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

7500 Security Boulevard, Mail Stop S2-26-12

Baltimore, MD 21244-1850

CMS

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

Financial Management Group

September 2, 2016

Ms. Linda Wiant, PharmD

Chief, Medicaid Assistance Plans
Medicaid Division

Georgia Department of Community Health
9 Peachtree Street, NW, Suite 36-450
Atlanta, GA 30303-315

RE: Georgia 16-005
Dear Ms. Wiant:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state
plan submitted under transmittal number (TN) 16-005. Effective July 1, 2016 this
amendment proposes to revise the payment methodology for nursing facility services.
Specifically, this amendment will increase the payment rates by three (3%) percent.

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 and the
implementing Federal regulations at 42 CFR 447 Subpart C. We have found that the proposed
changes in payment methodology comply with applicable requirements and therefore have
approved them with an effective date of July 1, 2016. We are enclosing the CMS-179 and the
amended approved plan pages.

If you have any questions, please call Stanley Fields at (502) 223-5335.
Sincerely,
I1sl/

Kristin Fan
Director



TRANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

1. TRANSMITTAL NUMBER:
16-005

2. STATE
GEORGIA

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE
SOCIAL SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR
CENTERS FOR MEDICARE AND MEDICAID SERVICES
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE

July 1, 2016

5. TYPE OF PLAN MATERIAL (Check One):

[ ] NEW STATE PLAN

AMENDMENT TO BE CONSIDERED AS NEW PLAN

X AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:
42 C.F.R. § 438.6(c), 438.50, 438.52, 438.56, 431.51,
435.145, 435.118

7. FEDERAL BUDGET IMPACT:
FFY 2016  $5,951,017
FFY 2017 $17,853,053

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Supplement 2 to Attachment 4.19-D, Pages 1 through 32.

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 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION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

Attachment 4.19-D, pages 1 through 32.

10. SUBJECT OF AMENDMENT:

This State Plan Amendment will result in an aggregate rate increase for Georgia’s nursing facilities based on a 3% inflationary increase to the

current cost report used to establish reimbursement rates.

11. GOVERNOR’S REVIEW (Check One):
[ ] GOVERNOR’S OFFICE REPORTED NO COMMENT
[ ] COMMENTS OF GOVERNOR’S OFFICE ENCLOSED
[ ] NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

X] OTHER, AS SPECIFIED:
Single State Agency Comments Attached

12. SIGNATURE OF STATE AGENCY OFFICIAL:
Isll

13. TYPED NAME: LINDA WIANT

14. TITLE: CHIEF, DIVISION OF MEDICAID

15. DATE SUBMITTED:

16. RETURN TO:

Department of Community Health
Division of Medicaid

2 Peachtree Street, NW, 36" Floor
Atlanta, Georgia 30303-3159

FOR REGIONAL OFFICE USE ONLY

17. DATE RECEIVED:
06-21-16

18. DATE APPROVED: 09-02-16

PLAN APPROVED - ON

E COPY ATTACHED

19. EFFECTIVE DATE OF APPROVED MATERIAL:
07-01-16

20. SIGNATURE OF REGIONAL OFFICIAL:
Isll

21. TYPED NAME: Kristin Fan

22. TITLE: Director, FMG

23. REMARKS:

Approved with following changes to block 8 and 9 as authorized by state agency.

Block # 8 changed to read: Supplement 2 to Attachment 4.19-D pages 7 and 8.

Block # 9 changed to read: Supplement 2 to Attachment 4.19-D pages 7 and 8.




Supplement 2 to Attachment 4.19-D
Page 7
State: Georgia

8. Advertising costs that are (a) for fundraising purposes, (b)
incurred in the sale or lease of a facility or agency orin
connection with issuance of the provider’s own stock, or the
sale of stock held by the provider in another corporation, (c)
for the purpose of increasing patient utilization of the
provider’s facilities; (d) for public image improvement, or (e)
related to government relations or lobbying.

9. Funds expended for personal purchases.

Total Allowed Per Diem Billing Rate for Facilities for Which a Cost
Report is Used To Set a Billing Rate

For dates of service beginning July 1, 2016, the June 30, 2012
Medicaid Cost Report is the basis for reimbursement.

For these facilities the following formulas apply:

Total Allowed Per Diem Billing Rate =

Allowed Per Diem + Efficiency Per Diem + Growth Allowance + Other
Rate Adjustments.

Summation of the (Net Per Diem or Standard Per Diem, whichever
amount is less as to the facility; for Nursing Facilities, the resulting per
diem amount for Routine and Special Services is multiplied by afacility’s
quarterly case mix score as determined by the Division for Medicaid
patients during the most recent calendar quarter for which information is
available) for each of the four Non-Property Cost Centers plus the Net Per
Diem for the Property and Related Cost Center. The Property and Related
Cost Center reimbursement for those facilities whose cost reimbursement
is limited to the standard (90th percentile) per diem in this cost center will
be based upon the standard per diem calculated from the cost reports for
the year ending June 30, 1981.

T.N. No.:16-005
Supersedes
T.N. No.15-003

Approved Date: 09-02-16 Effective Date: July 1, 2016



Supplement 2 to Attachment 4.19-D
Page 8
State: Georgia

Efficiency Per Diem =
Summation of (Standard Per Diem minus Net Per Diem) x 75% up to the
Maximum Efficiency Per Diem for each of the five cost centers.

Growth Allowance =

Summation of 3% of the Allowed Per Diem for each of the four Non-
Property and Related cost centers (Routine and Special Services; Dietary;
Landry and Housekeeping and Operations and Maintenance of Plant; and
Administrative and General).

Further explanation of these terms is included below:

a. In general, the Net Per Diem is determined from the costs of operation
of the individual facility in which eligible patients reside. These
reports are determined by utilizing the information submitted by the
facility on its Cost Report.

All amounts and supporting data submitted on the Cost Report are
subject to verification and adjustment by the Division. These
modifications concern: mathematical calculation errors; limitations
placed on allowable costs, and the documents, principles, and criteria
referenced therein; reasonableness limitations placed on salaries paid
employees of the facility; reasonableness limitations using the
principles contained in CMS-15-1; or other parameters placed on
reasonable cost by the Division. These modifications basically
concern what expenses are attributable to the care received and the
reasonableness of the amounts of expenses that are attributable to care.
See Supplement 4 to Attachment 4.19-D for appellate procedures to
resolve disputes of specific contested adjustments. Specifically, the
Net Per Diem for each of the five cost centers is determined as follows
(all Schedule references are to the Cost Report):

See page 20 of this Supplement in the section titled “Property and
Related Reimbursement” for additional descriptions of such
limitations.

Allowable Home Office salary costs are limited to an appropriate
maximum.

T.N. No.:16-005
Supersedes
T.N. No.15-003

Approved Date: 09-02-16 Effective Date: July 1, 2016
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