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I. Right to Healthcare – what does the Child need to know?

What can an indigent child do who needs a diagnosis, and possible 
treatment for services?  The Early Periodic Screening, Diagnosis and Treatment (“EPSDT”) 
program of the federal government provides facility to reimburse healthcare costs to providers of services 
to children in which is:

 medical

 dental

 hearing

 vision

Can the child obtain funds even if they do not yet have a diagnosis?

Yes.  Federal funds, distributed through states and then counties, will fund a child’s evaluation for the 
purposes of forming a diagnosis.

Once a need is diagnosed, what services and treatments are covered?

All “necessary health care, diagnostic services, treatment, and other measures . . . to correct or ameliorate 
defects and physical and mental illnesses and conditions.”1

Is this coverage only for initial screenings or does it also extend to 
continuing review?

Initial screenings as well as periodic screenings are covered by the Federal law.

How does he or she get the necessary screening and continuing review?

EPSDT provides federal funding to secure a package of medical benefits that MUST be made available to 
all children enrolled in Medicaid no matter where they live.

What are the medical benefits?

The federal law outlines what is covered and the Minnesota statutes then clarify the exact procedures for 
which funds are available.

What is EPSDT?

Under federal law, EPSDT is a comprehensive and mandatory package of benefits available to children 
enrolled in Medicaid.2 It is mandated in a federal, state that us publicly available in the United States 
Code.

                             

1 42 U.S.C. § 1396d(r)(5).
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Who is eligible for EPSDT?

All children and youth under the age of 21 who are enrolled in Medicaid are eligible for EPSDT.

Children under the age of 21 who are enrolled in Medicaid are eligible for EPSDT under several 
eligibility rules:

 A child whose foster care is paid under Title IV-E of the Social Security Act is automatically 
eligible for EPSDT.3

 A child less than one year of age is eligible for EPSDT if his or her family income is equal or less 
than 275% of the Federal poverty guideline.4

(Federal law requires a minimum eligibility standard of up to at least 133% of the Federal poverty 
guideline.5)

 A child under two years of age with a family income of up to 280% of the Federal poverty 
guideline is eligible for EPSDT.6

 A child between one and 18 years old is eligible for EPSDT if his or her family income is equal to 
or less than 150% of the Federal poverty guideline.7

(Federal law requires a minimum eligibility standard of up to at least 133% of the Federal poverty 
guideline for children ages 1 through 6 and up to at least 100% of the poverty line for children ages 6 
through 18.8)

 A disabled child is eligible for EPSDT if his or her family income is equal to or less than the 
Federal supplemental security income standard.9

(Federal law requires that medical assistance be provided to children under age 21 who would be eligible 
for supplemental security income benefits under subchapter XVI (blind or disabled children).10)

 All other categories of children must meet the general eligibility requirements; family income 
must be equal to or less than 100% of the federal poverty line.11

                             

2 See 42 U.S.C. §§ 1396a(a)(1); 1396a(a)(43); 1396d(a)(4)(B); 1396d(r).

3 See Minn. R. §§ 9505.0055, Subp. 5, and 9505.1699.

4 See Minn. Stat. § 256B.057, Subd. 1.

5 See 42 U.S.C. § 1396a(a)(10)(A)(i)(IV), (l)(1)(B).

6 See Minn. Stat. § 256B.057, Subd. 8.

7 See Minn. Stat. § 256B.057, Subd. 2.

8 See 42 U.S.C. § 1396a(a)(10)(A)(i)(VI), (l)(1)(C).

9 See Minn. Stat. § 256B.056, Subd. 4(a).

10 See 42 U.S.C. § 1396a(a)(10)(A)(i)(II).

11 See Minn. Stat. § 256B.056, Subd. 4(c).
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What would prevent a foster care child from being covered under Medical 
Assistance or the EPSDT program?

Almost all foster children are covered under the EPSDT program.  A child whose foster care is paid under 
Title IV-E of the Social Security Act is eligible for both Medical Assistance12 and EPSDT upon 
application and verification of foster care status.  If the child's foster care is not paid under Title IV-E of 
the Social Security Act, then the child must meet the income limitations in order to be eligible for both 
Medical Assistance and EPSDT.13

Who determines how EPSDT services are administered?

Each state decides how to administer EPSDT.

What screening is required by the EPSDT program?

Periodic screenings or child wellness check-ups are required, relating to the following: medical, vision, 
hearing, and dental.14 Inter-periodic screenings are also required when needed outside of the periodic 
schedule to determine whether a child has a condition that needs further care.

What services are covered by the EPSDT program?

Covered services include all mandatory and optional services that the state can cover under Medicaid, 
whether or not such services are covered for adults.15

The covered services are very extensive and comprehensive.  For example, some of the covered services 
are: ”other diagnostic, screening, preventative, and rehabilitative services . . . recommended by physician 
or other licensed practitioner . . . for the maximum reduction of physical or mental disability and 
restoration of an individual to the best possible functional level.”16

How is a child supposed to learn about the services available to him/her 
under the EPSDT program?

A local agency is supposed to discuss the EPSDT program with the parent of a foster child.17  A child’s 
caseworker should be contacted regarding any failures or refusals.

                             

12 “Medical assistance” or “medical care” are defined in Minn. Stat. § 256B.02, Subd. 8.

13 See Minn. R. §§ 9505.0055, Subp. 5, and 9505.1699.

14 See 42 U.S.C. § 1396( r)(1).  

15 See 42 U.S.C. § 1396d(a) for list of services.

16 See, e.g., § 1396d(a)(13).

17 See Minn R. § 9505.1739, Subp. 2.
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II. How do I get access to what the Child needs?

How do we get started?

To get started one should approach a local agency, such as the county welfare board, multi-county welfare 
board, or human services agency, for treatment or screening services.

How do we know who is a provider under the EPSDT program?

Within 10 days of receiving a request for screening, a local agency must provide a written list of clinics 
who are providers under the EPSDT program.18  A clinic that receives EPSDT funding must notify any 
child who is referred or asks for assistance of available diagnosis and treatment providers.19

What is this program called in Minnesota?

Child and Teen Checkups (each a “C&TC Coordinator”) is the title of the program in Minnesota.  The 
name is misleading because it suggests that the program only covers a check-up or a diagnosis.  However, 
it covers the diagnosis as well as any treatment that such diagnosis or a previous diagnosis has identified 
as medically necessary for an eligible child.

What if the local clinic does not know of or cannot provide the list?

Each Minnesota county and some tribes have a designated C&TC Coordinator.  C&TC Coordinators are, 
in most cases, also county or tribal public health staff.  C&TC Coordinators maintain provider lists and 
provide the lists to families and/or children upon request.

To find a list of C&TC Providers, please see the C&TC Provider Guide, Section A-4, (8th ed. 2007), 
available at the following website:

http://edocs.dhs.state.mn.us/lfserver/legacy/DHS-4212-ENG (the “C&TC Provider Guide”).

To request a list of C&TC Providers from a C&TC Coordinator, please see the C&TC Provider Guide, 
Sections H-1 – H-4 attached to this Questions & Answers Guide.

For more information or to find eligible C&TC Providers, contact health plan member services by 
telephone.  The phone numbers are available on the website of the Minnesota Department of Human 
Services (“DHS”), at: 
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelecti
onMethod=LatestReleased&dDocName=id_052601.

                             

18 See Minn. R. § 9505.1730.  

19 See Minn. R. § 9505.1733.

http://edocs.dhs.state.mn.us/lfserver/legacy/DHS-4212-ENG
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_052601
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Who is responsible for offering transportation and scheduling assistance to 
a child under the EPSDT/C&TC program? How is the request made?

Under the federal law, within 10 days of receiving a request for screening, a local agency must offer its 
help to make an appointment and provide transportation.20  Examples of local agencies are: the county 
welfare board, multi-county welfare board, or human services agency.21  In the case of foster children, the 
local agency must help children schedule their appointments and also provide transportation.22

In Minnesota, what is the role of the C&TC Coordinators?

C&TC Coordinators assist families and children accessing C&TC services by making appointments, 
arranging for transportation and interpreters, etc.23

A list of C&TC Coordinators from whom such information may be requested also may be found in the 
C&TC Provider Guide, Sections H-1 – H4, available at:
https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4212-ENG.

Health plan member services may also be contacted by telephone to request transportation.  The telephone 
numbers are available on the website of DHS, at:
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelecti
onMethod=LatestReleased&dDocName=id_052601.

What is the standard for determining “medical necessity” for EPSDT 
services?

Medical necessity is defined to cover "necessary health care, diagnostic services, treatment, and other 
measures described in [1396d(r)] to correct or ameliorate defects and physical and mental illnesses and 
conditions . . . whether or not such services are covered by the State plan."24

The child’s need dictates the depth of the coverage provided by the EPSDT program.  Services should be 
covered to the extent needed and allowed under the Federal Medicaid Act.  For example, if a child needs 
personal care services to address a behavioral health problem, EPSDT should cover those services to the 
extent the child needs them -- even if the state does not cover the same services for adults.25

                             

20 See Minn. R. § 9505.1730.  

21 See Minn. R. § 9505.1696, Subp. 13.

22 See Minn. R. § 9505.1739, Subp. 3.

23 See C&TC Provider Guide, Section A-4.

24 See 42 U.S.C. § 1396(r)(5).

25 C.F. v. DCF, 934 So. 2d 1,6 (Fla. App. 3 Dist. 2005); see also Pittman v. Sec’y of Fla. Dept. of Health and Rehab. 
Servs., 998 F. 2d 887, 889 (11th Cir. 1993)(noting that 42 U.S.C. § 1396d(r)(5) eliminates state discretion to deny a 
service that could be covered under the statute to individuals under 21 and ordering that state provide coverage for 
transplant services to child)

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4212-ENG
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=id_052601
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How can a child show that a requested service is “medically necessary” if it 
is not listed in the Minnesota statute?

A requested service is medically necessary if it is:

(a) recognized as the prevailing standard or current practice by the provider's peer group; and

(b) rendered in response to a life threatening condition or pain; or to treat an injury, illness, or 
infection; or to treat a condition that could result in physical or mental disability; or to care for the 
mother and child through the maternity period; or to achieve a level of physical or mental 
function consistent with prevailing community standards for diagnosis or condition; or

(c) a preventive health service under part 9505.0355.26

If EPSDT services are not specifically listed in Minnesota’s plan, can a child 
still receive them?

Payment of “Medical assistance” or “medical care”27 are available only for the diagnosis and treatment of 
conditions specifically identified under the Federal EPSDT rules.28  The covered services are identified in 
Minn. Stat. § 256B.0625, subdivisions 1 through 54, and are defined broadly.  Advocating that a service 
should be covered under EPSDT federal guidelines because the interpretation of the provisions can be 
broad.

Is screening for sexual abuse treatment covered under the EPSDT 
program?

The program appears to cover this type of screening.  The C&TC Provider Guide recommends that during 
screenings children be asked questions about psychological issues, including community and family 
abuse.29

Sexual abuse may also be discovered during the age-related screenings covered by the EPSDT program, 
which include physical examinations (including physical examination of the genitals) and an evaluation 
of the child’s sexual development.30  Mental health services related to sexual abuse are also covered.

Are mental health services covered?

Medical assistance is provided for certain mental health related services, which should include treatment 
of sexual abuse.31

                             

26 See Minn. R. § 9505.0175, Subp. 25.  See also Minn. Stat. § 256B.0625, Subd. 16 (defining medical necessity for 
purposes of EPSDT services regarding abortion).

27 “Medical assistance” or “medical care” are defined in Minn. Stat. § 256B.02, Subd. 8.

28 See Minn. R. § 9505.0275, Subp. 1 (providing for Medical Assistance payments for EPSDT services).  

29 See C&TC Provider Guide, Sections C-13 – C-14, C-42, C-50.

30 See Minn. R. § 9505.1718, Subp. 4 and Subp. 10.  See also C&TC Provider Guide, Section C-19 – C-20.  
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What happens when additional screening is needed even after one has 
been done?

Additional screenings may be allowed beyond those listed in the screening schedule if there is a medical 
necessity or a concern develops about a child’s health or development.32

Are second opinions covered under the EPSDT program?

Though it is unclear whether it is possible to obtain a second opinion under the EPSDT program in all 
cases, enrollees have the right to second opinions at the expense of the managed care organization 
(“MCO”) or DHS under the Bill of Rights documents in the health plans’ certificates of coverage.  With 
respect to a third opinion, clients/patients are normally advised to first contact their health plan.

In the case of certain elective surgical procedures, second opinions are required.33  The criteria for 
determining whether a second opinion for surgery is required suggest that the intent of requiring a second 
opinion is cost containment, and is not to support or contradict the first opinion.34

To obtain a second opinion, schedule an appointment with a service provider who provides the particular 
service.  If any issues prevent the appointment, the county public coordinator should become involved.  
In-network providers can provide second opinions.  Any denial, termination, or reduction in service for a 
second of third opinion can be appealed.

How can a foster child receive therapy for the trauma of abuse or neglect if 
he or she does not already have a specific mental health diagnosis?

As part of each screening, the following services and subject matters must be performed or discussed: 

 developmental history (e.g., when a child achieved certain physical milestones such as walking, 
weaning from the breast, talking, etc.);

 cognitive development (i.e., the progression of intellectual milestones a child has reached and 
how);

 social development (e.g., the child’s history of interacting with others in the family, community, 
school, etc.); and

 sexual development.35

                             

31 See Minn. Stat. § 256B.0625, Subd. 20 (Mental health case management for kids with severe emotional distress); 
Minn. Stat. §§ 256B.0625, Subd. 35a, and 256B.0944 (Mental health crisis response services); Minn. Stat. §§ 
256B.0625, Subd. 35b, and 256B.0943 (Children’s therapeutic services and supports related to mental health).

32 See Minn. R. § 9505.1718, Subp. 15a.

33 See Minn. R. § 9505.5035.  

34 See Minn. R. § 9505.5045.

35 See Minn. R. § 9505.1718, Subp. 2, 9, and 10.  This also includes treatment for abuse.  
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The child’s social worker can help address this.

Separate from the C&TC program, there are other programs available to foster children in particular 
situations, such as the Public Health Home Nurse program, which is run by a county’s public health 
program.  This is a well-funded program that falls under the Minnesota Department of Health.

C&TC is the only “managed” program from the Department of Health Services so the first step is to fund 
an evaluation for the child.

How does Minnesota organize the C&TC program?

In Minnesota there are two ways to access C&TC:

(a) healthcare service providers; and

(b) county public health programs.

Each county in Minnesota runs its C&TC program differently.  The information in this guide has been 
provided by the two largest counties in Minnesota, Hennepin and Ramsey.  Since these are both very 
large counties, they may experience different challenges than many of the small counties in Minnesota.

Is a child restricted to service in her county?

Although it is understood that children generally see service providers in the county in which they reside, 
it is also possible for a child to go to a doctor in another county.

What would occur if a child is eligible for a particular service, but the 
nearest EPSDT provider for that service is, for example, located in another 
city?

The MCO is not responsible for providing Common Carrier Transportation when an enrollee chooses a 
non-emergency primary care provider located 30 miles or more from the enrollee’s home, or when an 
enrollee chooses a specialty care provider that is more than 60 miles from the enrollee’s home, unless the 
MCO approves the travel because the non-emergency primary or specialty care required is not available 
within the specified distance from the enrollee’s residence.

It is expected that primary care providers are available within 30 miles of enrollees’ homes.  There is 
uncertainty as to whether all primary care providers available also provide C&TC check-ups.  In order to 
encourage primary health care providers to provide C&TC check-ups, there are enrollee incentive 
programs for check-up completion.

a. Are there provisions for transportation that may be utilized?

MCOs and Minnesota Non-Emergency Transportation (“MNET”) provide medical transportation.  
MNET will reimburse drivers – enrollees and helpers – for mileage and Health Care Access direction.  
Under Minnesota’s public health plans, a plan covers services for a 60 mile radius, then it is the health 
care plan that would (and is required to) assist with appropriate transportation, if there is a request to do 
so.  Even outside the 60 mile radius, transportation could be arranged if approved by the public health 
care plan (but it is not required of the particular public health care plan).
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b. What options do the parents/foster parents have?

The Local Agency is responsible for reimbursing the child or the child’s driver for mileage to non-
emergency Covered Services, meals, and lodging as necessary.  Transportation need not be provided by 
the MCO where the child has access to private automobile transportation (not including volunteer drivers) 
to a non-emergency service covered under the EPSDT program.

c. Is there anyone who is responsible for offering transportation and scheduling 
assistance to a child under the program?  What is the process?

Once the health plan has been informed of the need for transportation (for up to a 60 mile radius), it is the 
responsibility of the health care plan to schedule the transportation.  Additionally, foster parents, at the 
direction of the social worker, may take responsibility for scheduling and transportation reimbursement.

III. Challenges: what does a Child do who was unable to obtain
services after following the steps listed above?

Minnesota Medicaid (“MA”) benefits set forth the minimum that must be provided to each eligible child.

What are some causes of denials which might be corrected?

Formal denials by health plans and by the state can be a result of several causes.  Sometimes denials are 
due to provider error.  Sometimes the error is clerical or a failure to obtain prior authorization of coverage 
from the Prepaid Medical Assistance Plan or MA.  In order to avoid this problem, EPSDT clinics 
sometimes simply backdate the required prior authorization, although this cannot be demanded.

Sometimes the requested service is not a covered service under MA.  For instance, Minnesota appellate 
courts have upheld a health plan’s denial of coverage for Applied Behavioral Analysis for the treatment of 
autistic behaviors in twin boys.  In other instances, treatment of a person residing in a medical facility has 
sometimes been denied where the treatment excedes the bare minimum standard.  Health plans have 
denied further coverage saying that treatment was completed successfully according to the objective 
measures used.  Residential treatment has also been denied where the health plan determined there was no 
medical necessity for residential treatment.  The county can choose to pay for the requested medical 
treatment if, after an appeal regarding the medical necessity of the treatment, such treatment is still 
denied.

What should a child do who is still having trouble accessing services?

When there are challenges to getting services for a child, solutions can be discussed with the County 
Health Coordinator assigned to the county where the child resides.  Minnesota has mandated county 
health plans, which are administered at the county level separate from the C&TC program.  A list of 
C&TC Coordinators from whom such information may be requested may be found in the C&TC Provider 
Guide, Sections H-1 – H-4, available at https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4212-ENG.

If a child is eligible for services, but the parent/foster parent has neglected 
to get the child screened and/or tested, are there any other parties that take 

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4212-ENG
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action to get the child screened/tested and have services provided to that 
child?

Each foster care child is assigned a county social worker, who has the responsibility for reaching out to 
the foster parents and children to let them know what is available.  When a doctor’s visit has taken place, 
sometimes it will trigger a follow-up visit. Examples include hearing problems, elevated blood levels, 
etc., which include follow-up with the child.

When the child does not return for later services, DHS may contact the C&TC Coordinator through a 
“referral”.  Each month DHS will send a list of children requiring follow-up.  Because of confidentiality
concerns, the information shared is very basic (e.g., phone number).  This phone conversation with the 
parents and the CT&C coordinator can be awkward because C&TC personnel do not have any 
information and try to get it from the parents (e.g., “A child had a doctors’ appointment…”).

Who is responsible for trying to get a child back to a clinic they already 
have ties to and checking that this clinic participates in the EPSDT 
program?

C&TC Coordinators are responsible for keeping children connected, to the extent that they are able to do 
so.  There is nothing mandated under Minnesota law.  In rare cases, if warranted, the C&TC Coordinator 
could file a neglect report.

In some counties, health plan re-enrollment is automated.  Otherwise the social workers and the County 
C&TC coordinators are responsible for health plan and clinic selection.

Many clients who age out of the system at age 19 or 20 leave without their 
medical assistance cards and do not have any idea where they should go 
for medical care when they are sick.  Where can these former foster youth 
obtain services under the EPSDT program?

At 18, a child is no longer covered under his or her parent’s public health plan.  To receive continuous 
care, the young adult needs to go to the county office and register him or herself for an individual plan.  A 
county may also assist such young adults in choosing and using a list of community clinics.

Young adults are a difficult population to reach and usually depend on the county public nurse to ensure 
that they register for their own health care plan.
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IV. What advocacy steps can be taken to address the quality of 
the Minnesota Program?

Who is responsible for ensuring that implementation or follow-up of a 
medical recommendation occurs and that the recommended treatment is 
being sought and is available at an EPSDT clinic?

This is the responsibility of the healthcare provider and the C&TC Coordinator.  After a check-up, the 
healthcare provider bills the services to Medicaid, which then sends the bill to DHS.  This bill includes 
one of the four national recognized HIPAA codes, which represent the following situations:

(i) no referral was made (“NU”);

(ii) at least one referral was made but the patient refused the referral (“AV”);

(iii) at least one referral was made and the patient is undergoing treatment based on the referral 
(“ST”); and 

(iv) at least one referral was made but this is not a new referral and the patient is currently undergoing 
treatment pursuant to the previous referral (“S2”).

After DHS receives these referral codes, the codes are entered into a database with the child’s name, 
personal information, and information of the healthcare provider who made the referral.  The information 
from the database is sent out to local counties and tribes.  The C&TC Coordinators then follow up with 
the children and healthcare providers who accepted and handled the referrals.

DHS contracts with C&TC outreach staff coordinators who cover all 87 counties and four tribes in 
Minnesota.  Each C&TC Coordinator’s responsibilities are determined by the county or tribe that the 
coordinator covers.  Each C&TC Coordinator is supervised and supervisors are listed at the following 
website:

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4212B-ENG

For more information on the referral process under Medicaid, please see:

http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelecti
onMethod=LatestReleased&dDocName=dhs16_150092#P235_14382.

Who follows through with EPSDT referrals, screenings, visits, and 
proposed medical or dental recommendations when the child’s status in 
foster care changes (e.g., when a child gets adopted, is reunified with her 
family, is put into long term foster care or chooses to age out of the 
system)?

C&TC Coordinators and/or social workers will follow-up with referrals, screenings, visits, and 
recommendations.  Most often, a social worker will contact the C&TC Coordinator for information on the 

https://edocs.dhs.state.mn.us/lfserver/Public/DHS-4212B-ENG
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child’s medical status because the C&TC Coordinator knows where the child is, who the foster parents 
are, which provider made the referral, and which provider accepted the referral.

The C&TC Coordinator will also do an initial assessment on the child and what referrals, if any, were 
recommended for him or her.  Depending on how involved the foster parents are, they may play a role in 
this process as well.

Each health care provider which DHS contracts with, will also have an insurance record for each child.  
For the C&TC program, DHS contracts with the following eight health plans: Blue Plus, HealthPartners, 
Itasca Medical Care (IMCare), Medical, Metropolitan Health Plan (MHP), PrimeWest Health, South 
Country Health Alliance (SCHA), and Ucare.

For more information regarding these insurance plans, please visit the following website:

http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&dID=138192.

Who ensures that there is continuity of services at an EPSDT clinic when a 
child’s living situation changes?

Children in Minnesota in foster care are required to be enrolled in C&TC as their Medicaid program.36   
The Fostering Connections to Success and Increasing Adoptions Act (“Fostering Connections”) provides 
oversight to ensure a foster child’s well-being and improve coordination of healthcare services for the 
child.37

Under Fostering Connections, each child must be provided with the following: 

(a) a schedule for initial and follow-up health screenings;

(b) an understanding of how a child’s health needs identified through screenings will be monitored 
and treated;

(c) a plan for how medical information for children in care will be updated and appropriately shared;

(d) steps to ensure continuity of health care services;

(e) oversight of prescription medicines; and

(f) information regarding how the State consults with and involves physicians or other appropriate 
medical or non-medical professionals in assessing the health and well-being of children in foster 
care and in determining appropriate medical treatment for the children.38

                             

36 See http://hcopub.dhs.state.mn.us/hcpmstd/03_25_20.htm for more information.

37See Public Law 110-351. See also www.fosteringconnections.org for more information.

38 Section 2.5 of Fostering Connections amended Section 422(b)(15) of the Social Security Act, 42 U.S.C. § 
6229b)(15).

http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&dID=138192
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How is Continuity of Service Maintained in Minnesota?

There are two primary ways in which continuity of services is achieved. First, each child has a “medical 
passport” that the social worker keeps on file. This medical passport contains all of the child’s relevant 
medical information, including histories of immunizations, medications, routine checkup info, and dental 
work.  A social worker is required to keep the contact information for the child’s health care provider 
accurate as well as information on the child’s medical needs.

Second, the child is given a booklet called “Minnesota’s Health Passport” that contains all the above-
mentioned information.  The child must give this hard copy to his or her foster parents.  When the child 
leaves the foster care system, the child will receive the booklet back, and it will be his responsibility to 
keep it in a safe and complete condition.

DHS reviews have shown that Minnesota performs very well in providing health care services to foster 
care children. However there are two areas which need improvement in Minnesota’s system.39 First, the 
data in the medical passports and booklet is only as good as how it is recorded. It is the responsibility of 
the individual who is recording the information to ensure that it is complete.  Secondly, the information is 
not kept in a centralized electronic system, and thus not accessible for viewing online.  Hard copies are 
cumbersome and can be easily lost.  DHS currently has no plans to store this information in a centralized, 
electronic, or more accessible system.

How is Minnesota’s Compliance with Fostering Connections?

Minnesota’s statutes are in compliance with the requirements of Fostering Connections and incorporate a 
number of the requirements laid out in the federal legislation.  For instance, Minnesota’s statutes provide 
the following: an out-of-home placement plan must be prepared within 30 days of a child being placed in 
foster care40; a court must approve this plan, which must be explained to the child and all persons 
involved in its implementation.  In addition, the local agency must ensure the oversight and continuity of 
health care services for the child including:

(a) the plan to schedule the child's initial health screens;

(b) monitoring and treatment of the child's known medical problems and identified needs (from the 
screenings) while the child is in foster care;

(c) updating and sharing of the child's medical information, including the child's immunizations;

(d) determining who is responsible for coordinating and responding to the child's health care needs, 
including the role of the parent, the agency, and the foster parent;

(e) determining who is responsible for oversight of the child's prescription medications;

(f) determining how physicians or other appropriate medical and nonmedical professionals will be 
consulted and involved in assessing the health and well-being of the child and determining the 
appropriate medical treatment for the child; and

                             

39 Opinion of state employee interviewed.

40 See Minn. Stat. § 260C.212, Subd. 1(a).
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(g) the responsibility to ensure that the child has access to medical care through either medical 
insurance or medical assistance.

Minnesota law further requires that the responsible social services agency reconsider, at least annually, its 
provision of services to the child and the child’s placement in long-term foster care to ensure that the 
child’s physical and mental health needs are being appropriately provided for.41

What are the obligations to update health records?

The state agency must also make efforts to update the health records of a child including information 
regarding:

(a) the names and addresses of the child's health care and dental care providers;

(b) a record of the child's immunizations; 

(c) the child's known medical problems;

(d) the child's medications; and

(e) any other relevant health care information such as the child's eligibility for medical insurance or 
medical assistance.

What is being done for youth transitioning out of care under the EPSDT 
program? Because EPSDT extends until age 21 only, what is being done 
to help older youth transitioning out of care get screenings they are eligible 
for?

Fostering Connections requires that a social worker must develop a personalized transition plan, as 
directed by the youth, for such youth discharged from foster care at age 18 or older.  The transition plan 
must be developed and executed during the 90-day period immediately prior to the date that a youth will 
be discharged.  The transition plan must be as detailed as the youth elects, and include specific options on 
health insurance.  The social worker must also provide the youth with appropriate contact information if 
they need more information or need help with a crisis situation through the age of 21.

The transition plan is also required to include

(a) “information about the importance of designating another individual to make health care 
treatment decisions on behalf of the child if the child becomes unable to participate in such 
decisions and the child does not have, or does not want, a relative who would otherwise be 
authorized under State law to make such decisions, and provides the child with the option to 
execute a health care power of attorney, health care proxy, or other similar document recognized 
under State law;”

(b) “steps to ensure that the components of the transition plan development process that relate to the 
health care needs of children aging out of foster care, including the new requirement to include 

                             

41 See Minn. Stat. § 260C.201, Subd. 11(d)(3)(iii)(D).
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options for health insurance, information about a health care power of attorney, health care proxy, 
or other similar document recognized under State law, and to provide the child with the option to 
execute such a document, are met.”

(c) “a certification by the chief executive officer of the State that the State will ensure that an 
adolescent participating in the program under this section are provided with education about the 
importance of designating another individual to make health care treatment decisions on behalf of 
the adolescent if the adolescent becomes unable to participate in such decisions and the
adolescent does not have, or does not want, a relative who would otherwise be authorized under 
State law to make such decisions, whether a health care power of attorney, health care proxy, or 
other similar document is recognized under State law, and how to execute such a document if the 
adolescent wants to do so.”42

For more information, see the following website:

http://www.acf.hhs.gov/programs/cb/laws_policies/policy/pi/2010/pi1010.htm.

How is Minnesota’s Compliance with the Legal Requirements for Youth 
Aging Out of Foster Care?

Minnesota Statutes comply with the EPSDT Act.  Minnesota law requires an independent living plan for a 
child age 16 or older that must contain objectives such as health care planning and medical coverage.43  
The statutes state that if a child is 16 years old or older, the court must review an independent living plan 
and the provision of services to the child as he or she prepares to leave foster care.  The review must 
include actual plans related to various items, including health care coverage and health care providers to 
meet the child’s physical and mental needs.  The court must also ensure that the responsible agency in 
conjunction with the placement provider assists the child in obtaining certain documents prior to the 
child’s leaving foster care, including the child’s school, medical and dental records, and a contact list of 
the child’s medical, dental, and mental health providers.

The statutes also set forth a form “health care directive.”  A youth would use this form to allow a certain 
person to make, or give health care instruction to guide others making, health care decisions for him or 
her. The form contains spaces for the youth to fill in regarding, for instance, his or her beliefs and goals 
about health care and what he or she does and does not want for health care.44

Both federal and state law prepare youths with respect to health care planning and medical coverage 
before they leave the foster care system.  However, after the young adults leave the foster care system 
(whether it is at age 18 or 21), they are responsible for keeping their medical files updated and complete.  
They are also responsible for obtaining any other medical treatment on their own.

                             

42 See 2010 Patient Protection and Affordable Care Act, P.L. 111-148, Title II, Subtitle L, Section 2955.

43 See Minn. Stat. § 260C.212,  Subd. 1(c)(11)(ii).

44 Minn. Stat. § 145C.16

http://www.acf.hhs.gov/programs/cb/laws_policies/policy/pi/2010/pi1010.htm
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Who is helping these older youth fill out the EPSDT paperwork and identify 
clinics for ongoing care?

Typically, a social worker, C&TC Coordinator, school nurse, foster parent, natural parent, or guardian ad 
litem (if applicable) would be the best resource for help with the EPSDT paperwork. If the youth is ready 
to leave the foster care system, the Children’s Mental Health Division of the Minnesota DHS can assist 
them with transitioning into independent living and ongoing outpatient care.

What mental health services are available and what quality?

The Children’s Mental Health Division of the DHS is the state agency responsible for ensuring better 
quality and better accountability for the children’s mental health services in Minnesota.  It works closely 
with counties, tribes, providers, health care programs and other collaboratives.

For more information, see the following website:

https://edocs.dhs.state.mn.us/lfserver/Legacy/DHS-5051-ENG.

Basic standards for children’s mental health services in Minnesota are established by the Minnesota 
Comprehensive Children’s Mental Health Act (the “Mental Health Act”).45  This state law is primarily 
directed at counties, which are designated as local mental health authorities.46

As part of the quality of services, the Mental Health Act requires that a mental health professional prepare
a diagnostic assessment of mental illness for each child.  The diagnostic assessment is an evaluation of the 
child's history of mental health problems,as well as the the child's current life situation and sources of 
stress. The assessment should also evaluate the child’s functioning and symptoms.  It should provide a 
diagnosis of the mental health services needed by the child.47

                             

45 Minn. Stat. §§ 245.487 et seq.

46 Minn. Stat. § 245.4876 regulates the quality of children’s mental health services, which must be: 

“(1) based, when feasible, on research findings;

(2) based on individual clinical, cultural, and ethnic needs, and other special needs of the children being served;

(3) delivered in a manner that improves family functioning when clinically appropriate;

(4) provided in the most appropriate, least restrictive setting that meets the requirements in subdivision 1a,  and that 
is available to the county board to meet the child's treatment needs;

(5) accessible to all age groups of children;

(6) appropriate to the developmental age of the child being served;

(7) delivered in a manner that provides accountability to the child for the quality of service delivered and continuity 
of services to the child during the years the child needs services from the local system of care;

(8) provided by qualified individuals as required in sections 245.487 to 245.4889; 

(9) coordinated with children's mental health services offered by other providers;

(10) provided under conditions that protect the rights and dignity of the individuals being served; and

(11) provided in a manner and setting most likely to facilitate progress toward treatment goals”.

47 See Minn. Stat. § 245.4876, Subd. 2.

https://edocs.dhs.state.mn.us/lfserver/Legacy/DHS-5051-ENG
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Based on the diagnostic assessment of the child, all service providers must additionally develop an 
individual treatment plan for each child client.  The treatment plan must be prepared within a relatively 
short time frame and must generally be reviewed every 90 days.48

Since 1992, foster families caring for children with severe emotional disturbance are entitled to a special 
therapeutic support, i.e., a mental health training and mental health support services and clinical 
supervision provided by a mental health professional to provide a therapeutic family environment and 
support for the child's improved functioning.49

Additional, detailed quality assurance standards for all (not just children-specific) community mental
health centers and clinics in Minnesota are established by an administrative rule.50  Mental health centers 
and mental health clinics must comply with this rule for purposes of insurance and subscriber contract 
reimbursement.  It determines organizational structural requirements and minimum standards of 
treatment, quality assurance, and staffing.

The minimum quality assurance requires each center to establish:

(a) written policies and procedures and document their implementation for each treatment standard 
and each quality assurance standard described below;

(b) a multidisciplinary peer review system of cases to assess whether clinical services and treatment 
provided in those cases were effective, necessary and sufficient, and whether information 
recorded in client records is necessary and sufficient;

(c) an internal utilization review system that includes an annual report to the center’s governing 
body, and examines the quality and efficiency of resource usage and clinical service delivery;

(d) a clinical evaluation and supervision procedure for its multidisciplinary staff persons, as well as 
their continuing education;

(e) procedures for the reporting and investigating of alleged unethical, illegal, or grossly negligent 
acts, and of the serious violation of written policies and procedures; and

(f) classification and protection of client information, including client records and minutes of case 
review and consultation meetings, as private data under the Minnesota Government Data 
Practices Act.51

There are also established standards and procedures for mental health case management services in 
Minnesota for children with severe emotional disturbance.  The standards apply to case managers who are 
employed by the county or under contract with the county.

                             

48 See Minn. Stat. § 245.4876, Subd. 3.

49 See Minn. Stat §§ 245.4871, Subd. 34, and 245.4884, Subd. 4.

50 See Minn. R. § 9520.

51 Section 9520.0800, Subparts 1 through 7 of the Rule 9520.
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What challenges have been identified in the quality of services to children 
in need?

One of the acknowledged problems with the quality of care for children in the foster system is the fact 
that any initial assessment will be performed by a social worker untrained in the childhood behavioral 
disorders and therapies. If the social worker does report psychological trauma requiring treatment, the 
initial psychological screening will be performed at the county level, which is paid for primarily by state 
funds. Not all counties take advantage of the state funds and thus do not provide psychological 
screenings. In some cases county workers aren’t aware of those psychological care facilities that are 
supported by both county and EPSDT funds. The county workers may lack the knowledge of who, within 
their immediate network of providers, are properly funded and trained in the therapies and practice 
elements suggested by MAPS52. As a result, the child may not receive a proper screening or receive the 
type of care best suited to his or her trauma.

Who can a child go to with complaints and concerns?

The Office of the Ombudsman for Mental Health and Developmental Disabilities53 is a specialized body 
that could address any concerns or complaints pertaining to the quality of mental health services received 
in Minnesota.  The Ombudsman assists patients in overcoming the delay, injustice, or impersonal delivery 
of services, such as concerns or complaints about services, questions about rights, grievances, access to 
appropriate services, ideas for making services better, general questions, or the need for information 
concerning services for persons with mental disabilities.

The Ombudsman will also assist by mediating or advocating on behalf of a client; by consulting with 
providers about policies, practices, and procedures; and make recommendations, issue reports, and 
monitor results.

Contact Information

Phone: (651) 757-1800 or 1-800-657-3506
FAX: (651) 296-1021).
e-mail: ombudsman.mhdd@state.mn.us.

Additional information is available at the following website:

http://www.ombudmhdd.state.mn.us/cctrc/default.htm

                             

52 The database called MAPS was originated by the University of Hawaii and helps supplement professional 
experience for mental health professionals.  A provider, after the required diagnostic assessment, enters the patient’s 
information into the MAPS system, which  then lists any recommended treatment and methods that have been 
proven effective. Instead of depending solely on the provider’s particular knowledge or history with mental health 
patients, the provider would be able to fill in any knowledge gaps.

53 http://www.ombudmhdd.state.mn.us/

http://www.ombudmhdd.state.mn.us/cctrc/default.htm
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What is the availability of the good mental health clinics that provide 
services under the EPSDT program?

Whereas the EPSDT program ensures periodic screening and referrals for children, this question concerns 
just one aspect of the health care coverage that a child may need: mental health. The health care provider 
determines whether the child meets certain mental health criteria in order to be referred to a mental health 
clinic. Which clinic the child is referred to depends on which of the eight health insurance plans the child 
is under. In Minnesota, the administration, services, and availability of mental health clinics varies county 
by county, and even school district by school district; however the EPSDT program has connections to 
many of them via the eight insurance plans. While all counties must ensure that mental services are 
available to those who need them, they do not necessarily have to pay for the services. Some counties are 
wealthier and can pay for more services. However children covered by EPSDT would also be covered for 
seeing providers in the Medicaid network.

How do we ensure that a child receives a mental health screening from an 
EPSDT contracted professional that understands the specific trauma that a 
foster child can endure as a result of suffering abuse, neglect and/or 
removal from their home?

It is very difficult to determine whether a mental healthcare provider that receives EPSDT funding will be 
specifically trained in addressing the specific types of trauma experienced by foster children.

Dr. Pat Nygaard (pat.nygaard@state.mn.us) is working with a group dedicated to changing practices on 
the county level and within state and EPSDT supported psychological care facilities. They have 
developed training modules for psychological care facilities based upon the MAPS data (described below) 
and submitted Requests for Proposal for five day training programs designed to teach social workers and 
those performing psychological screenings how to access the MAPS database and implement the 
suggested therapies. The program is also designed to provide “therapy dashboards” to those that have 
been trained, which consist of spreadsheets intended to provide MAPS-based therapy recommendations 
quickly and easily.

The MAPS program is the result of research initiated by Dr. Bruce Chorpita, then at the University of 
Hawaii and now at UCLA. The goal was to review clinical studies of childhood behavioral therapy in 
order to develop a database of behavioral treatments tailored to specific types of trauma. The study 
reviewed clinical studies, coded them by type of trauma/disorder identified, the degree of support, the 
type of therapy provided, and the type of children taking part in the study. Minnesota has now 
implemented a web-based version of the clinical database (MAPS), which allows a therapist to look up 
the therapies and practice elements best suited for a particular type of trauma and particular type of child. 
An EPSDT program-contracted care provider familiar with the MAPS program will often be better 
prepared to treat a child in the foster care system.

Apart from the immediate goal of training Minnesota social workers and psychological care providers, 
these training programs have the further goal of developing personal networks within the foster care and 
social welfare systems so that workers have a set of ready resources for referrals and assessments. If 
workers know, within the state- and EPSDT-funded systems, who is trained to work with MAPS data, 
they may reach out to those individuals first. Dr. Nygaard’s proposed next step is to provide the training 
to primary care physicians who interact with children in the foster care system, so that the physical health 
screenings mandated by the foster care system include some degree of attention to psychological trauma.

mailto:pat.nygaard@state.mn.us
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How do we ensure that a child entering care gets evaluated by an EPSDT 
mental health provider that has experience with children of a similar age 
and one that is not simply going to reiterate a past diagnosis (one that will 
do an independent assessment)?

Minnesota’s basic standard, which is a “covered benefit” for everyone under Medical Assistance and 
Minnesota Care, is that a mental health care provider must do an initial diagnostic and functional 
assessment, psychological testing and one psychotherapy session, rather than merely rely upon prior 
patient information. This is to ensure that the provider can determine whether the patient needs any 
mental health care at all. Because foster children are covered under EPSDT, and thus Medicaid, they 
would be eligible for the same covered benefit as long as they are under 21 years of age. Depending on 
which one of the eight state insurance plans the foster child is in, he or she may receive more benefits 
than the basic covered benefit.

Under Minnesota’s Mental Health Act, providers of children’s mental health services are required to 
complete a diagnostic assessment for each of their child clients within: (i) 5 working days of the child’s 
admission to a residential treatment facility or an acute care hospital inpatient treatment facility; or (ii) 
within 5 days after the child's second visit to an outpatient and day treatment service facility, or 30 days 
after intake, whichever occurs first.  If a previous diagnostic assessment is available and has been 
completed within 180 days preceding admission, a mental health professional is only required to “update” 
it, i.e., prepare a written summary of the child's current mental health status and service needs.  However, 
a new diagnostic assessment is required if the child's mental health status has changed markedly since the 
child's most recent diagnostic assessment.54

The Mental Health Act distinguishes between mental health practitioners (who are providing services to 
children with emotional disturbances) and mental health professional (who are providing clinical services 
in the diagnosis and treatment of children's emotional disorders).  It requires mental health practitioners to 
“have training and experience in working with children,” while mental health professionals “must have 
training and experience in working with children consistent with the age group to which the mental health 
professional is assigned.” They all have to meet certain qualification requirements listed in Minn. Stat. § 
245.4871, Subd. 26 and 27.

How do we know if Minnesota is in compliance with the federal EPSDT 
law?

Minnesota’s annual EPSDT report on Form CMS-416, along with the statistics for all states, is available 
at:

www.cms.gov./medicaidearlyperiodicscrn/downloads/2009state.pdf

                             

54 See Minn. Stat. § 245.4876, Subd. 2.

http://www.cms.gov./medicaidearlyperiodicscrn/downloads/2009state.pdf
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