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' DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, Maryland 21244-1850 

APR Z 5 2013 

Toby Douglas, Director 
California Department of Health Care Services 
P.O. Box 997413, MS 0000 
Sacramento, CA 95899-7413 

RE: California SPA 11-011A 

Dear Mr. Douglas: 

CENTERS fOR MEDICARE & MEDICAID SERVICES 
CENTER fOR MEDICAID & CHIP SER\'JCES 

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan 
submitted under transmittal number (TN) 11-011A. This amendment clarifies the nursing facility 
Level B rate-setting methodology for new facilities, changes of ownership, and facilities that had 
been decertified. 

We conducted our review of your submittal according to the statutory requirements at sections 
1902(a)(13), 1902(a)(30), and 1903(a) of the Social Security Act and the implementing Federal 
regulations at 42 CFR 44 7 Subpart C. We are pleased to inform you that Medicaid State plan 
amendment 11-011A is approved effective June 1, 2011. We are enclosing the HCFA-179 and the 
amended plan pages. 

If you have any questions, please call Mark Wong 744-3561 or Annalisa Fichera at 415-744-3577. 

Enclosures 

Si~ly, 

1~1 . ' 
Cindy Mann 
Director 
Center for Medicaid & CHIP Services 
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DEPARTMENT OF HBALTH AND HUMAN SBRVICBS 
HBALTH CARE PJNANCINO ADMINISTRATION 

TRANSMITfAL AND NOTICE OF APPROVAL OB 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCING ADMINISTRATION 

1. TRANSMIITAL NUMBBR.: 
ll..OllA 

PORM APPROVBD 
OMB·NO. 0938..0193 

2.STAT.B 
CA 

3 .... PROORAM IDENTIFICATION: TITLB XIX OF THE 
SOCIAL SECURITY ACf (MBDlCAID) 

TO: REGIONAL ADMINlSTRATOR 4. PROPOSBD ~CfiV.BDATB 
HEALTH CARB FINANCING ADMINISTRATION June l.~:LO'\\ 
DEPARTMENT OF HEALTH AND lruMAN SBRV1CES 

S. TYPE OF PLAN MATBRIAL (Ch8<:k One): 

0 NEW STATBPLAN 0 AMENDMENT TO BE CONSIDBRBD AS NBW PLAN 18J AMENDMENT 
COMPLB'J.'B BLOCKS 6 THR.U 10 IF THIS IS AN AMENDMENT arate TrQI18mittal 'Or each amendment 

6. FEDERAL STATUTBIRBO'ULATION CITATION: 7. FBDBRAL BUOOBT lMPACf: 
42 CFR.447 SubpartB &42 CFit447 Subpart C ' a. FFY 2010 $isUa l!e 8deftuifted $0 

b. FFY 2011 $&t to 'b$ detelDiined SO 
8. PAOB NUMBBR OF THB PLAN SBCTION OR ATTACHMENT: 9. PAGE NOMBBR OFTHB SUPBRSBDBD PLAN SECTION 

Supplement 4 to Attachment 4.19-D, p~ 19,tie-

t 1. GOVERNOR'S R.EVIBW {CiwckOne): 
0 GOVERNOR'S OF'FIC.B RBPORTBD NO COMMBNT 

B COMMBNTS OF GOVERNOR'S OFFICBBNCLOSBD 
NO REPLY RECIDVED WI111IN 45 DAYS OF smn.tf"M'U, 

...-

OR AIT ACHMENT (If Appllcabk): 

Supplement4 toAttaohment4.19·D, page 19 

1&1 OTHBR, AS SPECIPIBD: 
Tho Governor's Office doos not 
wish to review the State Plan Amendment. 

16. RBTURN TO: 

Department of Health Care Services 
Atto.: State Plan CoordiDator 
1501 capitol Avenue, Suite 71.3.26 
P.O. Box 997.417 
Saerameato, CA 9$8~7417 

JJ'OR REGIONAL OmCE USE ONLY 
18. DATE APPROVED: APR Z 5 2013 

19. EFFECTIVE DATE OF APPROVED MAT.BRIAL: 20. S 
~t~· t 

:WORE OP REGIONAL OFPICJAL: 

/'I 21. TYPED NAMB: 

23. REMARKS: 

FORM HCFA·l79 (07·92) 



Supplement 4 to Attachment 4.19-D 
Page 19 

V. Determination ofFS/NF-B Rates for State-Owned Facilities, Newly Certified 
Providers or Changes of Ownership 

A State-owned and operated FSINF-Bs will receive a prospective payment rate 
based on the peer-group weighted average Medi-Cal reimbursement rate. 

B. New FS/NF-Bs with no cost history in a newly constructed facility, in a location 
not previously licensed as a FSINF-B, or an existing facility newly certified to 
participate in the Medi-Cal program will receive a reimbursement rate based on 
the peer-group weighted average Medi-Cal reimbursement rate. The Department 
will calculate the facility-specific rate when a minimum of six months (12 months 
for subacute care units) of Medi-Cal cost data has been audited. The Department 
will calculate the rate prospectively and it will be effective on August 1 of each 
rate year. 

C. FS/NF-Bs that have a change of ownership or changes of the licensed operator 
where the previous provider participated in the Medi-Cal program, the new owner 
or operator will continue to receive the reimbursement rate of the previous 
provider. The Department will calculate the facility-specific rate when a 
minimum of six months (12 months for subacute care units) of Medi-Cal cost data 
has been audited. The Department will calculate the rate prospectively and it will 
be effective on August 1 of each rate year. 

D. 1. FS/NF-Bs decertified for less than six months and upon recertification will 
continue to receive the reimbursement rate in effect prior to decertification. The 
Department will calculate the facility-specific rate when a minimum of six 
months (12 months for subacute care units) of Medi-Cal cost data has been 
audited. The Department will calculate the rate prospectively and it will be 
effective on August 1 of each rate year. 

TN 11-011A 
Supersedes 
TN 10-015 

2. FS/NF-Bs decertified for six months or longer and upon recertification will 
receive a reimbursement rate based on the peer-group weighted average Medi-Cal 
reimbursement rate. The Department will calculate the facility-specific rate when 
a minimum of six months (12 months for subacute care units) of Medi-Cal cost 
data has been audited. The Department will calculate the rate prospectively and it 
will be effective on August 1 of each rate year. 

Approval Date ~DR 2 5 2013 Effective Date June 1, 2011 


