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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S52-26-12
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group
September 29, 2021

Theresa Eagleson, Director

Illinois Department of Healthcare and Family Services
201 South Grand Avenue East, 3rd Floor

Springfield, IL 62763-0001

RE: Illinois State Plan Amendment (SPA) 21-0012
Dear Ms. Eagleson:

We have reviewed the proposed amendment to Attachments 4.19-A of your Medicaid State plan
submitted under transmittal number 21-0012 titled "Repeal of 3.5% rate reduction to
reimbursement for hospital services effective with inpatient admissions and outpatient services on
or after July 1, 2021."

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. We have found that the proposed
reimbursement methodology complies with applicable requirements and therefore have approved
them with an effective date of July 1, 2021. We are enclosing the CMS-179 and the amended
approved plan pages.

If you have any questions, please contact Fredrick Sebree at Fredrick.sebree@cms.hhs.gov.

Sincerely,

For
Rory Howe
Acting Director



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTER FOR MEDICARE & MEDICAID SERVICES

TRANSMITTAL AND NOTICE OF APPROVAL

OF STATE PLAN MATERIAL
FOR: CENTER FOR MEDICARE AND MEDICAID SERVICES

FORM APPROVED
OMB NO. 0938-0193
1. TRANSMITTAL NUMBER | 2. STATE:
21-0012 ILLINOIS

3. PROGRAM IDENTIFICATION:
Title XIX of the Social Security Act (Medicaid)

TC. REGIONAL ADMINISTRATOR
CENTERS FOR MEDICARE AND MEDICAID SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4 PROPOSED EFFECTIVE DATE'
July 1, 2021

& TYPF OF PLAN MATFRIAL (Check One)

I

[ 1 NEWSTATEPLAN [ ] AMENDMENT TO BE CONSIDERED AS NEW PLAN [X} AMENDMENT

\OMPLETE Bl QCKS 6 THRU 10 IE THIS IS AN AMENDMENT (Separate Transmittel for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:
Section 1908 of the Social Security Act

7. FEDERAL BUDGET IMPACT
a. FFY 2021 -$16,625,000
b. FFY 2022 -$62,500,000

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Attachment 4.19-A, Page 168
Attachment 4.19-B, Page 601

8. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (If Applicable):

Attachment 4.19-A, Page 168
Attachment 4.19-B, Page 601

10. SUBJECT OF AMENDMENT:
3.5% reduction sunset for hospitals

11. GOVERNOR'S REVIEW (Check Cne)

{ ] GOVERNOR’'S OFFICE REPORTED NO COMMENT
[ 1 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
[ ] NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

[X} OTHER, AS SPECIFIED: Not submitted for review by prior approval.

13. TYPED NAME:

RN TO:

epartment of Healthcare and Family Services
ureau of Program and Policy Coordination
Attn: Mary Doran

14, TITLE: Director of Healthcére and 201 South Grand Avenue East
Family Sorvices Springfield, I 62763-0001
15. DATE SUBMITTED /27 [ 2024
l L}
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17. DATE RECEIVED: 7/27/2021

18. DATE APPROVED: 9/29/2021
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19, EFFECTIVE DATE OF APPROVED MATERIAL:
7/1/2021

21.TYPEDNAME  Rory Howe

20. SIGNATURE OF REGIONAL OFFICIAL:

22. TITLE: Acting Director

23. REMARKS:

FORM CMS-178 (07/92)
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Attachment 4.19-A
Page 168
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: Nlinois

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANCE-GRANT (MAG) and MEDICAL ASSISTANCE-NO GRANT (MANG)
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XLI. Payment Limitations

07/12 A hospital that is located in a county of the State in which the Department of Healthcare and
Family Services mandates some or all of its beneficiaries of the medical assistance program
residing in the county to enroll in a care coordination program, shall not be eligible for any
non-claims based payments for which it would otherwise be entitled to receive, unless the
hospital is a coordinated care participating hospital no later than August 14, 2012, or 60 days
after the first mandatory enrollment of a beneficiary in a coordinated care program. This
payment limitation does not apply to inpatient payments defined in Chapters XXII through
XXIX, or Chapters XXXV through XXX,

TN # 210012 Approval date: 09/29/2021 Effective date: 07/801/2021

Supersedes
TN # 14.0014A



Altachment 4.19-B

Page 601
STATE PLAN UNDER TITLE XIX OF THE SOC/AL SECURITY ACT
State: llinois
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—
OTHER TYPE OF CARE—BASIS FOR REIMBURSEMENT
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