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DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, MD 21244- I 850
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Financial Management Group

August 7,2018

Mari Cantwell
Chief Deputy Director, Health Care Programs
California Department of Health Care Services
P.O. Box 997413, MS 0000
Sacramento, CA 95899-7 413

RE: Califomia State Plan Amendment 18-029

Dear Ms. Cantwell

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state plan

submitted under transmittal number (TN) l8-029. This amendment, effective August 1,2018,
provides a one-year extension to the supplemental payment for intermediate care facilities for
individuals with intellectual disabilities (ICF/IIDs).

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 447 Subpart C. This is to inform you that Medicaid State plan amendment
TN l8-029 is approved effective August 1,2018. We are enclosing the HCFA-179 and the
amended plan pages.

If you have any questions, please call Mark Wong at (415) 744-3561.

Sincerely

Kristin Fan
Director

Enclosures
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Attachment 4. l9-D
Page 35

Time Limited Supplemental Payment Program for Infermediate Care Facilities For The

Developrnentally Disabled, Includíng Habilitative And Nursing Facilities

A. Scope and Authority

This program provides supplemental payments to Intemediate Care Facilities for the Developmentally

Disabled (ICF/DD), Intermediate Care Facilities for the Developmentally Disabled-Habilitative

(¡CF/DD-H), and Intermediate Care Facilities for the Developmentally Disabled-Nursing (ICF/DD-

N). The supplemental payments will be provided for dates of service beginning August l, 2017

through July 31,2019. State-owned ICF/DD facilities are excluded from the supplement payment.

B. Supplemental Payment Methodology

The supplemental payment program for ICF/DD, ICF/DD-H, and ICF/DD-N facilities will consist of
the following:

Supplemental payments calculated based on the difference between the rate methodology

applied to the 2017-18 tate year as described in Attachment 4.19-D, Section lV, paragraph M,

which is frozen at the 2008-09 65rr' percentile increased by 3 7%, and the unfrozen 201 7- I 8 65r'

pelcentile rate. The unfrozen 2017-18 651r' percentile rate is the rate that \üould have been

calculated in Attachment 4.19-D, Section IV, without ihe application of paragraphs K through

M.

2. The total fee-for-service supplemental payment amount for each facility will be calculated based

on the supplemental payment peer group 2017- 18 per diem differential, as described in B 1.,

multiplied by the facility's total Medi-cal fee-for-service days claimed for dates of service

during each respective year ending July 31,2018 and July 31,2019. Facilities in peer groups in

wh ich the unfrozen 2017- 18 65'h percentile rate is lower than the 2017- I 8 reimbursement rate

will not receive the supplemental payment.

3. The supplemental payments will be paid concurrently with the reimbursement rates the facilities

receive under the current reimbursement methodology, as described in State Plan Amendment

4.19-D. Thus, the total reimbursement amount that an eligible facility will receive for services

rendered during each respective rate year ending July 31,2018 and luly3l,2019, is the sum of
the facility's reimbursement rate under the current reimbursement methodology and the

supplemental payment.

4. The total Medi-Cal reimbursement shall not exceed any applicable federal upper payment limit.

If the supplemontal payments for eligible ICF/DD; ICF/DD-H; and ICF/DD-N facilities, as

computed above, result in total Medi-Cal payments that exceed the federal upper payment limit

for each respective rate year ending July 3 1, 2018 and July 3 l, 2019, each provider's total

supplemental payment must be reduced pro-rata so that total payments would be equal to the

amount available in the federal upper payment limit.
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