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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services CM ’
7500 Security Boulevard, Mail Stop 52-26-12

Baltimore, Maryland 21244-1850 CENTERS for MEDICARE & MEDICAID SERVICES

Center for Medicaid , CHIP, and Survey & Certification

Laurel Karabatsos
Acting Medicaid Director FEB 15 200
Department of Health Care Policy
& Financing
1570 Grant Street
Denver, CO 80203-1818

Re: Colorado 10-042
Dear Ms. Karabatsos:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 10-042. Effective for services on or after December 1,
2010, this amendment establishes a one-time supplemental Medicaid payment to private nursing
facilities.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30) and 1903(a) of the Social Security Act (the Act) and the
regulations at 42 CFR 447 Subpart C. We are now ready to approve Medicaid State plan amendment
TN 10-042 effective December 1, 2010. The CMS-179 and the amended plan page are attached.

If you have any questions, please call Christine Storey at (303) 844-7044.

Sincerely,

—

~s€Cindy Mann
Director, CMCS
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TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM

State of Colorado Attachment 4.19-D
Page 39a
4. The Department or the Department’s designee will review and verify the

accuracy of each facility’s representations and documentation submissions.
Facilities will be selected for onsite verification of performance measures
representations based on risk.

5. A nursing facility will accumulate a maximum of 100 points by meeting or
exceeding all performance measures indicated on the matrix.

Effective December 1, 2010, , nursing facilities that provided care to Program of All Inclusive
Care for the Elderly (PACE) residents in SFY 2009 will receive a one-time supplemental
Medicaid payment for nursing facility services provided to Medicaid clients, such that the total
of all payments will not exceed the Upper Payment Limit for nursing facility services. Each
qualifying nursing facility’s lump sum payment is calculated as the difference between the
nursing facility’s Interim and Final SFY 2009 per diem rate, multiplied by their individual PACE
resident days that occurred during SFY 2009. This payment will be distributed to providers in
the third quarter of SFY 2011.

Nursing Facility Rate Reduction

Effective for the State Fiscal Year beginning July [, 2010, the aggregate state-wide nursing
facility per diem rate will be reduced by two and three-tenths percent (2.3%)).

RATE EFFECTIVE DATE

For cost reports filed by all facilities except the State-administered Class IV facilities, the rate
shall be effective on the first day of the eleventh (11th) month following the end of the nursing
facility’s cost reporting period.

For 12-month cost reports filed by the State-administered class [V facilities, the rate shall be
effective on the first day covered by the cost report.

The permanent rate shall be established, issued and shall pay Medicaid claims billed on and after
the later of the following dates:

1. The beginning of the provider’s new rate period, as set forth under Rate Effective Date.

TN# 10-042 APPROVAL DATE FEB 15 20

SUPERCEDES TN# 10-035 EFFECTIVE DATE: December 1, 2010





