 amends 256B.0701, subdivision 9 - Provider qualifications and duties, by
making technical and conforming changes related to the recodification and modernization of
section 256B.064.

Section 48 amends 256B.076, subdivision 1 - Generally, by specifying the targeted case
management services that are covered by medical assistance and allowing the commissioner
to suspend, reduce, or terminate reimbursement to a provider who does not meet certain
requirements.

Section 49 adds 256B.076, subdivision 5 - County-provided fee-for-service rate setting
and reconciliation, which establishes a cost-based payment methodology for certain
targeted case management services, requires the commissioner to reimburse submitted
claims on an interim rate, specifies how the commissioner determines a final rate, and
provides that counties must submit all claims using a 15-minute unit.

Section 50 adds 256B.076, subdivision 6 — Testing and implementation, which requires the
commissioner of human services, the commissioner of children, youth, and families, the
Association of Minnesota Counties, and the Minnesota Association of County Social Service
Administrators to establish a joint governance agreement for targeted case management and
specifies what the joint governance agreement must contain.

Section 51 adds 256B.076, subdivision 7 - Managed care plan units and rates for mental
health targeted case management, which requires the commissioner to ensure that prepaid
health plans covering targeted case management services reimburse counties at a rate thatis
at least equal to the fee-for-service rate.

Section 52 adds 256B.076, subdivision 8 - Targeted case management gap funding, which
defines “unacceptable loss” for a county’s finalized amount of targeted case management
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federal reimbursement and requires the commissioner to pay targeted case management gap
funding for calendar years in which a county experiences an unacceptable loss.

Section 53 amends 256B.0924, subdivision 6 - Payment for targeted case management, by
clarifying provider requirements for payment for targeted case management.

Section 54 amends 256B.094, subdivision 2 - Eligible services, by adding economic support
services to the case management services that are eligible for medical assistance
reimbursement.

Section 55 amends 256B.094, subdivision 3 - Coordination and provision of services, by
requiring case management providers to coordinate services with managed care
organizations and county-based purchasing plans and carves child welfare targeted case
management out of managed care contracts.

Section 56 amends 256B.094, subdivision 6 - Medical assistance reimbursement of case
management services, by making clarifying changes for medical assistance reimbursement
of case management services.

Section 57 amends 256B.0949, subdivision 16 - Agency duties, by making technical and
conforming changes related to the recodification and modernization of section 256B.064.

Section 58 amends 256B.0949, subdivision 17 - Provider shortage; authority for
exceptions, by making technical and conforming changes related to the recodification and
modernization of section 256B.064.

Section 59 amends 256B.69, subdivision 5a - Managed care contracts, by requiring
managed care plans to have a prepayment review process for all claims and to publish
metrics related to program integrity actions and outcomes on a publicly available website.

Section 60 adds 256B.69, subdivision 10 - Data sharing for program integrity, which
requires the commissioner to provide summary data to the other managed care plans, within
ten days of receiving a report from a managed care plan that the managed care plan has
reason to believe fraud was committed under chapter 256B.

Section 61 amends 256B.69, subdivision 37 - Networks, by allowing managed care
organizations to not include a provider in its network before approving the provider’s
credentials.

Section 62 amends Laws 2025, First Special Session chapter 3, article 8, section 43, the
effective date, by delaying the repeal of the prohibition on the use of a broker for NEMT
services, the single administrative structure and delivery system for NEMT services, and
provisions regulating the provision of NEMT services covered by managed care plans.

Section 63 adds MANDATORY COMPLIANCE TRAINING FOR CURRENTLY ENROLLED
HIGH-RISK MEDICAL ASSISTANCE PROVIDERS, which requires the owners and employees
of any medical assistance provider agency subject to certain requirements and enrolled
before January 1, 2027, to complete initial compliance training by January 1, 2028.
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Section 64 is a REPEALER, which repeals section 256B.0701, subdivision 11, which is the
requirement that recuperative care service providers complete compliance training; this
training requirement would be duplicative since all providers are now required to complete
this training under a different section.

ARTICLE 4 - DEPARTMENT OF HUMAN SERVICES OIG POLICY

Section 1 amends 245.095, subdivision 2 — Definitions, by defining “convicted,” “credible
allegation of fraud,” and “fraud,” and modifying the definition of “excluded” within the
section that governs the limits on receiving public funds from the Department of Human
Services.

Section 2 amends 245.095, subdivision 5 - Withholding of payments, by expanding the
authority of the commissioner of human services to withhold payments; removing the
definition of “credible allegation of fraud,” since it will now be defined in subdivision 2; stating
that section 15.013 does not apply for actions under this section; and making other technical
and conforming changes.

Section 3 amends 245A.02, subdivision 13 - Individual who is related, by modifying the
definition of “individual who is related” to include those related by marriage.

Section 4 amends 245A.03, subdivision 2 - Exclusion from licensure, by allowing programs
to operate under the previous definition of “individual who is related” if that program was
initially licensed prior to July 1, 2026.

Section 5 amends 245A.043, subdivision 2 - Change in ownership, by removing a loophole
that allowed a change of ownership to occur without notifying the commissioner of human
services.

Section 6 amends 245A.043, subdivision 2a - Review of change in ownership, by removing
language to conform with the change made in section 5.

Section 7 amends 245A.07, subdivision 2a - Immediate suspension expedited hearing, by
making clarifying changes and adding controlling individuals; requiring the commissioner to
determine whether a license holder or controlling individual is the subject of a fraud
investigation or subject to an action related to fraud against a program administered by a
state or federal agency, and if so, to suspend the license; and stating that the burden of proof
in expedited hearings is a preponderance of the evidence.

Section 8 amends 245A.07, subdivision 3 - License suspension, revocation, or fine, by
making a conforming cross-reference change.

Section 9 amends 245A.10, subdivision 4 - License or certification fee for certain

programs, by making a conforming change by adding “or equal to” to the annual revenue for
certain fees.
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Section 10 amends 245A.142, subdivision 3 - Provisional license, by clarifying that EIDBI
provisional licenses are subject to the application fee under section 245A.10, subdivision 3,

paragraph (a).

Section 11 amends 245A.242, subdivision 2 - Emergency overdose treatment, by
eliminating the standing order requirement for nasal spray opiate antagonists in certain
settings.

Section 12 amends 245C.02, subdivision 18 — Serious maltreatment, by adding the financial
exploitation of a vulnerable adult to the definition of serious maltreatment and making
technical changes.

Section 13 amends 245C.03, subdivision 1 - Programs licensed by the commissioner, by
expanding existing background study requirements applicable to programs licensed by the
commissioner of human services to include child foster residence settings.

Section 14 amends 245C.04, subdivision 1 - Licensed programs; other child care
programs, by removing outdated language and requiring individuals currently affiliated with
child and adult foster care who do not have a NETStudy 2.0 background study to have a
background study submitted in NETStudy 2.0.

Section 15 amends 245C.07 - STUDY SUBJECT AFFILIATED WITH MULTIPLE FACILITIES, by
removing the allowance for child foster care background studies to be transferable across all
programs.

Section 16 amends 245C.13, subdivision 2 - Activities pending completion of background
study, by clarifying that certain child care background study subjects cannot work under
supervision while a background study is in process and cannot work until the commissioner
of human services receives a qualifying result.

Section 17 amends 245C.15, subdivision 2 - 15-year disqualification, by adding the
violation of an order for protection against financial exploitation of a vulnerable adult and
illegal remunerations to the list of 15-year background study disqualification crimes.

Section 18 amends 245C.15, subdivision 3 - Ten-year disqualification, by adding the
violation of an order for protection against financial exploitation of a vulnerable adult and
interference with privacy to the list of ten-year background study disqualification crimes.

Section 19 amends 245C.15, subdivision 4 — Seven-year disqualification, by adding the
violation of an order for protection against financial exploitation of a vulnerable adult to the
list of seven-year background study disqualification crimes.

Section 20 amends 245C.15, subdivision 4a - Licensed family foster setting

disqualifications, by clarifying that two- and five-year disqualifications do not apply to
licensed family foster background studies.
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Section 21 amends 245C.22, subdivision 5 - Scope of set-aside, by making a cross-
reference change to conform with the changes in section 14.

Section 22 amends 245C.24, subdivision 2 - Permanent bar to set aside a disqualification,
by making a cross-reference change to conform with the changes in section 14 and removing
the prohibition to set aside a disqualification or grant a variance for a disqualification for
foster residence and children’s residential facilities.

Section 23 amends 245D.04, subdivision 3 - Protection-related rights, by clarifying which
protection-related rights of a patient may be restricted.

Section 24 amends 245D.10, subdivision 4 - Availability of current written policies and
procedures, by requiring a license holder to also inform a person’s legal representative of
policies and procedures affecting a person’s rights and what those policies mustinclude.

Section 25 adds 256B.02, subdivision 20 - Fraud, which defines “fraud” within chapter 256B.

Section 26 amends 256B.04, subdivision 10 - Investigation of certain claims, by requiring
the commissioner to utilize both prepayment and postpayment review systems; clarifying
that paying a claim after prepayment review does not prohibit the commissioner from
completing postpayment review, from taking any other administrative actions, or from
seeking future recovery of an improper payment.

Section 27 amends 256B.0659, subdivision 21 - Requirements for provider enrollment of
personal care assistance provider agencies, by requiring surety bonds for personal care
assistance provider agencies to be purchased new annually, rather than renewed.

Section 28 amends 256B.0701, subdivision 9 - Provider qualifications and duties, by
requiring surety bonds for recuperative care services provider agencies to be purchased new
annually, rather than renewed.

Section 29 amends 256B.21, subdivision 3 - Access to medical records, by expanding the
authority of the commissioner of human services to access records and documents of
enrolled medical assistance providers.

Section 30 amends 256B.85, subdivision 12 - Requirements for enrollment of CFSS
agency-providers, by requiring surety bonds for community first services and supports
provider agencies to be purchased new annually, rather than renewed.

Section 31 amends 256B.85, subdivision 17a — Consultation services provider
qualifications and requirements, by requiring surety bonds for consultation services
provider agencies to be purchased new annually, rather than renewed; allowing the
Department of Human Service to collect on multiple surety bonds; and requiring any action to
obtain monetary recovery or sanctions from a surety bond must occur within six years.
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Section 32 amends 260E.03, subdivision 6 — Facility, by adding psychiatric residential
treatment facilities to the definition of “facility” within the reporting of maltreatment of minors
chapter.

Section 33 amends 260E.11, subdivision 1 - Reports of maltreatment in facility, by
requiring that any reports of maltreatment in a psychiatric residential treatment facility must
be reported to the Department of Health, rather than the Department of Human Services.

Section 34 amends 260E.14, subdivision 1 - Facilities and schools, by clarifying that the
Department of Health is the lead investigative agency for reports of maltreatmentin
psychiatric residential treatment facilities, and not the Department of Human Services.

Section 35 amends 626.5572, subdivision 13 — Lead investigative agency, by clarifying that
the Department of Health is the lead investigative agency for reports of maltreatmentin
psychiatric residential treatment facilities, and not the Department of Human Services.

Section 36 adds NEW BACKGROUND STUDIES FOR INDIVIDUALS NOT IN NETSTUDY 2.0,
which requires individuals affiliated with an adult child or adult foster care setting to have a
background study completed in NETStudy 2.0 by March 1, 2027.

Section 37 is a REPEALER, that repeals section 245A.10, subdivision 3a (fee for change of
ownership exception), which no longer applies since the change of ownership exception is
removed, and Minnesota Rules, part 9505.2165, subpart 4 (definition of fraud), which is now
defined in statute.

ARTICLE 5-BACKGROUND STUDIES

Section 1 amends 245C.02, subdivision 15a - Reasonable cause to require a national
criminal history record check, by specifying that reasonable cause to require a national
criminal history record check does not apply to adult day services and adult foster care
studies.

Section 2 amends 245C.03, subdivision 3a - Personal care assistance provider agency;
background studies, by adding board members and volunteers to those who are subjectto a
background study for personal care assistance provider agencies that are enrolled in medical
assistance.

Section 3 amends 245C.03, subdivision 9 - Community first services and supports and
financial management services organizations, by adding board members and volunteers to
those who are subject to a background study for community first services and supports
agency-providers and Finance Management Services providers that are enrolled in medical
assistance.

Section 4 adds 245C.03, subdivision 17 - Providers of adult rehabilitative mental health
services, which, for adult rehabilitative mental health providers, requires the commissioner
of human services to conduct a background study on any individual who is an owner with an
ownership stake of at least five percent, an operator, or an employee or volunteer who has
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direct contact with people receiving services. This section also specifies that “operator”
includes board members or other individuals that oversee the billing, management, or
policies of the services provided.

Section 5 adds 245C.03, subdivision 18 - Providers of peer recovery support services,
which, for peer recovery support services providers, requires the commissioner of human
services to conduct a background study on any individual who is an owner with an ownership
stake of at least five percent or an operator, and specifies that “operator” includes board
members or other individuals that oversee the billing, management, or policies of the services
provided.

Section 6 adds 245C.03, subdivision 19 - Providers of adult assertive community
treatment services, which, for adult assertive community treatment providers, requires the
commissioner of human services to conduct a background study on any individual who is an
owner with an ownership stake of at least five percent, an operator, or an employee or
volunteer who has direct contact with people receiving services. This section also specifies
that “operator” includes board members or other individuals that oversee the billing,
management, or policies of the services provided.

Section 7 amends 245C.05, subdivision 5 - Fingerprints and photographs, by exempting
adult day services and adult foster care from background study subjects for whom the
commissioner of human services is required to maintain a set of classifiable fingerprints.

Section 8 amends 245C.13, Subdivision 2 - Activities pending completion of background
study, by adding individuals providing early intensive developmental and behavioral
intervention, housing support or supplementary services, special transportation services, and
community first services and supports to the list of services that an individual cannot provide
until the provider entity receives a notice from the commissioner that the individual is not
disqualified or that a disqualification is set aside.

Section 9 amends 245C.16, subdivision 1 - Determining immediate risk of harm, by making
conforming changes related to the changes made in section 8.

ARTICLE 6 - BEHAVIORAL HEALTH

Section 1 adds 245.4661, subdivision 1a - Direct payments, which defines “direct payment”
within the adult mental health act.

Section 2 adds 245.4661, subdivision 3a — Authority and rulemaking, which allows the
commissioner to distribute adult mental health initiative funding through direct payments to
counties or Tribes, allows the commissioner to engage in rulemaking, and requires the
commissioner to provide a report to the legislature.

Section 3 amends 245.4661, subdivision 9 — Programs and eligible services, by modifying
which programs and services are eligible to receive direct payments.
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Section 4 amends 245.4661, subdivision 10 - Commissioner duty to report on use of funds
biennially, by making a technical change.

Section 5 adds 245.4661, subdivision 12 — Oversight of direct payments, which requires the
commissioner to develop and maintain monitoring, financial review, and accountability
procedures for all direct payments issued; provides other requirements for the commissioner
and recipients of direct payments; authorizes the commissioner to engage in rulemaking; and
requires the commissioner to provide a report to the legislature.

Section 6 amends 254A.03, subdivision 2 - American Indian programs, by transitioning
distribution of funding for Tribal substance misuse and substance use disorder programs to
direct payments to Tribes.

Section 7 amends 254B.02, subdivision 5 - Tribal allocation, by transitioning distribution of
administrative allocations for eligibility determinations for the Behavioral Health Fund to
direct payments to Tribes.

Section 8 amends 254B.0503, subdivision 1 - Eligible vendor requirements, by changing by
6 months the date of the final free-standing room and board payment from June 30, 2027, to
December 31, 2026.

Section 9 adds 254B.0505, subdivision 9 - Billing limits, which institutes a billing limit for
substance use disorder treatment coordination.

Section 10 amends 254B.0509, subdivision 2 - Annual adjustments, by correcting a 2025
drafting error to ensure substance use disorder payment rates receive annual inflation
adjustments as intended by the 2025 legislature.

Section 11 amends 254B.17 - WITHDRAWAL MANAGEMENT START-UP AND CAPACITY-
BUILDING GRANTS, by expanding the permissible uses of withdrawal management start-up
and capacity-building grants, allowing existing programs to access the grant opportunities,
and requiring grants to align with ASAM criteria.

Section 12 amends 256B.04, subdivision 23 - Medical assistance costs for certain
inmates, by making a technical conforming change to account for a delayed repealer.

Section 13 adds 256B.0618 - COVERAGE FOR DETAINED INDIVIDUALS, which aligns MA
eligibility criteria for incarcerated individuals with state and federal policy, and relocates the
language from the MA eligibility statute to this statutory section.

Section 14 adds 256B.0619 - CARCERAL TARGETED CASE MANAGEMENT SERVICES, which
creates a new “Carceral Targeted Case Management” MA benefit for youth and adults leaving
carceral settings.

Section 15 adds 256B.0623, subdivision 15 - Billing limits, which limits billing for adult

rehabilitative mental health services to four hours per week per recipient and to 18 hours per
month.
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Section 16 adds 256B.0625, subdivision 77 - Carceral targeted case management, which
adds carceral targeted case management to the list of services covered by medical
assistance.

Section 17 adds 256B.0671, subdivision 14 — Billing limits, which limits billing for child and
family psychoeducation services to two hours per day, three days per week per recipient.

Section 18 amends 256B.0761, subdivision 2 - Eligible individuals, by making a technical
and conforming change related to a delayed repealer.

Section 19 amends 256B.0761, subdivision 3 - Eligible correctional facilities, by
eliminating facilities for delinquent children and youth from the list of facilities eligible to
participate in the Minnesota Reentry Demonstration Waiver.

Section 20 adds 256B.0943, subdivision 15 - Billing limits, which, for children's therapeutic
services and supports, limits billing for skills training to two hours per day, three days per
week per recipient and limits mental health behavioral aide services to six hours per day,
three days per week per recipient.

Section 21 amends 2561.04, subdivision 2a - License required; staffing qualifications, by
changing by six months, from January 1, 2027, to July 1, 2026, the date by which the
commissioner of human services may begin executing housing support agreements directly
with certified recovery residences.

Section 22 amends 297E.02, subdivision 3 - Collection; disposition, by permitting the
commissioner of human services to carry forward gambling treatment provider funds from
year to year and to account for the carry forward in the commissioner’s annual reconciliation
of amounts appropriated for compulsive gambling treatment programs and for state affiliate
recognized by the National Council of Problem Gambling.

Sections 23 to 33 amend various effective dates from Laws 2025, First Special Session
chapter 9, article 4, by changing by six months, from January 1, 2027, to July 1, 2026, the
effective date of the certified recovery residence language enacted following the 2025
legislative session.

Section 34 amends 254B.052, subdivision 7 - Billing limits, as added in Laws 2026, chapter
95, article 5, section 23, by placing additional billing limits on peer recovery services to
prohibit more than 2 hours of peer recovery services per recipient per day to be delivered by
telehealth and by limiting annual peer recovery services to 520 hours per recipient per year.

Section 35 directs the commissioner to establish new CARCERAL TARGETED CASE
MANAGEMENT SERVICES BILLING UNITS.

Section 36 is a delayed REPEALER of the current law limits on MA coverage form incarcerated
individuals.
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ARTICLE 7 - UNIFORM SERVICE STANDARDS

Section 1 amends 245.735, subdivision 6 - Section 223 of the Protecting Access to
Medicare Act entities, by striking certified community behavioral health clinic (CCBHC)
demonstration program language that is no longer needed.

Section 2 amends 245A.03, subdivision 2 - Exclusion from licensure, by making a
conforming change to indicate that the programs under new section 245A.044 must be
licensed by the commissioner.

Section 3 adds 245A.044 - LICENSED NONRESIDENTIAL BEHAVIORAL HEALTH SERVICES,
which specifies that, beginning January 1, 2028, CCBHC providers, adult rehabilitative mental
health services (ARMHS), children’s therapeutic services and supports (CTSS), and crisis
response services must be licensed under chapter 245A and must comply with chapter 245I
and applicable rules.

Section 4 amends 245A.10, subdivision 3 - Application fee for initial license or
certification, by modifying initial mental health clinic certification application fee and adding
an initial license application fee for CCBHCs.

Section 5 amends 245A.10, subdivision 4 - License or certification fee for certain
programs, by adding and updating annual license fees for newly licensed behavioral health
services and CCBHCs.

Section 6 adds 245A.10, subdivision 4a - Fees for satellite locations, which moves current
language related to licensing fees for satellite locations and adds satellite location fees for
the newly licensed behavioral health services.

Section 7 amends 245A.65, subdivision 1a - Determination of vulnerable adult status, by
requiring a license holder providing mobile crisis services to determine within 24 hours if
individual is a vulnerable adult.

Section 8 amends 245C.03, subdivision 1 - Programs licensed by the commissioner, by
adding ARMHS, CCBHCs, CTSS, and crisis response services to the programs that are subject
to background study requirements.

Section 9 amends 245C.13, subdivision 2 - Activities pending completion of background
study, by adding individuals providing early intensive developmental and behavioral
intervention or ARMHS to the list of service types where an individual cannot provide services
until the entity receives a notice from the commissioner that the individual is not disqualified
or that a disqualification is set aside.

Section 10 amends 245G.03, subdivision 1 - License requirements, by updating cross-
references.

Section 11 amends 2451.011, subdivision 3 - Certification required, by updating a cross-
reference and removing a reference to the certification of CCBHCs.
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Section 12 amends 2451.011, subdivision 5 - Programs certified under chapter 256B, by
striking certification language for ARMHS, mobile crisis teams, and CTSS, since those
services will now be licensed.

Section 13 adds 2451.011, subdivision 6 - License required for nonresidential programs,
which requires licensure for ARMHS, mobile crisis services, CTSS, and CCBHC services by
January 1, 2028, and requires the providers to remain certified until the commissioner issues
a license, denies the license application, or the certification expires.

Section 14 adds 2451.02, subdivision 1a - Alcohol and drug counselor, which defines
“alcohol and drug counselor” within chapter 245I.

Section 15 adds 2451.02, subdivision 10a - Comprehensive evaluation, which defines
“comprehensive evaluation” within chapter 245I.

Section 16 adds 2451.02, subdivision 18a - Initial evaluation, which defines “initial
evaluation” within chapter 245I.

Section 17 adds 2451.02, subdivision 31a - Psychotherapy, which defines “psychotherapy”
within chapter 245I.

Section 18 amends 2451.02, subdivision 33 - Rehabilitative mental health services, by
modifying the definition of “rehabilitative mental health services” to distinguish which
services are included for clients who are children and by specifying additional services.

Section 19 amends 2451.02, subdivision 39 - Treatment plan, by modifying the definition of
“treatment plan” to clarify that a treatment plan for CCBHC services is the integrated
treatment plan.

Section 20 amends 2451.03, subdivision 4 - Behavioral emergencies, by requiring a license
holder’s behavioral emergency procedures must include the contact information for the local
crisis team.

Section 21 adds 2451.03, subdivision 11 - Quality assurance and improvement plan, which
requires a license holder to develop a written quality assurance and improvement plan,
specifies what the plan must include, and requires an annual review.

Section 22 amends 2451.04, subdivision 5 - Behavioral health practitioner scope of
practice, by modifying the scope of practice for behavioral health practitioners to include
crisis planning.

Section 23, amends 2451.04, subdivision 17 - Mental health behavioral aide scope of
practice, as amended by Laws 2026, chapter 95, article 5, section 14, by modifying the scope
of practice for mental health behavioral aides to only include providing skill-building services
to a child client.
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Section 24 amends 2451.06, subdivision 1 - Generally, by modifying treatment supervision
requirements to also include modeling service practices that respect the client.

Section 25 amends 2451.06, subdivision 2 - Treatment supervision planning, by requiring
that a new staff person’s treatment supervision plan is approved by the staff person.

Section 26 amends 2451.06, subdivision 3 - Treatment supervision and direct observation
of mental health rehabilitation workers and mental health behavioral aides, by making
technical changes.

Section 27 amends 2451.07 - PERSONNEL FILES, by requiring CCBHC personnel files for
staff who provide substance use disorder treatment services to include records of training.

Section 28 adds 2451.10, subdivision 2a - Evaluation, treatment authorization, and
planning in a certified community behavioral health clinic, which requires CCBHC license
holders to meet statutory requirements for assessments and treatment planning.

Section 29 amends 2451.10, subdivision 6 - Standard diagnostic assessment; required
elements, as amended by Laws 2026, chapter 95, article 5, section 15, by adding
requirements for a standard diagnostic assessment of clients who are 12 to 17 years of age,
striking the requirement that the assessor must make referrals, requiring that the assessor
must document what actions will be taken if a client screens positive for needing substance
use disorder treatment services, and requiring that the assessor must determine whether a
clientis eligible for targeted case management services.

Section 30 amends 2451.10, subdivision 8 - Individual treatment plan; required elements,
by adding a client’s case manager to the list of individuals whose exclusion from treatment
planning must be documented, requiring updates to an individual treatment plan as
necessary, and requiring that the individual treatment plan include direction for accessing
crisis services.

Section 31 adds 2451.17 - CERTIFIED COMMUNITY BEHAVIORAL HEALTH CLINIC
LICENSURE, which establishes licensure requirements for CCBHCs by defining terms;
requiring the commissioner to attest compliance with federal CCBHC standards and issue a
list of required evidence-based practices; requiring certain services to be provided and
defining the scope of licensure; allowing a CCBHC to contract with another entity for mobile
crisis services; allowing for variances; requiring certain policies and procedures; requiring a
license holder to provide initial and comprehensive evaluations and complete an integrated
treatment plan for each client; and requiring a community needs assessment, staffing plan,
data and evaluation documentation, and cost reporting.

Section 32 adds 2451.22 - ADULT REHABILITATIVE MENTAL HEALTH SERVICES, which
establishes licensure requirements for ARMHS by defining terms; requiring certain services to
be provided and that a license holder must be enrolled in medical assistance; requiring
certain qualifications and service planning; and specifying group modality requirements.
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Section 33 amends 2451.23, subdivision 4 - Required intensive residential treatment
services, by clarifying that a license holder must offer and be able to provide daily
rehabilitative mental health services.

Section 34 amends 2451.23, subdivision 5 - Required residential crisis stabilization
services, by clarifying that a license holder must offer and be able to provide daily crisis
stabilization services.

Section 35 amends 2451.23, subdivision 7 - Intensive residential treatment services
assessment and treatment planning, by requiring that a license holder identify the
frequency of interventions in the initial treatment plan the license holder will use to help the
client engage in treatment; requiring the individual treatment plan to be based on the client’s
diagnostic assessment and functional assessment; and requiring that an individual treatment
plan must be updated based on new information.

Section 36 amends 2451.23, subdivision 10 - Minimum treatment team staffing levels and
ratios, by requiring a license holder to maintain documentation of a daily staffing schedule
that indicates the names and credentials of the individuals providing the services.

Section 37 amends 2451.23, subdivision 12 - Daily documentation, by requiring a license
holder to document daily medically necessary rehabilitation services in the daily summary in
the client’s file.

Section 38 amends 2451.23, subdivision 17 - Admissions referrals and determinations, by
requiring a license holder to document client eligibility when identifying the information
needed to make a determination about a person’s admission referral.

Section 39 adds 2451.24 - MOBILE CRISIS RESPONSE SERVICES, which establishes
licensure requirements for mobile crisis response services by defining terms; specifying
eligibility requirements; requiring the license holder to have certain policies, procedures, and
practices; requiring certain staff qualifications; specifying crisis screening, assessment,
intervention, and stabilization services, and supervision requirements; and providers certain
application requirements.

Section 40 adds 2451.30 - CHILDREN'S THERAPEUTIC SERVICES AND SUPPORTS, which
establishes licensure requirements for CTSS by defining the service; listing the required
services to provide; requiring certain provider and staff qualifications; and specifying group
modality requirements.

Section 41 adds 2451.31 - CHILDREN'S DAY TREATMENT, which establishes licensure
requirements for children's day treatment programs by defining the service; listing the

required services to provide; and requiring certain provider and staff qualifications.

Section 42 amends 256B.0623, subdivision 1 - Scope, by adding a cross-reference to the
new licensing statutory section for ARMHS.
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Section 43 amends 256B.0623, subdivision 3 - Eligibility, by adding a cross-reference to the
standard diagnostic assessment statutory section.

Section 44 amends 256B.0623, subdivision 12 - Additional requirements, by removing
language from the ARMHS medical assistance statutory section that is moved to the new
licensing statutory section for ARMHS in chapter 245I.

Section 45 amends 256B.0624, subdivision 1 - Scope, by adding a cross-reference to the
new licensing statutory section for mobile crisis response services.

Section 46 amends 256B.0624, subdivision 4 - Provider entity standards, as amended by
Laws 2026, chapter 88, article 1, section 123, by removing language from the mobile crisis
response services medical assistance statutory section that is moved to the new licensing
statutory section for mobile crisis response services under in 245| and by adding a reference
to emergency mental health services statutory section.

Section 47 adds 256B.0624, subdivision 7a - Residential crisis stabilization services in
adult foster care settings, which specifies staffing requirements for residential crisis
stabilization services in adult foster care settings that serve no more than four adult clients.

Section 48 amends 256B.0625, subdivision 5m - Certified community behavioral health
clinic services, as amended by Laws 2026, chapter 95, article 5, section 27, by adding cross-
references to the new licensing statutory section for CCBHCs.

Section 49 amends 256B.0943, subdivision 2 - Covered service components of children's
therapeutic services and supports, by adding cross-references to the new licensing
statutory sections for CTSS and children’s day treatment services; removing language that is
moved to the new licensing statutory sections; requiring a license holder to document the use
of psychotherapy is documented as part of a child’s ongoing mental health treatment;
specifying that medical assistance covers service plan development before the completion of
a child’s individual treatment plan; and specifying that medical assistance covers time spent
administering and reporting standardized measures approved by the commissioner.

Section 50 amends 256B.0943, subdivision 3 - Determination of client eligibility, by making
conforming changes.

Section 51 amends 256B.0943, subdivision 12 - Excluded services, by specifying that time
spent on administrative tasks before and after providing direct CTSS services is included in
CTSS payments and cannot be billed separately.

Section 52 amends 260E.14, subdivision 1 - Facilities and schools, by specifying that the
Department of Human Services is the agency responsible for screening and investigating
child maltreatment reports for mobile crisis response services and CTSS.

Section 53 amends 626.5572, subdivision 13 - Lead investigative agency, as amended by

Laws 2026, chapter 95, article 7, section 25, by specifying that, for the purposes of the
Vulnerable Adults Act, the Department of Human Services is the lead investigative agency for
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mental health programs licensed under chapter 2451, ARMHS, mobile crisis response
services, and CCBHCs.

Section 54 is a REVISOR INSTRUCTION that directs the revisor of statutes to renumber
section 245.735, subdivisions 5 and 6, as section 2451.17, subdivisions 23 and 24.

Section 55 is a REPEALER that repeals sections related to CCBHC services, ARMHS, CTSS,
improvement plans, and crisis response services that are either no longer needed or are
moved to the new licensing statutory sections in chapter 245I.

Section 56 is an EFFECTIVE DATE which states this Article 7 is effective January 1, 2028.

ARTICLE 8 - UNIFORM SERVICE STANDARDS CONFORMING CHANGES

Article 8 amends various sections to update cross references consistent with the changes
made in Article 7.

ARTICLE 9 - AGING AND DISABILITY SERVICES

Section 1 amends 144.0724, subdivision 11 - Nursing facility level of care, by removing the
requirement that an ‘at risk of nursing facility admission or readmission’ determination be
established through a face-to-face MNnCHOICES assessment completed by county, Tribal
Nation, or managed care organization. The result of this change will be that for the purposes
of nursing home services, a person may be determined at risk of nursing facility admission
through a preadmission screening and a MNnCHOICES assessment is not required, while a
MnCHOICES assessment is still required to assess Elderly waiver services, alternative care
services, and disability waiver services.

Section 2 amends 245A.04, subdivision 2 - Notification of affected municipality, by
requiring the commissioner to provide local governments notice within 5 days after issuing a
license to a program that is considered a permitted use of a single-family residential property
and is located in the local government’s jurisdiction, and by specifying the content of the
notice.

Section 3 amends 245A.04, subdivision 2a - Meeting fire and safety codes, by authorizing
the commissioner of human services to delegate to a local government the commissioner’s
authority to perform specified inspections of existing residential programs provided
inspections do not occur more frequently than once a year and once more annually as a
reinspection following a violation; requiring the commissioner to cover the local
government’s cost for conducting the delegated inspections; prohibiting a local government
from charging a fee to the subject of the inspection; requiring the commissioner of human
services to provide ongoing oversight of the local governments to which the commissioner
has delegated inspection authority; and requiring licensing inspections and delegated
inspections to be coordinated.

Section 4 adds 245A.042, subdivision 7 - Colocation of certain home and community-
based residential settings, which specifies which newly authorized or licensed residential

Page 26 of 35



settings are subject to heightened HCBS setting standards that prohibit the commissioner
from authorizing services at or issuing a license to any specified program type that would be
located on a property adjoining any property on which an existing program is located. This
section also defines “adjoining.”

Section 5 adds 245D.12, subdivision 2 - Licensure moratorium, which imposes a licensing
moratorium for integrated community supports unless the commissioner determines there is
a need for additional ICS capacity and the applicant demonstrates compliance with specified
regulatory requirements.

NOTE: Due to the recodification on 245A.03, subdivision 7 in Laws 2026, chapter 95,
article 4, sections 1 to 3, the cross reference in this section to 245A.03, subdivision 7,
paragraph (e), should be to Minnesota Statutes 2026, section 245A.03, subdivision 7d,

paragraph (b).

Section 6 amends 256.01, subdivision 21 - Interagency agreements with Department of
Health, by requiring the commissioners of human services and health to execute an
interagency agreement that requires the commissioner of human services to determine on
behalf of the commissioner of health whether the proposed location of an assisted living
facility meets the heighted HCBS setting standards of 245A.042, subdivision 7.

Section 7 amends 256.4792, subdivision 1 - Long-term services and supports loan
program, by prohibiting the commissioner from issuing new long-term services and supports
loans after June 30, 2026.

Section 8 amends 256.4792, subdivision 7 - Loan repayment, by requiring the commissioner
to submit to the legislature a report on nursing facilities with delinquent long-term services
and supports loan payments.

Section 9 adds 256.4792, subdivision 11 - Loan program expiration, which repeals the long-
term services and supports loan program upon collection of the last outstanding loan
repayment.

Section 10 amends 256.975, subdivision 7b - Exemptions and emergency admissions, by
removing individuals receiving services under the alternative care program or under a home
and community-based services waiver from the list of individuals exempted from nursing
home preadmission screening for nursing facility level of care determination. The effect of
this change is that MNCHOICES assessments for AC and HCBS waiver services will not
require an OBRA level | assessment.

Section 11 adds 256B.04, subdivision 28 - Interpretive guidelines for disability waiver
regulation, which requires the commissioner of human services to publish timely interpretive
guidelines of changing statutes, rules, regulations, and case law related to providing and
billing for home and community-based services.

Section 12 amends 256B.04, subdivision 29 - Certified assessor team, by requiring the
commissioner to employ a team of certified MNnCHOICE assessors that the commissioner
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may deploy at the commissioner’s discretion to perform assessments on behalf of a lead
agency.

Section 13 amends 256B.0659, subdivision 12 - Documentation of personal care
assistance services provided, by making technical changes to terminology related to shared
personal care assistance services.

Section 14 amends 256B.0659, subdivision 16 - Shared services, by making technical
changes to terminology related to shared personal care assistance services.

Section 15 amends 256B.0659, subdivision 17 - Shared services; rates, by requiring a
personal care assistance agency to pass through 90% of the marginal increase in the
reimbursement rate for shared services to the personal care assistant providing shared
services in the form of wages and wage-related costs, such as increased taxes.

Section 16 amends 256B.0659, subdivision 19 - Personal care assistance choice option;
qualifications; duties, by making technical changes to terminology related to shared
personal care assistance services.

Section 17 amends 256B.0911, subdivision 30 - Assessment and support planning;
supplemental information, by removing language from the MNnCHOICES assessment
statutes related to attestations to no changes in assessed needs or preferred services
because the language did not receive federal approval.

Section 18 amends 256B.0911, subdivision 32 - Administrative activity, as amended by
Laws 2026, chapter 95, article 4, section 17, by permitting beginning July 1, 2028, providers to
have limited access to a client’s support plan.

Section 19 adds 256B.0922, subdivision 3 - Billing limits, which imposes billing limits for
specified services provided under the essential community supports program.

Section 20 adds 256B.0949, subdivision 20 - Billing limits, which imposes billing limits for
specified services provided under the early intensive developmental and behavioral
intervention benefit and allows a provider to apply to the commissioner for a billing limit
exception when medically necessary.

Section 21 adds 256B.4912, subdivision 17 - Billing limits, which imposes billing limits for
specified services provided under the elderly waiver and the disability waivers.

Section 22 adds 256B.4912, subdivision 18 - Prohibition on room and board payments,
which clarifies that a provider must never use money from a medical assistance rate to pay
for room and board for a client unless provision of room and board is explicitly included in the
applicable service description in a federally approved HCBS waiver plan. This section also
clarifies the meaning of “room and board,” and restates the commissioner’s authority to
impose sanctions for violations of this subdivision.
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Section 23 amends 256B.4914, subdivision 3 - Applicable services, by adding “integrates
community supports access services” as a new services to the list of HCBS disability waiver
services reimbursed under the disability waiver rate system.

Section 24 amends 256B.4914, subdivision 5a - Base wage index; calculations, by adding a
new calculation to the base wage index in the disability waiver rate system for integrated
community support staff.

Section 25 amends 256B.4914, subdivision 6 — Residential support services; generally, by
eliminating the calculation of rates for integrated community supports from this subdivision
and adding to this subdivision the calculation of rates for integrated community supports
access services.

Section 26 amends 256B.4914, subdivision 6a - Community residential services;
component values and calculations of payment rates, by establishing limits by case mix on
the number of individual staff hours that can be used to establish rates for community
residential supports and authorizes an exception process to exceed these limits.

Section 27 amends 256B.4914, subdivision 6¢ - Integrated community supports;
component values and calculations of payment rates, by making two temporary changes
to integrated community supports rates effective from January 1, 2027 (or federal approval)
until October 1, 2027 (or federal approval of the new access service under subdivision 6e and
the new ICS rates under subdivision 8a). The first change establishes a new base shared
staffing component of the rate based on the ICS setting capacity rather than the number of
clients being served in the setting. The second change establishes limits by case mix on the
number of in-person and remote support services that can be used to establish rates for ICS
and authorizes an exception process to exceed these limits.

Section 28 amends 256B.4914, subdivision 6d — payments for customized living, by
establishing billing limits for Bl and CADI customized living equal to 126 percent of the service
rate limits for EW customized living.

Section 29 adds 256B.4914, subdivision 6e - Integrated community supports access
services; component values and calculation of payment rates, which establishes a new
payment rate for a new service, integrated community supports access services. The rate for
this service is based on the 2026 rate calculation for integrated community supports, except
the base shared staffing hours is based on the capacity of the setting not the number of
clients services and individual staff hours are not a permissible input into the rate for access
services.

Section 30 amends 256B.4914, subdivision 7b — Day support services; component values
and calculation of payment rates, by establishing an 8-hour billing limit for day support
services.

Section 31 amends 256B.4914, subdivision 8 — Unit-based services with programming;

component values and calculation of payment rates, by modifying existing billing limits for
individualized home supports with training and individualized home supports with family
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training to allow for greater flexibility in how the current limit on billable hours are used during
a given day or over the course of a month.

Section 32 adds 256B.4914, subdivision 8a - Integrated community supports unit-based
services with programming; component values and calculation of payment rates, which
establishes a new rate for the reconfigured integrated community supports program which
will be billed at a 15-minute rate beginning October 1, 2027. The new rate is based on existing
unit-based rate setting methodologies, uses the existing base wage for ICS, and incorporates
billing limits for in-person and remote services based on case mix, and authorizes an
exception process for exceeding the billing limits.

Section 33 amends 256B.4914, subdivision 9 — Unit-based services without programming;
component values and calculation of payment rates, by establishing billing limits for
awake night supervision and asleep night supervision.

Section 34 amends 256B.4914, subdivision 9a - Respite service; component values and
calculation of payment rates, by establishing billing limits for respite services.

Section 35 adds 256B.4914, subdivision 10e - Documentation of staffing; auditing and
rate review, which requires beginning January 1, 2029, that providers of residential support
services maintain for six years documentation of certain direct staff service hours provided,
that providers submit the documentation to the commissioner annually, and that the
commissioner perform random audits of the submitted data. This section also authorizes the
commissioner to advise lead agencies regarding authorized rates for particular clients based
on the historical staffing patterns found in the commissioner’s analysis.

Section 36 amends 256B.4914, subdivision 13 - Transportation, by establishing billing limits
for waiver transportation.

Section 37 adds 256B.4914, subdivision 21 - Integrated community supports access
services; service standards and billing criteria, which defines and describes ICS access
services, specifies service standards and billing requirements; specifies billing
documentation requirements; and establishes deadlines for completing the required
documentation.

Section 38 adds 256B.4914, subdivision 22 — Administrative fees charged by providers and
vendors, which establishes limits on the administrative fees that may be paid to providers of
specified services who receive market-based rates.

Section 39 adds 256B.492, subdivision 4 - Integrated community supports setting
approval moratorium and exceptions, which defines “integrated community supports
setting” for the purposes of a moratorium on approving new ISC settings, imposes a
moratorium on new ICS setting approvals, and authorizes exceptions to the moratorium
based on the needs of a particular person and on a statewide or regional heeds assessment
for additional ICS capacity.
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Section 40 amends 256B.85, subdivision 7 - Community first services and supports;
covered services, by adding shared CFSS services to the CFSS statute as a covered service
to conform with existing PCA policy and practice.

Section 41 adds 256B.85, subdivision 7c - Shared services under the agency-provider
model, which adds policies and procedures for authorizing shared CFSS services to conform
with existing PCA policy and practice.

Section 42 adds 256B.85, subdivision 7d - Shared service rates under the agency-provider
model, which adds authorizing language for the commissioner to establish rates for shared
CFSS services to conform with existing PCA policy and practice.

Section 43 adds 256B.85, subdivision 7e - Pass-through for shared services under the
agency-provider model, which requires a CFSS agency-provider to pass through to the
support worker providing shared CFSS services 90% of the marginal increase in the
reimbursement rate for shared services.

Section 44 adds 256B.85, subdivision 7f - Shared services under the budget model, which
adds policies and procedures for shared CFSS services under the budget model. The policies
and procedures are based on existing policies and procedures for shared services under the
consumer-directed community supports option.

Section 45 adds 256B.85, subdivision 7g - Pass-through for shared services under the
budget model, which requires a participant employer to pay the support worker providing the
shared services at least 1.5 times or 2 times the applicable minimum wage when providing
shared services.

Section 46 adds 256B.8502 COMMUNITY FIRST SERVICES AND SUPPORTS; DEFINITIONS,
which includes two new definitions, “additional revenue for shared services” and “wages and
wage-related costs,” and will become the location of all CFSS related definitions upon
implementation of the Revisor Instruction included at the end of the article.

Section 47 adds 256R.60 - NURSING FACILITY WORKFORCE WAGE SUPPLEMENT
PROGRAM which establishes a program to distribute one-time payments to employees who
were employed in a position subject to the Minnesota Nursing Home Workforce Standards
Board’s minimum wage standard between January 1, 2026 and June 30, 2026, worked at least
260 hours in that position during the time frame, but did not receive a wage equal to or greater
than the wage specified in Minnesota Rules.

Section 48 adds 256S.15, subdivision 3 - Billing limits, which establishes billing limits for
specified services offered under the elderly waiver and alternative care.

Section 49 adds 256S.21, subdivision 4 - Documentation of staffing; auditing and rate
review for residential supports services, which requires beginning January 1, 2029, that
providers of residential support services maintain for six years documentation of certain
direct staff service hours provided, that providers submit the documentation to the
commissioner annually, and that the commissioner perform random audits of the submitted
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data. This section also authorizes the commissioner to advise lead agencies regarding
authorized rates for particular clients based on the historical staffing patterns found in the
commissioner’s analysis.

Section 50 adds 256S.21, subdivision 5 - Administrative fees charged by providers or
vendors, which establishes limits on the administrative fees that may be paid to providers of
specified services with market-based rates.

Section 51 amends Laws 2021, First Special Session chapter 7, article 13, section 73, as
amended by Laws 2025, First Special Session chapter 9, article 2, section 56, by
modifying the date by which the Waiver Reimagine online support planning tool must be
available. The updated date is 12 months prior to the date a current waiver service recipient
will be subject to an individualized budget under Waiver Reimagine.

Section 52 amends 245A.03 - subdivision 7c, as added by Laws 2026, chapter 95, article 4,
section 2, by adding a temporary additional adult foster care and community residential
setting moratoria exception for individuals moving from a customized living setting to an adult
foster care setting or a community residential setting. This exception is available for one year
until June 30, 2027.

Section 53 requires the commissioner of human services to establish a WAIVER CASE
MANAGEMENT QUALITY WORKING GROUP to develop recommendations for providing
HCBS waiver case management without counties contracting for the provision of wavier case
management; specifies the membership, duties, and administration of the working group;
requires a report to the legislature; and provides for the working group’s expiration.

Section 54 requires the commissioner of human services to conduct a HCBS WAIVER CASE
MANAGEMENT EVALUATION and issue a REPORT on HCBS waiver case management rates
and the associated duties of lead agencies. This section requires the commissioner to
develop an updated case management rate setting methodology to cover the reasonable
costs of providing quality case management services and specifies the elements of a
legislative report.

Section 55 adds INTEGRATED COMMUNITY SUPPORTS REFORM STUDY, which requires the
commissioner to conduct an evaluation of the ICS program and propose any needed
statutory, regulatory, and programmatic changes to the service.

Section 56 adds MARKET RATE STUDY FOR HOME AND COMMUNITY-BASED SERVICES,
which requires the commissioner to evaluate the adequacy, sustainability, and equity of
payment rates for specified disability waiver services.

Section 57 requires the commissioner to convene a MNCHOICES REDESIGN WORKING
GROUP, to develop recommendations related to state provision of MNCHOICE assessments.

Section 58 directs the commissioner to submit disability waiver amendments to modify

ENVIRONMENTAL ACCESSIBILITY ADAPTIATIONS FOR HOMES to limit authorizations for
home adaptations.
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Section 59 directs the commissioner to submit disability waiver amendments to modify
ENVIRONMENTAL ACCESSIBILITY ADAPTIATIONS FOR VEHICLES to limit authorizations for
vehicle adaptations.

Section 60 adds DIRECTION TO COMMISSIONER; HOME AND COMMUNITY-BASED
SERVICES ACCESS RULE IMPLEMENTATION, which requires the commissioner to develop
systems and capacity to comply with the federal HCBS access rule and specifies the minimal
requirements for compliance.

Section 61 is a REVISOR INSTRUCTION related to the recodification of the definitions for
community first services and support.

Section 62 is a REPEALER that repeals a subdivision related to not requiring a reassessment
following an institutional stay. The repealed language is obsolete because recent legislation
permits an assessment to be valid for one year.

ARTICLE 10 - ELECTRONIC VISIT VERIFICATION

Section 1 amends 256B.0625, subdivision 17 — Transportation costs, by requiring effective
January 1, 2027, that all nonemergency medical transportation providers comply with the new
electronic visit verification requirements.

Section 2 amends 256B.0625, subdivision 17b - Documentation required, by allowing
electronic visit verification to satisfy the documentation requirements for reimbursement for
non-emergency medical transportation.

Section 3 amends 256B.073, subdivision 1 - Documentation; establishment and
operation, by updating language regarding the commissioner’s duty to implement electronic
visit verification (EVV) to the commissioner’s duty to maintain operation of EVV.

Section 4 amends 256B.073, subdivision 2 — Definitions, by adding definitions for the
purposes of expanded EVV requirements, including a definition of “service,” which lists the
additional services subject to EVV.

Section 5 amends 256B.073, subdivision 3 - Requirements, by updating, standardizing, and
modernizing language and by authorizing the commissioner to determine implementation
schedules for expanded EVV requirements and to waiver the EVV requirements for services or
settings where the requirements are unreasonable or disrupt service delivery.

Section 6 adds 256B.073, subdivision 4a - Electronic visit verification options, which
clarifies a provider’s duty to use an EVV system that meets the specified requirements for an
approved EVV system, whether the system is the state-provided system or a third-party
system. This section also requires the commissioner to provide training to all providers on the
use of the state-provided system and the use of the date aggregator.
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Section 7 adds 256B.073, subdivision 4b — Provider responsibilities, which clarifies a
provider’s responsibilities with respect to the provision of services subject to EVV, including
maintaining currents list of all employees required to use EVV and all clients receiving
services subject to EVV and ensuring that all relevant employees are trained to use EVV.

Section 8 amends 256B.0625, subdivision 5 - Vendor requirements, by making technical
changes for consistency.

Section 9 adds 256B.073, subdivision 6 - Data and documentation, which requires a
provider to submit EVV data as require under 256B.073; authorizes the commissioner to use
the submitted EVV data for oversight, quality assurance, and program integrity; requires the
commissioner and managed care organizations to use EVV data to validate claims; authorizes
the commission to take all otherwise permissible action with respect to claims that cannot be
validated by EVV data; requires a provider to record EVV data at the time of service delivery;
and clarifies that date added or edited after service delivery does not meet the requirements
of 256B.073.

Section 10 adds 256B.073, subdivision 7 - Third-party system responsibilities, which
specifies the responsibilities of a third-party EVV system and the vendor of a third-party
system. This section also clarifies that it is the service provider’s responsibility to maintain
compliance with the EVV requirements.

Section 11 adds ELECTRONIC VISIT VERIFICATION AND MEDICAL ASSISTANCE CLAIMS
VALIDATION, which requires the commissioner to integrate EVV data with MMIS for the
purpose of validating claims.

Section 12 is a REPEALER that repeals obsolete language that is updated, clarified and
expanded by new EVV language in this article.

ARTICLE 11 - MISCELLANEOUS

Section 1 adds 142E.16, subdivision 1a - Training required for payments, which requires all
providers who receive childcare assistance payments to complete compliance training.

Section 2 amends 245.096 - CHANGES TO GRANT PROGRAMS, by removing “substantial”
from the requirement that the commissioner of human services cannot implement any
substantial changes to a grant funding formula without providing a report to the legislature.

Section 3 directs the commissioners of human services and children, youth, and families to
conduct an ASSESSMENT OF ADMINISTRATIVE ROLES to assess and recommend
improvements to the roles and responsibilities of the Departments of Human Services and
Children, Youth, and Families; the counties; and Minnesota’s Tribal Nations in administering
human services programs.

Section 4 directs the commissioner of human services to procure a contract with a vendor to
conduct a TRANSFER ASSESSMENT to assess the current status of the administration of the
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medical assistance program and plan for a transfer of the administration of the medical
assistance program to the commissioner by January 1, 2033.

Section 5 directs the commissioner of human services to contract with an external consultant
to continue and complete an EVALUATION OF DHS STRUCTURE AND PROCESSES to make

recommendations to improve the Department of Human Services’ performance as the state’s
Medicaid agency.

Section 6 directs the commissioner of human services to CODIFY THE OFFICE OF

INSPECTOR GENERAL by providing statutory language to the legislature by December 1,

2026.
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