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

7500 Security Boulevard, Mail Stop $2-26-12 : ‘ M S

Baltimore, Maryland 21244-1850 CENTERS FOR METHCARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group

MAY- 24 2017

Michael Randol, Director

Kansas Department of Health and Environment
Division of Health Care Finance

Landon State Office Building

900 SW Jackson, Room 900-N

Topeka, KS 66612-1220

RE: Kansas State Plan Amendment TN: 16-014

Dear Mr. Randol:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 16-014. This amendment reduces base Nursing Facility
payment rates by 4.0%. This SPA also updates charts and exhibits within the State plan that
demonstrate the revised factors and limits applicable to the rate period beginning with SFY 2016.
The SPA also updates State Administrative Regulations that are included as attachments to the Plan.

As part of our review of the pending SPA, we requested the State to demonstrate that the payment
rate decrease would not restrict access to services for the fee-for-service population in the Kansas
Medicaid program. The State provided data confirming that 97% of Medicaid beneficiaries in
Kansas receive care through a managed care arrangement and that the 3% remaining in the fee-for-
service system includes individuals that receive limited specialty services or services in periods of
presumptive or retro-active eligibility. Based on this information, the state concluded that access will
not be affected by the rate reductions under SPA 16-014. The State must continue to monitor access
to care for the fee-for-service population and promptly notify us if access to care appears to be
lessening. '

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. This is to inform you that Medicaid State plan
amendment 16-014 is approved effective July 1, 2016. We are enclosing the CMS-179 and the

amended plan page.
If you have any questions, please call Tim Weidler at (816) 426-6429.

Sincerely,

Kristin Fan
Director
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KANSAS MEDICAID STATE PLAN
Attachment 4,19D
Part 1
Exhibit A-5
Page 6a

129-10-18. Per diem rates of reimbursement. (a) Per diem rates for existing
nursing facilities. |
. {1}  The determination of per diem rates shall be made, at least annually, using
hase-year cost information submitted by the provider and retained for cost auditing and

analysis.

(A) The base year utilized for cost information shall be reestablished at least
once every seven years.

(B) A factor for inflation may be applied to the base-year cost information.

(C)  For each provider currently in new enroliment, reenrollment, or change of
ownership status, the base year shall be determined in accordance with subsections (c),
(d), and (e), respectively.

(2) Per diem rates shall be limited by cost centers, except where there are
special level-of-care facilities approved by the United States department of health and
human services. The upper payment limits shall be determined by the median in each
cost center plus a percentage of the median, using base-year cost information. The

percentage factor applied to the median shall be determined by the agency.

TN#MS-KS06-014 _ Approval Date: MAY 4 2017 taciive Date: 07/01/16_ Supersedes New



KANSAS MEDICAID STATE PLAN
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(A)  The cost centers shall be as follows:
(i} Operating;
(i) indirect health care; and
(i) direct heaith care.
(B)  The property component shall consist of the real and personal property fee
as specified in K. AR, 129-10-25.
(C}  The upper payment limit for the direct health care cost center shall be a
statewide base limit calculated on each facility's base-year costs adjusted for case mix.
)] A facility-specific, direct health care cost center upper payment limit shall be
calculated by adjusting the statewide base limit by that facility's average case mix index.
(i) Resident assessments used to determine additional reimbursement for
ventilator-dependent residents shall be excluded from the calculation of the facility's
average case mix index.
(3}  Each provider shall receive an annual per diem rate to become effective July
1 and, if there are any changés in the facility's average medicaid case mix index, an
adjusted per diem rate to become effective January 1.

(4) Resident assessments that cannot be classified shall be assigned to the

lowest case mix index.

TN#MS-KS06-014  Approval Date: MAY: 2 4 201? Effective Date: 07/01/16 Supersedes New
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(5)  To establish a per diem rate for each provider, a factor for incentive may be
added to the aliowable per diem cost.

(6)}{A) Resident days shall be determined from census information corresponding to
the base-year cost information submitted by the provider.

(B)  The total number of resident days shall be used to calculate the per diem
costs used to determine the upper payment limit and rates in the direct health care cost
center. The total number of resident days shall be used to calculate the per diem costs
used to determine the upper payment limit and ratés for food and utilities in the indirect
health care cost center.

(C) For homes with more than 60 beds, the number of resident days used to
calculate the upper payment limits and rates in the operating cost center and indirect
health care cost center, less food and utilities, shail be subject to an 85 percent minimum
occupancy requirement based on the following:

(i) Each provider that has been in operation for 12 months or longer and has an
occupancy rate of less than 85 percent for the cost report period, as specified in KA.R.
129-10-17, shall have the number of resident days calculated at the minimum occupancy
of 85 percent.

(ii) The 85 percent minimum occupancy requirement shall be applied to the number

TN#MS-KS06-014  Approval Date: Méi : 24 2[”2 Effective Date: 07/01/16  Supersedes New



KANSAS MEDICAID STATE PLAN
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of resident days and costs reported for the 13th month of operation and after. The 85
percent minimum occupancy requirement shall be applied to the interim rate of a new
provider, uniess the provider is allowed to file a projected cost report.

(i)  The minimum occupancy rate shall be determined by multiplying the total
number of licensed beds by 85 percent. In order to participate in the Kansas medical
assistance program, each nursing facility provider shali obtain proper certification for all
licensed beds.

(iv)  Each provider with an occupancy rate of 85 percent or greater shall have
actual resident days for the cost report period, as specified in K.A.R. 129-10-17, used in the
rate computation.

(7) Each provider shall be given a detailed listing of the computation of the rate
determined for the provider's facility.

(8) The effective date of the rate for existing providers shall be in accordance
with K.A.R, 129-10-19.

(b)  Per diem rate limitations based on comparable service private-pay charges.

(1)  Rates of reimbursement shall not be limited by private-pay charges.

(2)  The agency shall maintain a registry of private-pay per diem rates submitted

by providers.

TN#MS-KS06-014 _ Approval Date;_ MAY 84 2017 Effective Date: 07/01/16_ Supersedes New
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(A}  Each provider shall notify the agency of any change in the private-pay rate
and the effective date of that change so that the registry can be updated.

(i} Private-pay rate information submitted with the cost reports shall not
constitute notification and shall not be acceptable.

(i) Providers may send private-pay rate notices by certified mail so that there is
documentation of receipt by the agency.

(B)  The private-pay rate registry shall be updated based on the notification from
the providers.

(C) The effective date of the private-pay rate in the registry shall be the later of
the effective date of the private-pay rate or the first day of the following month in which
compléte documentation of the private-pay rate is received by the agency.

(i) If the effective date of the private-pay rate is other than the first day of the
month, the effective date in the registry shall be the first day of the closest momh. if the
effective date is after the 15th, the effective date in the register shall be the first day of the
following month.

(i) For new facilities or ﬁew providers coming into the medicaid program, the

effective date of the private-pay rate shall be the date on which certification is issued.

(3)  The average private-pay rate for comparable services shall be included in the

TN#MS-KS06-014  Approval Date: MAY 24 2017 Effective Date: 07/01/16 Supersedes New
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registry. The average private-pay rate may consist of the following variables:

(A)  Room rate differentials. The weighted average private-pay rate for room
differentials shall be determined as follows:

(i) Multiply the number of private-pay residents in private rooms, semiprivate
rooms, wards, and ali other room types by the rate charged for each type of room. Sum
the resulting products of each type of room. Divide the sum of the products by the total
number of private-pay residents in all rooms. The result, or quotient, is the weighted
aQerage private-pay rate for room differentials.

i) Each provider shall submit documentation to show the calculation of the
weighted average private-pay rate if there are room rate differentials.

(i)  Failure to submit the documentation shall limit the private-pay rate in the
registry to the semiprivate room rate.

(B) Level-of-care rate differentials. The weighted average private-pay rate for
level-of-care differentials shall be determined as follows:

)] Multiply the number of private-pay residents in each level of care by the rate
they are charged to determine the product for each level of care. Sum the products for all

of the levels of care. Divide the sum of the products by the total number of private-pay

residents in all levels of care. The result, or quotient, is the weighted average private-pay

TN#MS-K506-014  Approval Date: MAY- 2 4 2017 Effective Date: 07/01/16 Supersedes New
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rate for the level-of-care differentials.

(i) Each provider shall submit documentation to show the calculation of the
weighted average rate when there are ievel-of-care rate differentials.

(i)  Failure to submit the documentation may delay the effective date of the
average private-pay rate in the registry until the complete documentation is received.

(C) Extra charges to private-pay residents for items and services may be
included in the weighted average private-pay rate if the same items and services are
allowable in the Kansas medical assistance program rate.

(i Each provider shall submit documentation to show the calculation of the
weighted average extra charges.

(i)  Failure to submit the documentation may delay the effective date of the
weighted average private-pay rate in the registry until the complete documentation is
rece‘ived.

(4)  The weighted average private-pay rate shall be based on what the provider
receives from the resident. If the private-pay charges are consistently higher than what
the provider receives from the residents for services, then the average private-pay rate for

comparable services shall be based on what is actually received from the residents.

The weighted average private-pay rate shall be reduced by the amount of any discount

TN#MS-KS06-014  Approval Date: MAY- 24 Zﬂ 17 Effective Date: 07/01/16  Supersedes New




KANSAS MEDICAID STATE PLAN
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received by the residents.

(5). The private-bay rate for medicare skilled beds shall not be included in the
computation of the average private-pay rate for nursing facility services.

(6)  When providers are notified of thg effective date of the Kansas medi‘cal
assistance program rate, the following procedures shall be followed:

(A)  If the private-pay rate indicated on the agency register is lower, then the
Kansas medical assistance program rate, beginning with its effective date, shall be
calculated as follows:

(i) If the average medicaid case mix index is greater than the average
private-pay case mix index, the Kansas medical assistancé program rate shall be the lower
of the private-pay rate adjusted to reflect the medicaid case mix or the calculated Kansas
medical assistance rate.

(iy  If the average medicaid case mix index is less than or equal to the average
private-pay case mix index, the Kansas medical assistance program rate shall be the
average private-pay rate.

| (B)  Providers who are held to a lower private pay rate and subsequently notify

the agency in writing of a different private-pay rate shall have the Kansas medical

assistance program rate adjusted on the later of the first day of the month following the

TN#MS-KS068-014  Approval Date: MAY 34 2017 Effective Date: 07/01/16 _Supersedes New
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date upon which complete private-pay rate documentation is received or the effective date
of a new private-pay rate.

(c) Per diem rate for new construction or a new facility to the program.

(1)  The per diem rate for any newly constructed nursing facility or a new facility
to the Kansas medical assistance program shall be based on a projected cost report
submitted in accordance with K.A.R. 128-10-17.

(2)  The cost information from the projected cost report and the first historic cost
report covering the projected cost report period shall be adjusted to the base-year period.

(3)  The provider shall remain in new enrofiment status until the base year is
reestablished. During this time, the adjusted cost data shall be used to determine all rates
for the provider.

(4)  Each factor for inflation that is applied to cost data for established providers
shall bé applied to the adjusted cost data for each provider in new enroliment status.

(5)  No rate shall be paid until a nursing facility financial and statistical report is
received and processed to determine a rate.

(d)  Change of provider.

(1)  The payment rate for the first 24 months of operation shall be based on the

base-year historical cost data of the previous owner or provider. |f base-year data is not

TN#MS-KS06-014 _ Approval Date: MAY 94 ZUW Effective Date: 07/01/16  Supersedes New
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available, data for the most recent calendar year available preceding the base-year period
shall be adjusted to the base-year period and used to determine the rate. If the 85 percent
minimurm occupancy requirement was applied to the previous provider's rate, the
85 percent minimum occupancy requirement shall also be applied to the new provider's
rate.

(2)  Beginning with the first day of the 25" month of operation, the payment rate
shall be based on the historical cost data for the first calendar year submitted by the new
provider. The data shall be adjusted to the base-year period.

(3)  The provider shall remain in change-of-provider status until the base year is
reestablished. During this time, the adjusted cost data shall be used to determine all rates
for the provider.

(4)  Each factor for inflation that is applied to cost data-\for established providers
shall be applied to the adjusted cost data for each provider in change-of-provider status.

(e)  Determination of the per diem rate for nursing facility providers reentering the
medicaid. program.

(1) The per diem rate for each provider reentering the medicaid program shall be

determined from either of the following:

(A) A projected cost report if the provider has not actively participated in the

TN#MS-KS06-014 _ Approval Date:_ MAY- 34 2017 Effective Date: 07/01/16 _Supersedes New
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program by the submission of any current resident service billings to the program for 24
months or more; or

(B) the base-year cost report filed with the agency or the most recent cost report
filed precedihg the base year, if the provider has actively participated in the program during
the most recent' 24 months.

(2)  If the per diem rate for a provider reentering the program is determined in
accordance with paragraph (e}(1)(A), the cost data shall be adjusted to the base-year
period.

(3)  The provider shall remain under reenrollment status until the base year is
reestablished. During this time, the cost data used to determine the initial rates shall be
used to determine all subsequent rates for the provider.

(4)  Each factor for inflation that is applied to cost data for established providers
shall be applied to the cost data for providers in reenroliment status.

(5)  If the per diem rate for a provider reentering the program is determined in
accordance with paragraph (e){(1)(A), a settlement shall be made in accordance with
subsection (f).

- (f) Per diem rate errors.

TN#MS-KS06-014__ Approval Date._ MAY %4 2017 Effective Date: 07/01/16_Supersedes New
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(1)  if the per diem rate, whether based upon projected or historical cost data, is
audited by the agency and found to contain an error, a direct cash settlement shali be
required between the agency and the provider for the amount of money overpaid or
underpaid. If a provider with an identified overpayment is no longer enrolled in the
medicaid program, the settlement shall be recouped from a facility owned or operated by
the same provider or that provider's corporation, unless other arrangements have been
made to reimburse the agency. A net settlement may occur if a provider has more than
one facility involved in settlements. In all cases, settlements shall be recouped within 12 -
months of the implementation of the corrected rates, or interest may be assessed.
(2)  The per diem rate for a provider may be increased or decreased as a result of
a desk review or audit of the provider's cost reports. Written notice of this per diem rate
change and of the audit findings shall be sent to the provider. Retroactive adjustment of
the rate paid from a projected cost report shall apply to the same period of time covered by
the projected rate.
(3)  Each provider shall have 30 days from the date of the audit report cover letter

to request an administrative review of an audit adjustment that resuits in an overpayment

or underpayment. The request shall specify the finding or findings that the provider

TN#MS-KS06-014__ Approval Date;_ MAY 34 2017 Effective Date: 07/01/16 _ Supersedes New
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wishes to have reviewed.

4)  Aninterim settlement, based on a desk review of the historical cost report
covering the projected cost report period, may be determined after the provider is notified
of the new rate determined from the cost report. The final settlement shall be based on
the rate after an audit of the historical cost report.

(5) A new provider that is not allowed to submit a projected cost report, as
specified in K.A.R. 129-10-17, for an interim rate shall not be entitied to a retroactive
settlement for the first year of operation.

(g) Out-of-state providers.

(1)  The per diem rate for out-of-state providers certified to participate in the
Kansas medical assistance program shall be the rate approved by the agency.

(2)  Each out-of-state provider shall obtain prior authorization by the agency.

(h) Reserve days. Reserve days as specified in K.A.R. 30-10-21 shall be paid
at 67 percent of the Kansas medical assistance program per diem rate.

(i) Determination of rate for ventilator-dependent resident.

(1)  The request for additional reimbursement for a ventilator-dependent resident

shall be submitted to the agency in writing for prior approval. Each request shall include

TN#MS-KS08-014__ Approvai Date:_ MAY 24 2017 Effective Date: 07/01/16_Supersedes New
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the following:
(A)  Sections A, |, and O in the nursing home comprehensive “minimum data set”
(“MDS") of the centers for medicare and medicaid services (CMS);
(B)  a current client assessment, referral, and evaluation (CARE) plan for the
resident; |
(C) aphysician’s order for ventilator use, including the frequency of ventilator use
and a diagnosis that requires use of a ventilator; and
(D)  atreatment administration record or respiratory therapy note showing the
number of minutes used for the ventilator per shift.
(2) Al of the following conditions shall be met in order for a resident to be
considered ventilator-dependent:
(A)  The resident is not able to breathe without mechanical ventilation.
(B)  The resident uses a ventilator for life support 24 hours a day, seven days a
week. |
(C) The resident has a tracheostomy or endotracheal tube.

(3)  The provider shall be reimbursed at the Kansas medical assistance program

daily rate determined for the nursing facility plus an additional amount approved by the

TN#MS-KS06-014  Approval Date: MAY 24 2017 Effective Date: 07/01/16 Supersedes New
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agency for the ventilator-dependent resident.

(4)  No additional amount above that figured at the Kansas medical assistance
program daily rate shall be allowed until the service has been authorized by the agency.

(6)  The criteria shall be reviewed quarterly to determine if the resident is
ventilator-dependent. If a resident is no longer ventilator-dependent, the provider shall
not receive additional reimbursement beyond the Kansas medical assistance program
daily fate determined for the facility.

(6) The additional reimbursement for the ventilator-dependent resident shall be
offset to the cost center of benefit on the nursing facility financial and statistical report.

i Rate modification; secretary's discretion.

(1)  Any of the requirements of this regulation may be waived by the secretary
and a nursing facility’s or nursing facility for mental health's per diem rate of. reimbursement
may be modified by the secretary if the secretary determines that both of the following
conditions are met:

(A)  Exceptional circumstances place residents of nursing facilities and nursing

facilities for mental health in jeopardy of losing the availability of, or access to, “routine

services and supplies,” “ancillary services and other medically necessary services,”

TN#MS-KS06-014  Approval Date: MAY 24 2017 Effective Date: 07/01/16 Supersedes New
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“specialized mental heaith rehabilitation services,” or “specialized services,” as defined in
K.A.R. 30-10-1a.

(B)  The jeopardy can likely be avoided or reduced by modifying the per diem rate
of reimbursement for a nursing facility or nursing facility for mental health.

(2)  If the secretary exercises discretion pursuant to this subsection, the increase
in the per diem rate of reimbursement shall not exceed the state average rate for
reimbursement. (Authorized by K.S.A 2015 Supp. 65-1,254 and 75-7403; implementing
K.S.A. 2015 Supp. 75-7405 and 75-7408; effective Sept. 19, 2008; amended; Féb 5,

2016.)

' MAY 34 2017
TN#MS-KS06-014 _ Approval Date: Effective Date: 07/01/16 _Supersedes New
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State of Kansas Rs::'soatg?g
BDepariment for Aging and Disabilly Services
NURSING FACILITY FINANCIAL AND STATISTICAL REPORT
SEND TO: KANSAS DEPARTMENT FOR AGING AND DiSABILITY SERVICES AGENCY USE ONLY
New Engtand Building (1,2} RETRQ ADJUSTMENT
503 8, Kansas Avenue {34) FULL PARTIAL
TOPEKA, KANSAS 66603-3404 {5.6) ‘
INSTRUCTIONS AND REGULATIONS ARE AN INTEGRAL PART OF THIS REPORT. YOU MUST READ THEM BEFORE COMPLETING.
SRS PROVIDER ID NUMBER  (NEED 10 DIGITS} DS PROVIDER NUMBER (NEED 10 DIGITS} 1. EMPLOYERS' FEDERAL iD NUMBER
0 o 0
12. PROVIDER NAME (Tha parsan or business organization responsitia for 13. FACILITY NAME
méeting requirements, providing services and receiving payments.)
0 _ ]
14. & 15, FACILITY ADDRESS (STREET, CITY, STATE, 2P}
0 0 0 9
6. ADMINISTRATOR'S NAME 17a. PHONE NUMBER 18. EMAIL ADDRESS 9
0F19. REPORT PERIOD 20. FISCAL YEAR END
17b, FAX NUMBER
' ¢
g 0170000 TO  01400/00 00100
CHECK ONLY ONE 21, CALENDAR YEARHISTORICAL 22, PROJEGYED (NEW PROVIDERFACILITY)
23.___ FIRSTHISTORICAL NON-CALENDAR YEAR (RY SAME PERIOD AS PROJECTED)
CHECK ONLY ONE 26.___ SOLEPROPRIETORSHIP 7. PARTNERSHIP 28.___ CORP-PROFIT
29, GORP.-NONPROFIT 30, CITY OWNED 3t.__ COUNTY QWNED
32, OTHER-GOVERNMENT GWNED 233._ OTHER (SPECIFY)
NURSING FACILITY BEDS ! BED INCREASE OR DEC. ‘ DATE OF CHANGE SE0 COUNT BED DAYS AT THIS BED COUNT
43. NURSING FACILITY OR NF-MENTAL HEALTH BEDS AT THE BEG, OF THE PERIOD ] 0
43a. )] 0 ¢ 0
43b. 9 0 9 0
43c. 0 1 9 0
43d. 0 1] 0 0
45. TOTAL NF QR NF-MH LICENSED BEDS AT THE END OF THE PERIOD 0
48, TOTAL BED DAYS AVAILABLE {TOTAL OF BED DAYS AT THIS COUNT COLUMN FROM LINES 43 THROUGH 43d) ¢
4B. TOTAL NURSING FAGILITY INFMH RESIDENT DAYS (ALL RESIDENTS FROM AU-3902 DISKETTE) 4) [
483 TOTAL NEDICAID DAYS (5) g
48b. TOTAL MEDICARE DAYS . ‘ 0
OTHER FACILITY BEDS BEGRINING OF PERIOD BED INCREASE OR DEC. DATE OF CHANGE END OF PERIOD
48, ASSISTED LIVING/RES. CARE 0 4 15000 Y
50. UNLICENSED BEDS 0 0 01400{00 0
51, OTHER RESIDENTIAL DAYS WITH SHARED NURSING FACILITY COSTS (ALL RESIDENTS FROM AU-3903 DISKETTE) 0
62. DOES THE FACILITY HAVE MEDICARE CERTIFIED BEDS? [ ves ] wo IF YES. COMPLETE 48b
53. 15 THIS FACILITY (please chack ane): ] HOSPITAL BASEDLTCY "] FREE-STANDING NF
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Narrative Explanation of Nursing Facility Reimbursement Formula

Under the Medicaid program, the State of Kansas pays nursing facilities (NF), nursing
facilities for mental health (NFMH), and hospital long-term care units (hereafter
collectively referred to as nursing facilities) a daily rate for care provided to residents
who are eligible for Medicaid benefits. The narrative explanation of the nursing facility
reimbursement formula is divided into twelve sections. The sections are: Cost Reports,
Rate Determination, Quarterly Case Mix Index Calculation, Resident Days, Inflation
Factors, Upper Payment Limits, Quarterly Case Mix Rate Adjustment, Real and Personal
Property Fee, Incentive Factors, Rate Effective Date, and Retroactive Rate Adjustments

and Budget Adjustments.

1) Cost Reports

The Nursing Facility Financial and Statistical Report (MS2004) is the uniform
cost report. It is included in Kansas Administrative Regulation (K.A.R.) 129-10-17. 1t
organizes the commonly incurred business expenses of providers into three reimbursable
cost centers (operating, indircct health care, and direct health care). Ownership costs
(i.e., mortgage interest, depreciation, lease, and amortization of leasehold improvements)
are reported but reimbursed through the real and personal property fee. There is a non-
reimbursable/non-resident related cost center so that total operating expenses can be
reconciled to the providers’ accounting records.

All cost reports are desk reviewed by agency auditors. Adjustments are made,
when necessary, to the reported costs in arriving at the allowable historic costs for the

rate computations.

Calendar Year End Cost Reports:

All providers that have operated a facility for 12 or more months on December 31
shall file a calendar year cost report. The requirements for filing the calendar year cost
report are found in K.AR. 129-10-17.

When a non-arm’s length or related party change of provider takes place or an
owner of the real estate assumes the operations from a lessee, the facility will be treated
as an on-going operation. In this situation, the related provider or owner shall be required
to file the calendar year end cost report. The new operator or owner is responsible for
obtaining the cost report information from the prior operator for the months during the
calendar year in which the new operator was not involved in running the facility. The
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cost report information from the old and new operators shall be combined to prepare a
12-month calendar year end cost report.

Projected Cost Reporis:

The filing of projected cost reports are limited to: 1) newly constructed facilities;
2) existing facilities new to the Medicaid program; or 3) a provider re-entering the
Medicaid program that has not actively participated or billed services for 24 months or
more. The requirements are found in K.A.R. 129-10-17.

2) Rate Determination

Rates for Existing Nursing Facilities
Medicaid rates for Kansas NFs are determined using a prospective, facility-

specific rate-setting system. The rate is determined from the base cost data submitted by
~ the provider. The current base cost data is the combined calendar year cost data from
each available report submitted by the current provider during 2013, 2014, and 2015.

If the current provider has not submitted a calendar year report during the base
cost period, the cost data submitted by the previous provider for that same period will be
used as the base cost data. Once the provider completes their first 24 months in the
program, their first calendar year cost report will become the provider’s base cost data.

The allowable expenses are divided into three cost centers. The cost centers are
Operating, Indirect Health Care and Direct Health Care. They are defined in K.A.R. 129-

10-18.

The allowable historic per diem cost is determined by dividing the allowable
resident related expenses in each cost center by resident days. Before determining the per
diem cost, each year’s cost data is adjusted from the midpoint of that year to June 30,
2016. The resident days and inflation factors used in the rate determination will be
explained in greater detail in the following sections.

The inflated allowable historic per diem cost for each cost center is then
compared to the cost center upper payment limit. The allowable per diem rate is the lesser
of the inflated allowable historic per diem cost in each cost center or the cost center upper
payment limit. Each cost center has a separate upper payment Jimit. If each cost center
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upper payment limit is exceeded, the allowable per diem rate is the sum of the three cost
center upper payment limits. There is also a separate upper payment limit for owner,
related party, administrator, and co-administrator compensation. The upper payment
limits will be explained in more detail in a separate section.

The case mix of the residents adjusts the Direct Health Care cost center. The
reasoning behind a case mix payment system is that the characteristics of the residents in
a facility should be considered in determining the payment rate. The idea is that certain
resident characteristics can be used to predict future costs to care for residents with those
same characteristics. For these reasons, it is desirable to use the case mix classification

for each facility in adjusting provider rates.

There are add-ons to the allowable per diem rate. The add-ons consist of the
incentive factor, the real and personal property fee, and per diem pass-throughs to cover
costs not included in the cost report data. The incentive factor and real and personal
property fee are explained in separate sections of this exhibit. Pass-throughs are
explained in separate subparts of Attachment 4.19D of the State Plan. The add-ons plus
the allowable per diem rate equal the total per diem rate.

Rates for New Construction and New Facilities (New Enrollment Status)

The per diem rate for newly constructed nursing facilities, or new facilities to the
Kansas Medical Assistance program shall be based on a projected cost report submitted
in accordance with K.A.R. 129-10-17.

The cost information from the projected cost report and the first historic cost
report covering the projected cost report period shall be adjusted to June 30, 2016. This
adjustment will be based on the IHS Global Insight, National Skilled Nursing Facility
Market Basket Without Capital Index (IHS Index). The IHS indices listed in the latest
available quarterly publication will be used to adjust the reported cost data from the
midpoint of the cost report period to June 30, 2016. The provider shall remain in new
enrollment status until the base data is reestablished. During this time, the adjusted cost
data shall be used to determine all rates for the provider. Any additional factor for
inflation that is applied to cost data for established providers shall be applied to the
adjusted cost data for each provider in new enrollment status.

Rates for Facilities Recognized as a Change of Provider (Change of Provider Status)
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The payment rate for the first 24 months of operation shall be based on the base
cost data of the previous owner or provider. This base cost data shall include data from
each calendar year cost report that was filed by the previous provider from 2013 to 2015.
If base cost data is not available the most recent calendar year data for the previous
provider shall be used. Beginning with the first day of the 25™ month of operation the
payment rate shall be based on the historical cost data for the first calendar year
submitted by the new provider,

All data used to set rates for facilities recognized as a change-of-provider shall be
adjusted to June 30, 2016. This adjustment will be based on the THS Index. The THS
indices listed in the latest available quarterly publication will be used to adjust the
reported cost data from the midpoint of the cost report period to June 30, 2016. The
provider shall remain in change-of-provider status until the base data is reestablished.
During this time, the adjusted cost data shall be used to determine all rates for the
provider. Any additional factor for inflation that is applied to cost data for established
providers shall be applied to the adjusted cost data for each provider in change of
provider status.

Rates for Facilities Re-entering the Program (Reenrollment Status)

The per diem rate for each provider reentering the Medicaid program shall be
determined from a projected cost report if the provider has not actively participated in the
program by the submission of any current resident service billings to the program for 24
months or more. The per diem rate for all other providers reentering the program shall be
determined from the base cost data filed with the agency or the most recent cost report
filed preceding the base cost data period.

All cost data used to set rates for facilities reentering the program shall be
adjusted to June 30, 2016. This adjustment will be based on the IHS Index. The IHS
indices listed in the latest available quarterly publication will be used to adjust the
reported cost data from the midpoint of the cost report peried to June 30, 2016. The
provider shall remain in reenrollment status until the base data is reestablished. During
this time, the adjusted cost data shall be used to determine all rates for the provider. Any
additional factor for inflation that is applied to cost data for established providers shall be
applied to the adjusted cost data for each provider in reenrollment status.

3) Quarterly Case Mix Index Calculation
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Providers are required to submit to the agency the uniform assessment instrument,
which is the Minimum Data Set (MDS), for each resident in the facility. The MDS
assessments are maintained in a computer database.

The Resource Utilization Groups-IIT (RUG-III) Version 5.12b, 34 group, index
maximizer model is used as the resident classification system to determine all case- mix
indices, using data from the MDS submitted by each facility. Standard Version 5.12b
case mix indices developed by the Health Care Financing Administration (now the
Centers for Medicare and Medicaid Services) shall be the basis for calculating facility
average case mix indices to be used to adjust the Direct Health Care costs in the
determination of upper payment limits and rate calculation. Resident assessments that
camnot be classified will be assigned the [owest CMI for the State.

Each resident in the facility on the first day of each calendar quarter with a
completed and submitted assessment shall be assigned a RUG-III 34 group calculated on
the resident's most current assessment available on the first day of each calendar quarter.
This RUG-III group shall be translated to the appropriate CML From the individual
resident case mix indices, three average case mix indices for each Medicaid nursing
facility shall be determined four times per year based on the assessment information
available on the first day of each calendar quarter.

The facility-wide average CMI is the simple average, carried to four decimal
places, of all resident case mix indices. The Medicaid-average CMI is the simple
average, carried to four decimal places, of all indices for residents, including those
receiving hospice services, where Medicaid is known to be a per diem payer source on
the first day of the calendar quarter or at any time during the preceding quarter. The
private-pay/other average CMI is the simple average, carried to four decimal places, of
all indices for residents where neither Medicaid nor Medicare were known to be the per
diem payer source on the first day of the calendar quarter or at any time during the
preceding quarter. Case mix indices for ventilator-dependent residents for whom
additional reimbursement has been determined shall be excluded from the average CMI

calculations.

Rates will be adjusted for case mix twice annually using case mix data from the
two quarters preceding the rate effective date. The case mix averages used for the rate
adjustments will be the simple average of the case mix averages for each quarter. The
resident listing cut-off for calculating the average CMIs for each quarter will be the first
day of the quarter. The following are the dates for the resident listings and the rate
periods in which the average Medicaid CMIs will be used in the semi-annual rate-setting

process.
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cost report and the historic cost report covering the projected cost report period are based
on the actual resident days for the period.

The second exception is for the first cost report filed by a new provider who
assumes the rate of the previous provider. If the 85% minimum occupancy rule was
applied to the previous provider’s rate, it is also applied when the rate is assigned to the
new provider. However, when the new provider files a historic cost report for any part of
the first 12 months of operation, the rate determined from the cost report will be based on
actual days and not be subject to the 85% minimum occupancy rule for the months in the
first year of operation. The 85% minimum occupancy rule is then reapplied to the rate
when the new provider reports resident days and costs for the 13th month of operation
and after.

5) Inflation Factors

Inflation will be applied to the allowable reported costs from the calendar year
cost report(s) used to determine the base cost data from the midpoint of each cost report
period to June 30, 2016. The inflation will be based on the IS Global Insight, CMS
Nursing Home without Capital Market Basket index.

The 1HS Global Insight, CMS Nursing Home without Capital Market Basket
Indices listed in the latest available quarterly publication will be used to determine the
inflation tables for the payment schedules processed during the payment rate period. This
may require the use of forecasted factors in the inflation table. The inflation tables will
not be revised until the next payment rate period.

The inflation factor will not be applied to the following costs:
1) Owner/Related Party Compensation
2) Interest Expense
3) Real and Personal Property Taxces

The inflation factor for the real and personal property fees will be based on the IHS
index.

6) Upper Payment Limits

There are three types of upper payment limits that will be described. One is the
owner/related party/administrator/co-administrator limit. The second is the real and
personal property fee limit. The last type of limit is an upper payment limit for each cost
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center. The upper payment limits are in effect during the payment rate period unless
“otherwise specified by a State Plan amendment.

Owner/Related Party/Administrator/Co-Administrator Limits:

Since salaries and other compensation of owners are not subject to the usual
market constraints, specific limits are placed on the amounts reported. First, amounts
paid to non-working owners and directors are not an allowable cost. Second, owners and
related parties who perform resident related services are limited to a salary chart based on
the Kansas Civil Service classifications and wages for comparable positions. Owners and
related parties who provide resident related services on less than a full time basis have
their compensation limited by the percent of their total work time to a standard work
week. A standard work week is defined as 40 hours. The owners and related parties
must be professionally qualified to perform services which require licensure or
certification.

The compensation paid to owners and related parties shall be allocated to the
appropriate cost center for the type of service performed. Each cost center has an
expense line for owner/related party compensation. There is also a cost report schedule
titled, “Statement of Owners and Related Parties,” This schedule requires information
concerning the percent of ownership (if over five percent), the time spent in the function,
the compensation, and a description of the work performed for each owner and/or related
party. Any salaries reported in excess of the Kansas Civil Service based salary chart are

“transferred to the Operating cost center where the excess is subject to the Owner/Related
Party/Administrator/Co-Administrator per diem compensation limit.

The Schedule C is an array of non-owner administrator and co-administrator
salaries. The schedule includes the calendar year 20135 historic cost reports in the
database from all active nursing facility providers. The salary information in the array is
not adjusted for inflation. The per diem data is calculated using an 85% minimum
occupancy level for those providers in operation for more than 12 months with more than
60 beds. The Schedule C for the owner/related party/administrator/co-administrator per
diem compensation limit is the first schedule run during the rate setting.

The Schedule C is used to set the per diem limitation for all non-owner
administrator and co-administrator salaries and owner/related party compensation in
excess of the civil service based salary limitation schedule. The per diem limit for a 50-
bed or larger home is set at the 90th percentile on all salaries reported for non-owner
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administrators and co-administrators. A limitation table is then established for facilities
with less than 50 beds. This table begins with a reasonable salary per diem for an
administrator of a 15-bed or less facility. The per diem limit for a 15-bed or less facility
is inflated based on the State of Kansas annual cost of living allowance for classified
employees for the rate period. A linear relationship is then established between the
compensation of the administrator of the 15-bed facility and the compensation of the
administrator of a 50-bed facility. The linear relationship determines the per diem limit
for the facilities between 15 and 50 beds.

The per diem limits apply to the non-owner administrators and co-administrators
and the compensation paid to owners and related parties who perform an administrative
function or consultant type of service. The per diem limit also applies to the salaries in
excess of the civil service based salary chart in other cost centers that are transferred to

the operating cost center.

Real and Persbnal Property Fee Limit

The property component of the reimbursement methodology consists of the real
and personal property fee that is explained in more detail in a later section. The upper
payment limit will be 105% of the median determined from a total resident day-weighted
array of the property fees in effect April 1, 2016.

‘ o
Cost Center Upper Payment Limits

The Schedule B computer run is an array of all per diem costs for each of the
three cost centers-Operating, Indirect Health Care, and Direct Health Care. The schedule
includes a per diem determined from the base cost data from all active nursing facility
providers. Projected cost reports are excluded when calculating the limt.

The per diem expenses for the Operating cost center and the Indirect Health Care
cost center less food and utilities are subject to the 85% minimum occupancy for facilities
over 60 beds. All previous desk review and field audit adjustments are considered in the
per diem expense calculations. The costs are adjusted by the owner/related
party/administrator/co-administrator limit.

Prior to the Schedule B arrays, the cost data on certain expense lines is adjusted
from the midpoint of the cost report period to June 30, 2016. This will bring the costs
reported by the providers to a common point in time for comparisons. The inflation will

be based
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on the THS Global Insight, CMS Nursing Home without Capital Market Basket
Index.

Certain costs are exempt from the inflation application when setting the upper
payment limits. They include owner/related party compensation, interest expense, and
real and personal property taxes.

The final results of the Schedule B run are the median compilations. These
compilations are needed for setting the upper payment limit for each cost center. The
median for each cost center is weighted based on total resident days. The upper payment
limits will be set using the following:

Operating 110% of the median
Indirect Health Care 115% of the median
Direct Health Care 130% of the median

Direct Health Care Cost Center Limit:

The Kansas reimbursement methodology has a component for a case mix
payment adjustment. The Direct Health Care cost center rate component and upper
payment limit are adjusted by the facility average CM1.

For the purpose of setting the upper payment limit in the Direct Health Care cost
center, the facility cost report period CMI and the statewide average CMI will be
calculated. The facility cost report period CMI is the resident day-weighted average of
the quarterly facility-wide average case mix indices, carried to four decimal places. The
quarters, used in this average will be the quarters that most closely coincide with the
financial and statistical reporting period. For example, a 01/01/20XX-12/31/20XX
financial and statistical reporting period would use the facility-wide average case mix
indices for quarters beginning 04/01/XX, 07/01/XX, 10/01/XX and 01/01/XY. The
statewide average CMI is the resident day-weighted average, carried to four decimal
places, of the facility cost report period case mix indices for all Medicaid facilities.

The statewide average CMI and facility cost report period CMI are used to set the
upper payment limit for the Direct Health Care cost center. The limit is based on all
facilities with a historic cost report in the database. There are three steps in establishing
the base upper payment limit.
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The first step is to normalize each facility’s inflated Direct Health Care costs to ,
the statewide average CML This is done by dividing the facility’s cost report period CMI
by the statewide average CMI for the cost report year, then multiplying this answer by the
facility’s inflated costs. This step is repeated for each cost report year for which data is
included in the base cost data. '

The second step is to determine per diem costs and array them to determine the
median. The per diem cost is determined by dividing the total of each provider’s base
direct health care costs by the total days provided during the base cost data period. The
median is located using a day-weighted methodology. That is, the median cost is the per
diem cost for the facility in the array at which point the cumulative total of all resident
days first equals or exceeds half the number of the total resident days for all providers.
The facility with the median resident day in the array sets the median inflated direct
health care cost. For example, if there are eight million resident days, the facility in the
array with the 4 millionth day would set the median.

The final step in calculating the base Direct Health Care upper payment limit is to
apply the percentage factor to the median cost. For example, if the median cost is $60 and
the upper payment limit is based on 130% of the median, then the upper payment limit
for the statewide average CMI would be $78 (D=130% x $60).

7) Quarterly Case Mix Rate Adjustment

The allowance for the Direct Health Care cost component will be based on the
average Medicaid CMI in the facility. The first step in calculating the allowance is to
determine the Allowable Direct Health Care Per Diem Cost. This is the lesser of the
facility’s per diem cost from the base cost data period or the Direct Health Care upper
payment limit. Because the direct health care costs were previously adjusted for the
statewide average CMI, the Allowable Direct Health Care Per Diem Cost corresponds to
the statewide average CML

The next step is to determine the Medicaid acuity adjusted allowable Direct
Health Care cost. The facility’s Medicaid CMI is determined by averaging the facility
average Medicaid CMI from the two quarters preceding the rate effective data. The
Medicaid CMI is then divided by the statewide average CMI for the cost data period.
Finally, this result, is then multiplied by the Allowable Direct Health Care per diem cost.
The result is referred to as the Medicaid Acuity Adjustment.

The Medicaid Acuity Adjustment is calculated semi-annually to account for
changes in the Medicaid CML To illustrate this calculation take the following situation:
The
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facility’s direct health care per diem cost is $60.00, the Direct Health Care per diem limit
is $78.00, and these are both tied to a statewide average CMI of 1.000, and the facility’s

~current Medicaid CMI is 0.9000. Since the per diem costs are less than the limit the
Allowable Direct Heath Care Cost is $60.00, and this is matched with the statewide
average CMI of 1.0000. To calculate the Medicaid Acuity Adjustment, first divide the
Medicaid CMI by the statewide average CMI, then multiply the result by the Allowable
Direct Health Care Cost. In this case that would result in $54.00¢ (0.9000/1.0000 x
$60.00). Because the facility’s current Medicaid CMI is less than the statewide average
CMI the Medicaid Acuity Adjustment moves the direct health care per diem down
proportionally. In contrast, if the Medicaid CMI for the next semi-annual adjustment
rose to 1.1000, the Medicaid Acuity Adjustment would be $66.00 (1.1000/1.0000 x
$60.00). Again the Medicaid Acuity Adjustment changes the Allowable Direct Health
Care Per Diem Cost to match the current Medicaid CML

8) Real and Personal Property Fee

The property component of the reitnbursement methodology consists of the real
and personal property fee (property fee). The property fee is paid in licu of an allowable
cost of mortgage interest, depreciation, lease expense and/or amortization of leasehold
improvements, The fee is facility specific and does not change as a result of a change of
ownership, change in lease, or with re-enroliment in the Medicaid program. The original
property fee was comprised of two components, a property allowance and a property
value factor. The differentiation of the fee into these components was eliminated
effective July 1, 2002. At that time each facility’s fee was re-established based on the
sum of the property allowance and value factor. The providers receive the lower of the

inflated property fee or the upper payment limit.

For providers re-enrolling in the Kansas Medical Assistance program or providers
enrolling for the first time but operating in a facility that was previously enrolled in the
program, the property fee shall be the sum of the last effective property allowance and the
last effective value factor for that facility. The property fee will be inflated to 12/31/08
and then compared to the upper payment limit. The property fee will be the lower of the
facility-specific inflated property fee or the upper payment limit.
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Providers entering the Kansas Medical Assistance program for the first time, who
are operating in a building for which a fee has not previously been established, shall have
a property fee calculated from the ownership costs reported on the cost report. This fee
shall include appropriate components for rent or lease expense, interest expense on real
estate mortgage, amortization of leasehold improvements, and depreciation on buildings
and equipment. The process for calculating the property fee for providers entering the
Kansas Medical Assistance program for the first time is explained in greater detail in
(K.A.R. 129-10-25).

There is a provision for changing the property fee. This is for a rebasing when
capital expenditure thresholds are met ($25,000 for homes under 51 beds and $50,000 for
homes over 50 beds). The original property fee remains constant but the additional factor
for the rebasing is added. The property fee rebasing is explained in greater detail in
(K.A.R. 129-10-25). The rebased property fee 1s subject to the upper payment limit.

9) Incentive Factors

An incentive factor will be awarded to both NF and NF-MH providers that meet
certain outcome measures criteria, The criteria for NF and NF-MH providers will be
determined separately based on arrays of outcome measures for each provider group.

Nursing Facility Quality and Efficiency Incentive Factor:

The Nursing Facility Incentive Factor is a per diem amount determined by six per
diem add-ons providers can earn for various outcomes measures. Providers that maintain

a case mix adjusted staffing ratio at or above the 75 pelccntlle will earn a $2.25 per

th
diem add-on. Providers that fall below the 75 percentile staffing ratio but improve their
staffing ratio by 10% or more w1ll earn a $0.20 per diem add-on. Providers that achieve a

turnover rate at or below the 75 percent:le will earn a $2.25 per diem add-on as long as
contracted labor costs do not exceed 10% of the provider’s total direct health care labor
costs. Providers that have a turnover rate greater than the 75[h percentile but that reduce
their turnover rate by 10% or more will receive a per diem add-on of $0.20 as long as
contracted labor costs do not exceed 10% of the provider’s total direct health care labor
costs. Finally, providers that have a Medicaid occupancy percentage of 60% or more will
receive a $1.00 per diem add-on. The total of all the per diem add-ons a provider
qualifies for will be their incentive factor.
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Methods and Standards for Establishing Payment Rates
Nursing Facilities and Nursing Facilities-Mental Health

Narrative Explanation of Nursing Facility Reimbursement Formula

The table below summarizes the incentive factor outcomes and per diem add-ons:

INCENTIVE
INCENTIVE OUTCOME ' POINTS
CMI adjusted staffing ratio >= 75th percentile (5.09), or $2.25
CMI adjusted staffing < 75th percentile but improved >=
10% $0.20
Staff turnover rate <= 75th percentile, 47 % or $2.25
Staff turnover rate > 75th percentile but reduced >= 10%
Contracted labor < 10% of total direct health care labor
costs $0.20
Medicaid occupancy >= 60% $1.00
Total Incentive Points Available $5.90

Nursing Facility for Mental Health Quality and Efficiency Incentive Factor:

The Quality and Efficiency Incentive plan for Nursing Facilities for Menta]
Health (NFMH) will be established separately from NF. NFMH serve people who often
do not need the NF level of care on a long term basis. There is a desire to provide
incentive for NFMII to work cooperatively and in coordination with Community Mental
Health Centers to facilitate the return of persons to the community.

The Quality and Efficiency Incentive Factor is a per diem add-on ranging from
zero ($0.00) to seven dollars and fifty cents (§7.50). It is designed to encourage quality
care, efficiency and cooperation with discharge planning. The incentive factor is
determined by five outcome measures: case-mix adjusted nurse staffing ratio; operating
expense; staff turnover rate; staff retention rate; and occupancy rate. Each provider is
awarded points based on their outcomes measures and the total points for each provider
determine the per diem incentive factor included in the provider’s rate calculation.

Providers may carn up to two incentive points fortheir case mix adjusted nurse
_staffing ratio. They will receive two points if their case-mix adjusted staffing ratio equals
or exceeds-3.56, which is 120% of the statewide NFMH median of 2.97. They will
receive one point if the ratio is less than 120% of the NFMH median but greater than or
equal to 3.27 which is 110% of the statewide NFMH median. Providers with staffing
ratios below 110% of the NFMH median will receive no points for this incentive
measure.
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Methods and Standards for Establishing Payment Rates
Nursing Facilities and Nursing Facilities-Mental Health

Narrative Explanation of Nursing Facility Reimbursement Formula

NFMH providers may earn one point for low occupancy outcomes measures. If
they have total occupancy less than 90% they will earn a point.

NFMH providers may earn one point for low operating expense outcomes
measures. They will earn a point if their per diem operating expenses are below $18.60,
or 90% of the statewide median of $20.67.

NFMH providers may earn up to two points for their turnover rate outcome
measure. Providers with direct health care staff turnover equal to or below 39%, the 75
percentile statewide, will earn two points as long as contracted labor costs do not exceed
10% of the provider’s total direct health care labor costs. Providers with direct health
care staff turnover greater than 39% but equal to or below 61%, the 50" percentile
statewide, will earn one point as long as contracted labor costs do not exceed 10% of the

provider’s total direct health care labor costs.

Finally, NFMH providers may earn up to two points for their retention rate
outcome measure. Providers with staff retention rates at or above 74%, the 75™
percentile statewide will earn two points. Providers with staff retention rates below 74%,
but at or above 62%, the 50™ percentile statewide will earn one point.

The table below summarizes the incentive factor outcomes and points:

QUALITY/EFFICIENCY INCENTIVE
OUTCOME POINTS
CMI adjusted staffing ratio >= 120% (3.56) of NF-MH median

(2.97), or 2, 0r
CMI adjusted staffing ratio between 110% (3.27) and 120% 1
Total occupancy <= 90% I
Operating expenses < $18.60, 90% of NF-MH median, $20.67 1
Staff turnover rate <= 75th percentile, 39% 2,0r
Staff turnover rate <= 50th percentile, 61% |
Contracted labor < 10% of total direct health care labor costs

Staff retention >= 75th percentile, 74% 2, or
Staff retention >= 50th percentile, 62% I
Total Incentive Points

Available : 8
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Methods and Standards for Establishing Payment Rates
Nursing Facilities and Nursing Facilities-Mental Health

Narrative Explanation of Nursing Facility Reimbursement Formula

The Schedule E is an array containing the incentive points awarded to each
NFMH provider for each quality and efficiency incentive outcome. The total of these
points will be used to determine each provider’s incentive facior based on the following
table. ‘

Total Incentive Points: Incentive Factor Per Diem:
Tier 1: 6-8 points $7.50
Tier 2: 5 points $5.00
Tier 3: 4 points $2.50
Tier 4: 0-3 points $0.00

The Culture Change/Person-Centered Care Incentive Program

The Culture Change/Person-Centered Care Incentive Program (PEAK 2.0) includes six
different incentive levels to recognize homes that are either pursuing culture change, have
made major achievements in the pursuit of culture change, have met minimum
competencies in person-centered care, have sustained person-centered care, or are
mentoring others in person-centered care.

Each incentive level has a specific pay-for-performance incentive per diem aitached to it
that homes can earn by meeting defined outcomes. The first three levels (Level 0 - Level
2) are intended to encourage quality improvement for homes that have not yet met the
minimum competency requirements for a person-centered care home. Homes can eamn
the Level 1 and Level 2 incentives simultaneously as they progress toward the minimum
competency level.

Level 3 recognizes those homes that have attained a minimuim level of core competency
in person-centered care. Level 4 and Level 5 are reserved for those homes that have
demonstrated sustained person-centered care for multiple years and have gone on to
mentor other homes in their pursuit of person-centered care. The table below provides a
brief overview of each of the levels.
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Methods and Standards for Establishing Payment Rates
Nursing Facilities and Nursing Facilities-Mental Health

Narrative Explanation of Nursing Facility Reimbursement Formula

Level & Per Diem

Summary of Required Nursing Home

Incentive Duration

Incentive Action
Home completes the KCCT Available beginning July 1 of
evaluation tool according to the enroliment year, Incentive
Level 0 application instructions. Home granted for one full fiscal year.

The Foundation

$0.50

participates in all required activities
noted in “The Foundation™ timeline
and workbook. Homes that do not
complete the requirements at this
level must sit out of the program for
one year before they are eligible for
reapplication.

Level 1

Pursuit of
Cultyre Change

$0.50

-1 Homes should submit the KCCl

evaluation tool {annually). Home
submits an action plan addressing 4
PEAK 2.0 cores in Domains 1-4. The
home seif-reports progress on the
action planned cores via phone
conference with the PEAK team. The
home may be selected for a random
site visit. The home must participate
in the random site visit, if sclected, to
continue incentive payment. Homes
should demonstrate successful
completion of 75% of core
competencies selected. A home can
apply for Levels 1 & 2 in the same
year. Homes that do not achieve
Level 2 with three consecutive years
of participation at Level I must
return to a Level 0 or sit out for two
years depending on KDADS and
KSU’s recommendation.

Available beginning July 1 of
enrollment year. Incentive
granted for one full fiscal year.
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Narrative Explanation of Nursing Facility Reimbursement Formula
Level 5 Homes carn sustained person- Available beginning July |
centered care home award and following confirmation of
Person- successfully engage in mentoring mentor home standards.
Centered Care activities suggested by KDADS (see | Incentive is granted for two
Mentor Home KDADS mentoring activities). fiscal years. Renewable bi-
Mentoring activities should be annuaily,
$4.00 documented.

Survey and Certification Performance Adjustment

The survey and certification performance of each NF and NF-MH provider will
be reviewed quarterly to determine each provider’s eligibility for incentive factor
payments. In order to qualify for an incentive factor payment a home must not have
received any health care survey deficiency of scope and severity level “H” or higher
during the survey review period, Homes that receive “G” level deficiencies, but no “H”
leve! or higher deficiencies, and that correct the “G” level deficiencies within 30 days of
the survey, will be eligible to receive 50% of the calculated incentive factor. Homes that
receive no deficiencies higher than scope and severity level “F” will be eligible to receive
100% of the calculated incentive factor. The survey and certification review period will
be the 12-month period ending one quarter prior to the incentive eligibility review date.
The following table lists the incentive eligibility review dates and corresponding review
period end dates.

Incentive Eligibility Effective Review Period End Date:
Date: |

July 1 : March 31st

October 1 June 30th

January 1 September 30th

April 1 "~ December 31st

10) Rate Effective Date
Rate effective dates are determined in accordance with K.AR. 129-10-19. The

rate may be revised for an add-on reimbursement factor (i.¢., rebased property fee), desk
review adjustment or field audit adjustment.
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Methods and Standards for Establishing Payment Rates
Nursing Facilities and Nursing Facilities-Mental Health

Narrative Explanation of Nursing Factlity Reimbursement Formula

Retroactive adjustments, as in a retrospective system, are made for the following
three conditions:

A retroactive rate adjustment and direct cash settlement is made if the agency
determines that the base year cost report data used to determine the prospective payment
rate was in error. The prospective payment rate period is adjusted for the corrections.

If a projected cost report is approved to determine an interim rate, a settlement is
also made after a historic cost report is filed for the same period.

All settlements are subject to upper payment limits. A provider is considered to
be in projection status if they are operating on a projected rate and they are subject to the
retroactive rate adjustment.

Budget Adjustments

Effective for dates of service on or after July 1, 2016, the calculated per diem
reimbursement for all nursing facilities shall be reduced by an amount equal to 4.47%.
The per diem reduction will be calculated for each nursing facility by multiplying the
total calculated per diem rate for each provider by 4.47%. The per diem reduction
amount will be subtracted from each nursing facility’s total calculated per diem to
determine the facility’s final rate.
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MIDPOINT
REPORT MIDPOINT © MIDPOINT OF RATE HISTORICAL
YEAR END MIDPOINT OF RYE OF RATE PERIOD INFLATION
(RYE) OF RYE INDEX PERIOD INDEX FACTOR % *
12-12 06-12 1.255 06-15 1.370 9.163%
01-13 07-12 1.263 06-15 1.370 8.472%
02-13 08-12 1.263 06-15 1.370 8.472%
03-13 09-12 1.263 . 0615 1.370 8.472%
04-13 10-12 1.267 06-15 1,370 8.129%
05-13 14-12 1.267 06-15 1.370 8.129%
06-13 12-12 1.267 06-15 1.370 8.120%
07-13 01-13 1278 06-15 1.370 7.199%
08-13 02-13 1.278 06-15 1.370 7.199%
09-13 03-13 1.278 06-15 1.370 7.199%
10-13 04-13 1.283 06-15 1.370 6.781%
11-13 05-13 1.283 06-15 1.370 6.781%
12-13 06-13 1.283 06-15 1.370 6.781%
01-14 07-13 1.287 06-15 1370 6.449%
02-14 08-13 1.287 06-15 1.370 6.449%
03-14 09-13 1.287 06-15 1.370 6.449%
04-14 10-13 1.286 06-15 1.370 6.532%
05-14 11-13 1.286 06-15 1.370 6.532%
06-14 12-13 1.286 06-15 1.370 6.532%
07-14 - 01-14 1.300 06-15 1.370 5.385%
08-14 02-14 1.300 06-15 1.370 5.385%
09-14 03-14 1.300 06-15 1.370 5,385%
10-14 04-14 1.305 06-15 1.370 4.981%
11-14 05-14 1.306 06-15 1.370 4.981%
12-14 06-14 1.305 06-15 1.370 4.981%
01-15 07-14 1.313 06-15 1.370 4.341%
02-15 08-14 1.313 06-15 1.370 4.341%
03-15 09-14 1.313 06-15 1.370 4.341%
04-15 10-14 1.320 06-15 1.370 3.788%
05-15 11-14 1.320 06-15 1.370 3.788%
06-15 12-14 1.320 06-15 1.370 3.788%
07-15 01-15 1,320 06-15 1.370 3.085%
08-15 02-15 1.329 06-15 1.370 3.085%
09-15 03-15 1.329 06-15 1.370 3.085%
10-15 04-15 1.336 06-15 1.370 2 545%
11-15 05-15 1.336 06-15 1.370 2.545%
12-15 06-15 1.336 06-15 1.370 2.545%
01-16 07-15 1347 06-15 1.370 1.707%
02-16 08-15 1.347 06-15 1.370 1.707%
03-16 09-15 1.347 06-15 1.370 1.707%
04-16 10-15 1.349 06-15 1.370 1.557%
05-16 1115 1.349 06-15 1.370 1.557%
06-16 12-15 1.349 06-15 1.370 1.557%

* = (Midpoint of rate period index / Midpoint of rye index) -1
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COST CENTER ' UPPER LIMIT
Operating $36.18
Indirect Health Care $52.11
Direct Health Care $117.10*
Real and Personal Property Fée $9.72

* = Base limit for a facility average case mix index of 1.0169
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NF ONLY
‘ INCENTIVE
INCENTIVE QUTCOME POINTS
1 [CMI adjusted staffing ratio >= 75th percentile (5.09), or $2.25
CMI adjusted staffing < 75th percentile but improved >= 10% $0.20
2 [Staff turnover rate <= 75th percentile, 47% or $2.25
Staff turnover rate > 75th percentile but reduced >= 10% $0.20
3 {Medicaid occupancy >= 60% $1.00
Total Incentive Points Available $5.50
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PEAK INCENTIVE FACTOR EFFECTIVE 07/01/16

Level & Per Diem
Incentive

Summary of Required Nursing Home
Action

Incentive Duration

Level O
The Foundation

$0.50

Home completes the KCCI evaluation tool
according to the application instructions.
Home participates in all required activities
noted in “The Foundation™ timeline and
workbook., Homes that do not complete
the requirements at this level must sit out
of the program for one year before they are
eligible for reapplication.

Available beginning July i of
enrollment year. Incentive
granted for one full fiscal year.

Level |

Pursuit of
Culture Change

$0.50

Homes should submit the KCCI evaluation
too! (annually). Home submits an action
plan addressing 4 PEAK 2.0 cores in
Domains 1-4. The home self-reports
progress on the action planned cores via
phone conference with the PEAK team.
The home may be selected for a random
site visit. The home must participate in the
random site visit, if selected, to continue
incentive payment, Homes should
demonstrate successful completion of 75%
of core competencies selected. A home can
apply for Levels 1 & 2 in the same year.
Homes that do not achieve Level 2 with
three consecutive years of participation at
Level 1 must return to a Level 0 or sit out
for two years depending on KDADS and
KSU’s recommendation.

Available beginning July | of
enrofiment year. Incentive
granted for one full fiscal year.

Level 2

Cultwre Change
Achievement

$1.00

This is a bridge level to acknowledge

achievement in Level 1. Homes may

receive this level at the same time they are
working on other PEAK core areas at Level
1. Homes may receive this incentive for up
to 3 years. If Level 3 is not achieved at the
end of the third year, homes must start back
at Level 0 or 1 depending on KDADS and
KSU's recommendation.

Available beginning July 1
following confirmed
completion of action plan
goals. Incentive is granted for
one full fiscal year,
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Level 3

Person-
Centered Care
Home

Demonsirates minimum competency as a
person-centered care home (see KDADS
full criteria). This is confirmed through a
combination of the following: High score
on the KCCI evaluation tool.
Demonstration of success in other levels of
the program. Performing successfully ona

Avajlable beginning July 1
following confirmed

minimum competency as a
person-centered care home.
Incentive is granted for one
full fiscal year/ Renewable bi-
annually.

$2.00 Level 2 screening call with the KSU PEAK
2.0 team. Passing a full site visit.
Level 4 Homes earn person-centered care home Available beginning July 1
award two consecutive years. following confirmation of the
Sustained upkeep of minimum person-
Person- centered care competencies.

Centered Care
Home

$3.00

Incentive is granted for two
fiscal years. Renewable bi-
annually.

Level 5
Person-
Centered Care
Mentor Home

$4.00

Homes earn sustained person-centered care
home award and successfully engage in
mentoring activitics suggested by KDADS
(see KDADS mentoring activities).
Mentoring activities should be
documented.

Available beginning July 1
following confirmation of
mentor home standards.
Incentive is granted for two
fiscal years. Renewable bi-
annually.
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OWNER/ADMINISTRATOR LIMITATION TABLE EFFECTIVE 07/61/16
Total Maximum Cost of
Number Bed Ownet/Admin Limit Living
State
of Beds Days Compensation PPD F/Y Amount Emp.
15 5,490 $22,327 $4.07 76 10,000 -

16 5,856 $24,863 $4.25 77 10,280 2.800%
17 6,222 $27,399 $4.40 78 10,537 2.500%
18 6,588 $29,935 $4.54 79 11,301 7.250%
19 6,954 $32,471 $4.67 &0 11,781 - 4.250%
20 7,320 $35,007 $4.78 81 12,617 7.100%
21 7,686 $37,543 54.88 82 13,248 5.000%
22 8,052 $40,079 $4.98 83 14,109 6.500%
23 8,418 £42,615 $5.06 84 14,426 2.250%
24 8,784 $45,151 $5.14 85 15,147 5.000%
25 9,150 547,687 $5.21 86 15,933 5.190%
26 9,516 $50,223 $5.28 87 16,411 3.000%
27 9,882 $52,759 $5.34 88 16,575 1.000%
28 10,248 $55,295 $5.40 89 17,238 4.000%
29 10,614 $57,831 $5.45 90 17,755 3.000%
30 10,980 $60,367 $5.50 91 18,021 1.500%
31 11,346 $62,903 $5.54 92 18,021 0.000%
32 11,712 $65,439 $5.59 93 18,111 0.500%
33 12,078 $67,975 $5.63 94 18,202 0.500%
34 12,444 $70.511 $5.67 95 18,407 1.125%
35 12,810 $73,047 $5.70 96 18,591 1.000%
36 13,176 $75,583 $5.74 97 18,591 0.000%
37 13,542 $78,119 $5.77 98 18,777 1.000%
38 13,908 580,655 $5.80 99 19,059 1.500%
39 14,274 $83,191 $5.83 00 19,250 1.000%
40 14,640 $85,727 - $5.86 01 19,250 0.000%
41 15,006 $88,263 $5.88 02 19,683 2.250%
42 15,372 $90,799 $5.91 03 19,683 0.000%
43 15,738 $93,335 $5.93 04 19,978 1.500%
44 16,104 £95,871 $5.95 05 20,577 3.000%
45 16,470 $98,407 $5.97 06 20,834 1.250%
46 16,836 $100,943 $6.00 07 21,355 2.500%
47 17,202 $103,479 $6.02 08 21,782 2.000%
48 17,568 $106,015 $6.03 09 22,327 2.500%
49 17,934 $108,551 $6.05 10 22,327 0.000%
50 18,300 $111,087 $6.07 11 22,327 0.000%
12 22,327 0.000%
13 22,327 0.000%
14 22,327 0.000%
15 22,327 0.000%
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EFFECTIVE 07/01/16
***BEFORE INFLATION™* *AFTER INFLATION*

OPER__ IDHC DHC RPPF  TOTAL OPER IDHC DHC RPPF_ TOTAL
MEDIAN 3143 - 43.24 85.58 89.26  169.51 3299 45 91.28 9.26 178.84
MEAN 3292 4488 88.77 11.24  177.81 34.42  47.33 93.86 11.24  186.8%
WTMN 3232 44.05 89.10 1M76 177.23 32.82 46.54 §3.28 11.76  184.47

#OF PROV 318 319
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KANSAS MEDICAID STATE PLAN

Attachment 4.19-D

COMPILATION OF ADMINISTRATOR, CO-ADMIN OWNER EXPENSE - O/A LIMIT
EFFECTIVE 07/01/16

ADMINISTRATOR
TOTAL  PRD
223,346 13.66
182,801  11.42
134,105 7.47
106,944  6.45

99,898 5.1
94,504  5.60
90,587  5.32
86,208  4.91
83,984 459
81,239 438
77,749 4.2
75530  3.88
70233 354
65,015  3.07
58,507  2.63
37,793 215
12,843 0.96

3188  0.70
76,787  4.20
85735  3.66

311

CO-ADMINISTRATOR  TOTAL ADMN & CO-ADMN

TOTAL

159,864
159,864
159,864
82,036
82,036
73,281
73,281
54,464
54,464
39,310
39,310
39,310
38,743
38,743
5,000
1,873
1,873
1,873

53,349

57,880

PRD

5.25
5.25
5.25
3.04
3.04
2.67
2.67
1.45
145
1.21
1.21
t.21
0.93
0.93
0.22
0.17
0.17
017

1.72

1.65

TOTAL

330,450
187,159
139,325
112,031
101,460
95,015
91,628
86,472
84,032
81,396
77779
75,635
70,259
65,015
58,507
37,793
12,843
3,188

78,331

88,313

311

PRD

13.66
1142
7.61
6.58
597
5.64
5.36
4.93
4.70
4.43
4.16
3.90
3.55
3.08
264
2.18
0.96
0.70

4.25

373
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" OWNER
TOTAL PRD
250,608 12.39
201,096 11.21
192,168 10.48
138,885 6.81
120,367 5.57
08,451 4.30
75,370 3.29
71,628 291
63,813 2.62
56,038 2.52
51,720 2.38
48,412 2.20
36,568 2.08
23,970 1.59
9,222 0.47
4,223 0.1
2,078 0.09
1,497 0.08
62,152 2.94
62,059 2.39
45
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COMPILATION OF NF-MH

INCENTIVE POINTS AWARDED

INCENTIVE
POINTS
AWARDED

QDN bW A D

TOTALS

PEAK
INCENTIVE
AWARDED

$0.00

$0.50
$1.50

TOTALS

EFF.07/01/16

4 2017

#
OF
PROVIDERS

Qoo WO NS GO

-
o

#
OF
PROVIDERS

3

4
3

10

PERCENTAGE

0.0%
50.0%
0.0%
20.0%
0.0%
30.0%
0.0%
0.0%
0.0%

100.0%

FPERCENTAGE

30.0%
40.0%
30.0%

100.0%
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June 11, 2016 .

«ADMIN . NAME», Administrator
«FAC_NAME»
«FAC_ADDRES»

wCiTY», K& «ZIP»

Provider #: 104«PROV_NUM»(01
HP Entarprise Services Provider #. «<EDS_PROV_N»

Dear ¢ ADMIN_NAME»:

The per diem rate shown on the enclosed Case Mix Payment Schedule for state fiscal year 2017 has been
forwarded to the Managed Sare Organlzafions (MCOs) for progessing of future reimbursement payments.
The rate will become gffective July 1, 2016:

The Kansas Depattment for Aging and Disahility Services. (KDADS), administers the Medicald nursing
facility services paymenit prograr en behalf of Kansas Dapariment of Health and Environment. The rale was
catculated by appiying the published methadology, including agplicable Medicaid program policies and
reguiations to the cost reports (Form MS 2004) data shown on the-enclosed paymsnt schedule.

Alsa enclosed rmay be an audit.adjustment sheet showing.adjustinents made during the desk review of the
2015 calendar year end cost report. This information is intended to assist you with preparation of future cost
reports. The calendar years-of 2013, 2014 and 2015 will be used as the base years for the purpose of
selting rates. These adjustments do not have any effect upen reimbursement, However, should youl
disagree with any adjusiment, please email or mail mé any information you have that:supports your positfon.
We will file the information with the cost report-and will use that information to regvaluate the adjustments
based on the documentation supplied.

If you do not agree with this action, you have the right to. request a fair hearing appeal in accordance with
K.A.R.30-7-64 el seq. Your request for fair hearing shell be in writing and defivered to or maited to the
agency so thaf it Is received by the Office of Administrative Hearings, 1020 8. Kansas Ave., Topeka, KS
66612-1311 within 30 days from the date of this letter. {Pursuant to K.S.A. 77-531; an additional thres days
shall ba-allowed if you received this letter by mait). Failura fo fimely request or pursue such an appeal may
adversely affect your rights.

If you hiave questions about the adjustments, please contact John Oliver at (785) 206-6457 or email at
John.Qliver@kdads.ks.gov . For questions on the Medicaid Rate, please contact Facilites Reimbursement
at (785) 296-4986 or email at Georgianna. Correll@ks.goy.

Sinceroly,

Georgianna Corrall, Fasilities Reimbursement Manager
NF Reimbursement Program
Financial and Information Services

Enclosures
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June 21, 2016

Admibisicor
sFAC_NAMER
«FAC_ADDRES»
«CITY », KS «Z1P»

Provider # H4&PROV_NUMa(]
EDS Pravider #: «EDS_PROV_N»
Dear Admimistrator;

We forwarded the per diem rate shown an the encloyed Case Mix Puyment Schedule for the first semi-annual tate
pesiod of state fiseal year 2017 wo our fiscal agent, HP Enterprise Services. The mte will become effective July 1, 2016.

The Kansas Depariment for Aging and Disability Services (KDADS), administers (lie Medicaid nursing facility
services payment program on behalf of Kansas Department of Healih and Enviroument. The rate was caleufated by
applying the appropyiate Medicaid progeam policies and regolations 1o the cost repart(s) (Form M$ 2004) «ata shown
on the enclosed payment schedule.

Also enclosed. may be an audit adjustment sheet showing adjusiments made during the desk review of the 2015
calentlar yeur end cost report. "This information is intended to assist yow with. preparaticn of fisture cost reports.

If you disagreo with the rale in the attached paymett schedule, you have the right to-request a fair hearing appeal in
accordance with K.AR, 30:7-64 et seq. Your wrilten request for siich an appeal should be delivered 1o or otherwise
miiled so that it is received by the Department of Administration, Office of Administrative Hearings, 1020 South
Kansas Ave, Topeka, Kunsas §6612-1311 within 30 days fram the date of this letier. (Pursuant 10 K.8.A. 77-531, an
addifional three days shall be allowed if this motice teter is mailed rather than hand delivercd.y  Fature to timely
reuest or pursue such an appeal may adversely affect your 1ights on any related judicial review proceeding.

I you Bave questions regarding the Medicaid rate, other than those on desk review mdjustiments, please contact
Facilitics Reimbursement {785) 206-4986 or entail Georgianna. Corrgll@@ks.gov: For questions concerning desk review
adjusiments please vontact John Oliver, Audit Manager, at (785) 296-6457 or by email at John. Dliver@ks uoy.

Sincerely,

Geargianna Corell

Facilities Reimbursement Manager
NF Reimbursement Program
Financil and Tnformation Services

Enclosures
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Kansas Medicaid / MediKan Case Mix Schedule
' 151 - 2nd QTR 2017 ANNUAL

Current Lrovider Information

Provider Numbwz; HP Enterpiises Providar Number: 15t QTR Medicaid CMI: 0,8600
Facility Name: AreafCounly: 2nd QTR Medicaid CM4:  0.9200
Addrass: Average Medicaid CMI: 0.9050 [a}
Clty/StalelZip:
Adninistrator:
Cost Report Statistics
Calendar Year Cost Reports Used For Base Data: 1213113 12131114 1213115
Intiation Factor: 6.781% 4.981% 2.545%
Facilily Cost Report Pedod CMI: 0.9877 0.9313 10128 69 B}
Statewsde Average CMI: 1.0130 1.6145 10231
NF Or NF/MH Beds: 2% 22 22
Bed Days Avallnble: 7,665 8,030 4,030
Inpatient Days: 7.338 7.718 7.860
Ocsupancy Rate: 05.7% 88.1% 97.8%
Madicaid Days; 2948 2,73t 2479
Calc Days if Appl: 6,515 6,826 6,828
Calculation of Comblined Base Year Relmbursement Rate i 3
Operating
Totat Roperted Coste: $685,573 $737.496 $801,317
Cuasi Report Adjusiments: (511,950} ($8.657) ($110.303)
OFA Limit Adjusiment; 350 $0 30
Total Adjusled Costs: $673.583 $728.839 5600934
Total Infialed Adjusted Costs: £719,259 §766,142 §708,481
Total Combined Basa Cosl: $2.192,882
Days Used In Division Gper: 1,338 1718 7860 22,916

95.69 Opar Por Diem
35.18 Opur Pear Diern Gost Limitation
36.18 Oper Per Dier Rale (1)

fndirect Health Care

Total Reported Ceosts: $510.427 §524 517 $426.358
Cosl Report Adjusiments: g0 50 50
Tota$ Adjusted Casts: £510.427 $824 577 $829,358
Total InNated Adjusted Costs: §545,039 3550.708 $542,830
Total Combined Baso Cosi; $1,638,575
Days Used in Division 1DHC! } 7.338 7718 7,860 22,916

71.5G IDHC Per Diem
52.1% IDHC Per Diem Cos! Limilation
52.11 1IDHG Per Dism Rale (2)

Direct Health Care

Tolal Reported Costs; 5828,435 £837,814 $897.191

Gost Report Adjusiments: $0 $0 $373

Total Adjusted Costs: 828,435 8§37.814 £897,564

Towal Infiated Adjusied Costs: $864.611 $879,546  $920,407

Total CMI Adjusted Costs: 2907,270 $958,122 $920,767

Tetal Combined Basa Cost: $2.795.159

Days Usod In Division DHC: 7,338 778 7,080 22,916
121.97 Case Mix Adjusted DBEC Por Diem
117.10 DHG Per Diem Cost Limitation
117.10 Allowable DHC Per Diam Cost [¢}

[N EEBI] 104.21 Medicaid Acuily Adjustment (3}
Real and Personal Property Fee 30.95 Real and Personal Properly Fes

0.00 infiation {0.000%)

0.0¢ RPPF Rebase Adl On
10.95 RPPF Before Limil

9.72 RPPFE Limitation

§.72 Allowable RFPF (4)

Calculation of Medicaid Rate

Operating, IDHC, And DHC Rates and RPPF (1} +{2) + (3) +{4): 202.22
Incentive Facior 4.50
PEAK 2.0 0.00
Bed Tax Pass Through 1.60
DME Pass Through 0.00
Minimum Wage Pass Through 0.00
Madicaid Rate Sublotal 208.32
Budget Adjusiment Using (4.470%} (59.31)
Total Medicald Rate Effactive 7112016 198.01

Preparad by Myﬂ;s and Stawtler un 05222016

TN MS-K516-014 Approval Date, MAY 2 4 2017 Efteclive Date July 1. 2016 Supersedes TN# MS-KS15-008




KANSAS MEDICAID STATE PLAN

KANSAS MEDICAID

QUALITY AND EFFICIENCY QUTCOMES INCENTIVE FACTOR

Provider Number;
HP Enterprise Services Provider Number:

Facility Name:

Rate Effective Date: 07/01/186

1. Case Mix Adjusted Nurse Staff Ratio
Tier 1: At or Above the NF 75th Percentile {5.09)
Tier 2: Below the NF 75th Percentile but Improved At
or Ahove 10%
Cost Report Year Data:
2. Staff Turnover
Tier 1: At or Below the NF 75th Percentile (47%)
Tier 2: Above the NF 75th Percentile but Reduced At
or Above 10%
And Contract Nursing Labor Less than 10%
of total DHC Labor Costs (Contract Labor 43%)
Cost Report Year Data:

3.  Ococupancy Rate
Medicaid Qccupancy At or Abave 60%

Cost Report Year Data:
Total incentive before Survey Adjustment
Survey Adjustment and Reduction 0%

Final incentive Awarded

Peak 2.0 Incentive

Peak 2.0 Survey Adjustment and Reduction 0%

Final PEAK 2.0 Incentive Awarded

Attachment 4.19D

Part 1
Subpart C
Exhibit G-5
FPage 2
Incentive Facility Incentive
Possible Stats Awarded
$ 225 $§ 226
$ 020 § 000
5.13
12/31/20156
§ 225 $ 225
$ 020 $ 0.0
32%
12/31/2015
$ 1.00 $0.00
34%
1213172015
$ 225
$ 000
$ 225
$ 400 $ 000
$ 000
$ 000

TN-MS-KS 16-014  Approval DaMAY‘ 2 4 2017 Effective Date: July 1, 2018 Supersedes TIN-MS-KS 13-13
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QUALITY AND EFFICIENCY OUTCOMES INCENTIVE FACTOR

Provider Number:
HP Enterprise Services Provider Number:

Facility Name:

Rate Effective Date: Q7/01/16

Incentive Facility tncentive
Possible Siats Awarded
1. Case Mix Adjusted Nurse Staff Ratio :
Tier 1: At or Above 120% of NF-MH Median (3.56) 0

Tier 2: Ator Above 110% of NF-MH Median of (3.27) 1 0
(NF-MH Median is 3.15 for an Average Statewide CMI of 1.0231)

2.79
Cost Report Year Data: 12/31/2015
2. Operating Expense
At or below 80% of NF-MH Median ($18.60) 1 1
. %1814
Cost Repori Year Data: 12/31/2015
3. Staff Tumover
Tier 1: At or Below the NF-MH 75th Percentile {39%) 2 2
Tier 2: At or Below the NF-MH 50th Percentile (61%) 1 0
And Contract Nursing Labor Less than 10% of Total DHC Labor Costs (0.0%)
' ’ 39%
Cost Repost Year Data: 12/31/2015
4. Staff Retention
Tier 1: At or Above the NF-MH 75th Percentlla (74%) 2 2
Tier 2: Ator Above the NF-MH 50th Percentile (62%) 1 0
83% ;
Cost Report Year Data: 12f31/2015
5. Occupancy Rate
Total Occupancy At or Betow 80% 1 0
91%
Cost Report Year Data: 12/31/2015
Total Points Awarded 5
Incentive Before Survey Adjustment $5.00
Survey Adjustment and Reduction 0% $0
Final Incentive 5.00
Scoring:
Points Per Diem
6-8 $7.50
5 $5.00
4 $2.50
0-3 $0.00
PEAK 2.0 Incentive $0.50
Survey Adjustment and Reduction 0% $0.00
Total PEAK 2.0 Incentive $0.50

IN-MSKS 16:014  Approval DateMAY- B4 201Erective Date: July 1, 2016 Supersedes TN-MS-KS 13-13
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State of Kansas
KANSAS DEPARTMENT FOR AGING AND DISABILITY SERVICES (KDARS)
INSTRUCTIONS FOR COMPLETING
THE NURSING FACILITY FINANCIAL AND STATISTICAL
REPORT
(FORM MS-2004)

PURPOSE
The purpose of this report is to obtain the resident-refated costs incurred by nursing facilities (NF) and nursing facilities-mental health (NF-
MH) in providing services according lo applicable state and federal laws, regulations, and qualily and safely standards. The regulations
govarning the completion of this report and NF reimbursement can be found in the Kansas Administrative Regulations (KAR) Chapter
129, Part 10; and Chapter 30, Part 10.

SUBMITTAL INSTRUCTIONS
1. The form MS-2004, Nursing Facility Financlal and Statistical Repord, will be available on the Kansas Department for Aging and
Disability Services' websile at hilpi//www.kdads ks.gov. Each nursing facifity in the Kansas Medical Assistance Program will downioad
or request the forms (cosi report and census), before the end of the facility's reporting period.

2. Send the completed form MS-2004 and form AU-3803 {Census Summary) for each month of the reparting period, along with a signed
copy of page 16 of the MS-2004 te costreports@kdads ks.gov. If senton CD-Rom or flash drive, send to the following address:

Kansas Department for Aging and Disability Services
New England Building
503 5. Kansas Avenue Topeka, Kansas
66603-3404
Attention: Nursing Facllity Reimbursement Manager

3. Inthe event KDADS receives a cost report (MS-2004) in which the embedded formulas do not work or are missing, KRADS will retum
the cost report to be redane until such time as it is submitted in a completely functional version of the MS-2004.

4, Al inquities on completion of these forms should be directed to the Nursing Facility Audit Manager at (785) 296-6457.

GENERAL
The cost report is organized by the following sections and numbering schemes. Not all line numnbers within each range are used.

General Information Lines 1-99
Schedule A, Operating Cost Center Lines 101-199

Schedule A, Indirect Health Care Cost Center Lines 201-299

Schedule A, Direct Health Care Cost Center Lines 301-399

Schedule A, Ownership Cost Center Lines 401-499

Schedule A, Non-Reimbursable/Non-Resident Related Expense ltems Lines 501-883
Schedule B, Expense Reconciliation Lines 601-650

Schedule C, Statement of Owners and Related Parties Not Numbered

Schedule D, Statement Related to Interest... Lines 651-699

Schedule E; Balance Sheef Lines 701-750

Schedule F, Begirning & Ending Residual Balances Reconciliation Lines 751-799
Schedule G, Revenue Statement Lines 801-850

Schedules H{1), Related ACH Info, and H(2), Non-Resident Related... Lines 851-899
Schedule |, Fixed Asset, Depresiation & Amortizalion Questionnaire Lines 901-950
Schedule J, Employee Turnover Report Lines 951-999

1. Complete the forms accurately and legibly. Any repart that is incomplete or is not legible shall be promplly returned fo the
provider. Failure to submit a complete cost report shall resuit in suspension of payment until the complete cost repert is received.

2. Alt amounts must be rounded to the nearest dallar and sum to the total,

MAY- 4 2017

TN#MS16-014Approval Date: Effective Date; 07/01/16 Supersedes TN#MS05-03



10.

.

13.

KANSAS MEDICAID STATE PLAN
Attachment 4.19D
Part 1
Exhibit A-5
Page 8

DO NOT add lines to the forms, Use "OTHER" lines for resident-related expenses not designated on the Expense Statement,
Schedule A, Attach a breakdown or list of items included on "other” lines if necessary,

DO NOT cross cut or re-title lines on the forms. DQ NOT include more than one amount per line, If more than one amount or
journal entry is combined, submit an altachment with explanation. The attachiment should be i
number and should include subtotals.

Enfer the ten {10) digit K DADS provider number and the ten (10) digit KMAP provider number on page 1 and in the blank
space pravided at the top of each schedule. DO NOT use any of the other identification numbers assigned to your facility.

Use the accrual method of accounting in reporting financial data. Revenues are reported in the period when garped, and not
when received, and expenses are reported when Jugurred, not when paid.

Estimates of revenues and expenses are nol acceptable.

Al cost reports, historical or projected, must be for a period of 12 consecutive months except as provided in KAR 129-10-
17 (e) (1}. Providers who filed a projected cost report must file a historical report for the projection period and a historical
report for the flrst calendar year foffowing the end of the projection period. )

All calendar year cost reports shall be received by the agency no later than the close of business on the fast working day of
February. All other historical cost reports covering a projection status period shall be received by the agency no later
than the close of business on the last working day of the second month afler the reporting period ends. The provider may
request a one month extension of the due date by submilting the request in writing to the address in the submittal
instructions within the time period allowed for filing the original cost report. The exlension will be granted if the agency
determines thai the provider has shown good cause. NOTE: |F A COST REPORT 15 RECEIVED AFTER THE DUE
DATE WITHOUT AN APPROVED TIME EXTENSION, THE PROVIDER 1S SUBJECT TO THE PENALTIES SPECIFIED IN

KAR 129-10-17.

Each NF/NF-MH must maintain adequate accounting andfor stafistical records,
Inadequate record keeping is cause for suspension of payments. KAR 129-10-15b. If non-NF/NF-MH program expenses
have been cormmingled with the NF or NF-MH, see the instructions for provider adjustments on Schedule A, Expense Schedule.

Reimbursement rates {per diem) for NF: The per diem rate of rimbursement for those facilities participating in the Kansas
Medical Assistanice program is based on the reported costs and resident days as adjusted by a desk review of the sost report
and paymenl imitations. Each cost report is also subject o a field audit to arrive at a final settlement for the period upon which

the per diem rate was based.

KANSAS ADMINISTRATIVE REGULATIONS: Regulations governing NF Kansas- Medical Assistance reimbursement
may be obtained on the KDADS website at:-

http:/feww. aging. ks .gov/Policyinfo_and_Regs/RateSetling/RateSetting_Regs_Index.

NOTE: SINCE THE REGULATIONS MAY BE CHANGED, THE PREPARER CF THE COST REPORT SHOULD
CAREFULLY REVIEW THE MOST RECENT VERSION PRIOR TO COMPLETING THE FORM MS-2004 FOR

SUBMISSION.

NURSING FAGILITIES ATTACHED TO HOSPITALS: A nursing facility that is attached or associated with a hospital and shares
expenditures shall submit the cost repori {MS- 2004), census sheets {AU-3802), and the following Medicare schedules: WiS A,
A-B, A-8, B Part| and B-1. Also include the working frial balance that includes both the hespital and the long-term unit. A "step-
down process" will be run using the statistical information from W/S B-1 and the net expenses for cost allocation from Column 0
on WIS B Part 1. This will provide the indirest long-term care unit costs. Based on the long term care cost to net expense ratio,
each depariment cost will be allocated to the appropriate line of the cost report. The total cost reported on the cost report shouid
equal the long-term care total, Column 25, on W/S B Part 1. While costs for the long-term care unit are ¢alculated using this
step-down process, not all of these calculaled costs may be considered allowable cosls for the gosl report (MS-2004). Any cost
that would not be otherwise considered allowable for a long-term care unit, such as identifiable c¢linic costs, assisled living
expenses, non-allowabie legal expenses, or costs related to coltection of bad debts, would not be an allowable cost. Once
calcuiated, these costs should be listed on lines 501-514 as Mon-Reimbursable & MNon-Resident Related ltems.

TN#MS16-014Appraval DateMAY 2 4 201? Effective Date: §7/01/18 Supersedes TN#MS05-03
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COSTREPORT INSTRUCTIONS
COVER PAGE
PROVIDERIDENTIFICATION:
Lines 11-20: Camplete these lines as indicated on the report formn.
Lines 21-23; Check only one box.
Line 21 Check if the cost data Is for the calendar year report period and does not include any
portion of a projection peiod,
Line 22 Applies ta projested cost reports for new providers and newly constructed facilities.
Line 23 Applies to providers filing their first historical cost report for a non-calendaryear.

Lines 26-32: Check only one box. Check the type of business organization which most accurately describes your provider slatus or
explain on line 33, Other. Limited Liability Companies should check the box that matches their declaration for

tax purposes,

NF and NF-MH:

Lines 43-43d: Enter the number of licensed NF or NF-MH beds under the BED COUNT column.
Then calculate 2nd record the number of bed days at that bad count {multiply the bed count by the number of calendar
days this count is maintained, see example below). If a change in the number of bads has occurred during the
reporting period, show the increase or decrease, the date of the change, the new bed count, and the bed days

at that count,

Example of Bed Days Calculation:
Assume a home of 20 beds was Increased on July 1 to 25 beds, the number of bed days for the period would be

determined as follows:

January 1 to June 36 - 181 days x 20 beds = 3,620 bed days
July 1 to December 31- 184 days x 25 beds = 4,600 bed days
8,220 bed days for period
Line 45: Record the bed count as of the ending date of the cost report period.
Line 46: Tolal Bed Days — Record the sum of the BED DAYS AT THES COUNT column from lines 43-43d.

TNEMS16-014Approval DateMBY 84 2017 Effective Date: 07/01/16 Supersedes TN#MS05-03
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Total Resident Days - The fotat number of resident days shall be determined in accordance with KAR 30-10-28,
A resident day means that period of sesvice rendered to a resident between the census-taking hours on two
successive days and all other days for which the provider receives payment, either full or partial, for any Kansas
Medical Assistance or non-Kansas Medical Assistance resident who was not in the facilily {(KAR 30-10-1a}. The
resident day total should include reserve days. #f both the admission and discharge occur on the same day, it
shall count as a resident day. If the provider doas not make refunds on behalf of a resident for unused days in the
case of death or discharge, and if the bed is available and actually used by another resident, these unused days
shall not be counted as a resident day. Any bed days paid for the resident before an admission date shall not be
counled as a resident day. The total resident day count for the cost report period shall be accurate. Ap eslimate of
the days of care provided_shafl not be acceplable, The total resident days must agree with the 12 month total as

submitted an the Form ALL-3902,

Day care and day treatment shall be counted as one resident day for 18 hours of service, The recipients
of day care/treatment shall be Jisted on the monthly census summary of the Form {AU-3303) with the
number of hours reflected on the appropriate day column.

Occoupancy Percentage: Agency staff wit determine this percentage.

Line 43a:

Line 48b:

Lines 49:

Line 50:

Line 51;

Line 52:

Line 53:

Total Kansas Medical Assistance Days - Enter the total number of Kansas Medical Assistance days reponted
on the Form AU-3902. Partial, as well as full paid days must be included {please refer to KAR 30-10-28),

Total Medicare Days - Enter the total Medicare days in the report period,
OTHER FACILITY BEDS:

Assisted Living/Res. Care - Enter the number of beds for assisted living and residential health care. If a
change in the number of beds occurred during the reporling pericd, show the increase or (decrease) and the
date of the change, Atlach a schedule if additional space is needed to show all changes in the number of

licensed beds.

Unlicensed Beds - Enter the number of unlicensed beds i.e., apartments within the facility. If a change in the number

of beds occurred during the reporting period, show the Increase or {decrease) and the date of the change.
Attach a schedule if additional space is needed to show all changes in the number of licensed beds.

Enter the total number of other yesidential days with shared NF/NF-MH costs.
The total other residential days must agree with the 12 month total as submitted on the Form AU-3903. Do not

include day care days on this line.
Check the appropriate box regarding Medicare certified beds.

Please indicate ¥f the facility is a hospital based long term care (LTC) facility or a fiee standing facility.

TN#MS16-014Approval Dath M g 4 2@11 Effective Date: 07/01/16 Supersedes TN#MS05-03
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SCHEDULE A - EXPENSE STATEMENT
Attach a copy of the working trial balance used to prepare the costreport.

Total Annual Hours Pald - Cofumn 1 - Enfer the fotal hours paid to the employees on each of the satary lines for the seporling period.
Employees shall be reperted on the appropriate salary tine for their position classification.

Per Books or Federal Tax Return - Cofumn 2 - Report the expenses reflected in the accounting records under the appropriate cost center
{ie., Cperaling, Indirect Health Care, Direct Health Care, Ownership and Non-Reimbursable). The total of all the expense lines
{Column 1 - Line

599 shall reconcile lo the income tax retum andfor the ascounting records,

Provider Adjustments - Golumn 3 - Enter the necessary adjustments to the expenses reported in Column 2 that are not resident-
related according to the regulations andlor offset expense recoveries reported in the Revenue Statement, Schedule G. Attach a schedule

if necessary.

Resident Related Expense - Column 4 - Enter the difference between Column 2 and Column 3, Please complete Colimn 4 even if no
adjustments were made in Column 3, except for lines 501 through 514,

State Adjustments/Adjusted Resident Related Expenses - Cofumns 5 & 6 - Leave blank - FOR AGENCY USE ONLY

ExpenseLines '
General: All costs shall be reported on the designated expense lines. iIf all expense classifications are not addressed, report the
amount on the line and in the cost center that most nearly describes the expense. For example, telephone expense is included in the
Operating cost center. Therefore, the expense for telephone lines to the nurses' station shall not be reported in the Direct or Indirect
Mealth Care cost center. See specific line instructions for more detail. DO NOT CROSS QUT OR USE A LINE DESIGNATED FOR A
PARTICULAR TYPE OF EXPENSE FOR SOME OTHER TYPE OF EXPENSE.

The specific instructions, which follow, do not cover each line item of the expense statement, but are designed to cover itemns that may require
additional expdanation or examples.

All Salarles - Lines - 101-104, 201-213, and 301-306, - Salaries are compensation paid for personal services that were reported to
the Internal Revenue Service {IRS). These lines, plus the ownerfrelated party compensation lines, shall reconcile to your IRS 941 Report
forms as adjusted by benefits or other bonuses.

Each facility must have a full time licensed administrator. Non-ownerirelated party administrator compensation shall be reported on line
101. Ownerfrelated party administrator compensation shall be reporied on line 121. A hospital-based long term care unit, under the
jurisdiction of a hospital administrator, must report a percentage of the administrator's safary on line 101, and the salary of the staff person
serving as an assistant administrator on line 102, Salaries and benefits of the administrator and co-administrator paid as central office
costs shall be reported on lines 101, 102, and 119, .

Report the salaries of the Direct Health Care Cost Center personnel on the most appropriate classification for lines 301-306.
In the Indirect Health Care Cost Center, tines 205-210, are for reporling salarled employee therapists. DO NOT REPORT

CONSULTANTS ON THESE LINES.

Employee Benefits - Lines 119, 219, and 319- Allocate employes benefits to the benefit lines in each cosl center based on the percentage
of gross salaries or the actual amount of expense incurred in each center. Employee benefits, if offered to substantially all employees
may include, but are not limited to:

1. Employer's share of payroll faxes
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2. State and federal unemployment contrbutions.
3. Woerkers' compensation insurance

4. Group health and life insurance

5. Employee "non-cash” gifts

6. Moving/relocation expenses

7. Employee retirement plans

8, Empioyee parties - except alcoholic beverages
. Profit sharing )

10. Physical examinations

11, Malpractice Insusance that specifically protects employees. This shallbe specifically identified on the insurance bill from the agent.

m.

12.  Employee Unifomns
13.  Employee Meals Employee

benefits shall not include:

1) Employee cash bonuses and/or incentive awards - these paymenis shall be considered additional
compensalion and be reparted on salary lines.

2) Benefits given to owner/related parties - these benefits shall be reported on the ownerfrelated parly empioyee
benefiis lines {125, 225, 325).

Employes benefits with restrctions include:

1) Employee benefits offered to select non-owner/related party employees shall be reported as a benefit in the cost center
in which the salary is reported, Do not include contracted labor consultants that could be reported on allocated consultant lines.

Contracted Labor - Lines130, 230 and 330. These lines shall be used {0 report alt contract labor for services that would normally be provided
by employees listed in the cost center.

Consultants - Lines131, 231-238, and 331. Consvlting fees paid to related parties are subject to the restrictions of KAR 30-10-1a and KAR
30-10-23b-(c) and (d).
Report fees paid to professionally qualified non-salaried consultants. List the titles of consultants reported on line 238.

Dwners and Related Party Compensation -~ Lines121, 122, 221, and 321. - Record the amount eamed and reported to RS for
oawnerfrelated parties. fn order to be allowed, the compensation must be paid within 75 days after close of the cost report period. The
amount reported must be in agreement with entries made in Schedule C. Gompensation may be included in allowable cost only to the
extert that it represents reascnable remuneration for manageriai and administrative functions, prefessionally qualified heaith care services
and other services related to the operation of the nursing facility, and was rendered in connection with resident care. All compensation paid
o an ownerfrelated pary shall appear on the appropriale lines above regardless of the label placed on the senvices rendered (See
KAR 30-10-24).

"Other” « Lines 181 and 281 - "Cther” or blank lines have been provided in the operating and indirect health care cost centers. Types
of expense entered on these lines shall be identified and be applicable to the cost center unless further restricted. Altach a schedule to
the cost report. Failure to do so can cause unnecessary delay in the processing of your cost report.

Management Consultant Fees - Line 131 - Repon fees paid to hon-refated party management consultants. If the management services
company is owned or controlled by the company or person(s) that own or control the facility, actual cost of the management
company must be reported as central office costs andfor owner's compensation. See instructions for reporting centrat office costs -

line 151.

Allocation of Central Office Costs - Line 151 - All providers with more than one facilily and pooled administrative costs shall report
allocated costs on line 151, All facilities, including the central office, must
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use the same reporting period, Central office costs shall be reported in accordance with AR 129-10-27. Attach a detailed
schedule listing the central office costs and method of allocation to each facility, Submit a copy of the Medicare Home Cffice
Cost Report if applicabte. The same method of allocation used on the Medicare Cost Report must be used in the Medicaid Cost Report.

Allowable central office costs are subject to the following conditions:
= QOnly expense aliocations related to Kansas fasilities will be allowed.

— Purchases from selated-party vendors - Costs of resident-related goods and services supplied (o the central office by refaled pardies will
be allowed at the lower of the cost to the vendor or the charge fo the centraf office;

— Costs directly atiributable to a specific provider ar non-provider activity must be allocated directly to the entity for whick: they
ware incurred;

=== Salaries of ownerfrelated parties - Any of these costs that are included in central office costs must ke reported on line 121;

—= Gentral office bulk purchases of adult care home supplies - These expenses may be aliocated to the supplies ifines in the appropriate
cost centers, if the aflocation method is adequately dosumented; and

— Consultants - Costs directly applicable to the indirect and direct health care cost centers may be reposrted on the applicable consultant
lines in these cost centers.

Office Supplies and Printing - Line 152 - Report all office supplies, postage, duplicating and printing expenses on this line. The
printing and duplicating of forms are considered to be an administrative expense and shall not be reported in any other cost center. The
exception to this rule is medicat records forms that may be reported on line 351, Nursing Suppilles.

Telephone and Other Communication - Line 153 - Report routine telephone and communications expense on this line regardless of the
department or cost center benefit.

Travel - Line 154 - Report administrative and staff travel expenses that are related to resident care. Vehicle costs must be documented
by detalied expense and mileage records kept at the time of the travel activity. Estimates shall not be acceptable. Exceptions:

1} Long term or recurring vehicle lease expense for business pumposes shali be repored on line 402,

2)  Expenses asscciated with the personal use of a vehicle are not allowable unless reported within otherwise
allowabie limits of compensation.

3)  Costsrelated to "in town" entertainment are non-allowable.

4)  Travel expenses related to Provider board meetings are non-allowable.
5y Resident transportation expense shail be reported on line 256,

Advertising & Recruitment- Line 155 - Report allowable advertising and recruitment expense on this line. This line shall be used for
fees paid to employment agencies, empioyment advertisements and ads in telephone directories. Fund raising, public relations,
advartising for resident utilization and sponsorships are not allowable and shall be reported on line 505.

Licenses and Dues - Line 156 - Report allowable licenses and dues expense on this line. Refer to KAR 30-10-23a for non-reimbursable
dues and membership costs. Parsonal awtomobile club memberships are not aliowable unless reported as compensation,

Accounting and Data Processing - Line 157 - Report accounting expense on this fine, except fees paid to ownerfrelated party fims
or individuals which must be reported on the owners compensation line 121.
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Data precessing expense related to financial management (i.e., accounting, payroil, budgating, etc.} sha be reported on this line.
Llability Insurance - Line 158 - Report llabifity insurance expense on this line.

Other Insurance - Line 159 - Report property insurance expense on this line. Workers' compensation and employee heaith and life
insurance expense shail be reported on employee benefit lines. Insurance premiums on lives of owners and related parfies are pot an
allowable expense, and shall be reported on line 505,

Interest - Line 180 - Report the paid interesl expense paid related to operating loans and equipment purchases. Submit copies
of each new note of $5,000 or more for the year originated. interest on loans for real and personal property that is included in a re-base, in
accordance with KAR KAR 30-10-25, shall be reported with real estate interest on line 401, Allowable interest expense shall be limited
to the annual expense submitted on the loan amortization schadule, unless the loan principal is refired before the end of the amortization
period, or working capitol loans when the period is one(1) year or less. Any interest income shall be offset to this line, with any remaining to

ke offsel to line 401,

Legal - Line 161 - Repon allowable legal expense on this line, subject to KAR 30-10-1a, 23a, and 23b. Aliowable fees paid 1o
ownei/related party finms or individuals must be repored as ownerfrelated party compensation online 121.

Criminal Background Check - Lina 162 - Report the amount expended for eriminal background chacks for all employees on this line.
Reat Estate and Personal Property Taxes - Line 163 - Report all real and personal property taxes on this line.

Maintenance & Repairs - Line 164 - Report all maintenance and repakr expenses applicable to the building, grounds, equipment and
vehicles.

Operaling Supplies - Line 165 -AReport supplies expense incidental to the operation and maintenance of the building, grounds,
and equipment,

Small Equipment - Line 166 - Equipment purchases of $1,000 to $5,000 that were not capitalized mustbe expensed on this fne. Equipment
purchases of $1 1o $9%9 may be reported in the cost center of benefit as a supply expensa.

Other - Line 181 - Report miscellansous expenses incidental to the operation andfor maintenance of the facility and grounds.
These include but are not limited to amortization of administrative organizational and/or start-up costs, trash—hawHrg—snow removal
and iawn care, This line shall be used' for training and educational expenses for employees with salares reported in the operaling

cost center.

Housekeeping Safarles - Line 202 - Repant the hours pald and salaries of housekeeping and janitoriai staff involved in floor care and in
cleaning of the buliding.

Therapy Salaries = Lines 205-210 - Report the hours paid and salaries of therapisis who are directly involved in providing health
care. Nate: Physical, occupational, speech, and respiratory therapy salaries are subject to the same allowance as therapy consullants.

Medical Records/Resldent Activitles/Social Worker/ Other Salaries - Lines 204, 211-213 - Report the hours paid and salaries on
the appropriate line for these classifications. Specify tha job classification of other indirect health care salaries.

Consultants - Lines 231-238 - Record the fees paid to consultants on the appropriale lines, Provider adjustiments for physical
therapy, occupational therapy, speech therapy, respiratory therapy, and other therapies shall be in accordance with KAR 129-10-15a(b).
Submit a work paper with the cost report that shows the units and calculation of the allowable Medicaid/Medikan therapy expenses.

ThiMS16-014Approval DateMAY 34 2017 Estective Date: 07/01/16 Supersedes TN#MS05-03



KANSAS MEDICAID STATE PLAN
Attachment 4.19D
Part 1
Exhibit A-5
Page 15

Utllittes Except Telephone - Line 251 - Report expenses for gas, water, electricily, heating oll, rash hauling, etc, Cablevision may be
considered a utility or resident activity expense.

Food - Line 252 - Report all food costs. Nutritional supplements are to be included on line 351. The provider shall be required 1o keep
records on the total number of meals served to residents, employeas, guests, and outside programs. If the food expense for the
employees, guests, and oulside programs is included in the MS-2004 expenses, the expense should be offset against the dietary cost center
as follows;

A. Line 201 - Dietary Salaries
Line 219 - Dietary Portion Employee Benefits
Line 221 - Dietary Owner/Related Paity Compensation Line 231 - Dietary
Consultant
Line 252 - Foad
Lina 253 - Dietary Supplies Line 281 -
Other

Total Rietary Cost + Total Number of Meals Served = Cost Per Meal

B. Cost per meal X number of meals served to employees, guests, and outside programs = amount of offset

C. The cost of free employee meals shall be allocated and reported on employee benefil lines. If employses pay less than
the cost for a meal, the difference between the meal revenue and cost may be reported as an employee benefit.

Dietary Supplies - Line 253 - Report supplies expense directly related to the preparation and service of food Lo the residents unless
further sestricted by anather expense line (i.e., printed menus are reported on line 152 - Office Supplies and Printing}. Examples
include but are not limited to paper goods, kitchen utensils, efc.

Linen and Bedding Material - Line 254 - Report linen and bedding material expenses an this line.

Laundry and Linen Supplies - Line 255 - Report all supplies expense directly related to laundry and linen services for the residents, unless
restricted by another line,

Housekeeping Supplies - Line 256 - Report all supplies expense related to keeping the building clean and sanitary, Floor care supplies shall
be expensed on this line.

Resident Activity Supplies - Line 257 - Report the supplies expense involved in providing resident activities, This does not include
the cost of hewsletters, which should be included in line 152, .

Resident Transportation - Line 258 - Report resident transportation expense incurred for non- emergency medical, shopping, activities,
etc., in which the residents are the primary passengers. Do not include vehicle lease, inferest, depreciation, insurance or other expense
restricted to another expense line.

Acceptable methads of allocating cost to line 258, Resident Transportation arg as fallows:

1} Allocated at a sel rate per mile. The rate would be determined by dividing total vehicle expense, not restricted to
another expense line, by the iotal miles. The IRS allowed rate per mile is not acceptable because i includes
faclors for depreciation, insurance and repairs.

2) Allocated directly per ihe foliowing formula:
Resident Travel Miles 3 Total Vehicle Expenses not Restricted = Resident
Total Miles to Another Expense Line Travel Expense
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3) if private vehicles are used to transport residents, the entire amount of the reimbursement paid to the
empioyee for use of the vehicle is allowable as Resident Transportation. The rate of reimbursement must,
however, be reasonable.

Barber and Beauty - Line 259 - Repont the barber and beauty expenses on this line. If you charge residents for these services offset
the expense up to the revenue received in column 3.

Nursing Aide Training - Line 260 - Report the costs of fees, tuition, books, ete, for education or training seminars pravided to aides with
salaries reported on lines 303, 304, and 306, Travel, lodging and meals associaled with the education/seminars may be reported on this
line,

Other Health Care Training - Line 261 - Report the cosis of fees, tuilion, books, eltc., for education or training seminams to
employees, except aides reported on line 303, 304 and 306, with salaries reported in the Indirect or Direct Health Care cost centers. Travel,
lodging and meals associated with the education/seminars may be reported on this line,

Aides- Lines 303, 304, and 306 - Record the hours paid and salaries of aides involved in direct resident care, on the line that most
appropriately defines their classification.

Nursing Supplies - Line 351 - Report expenses of af routine supplies, including all durable medical equipment, direclly related to
the provision of nussing and/or health related services for residents, unless further restricted by another expense lihe. Medical records
forms may be expensed on this line. Nutritional supplements shall be reported on this line.

Total Rate Formula Costs - Line 399 - Enter the sum of the totals in the Operating, Indirect Health Care, and Direct Health Care cost
centers.

Interest on Real Estate - Line 401 - Repont all pafd interest expense incurred for the acquisition or construction of real estate, Describe fully
on Schedute D, Include amortization expense for loan costs. The interest for equipment and furnishings purchased along with the
building shall be reperted on this line. Report interest expense on loans for real and persenal praperty included in a re-base of the real and
personal property fes, in accordance with KAR 30-10-25e.

Rent or Lease Expense - Line 402 - Report all recuiring rent and lease expense regardless of the ltem and use except computer
software lease expense which can be reported in the cost center of benafit or line 157, Accounting and Data Processing.

Amortization of Leasehold Improvement - Line 403 - Repart only amortization of leasehold improvements on this line. Leasehold
improvements are defined as belierments and additions made by the lessee to the leased property. Such improvements become the
property of the lessor afler the expiration of the lease,

Bepreciation Expense - Lina 404 - This amount must be computed by the siraight-line method. Such amounts must be reconciled lo a

detailed depreciation schedule. The determination of capitalized property must be in conformity with Generally Accepted Accounting
Principles. Attach a detailed depreciation schedule to the cost report.
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Mon-Reimhursable & Non-Resident Related items

General: Lines 501-514- Provider adjustments must be made in column 3 that offset column 2 expenses in total. Column 4 will show
ZEro expenses.

Fund Ralsing/Public Relations/Advertising for Resident Utilization - Line 505- Include non- allowable advertising expenses. See Line
155 - Adverising and Recruilment. .

Drugs (Pharmaceuticals) - Line 508 - Report expenses for prescription drugs and other items not covered as a routine item in KAR 129-
10-15a.

Resident Purchases - Line 511 - Report the expense for items purchased for resldents but not iisted as routine services or supplies in
KAR 128-10-15a.

Bed Tax Assessment - Line 512 — Report the bed tax assessment for the year.
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SCHEDULE C - STATEMENT OF OWNERS AND RELATED PARTIES

General: List all owners of the provider entity with 5% or more ownership interest and all refated parties (AR 3 0 -10-24). Fill out Schedule
C completely and accurately. Attach an additional schedue if more explanation or space is needed. Providers shall base all allocations
on reasonable factual information and make the information available on request. Such information shall include details of dates, hours
warked, nature of work performed, how it relates ta resident care and the pravailing wage rates for such activities,

ENTER — Narme and Address
Column (1) - % of ownership (if applicable} or state the relationship to owner
Column (2} - % of time devoted to this facility per customary workweek

Column {3} - Total salaries, drawings, consulting fees, and other payments o owners and related parties as defined in KAR 30-10-1a and
KAR 30-10-24.

Cotlumn {4} - List the titles, functions or descriptions of the jobs performed or transactions made with all owners and refated padies, The
job titles should correspond with those included in the Owner/Related Party Salary Chart (please refer to KAR 30-10-24),

Column (6) - Enter the distribution by cost report line item of the total compensation incurred for all job functions. Owner/related pany
compensation shall be reported on the owner compensation expense lines (121, 122, 221, and 321) in Schedule A

Totals - The fotal compensation In Column 3 and Column 5 should agree. These two totals should also agree with the fotai of lines
121,122,224, and 321 from Schedule A.
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SCHEDULE D - STATEMENT RELATED TO INTEREST ON ALL BONDS, LOANS, NOTES, AND MORTGAGES
PAYABLE

Note: Submil copies of loan agreements and amodization schedules with this cost report for afl loans of $5,000 or more. Failure fo
document interest expense is cause for disallowance. (KAR 30-10-15b).

Column (1) - Enter the originat date and duration of the loan in menths.
Column (2} - Enter the interest rate. If it is a variable rate, provide the range of the interest rates for the cost report period.

Column {3) - Enler the amount of the joan.

Column (4) - Enter the unpaid principal balance at the end of the cost report period. The total of Golumn 4, Line 667, must agree with the
Balance Sheet, Schedule E,

Column (5} - Enter the total amount of interest and principal payments made during the cost report year.

Column (6) - Enter the total amount of interest incurred during the cost report year. The total of Column 6, Line 667 must agree with
the total interest reported on Schedule A, Lines 160 and 401,

Lines —651-666 - Enter each lender’'s name, address and the items financed. Indicate whether the interest expense was reported on line
160 or line 401 of Schedule A. if interest expanse on a loan is pro-rated to both lines, show the breakdown.

Line 667 - Enter the totals of Column 4 - Unpaid Balance and Column 6 - Inferest Expense, for Lines 651-666 as reporied on lines 160
and 401 in Schedule A,
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SCHEDULE E - BALANCE SHEET

General: The balance sheet should be prepared from the books of the specific facility for which the cost report is filed. in other words,
chain units should report only those balance sheet accounis that relate to the particular facility for which the cost report applies.
Subject to the above, the balance sheet must be prepared in conformily with Generally Accepted Accounting Principles. Report all
cwnership claims that are sustomarify used by your particular type of entity. A partial listing of these accounts by type of antity follows:

Individual  Proprietor.. e OWHeEr's Capital

Partnership...........c.u..... Paﬂners Capitai Account
Not-For-Profit Endities.... reertreeerene s FUNG Balance
Corporation . Commeon Stock, Additicnal Paid in

Capital, Retained Earnings
Chain Unit - All Chain Units........coooo ol Central or Home Office Account (regardless of type of ownership)

NOTE: Beginning of perod account balances shall be reported for providers allowed to submit projected cost reports.
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SCHEDULE F « RECONCILIATION OF BEGINNING AND ENDING RESIDUAL
BALANCES

General: This schedule explains the change in owner's equity or the fund balance from the beginning to the end of the cost
reporting period. '

Beginning Balance

Line 751 - Enter the beginning owner's aquity or fund balance. This is the total of Column 2 lines 727-729 in the Balance Sheat, Schedule

Increase to Owner's Equity or Fund Balance Line 752 - Enter

total revenue from Schedvle G, Column 1, Line 822,

Line 753 - Enter the total of cash or other assels transfersed or contributed by the owners.

Line 754 - Enter the total of cash or other assets transferred or contributed by the central office,

Line 755 - Enter the proceads from the sale of common stock,

Line 756 & 787 - Enter and specify all other transactions which increase the residual owner equity or fund balance accounts.
Line 758 - Enter the total of Lines 752-757.

Decreases to Owner's Equity or Fund Balance Line 761 - Enter the

total expenses per Schedule A, Celumn 2, Line 589,

Line 782 - Enter tatal of cash or other assets withdrawn by the owners but not reparted in the Expense Statement, Schedule A,
Line 763 - Enter total cash or other assets withdrawn by the central office,

Line 764 - Enter the total of duly declared dividends paid to stockhalders.

Line 766 - Enter the depreciation expense in excess of the straight line method UNLESS reflecied as a negative adjusiment in Schedule
A, Line 404, Column 3.

Line 766 & 767 - Enter and specify all other transactions which decrease the residuai owner equity or fund balance accounts.
Line 768 - Enter the totals of Lines 761-767.
Ending Balance

Line 769 - Enfer the net of adding lines 751 and 758 and sublracting line 76&. The balance at the end of the period (line 769) should eqgual
the total of Column 4, lines 727-729 in the Balance Sheet, Schedule E.
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SCHEDULE G - REVENUE STATEMENT

Column 1 - Enter the revenues from the general ledger accounts on the appropriate lines. Revenues from services not designated
on this schedule must be identified and reportad on line 821. The amount of the total revenue entered on line 822, Column 1 must also be
entered on line 752, Beginning and Ending Residuat Balances Recongiliation, Schedule F.

Column 2 - Enter the amourt of the offset fo the appropriate expense accounts. Note the Following: The amount of the offset
should be the cost of reimbursable expenses, Non- reimbursabls items (i.e. Vending) are offset at cost.

Column 3 - Enter the line number of the expense reportad on the Expense Statement, Schedule A, against which the offset has been made,
The amount of the offset must be entered in Column 3, Provider Adjustments, on the Expense Statement, Schedule A,

Line BO7 - Routine Nursing supplies sold to private pay residents.
There is no offset required for routine items covered under KAR 12 9 -10-15a that are sokd 1o private pay residents.

Line 810 - Resident Purchases/Non Routine llems Sold - Enter the total of all reimbursements for personal purchases not designated as
routine itemns in KAR 129-10-15a.

Line 817- Adult Day Care/Treatment Income - Enter total revenue from all sources for adult day care and day treatment programs.

Line 820 - Non-Nursing Facility Residential Income — Enter total revenue from assisted living, residential care, and apartments.

SCHEDULE H{1) - STATEMENT OF RELATED ADULT CARE HOME INFORMATION

General: All Kansas facilities operated by common ownership or related parties shall be listed. Common ownership and related paries
are defined in KAR 30-10-1a. Additional schedules shall be altached as necessary. If the provider is a publicly held entity, provide the annuat

repont and & Form 10-IX

SCHEDULE H(2) - STATEMENT OF NON-RESIDENT RELATED ACTIVITIES

General: Indicate any nen-resident related activities that you participate in at the facility for which you are reporting by marking yes in column
(1). lf adjustments were made on schedule A for any of these aclivities indicate so by marking yes in column (2). List additional activities
that are not identified on the lines provided. Aftach a separate schedule if addilional room is required, :
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SCHEDULE | - FIXED ASSET, DEPRECIATION AND AMORHZATION
QUESTIONNAIRE

General: Each question shall be answered completely and acourately.

Lines 902-909 - Camplex Capital Structures:

Attach a complete explanation of the ownership/management structre of the nursing facility including owners with 5% or more
interest in the property andfor business, related parties asdefined in KAR 30-10-1a, and all relevant contracts, leases, and assignments.
This information must be accurate and comprehensive enough to present a true and clear account of the ownership and control of the adult

care home.

Line M1 - If the facility is leased, a copy of the origihal lease agreement and subsequent amendments andfor agreements shall
be sulxnitted and on file with the agency. A piovider making payments under Industial Revenue Bonds with a nominal purchase
upon maturity shali report the cost of ownership versus lease expense.

Line 914 - A new provider that purchases a facility shall submit a copy of the loan agreement(s), and any other pertinent information
concerning the fransaction.

Line 915 - Submit a copy of the DETAILED depreciation schedule with the cost report, Each asset shall be fisted with the cost, date
of purchase, life, salvage value, accumulated depreciation expense and current depreciation expense. Depreciation must be
computed using the STRAIGHT LINE method. If the provider has filed a detalled depreciation schedule with the agency, an annual
submission of addition and deletion schedules and a sumsnary of depreciation expense are permissible.
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SCHEDULE J - EMPLOYEE TURN OVER REPORT

Column 2 - Show the total number of employees at the beginning of the cost report period for each classification,
Column 3 - Show the total number of employees hired during the cost report pesiod for each classification.

Column 4 - Show the total number of employees who ended employment during the cost repost period for each classification.
Column § - Show the total number of employees at the end of the cost report period for each salary classification.
Column 6 - From the total number of employees listed in column 5, show how many are full-time and how many are part-time.

Column 7 — From the tofal number of employees listed in column 5, show how many were Included in column 2 as employees al
the beginning of the cost report period,

Fhe number of employees listed in column 2, plus the number of employees listed in Column 3, less the number of employees reflected in
Column 4, should equal Coluirin 5, Please explain any discrepancy. The W-2's are an excellont source of information for the calendar

year end cost report.
ATTENTION

The cost report Is not considered complete unless all required documents are submitted with the cost reports. Review the list

of questions/documents following Schedule J In the Cost Report.
DECLARATION STATEMENT

Declaration by Owner; Partner; or Officer of the Gorporation, Gity or County which is the Provider. The cost report is not considered
complete unless signed by an owner or authorized agent of the facility and/or business and the preparer. If person signing Is not an owner or
partner, documentation or a resolution stating their authority to sign needs to be attached. 1t is not required, if it has been submitied
previously and has nof changed. If the facility/business owner and the preparer are the same individual, please sign both spaces. Print the
names of the ownerfauthorized agent and preparer in the space provided, PLEASE READ DECLARATION STATEMENT.
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129-10-17. Cost reports. (a) Historical cost data.

4 For cost reporting purposes, each provider shall submit the “nursing facility financial
and statistical report,” form MS-2004, revised August 2004 and hereby adopted by reference,
completed in accordance with the accompanying instructions. The MS-2004 cost report shall be
submitted on diskette, using software designated by the agency for cost report periods ending on or .

after December 31, 1999. -

(2) Each provider who has operated a facility for 12 or more months on December 31 shall
file the nursing facility financial and statistical report on a calendar year basis.
(b) Projected cost data.

() Projected cost repozts.

(A)  Ifaprovider is required to submit a projected cost report under K.A.R. 129-10-18 (c)
or (e), the provider's rate shall be based on a proposed budget with costs projected on a line item basis.

(B)  The projected cost report for each provider who is required to file a projected cost
report shall begin according to either of the following schedules:

(1) On the first day of the month in which the nursing facility was certified by the state
licensing agency if that date is on or before the 15th of the month; or

(i1) on the first day of the following month if the facility is certified by the state licensing
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agency on or after the 16th but on or before the 31st of the month.

(C)  The projected cost report shall end on the last day of the 12-month period following the
date specified in paragraph (b)(1)(B), except under either of the following:

(1) The projected cost report shall end on December 31 if that dafe 18 not more than one
month before .or after the end of the 12-month period.

’(ii) The projected cost report shall end on the provider's normal fiscal year-end used for the
internal revenue service if that date is not more than one month before or after the end of the 12-month
period and the criteria in K.A.R. 129-10-18 for filing the projected cost report ending on December 31
do not apply.

(D)  The projected cost report period shall cover a consecutive period of time not less than
11 months and not more than 13 months.

(E)  The projected cost report shall be reviewed for reasonableness and appropriateness by
the agency. The projected cost report items that are determined to be unreasonable shall be
disallowed before the projected rate is established.

(2) Projected cost reports for each provider with more than one facility.

(A)  Each provider who is required to file a projected cost report in accordance with this

subsection and who operates more than one facility, either in state or out of state, shall allocate central

office costs to each facility that is paid rates from the projected cost data.  The provider shall allocate
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the centfal office cost at the end of the provider's fiscal year or the calendar year that ends
during the projection period.

(B  The method of allocating central office costs to those facilities filing projected cost
reports shall be consistent with the method used to allocate the costs to those facilities in the chain
thatﬁare filing historical cost reports.”

{c) Amended cost reports.

(1) Each provider shall submit an amended cost report revising cost report information
previously submitted if an error or omission is identified that is material in amount and resultsin a
change in the provider's rate of $.10 or more per resident day.

(2) An amended cost report shall not be allowed after 13 months have passed since the last
day of the year covered by the report,

(d)  Due dates of cost repotts.

) Each calendar year cost report shall be received not later than the close of business on
.the last working day of February following the year covered by the report.

(2) A historical cost report covering a projected cost report period shall be received by the

agency not later than the close of business on the last working day of the second month following the

close of the pertod covered by the report.
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(3) Each cost report approved for a filing extension in accordance with subsection (¢) shall be
received not later than the close of business on the last working day of the month approved for the
extension request,

(e) Extension of time for submitting a cost report.

(D A one-month extension of the due date for the ﬁling of a cost report may be granted by
the agency if the cause for delay is beyond the control of the provider. The causes for delay beyond
the control of the provider that may be considered by the agency in granting an extension shall include
the following:

(A)  Disasters that significantly impair the routine operations of the facility or business;

(B) destruction of records as a result of a fire, flood, tornado, or ancther accident that is
not reasonably foresecable; and

(C)  computer viruses that impair the accurate completion of cost report information.

2) The provider shall make the request in writing.  The request shall be received by the
agency on or before the due date of the cost report.  Requests received after the due date shall not be
accepted.

(3) A written request for a second one-month extension may be granted by the Kansas

medical assistance program director if the cause for further delay is beyond the control of the

provider.
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The request shall be received by the agency on or before the due date of the cost report, or the request
shall not be approved.

(H Penalty for late filing. Each provider filing a cost report after the due date shall be
subject to the following penalties:

(D If the complete cost report has not been received by the agency by the close of business
on the due date, all further payments to the provider shall be suspended until the complete cost report
has been received. A complete cost report shall include all the required documents listed in the cost
report. |

(2) Failure to submit the cost report within one year after the end of the cost report peﬁod
shall be cause for termination from the Kansas medical assistance program.

(&) Balance sheet requirement. Each provider shall file a balance sheet prepared in
accordance with cost report instructions as part of the cost report forms for each provider.

(b) Working trial balance requirement. Each provider shall submit a working trial balance
with the cost report.  The working trial balance shall contain account numbers, descriptions of the
accounts, the amount of each account, and the cost report expense line on which the account was
repoﬁed. Revenues and expenscs shall be grouped separately and totaled on the working trial
balance and shall reconcile to the applicable cost report schedules. A schedule that lists all geﬂerai

ledger accounts grouped by cost report line number shall be attached.
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(1 Allocation of hospital costs. An allocation of expenditures between the hospital and
the long-term care unit facility shall be submitted through a step-down process prescribed in the cost

report instructions.

(1) Interest documentation requirement. A signed promissory note and loan amortization
schedule shall be submitted with the cost report for all fixed-term loan agreements with interest
reported in the operating cost center. For working capital loans for one year or less, amortization
schedules shall not be required. (Authorized by K.S.A. 2007 Supp. 75-7403 and 75-7412;

implementing K.S.A. 2007 Supp. 75-7405 and 75-7408; effective Sept. 19, 2008.)
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129-10-25. Real and personal property fee. (a) A real and personal property fee shall be developed by the

agency in Heu of an allowable cost for ownership or lease expense, or both. The fee shall be facilily-specific and
shall not change as a result of change of ownership, a change in lease, or reenroliment in the medicaid program by

providers. An inflation factor may be applied to the fee on an annual basis.

The real and personal property fee shall include an appropriate componeit for the following:

48] Rent or {ease expense;

(2) interest expenée on a real estate mortgage.
3 amortization of leaschold improvements; and
€Y depreciation on buildings and equiptment;

(b)(1) The real and personal property fee shall be determined based on one of the following methodologies:

(A) For providers enrolled in the Kansas medical assistance program with a real and personal property
fee for each facility, the real and personal property fee shall be the som of the property allowance and value factor.

(B) For providers reenrolling in the Kansas medical assisiance program or providers enrotling for the
first time but operating in a facility that was previously enrolled in the program, the real and personal property fee
shall be the sum of the last effective property allowance and the last effectjve'va!ue factor for the facility.

(O The real and personal property lee for a newly consiructed nursing facility or a nursing facility that
enters the Kansas medical assistance program and has not had a fee established previously shall be calculated based
on the following methodelogy:

i A projected real and personal property fee shall be calculated using a projected cost report by
dividing the total of the four real and personal property fee compouents reported in the ownership cost center by the

greater of the total rumber of resident days reported or 85 percent of the licensed capacity for the cost report period.
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(ii) A historical real and personal property per diem shall be calculated using a historical cost report by
dividing the total of the four line items reported in the ownership cost center by the greater of the total mumber of
resident days reported or 85 percent of the licensed capacity for the cost report period.
(iii) A settlement belween the projected and historical rates, which shall include the real and personal
property fee, shall be made in accordance with K.AR. 129-10-18(e).
(2) The real and personal property fee shall be sﬁbj ect to an upper payment limit. The upper payment
limit for the real and personal property fee shall be determined by the median real and personal property fee plus a
percentage of the median. The percentage facior applied shall be determined by the secretary.

(c)(1) The depreciation and ameortization component of the real and personal property fee shall meet these

criteria:
(A) Be identifiable and recorded in the provider's accounting records;
B) be based on the historical cost of the asset as established in this regulation; and
© be prorated over the estimated useful life of the asset using the straight-line-method.

(2)(A) Appropriate recording of depreciation shall include the following:

[6)] Identification of the depreciable assels in use;

(ii) the assets' historical costs,

(iii) the method of depreciation;

(iv) the assets' estimated useful life; and

) the assets' accumulated depreciation.

(B) Each provider shall report gains and losses on the sale of depreciable personal property on the cost

report at the time of the sale. The provider shall record (rading of depreciable property in accordance with the
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income tax method of accounting for ihe basis of property acquired. Under the income tax method, gains and losses
arising from the trading of assets shall not be recognized in the year of trade but shall be used to adjust the basis of the

newly acquired property.

€)) The cost basis shall not include costs attributlable to the negotiation or final purchase of the facility,
which may include legal fees, accounting fees, travel costs, and the cost of feasibility studies.

(d) Any provider may request that the agency rebase the real and personal property fee. Providers shall
submit rebase requests for completed capital improvement projects or phases of capital improvements projects. The
following methodology shall be used to determine a revised real and personal properiy fee based on the rebase
request.

(D Rebase requests shall be reviewed to determine a revised real and personal property fee if the

provider meets the following capital expenditure thresholds:

(A) $25,000.00 for facilitics with 50 or fewer beds; or
B $50,000.00 for facilities with 51 or more beds.
(2) The per diem based on the interest expense, depreciation expense, and amortization of leasehold

improvements shall be added to the rea) and personal property fee in effect on the date that the rebase is made
effective. Inierest expense reported in the operating cost center shail not be included in the request for a rebase of the
real and personal property fee. Interest on loans for real and personal property that is included in a rebase shall be
reported with mortgage interest in the ownership cost center.

3 The number of resident days used in the denontinator of the real and personal properiy fee

calculation shall be based on the total number of resident days from the most recent desk-reviewed cost report to
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rebase the property fee. The resident days shall be subject to the 85 percent minimum occupancy requirement,
inchiding any new beds documented in the request for a rebase.

@ The revised real and personal property fee shall be subject to the upper payment limit in effect on
the date the rebase is made effective.

(SYA)SL the nuﬁlber of beds of an existing mursing facility is increased by the construction of a new addition to
tile.existing facility, the real and personal property fee established through the rebase shall be eﬁ‘ectiva according to
either of the following schedules:

@) On the first day of the month in which the new beds were certified if the certification date was on or
before the 15th of the month; or

(i) on the first day of the month following the month in which the beds were certified if the certification
date is on or afier the 161th of the month,

(B) If the capital expenditure that is the basis for the rebase request is not related to an increased number
of beds, the real and personal property fee established through the rebase shall be effective according to either of the
following schedules:

() on the first day of the month in which the complete documentation is received, if the request is
received on or before the 15th of the month; or

(ii) on (he {irst day of the monih following the month in which the complete documentation is received,
if' the request is received on or afler the 16th of the month.

(8] Complete documentation shall include the following:

(@) The depreciation or amortization schedule reflecting the expense, including the construction-in-

propress subsidiary ledger;
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(ii) the loan agreement;
{iii) the amortization schedule for interest;
(iv) invoices;
(v} receipts for contr.actor fees; and
i) receipts for other costs associated with the capital expenditure.
() Invoices or contracior statements daled more than two years before the date the rebase request is

received shall not be allowed. (Authorized by K.S.A. 2007 Supp. 75-7403 and 75-7412; implementing K.S.A. 2007

Supp. 75-7405 and 75-7408,; effective Sept. 19, 2008).
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129-10-18. Per diem rates of reimbursement. (a) Per diem rates for existing nursing
facilities.

(1) The determination of per diem rates shall be made, at least annually, using base-
year cost information submitted by the provider and retained for cost auditing and analysis.

‘ (A) The base year utilized for cost information shall be reestablished at least once
every seven years.

B) A factor for inflation may be applied to the base-year cost information.

(C) For each provider currently in new enrollment, reenrcliment, or change of
ownership status, the base year shall be determined in accordance with subsections (c), (d),
and (e), respectively.

(2) Per diem rates shall be limited by cost centers, except where there are special
level-of-care facilities approved by the United States department of health and human services.
The upper payment limits shall be determined by the median in each cost center plus a
percentage of the median, using base-year cost information. The percentage factor applied to
the median shall be determined by the agency.

(A) The cost centers shall be as follows:

(i) Operating;

(i) indirect health care; and

TN#MS-KS16-014  Approval DaiMAY' 2 4 2817,Effective Date: 07/01/16 _Supersedes TN#MS05-03



KANSAS MEDICAID STATE PLAN
Attachment 4.19D
' Part 1
Exhibit A-6
Page 2

(i) direct health care.

(B) The property component shall consist of the real and personal property fee as
specified in K.A.R. 129-10-25.

<) The upper payment limit for the direct health care cost center shall be a statewide
base limit calculated on each facility's base-year costs adjusted for case mix.

(i) A facility-specific, direct health care cost center upper payment limit shail be
calculated by adjusting the statewide base limit by that facility’s average case mix index. -

{ii) Resident assessments used to determine additional reimbursement for ventilator-
dependent residents shall be excluded from the calculation of the facility's average case mix
index.

(3) Each provider shall receive an annual per diem rate to become effective July 1
and, if there are any changes in the facility's average medicaid case mix index, an adjusted per
diem rate to become effective January 1.

4) Resident assessments that cannot be classified shall be assigned to the lowest

case mix index.

(5) To establish a per diem rate for each provider, a factor for incentive may be added

to the allowable per diem cost.

(6)(A) Resident days shall be determined from census information corresponding to the
base-year cost information submitted by the provider.

B) The total number of resident days shall be used to calculate the per diem costs

used to determine the upper payment limit and rates in the direct heaith care cost center. The
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total number of resident days shall be used to calculate the per diem costs used to determine the
upper payment limit and rates for food and utilities in the iﬁdirect health care cost center.

{C)  For homes with more than 60 beds, the number of resident days used to calculate
the upper payment limits and rates in the operating cost center and indirect
health care cost center, less food and utilities, shall be subject to an 85 percent minimum
occupancy requirement based on the following:

(i) Each provider that has been in operation for 12 months or longer and has an
occupancy rate of less than 85 percent for the cost report period, as specified in KA.R. 129-10—
17, shall have the number of resident days calculated at the minimum occupancy of 85 percent.

(i} The 85 percent minimum occupancy requirement shall be applied to the
number of resident days and costs reported for the 13th month of operation and after. The 85
percent minimum occupancy requirement shall be applied to the interim rate of a new provider,
uniess the provider is allowed to file a projected cost report.

{iii) The minimum occupancy rate shall be determined by multiplying the total number
of licensed beds by 85 percent. In order o participate in the Kansas medical assistance
program, each nursing facility provider shall obtain proper certification for a‘ll licensed beds.

{iv) Each provider with an occupancy rate of 85 percent or greater shall have actual
resident days for the cost report period, as specified in KAR. 129-10-17, used in the rate
computation.

'(7) Each provider shall be given a detailed listing of the computation of the rate
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determined for the provider's facility.
(8) The effective date of the rate for existing providers shall be in accordance with
KAR. 129-10-19.
(b) Per diem rate limitations based on comparable service private-pay charges.
(1) Rates of reimbursement shall not be limited by private-pay charges.

{2) The agency shall maintain a registry of private-pay per diem rates submitted by

providers.

(A) Each provider shall notify the agency of any change in the private-pay rate and the
effective date of that change so that the registry can be updated.

(i) Private-pay rate information submitted with the cost reports shall not constitute
notification and shall not be acceptable.

{ii) Providers may send private-pay rate notices by certified mail so that there is
documentation of receipt by the agency.

(B) The private-pay rate }egistry shall be updated based on the notification from the
providers.

{C) The effective date of the private-pay rate in the registry shall be the later of the
effective date of the private-péy rate or the first day of the following month in which complete

documentation of the private-pay rate is received by the agency.

(i) If the effective date of the private-pay rate is other than the first day of the month,
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the effective date in the registry shall be the first day of the closest month. If the effective date is
after the 15th, the effective date in the register shall be the first day of the following month.

(i) For new facilities or new providers coming into the medicaid program, the effective
date of the private-pay rate shall be the date on which certification is issued.

(3) The average private-pay rate for comparable services shall be included in
the registry. The average private-pay rate may consist of the following variables:

{A) Room rate differentials. The weighted average private-pay rate for room
differentials shall be determined as follows:

{i) Multiply the number of private-pay residents in private rooms, semiprivate rooms,
wards, and all other room types by the rate charged for each type of room. Sum the resulting
products of each type of room. Divide the sum of the products by the total number of private-pay
residents in all rooms. The result, or quotient, is the weighted average private-pay rate for room
differentials.

(i) Each provider shall submit documentation to show the calcuiation of the weighted
average private-pay rate if there are room rate differentials.

(iii) Failure to submit the documentation shall limit the private-pay rate in the registry to
the semiprivate room rate.

(B) l.evel-of-care rate differentials. The weighted average private-pay rate for level-of-

care differentials shali be determined as follows:
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(i) Multiply the number of private-pay residents in each level of care by the rate they
are charged to determine the product for each level of care. Sum the products for all of the
levels of care. Divide the sum of the products by the total number of private-pay residents in all
levels of care. The result, or quotient, is the weighted average -
private-pay rate for the level-of-care differentials.
(i) Each provider shall submit documentation to show the calculation of the weighted
average rate when there are level-of-care rate differentials.
{iii) Failure to submit the documentation may delay the effective date of the average
private-pay rate in the registry until the complete documentation is received.
| (C) Extra charges to private-pay residents for items and services may be included in
the weighted average private-pay rate if the same items and services are allowable in the Kansas
medical assistance program rate.
(i) Each provider shall submit documentation to show the calculation of the weighted
average exira charges.
(i) Failure to submit the documentation may delay the effective date of the weighted
average private-pay rate in the registry until the complete documentation is received.
4) The weighted average private-pay rate shall be based on what the provider
receives from the resident. If the private-pay charges are consistently higher than what the

provider receives from the residents for services, then the average private-pay rate for

comparable services shall be based on what is actually received from the residents.
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The weighted average private-pay rate shall be reduced by the amount of any discount
received by the residents.
5) The private-pay rate for medicare skilled beds shall not be included in the
computation of the average private-pay rate for nursing facility services.
(8) When providers are notified of the effective date of the Kansas medical assistance
program rate, the following procedures shall be followed:
(A) If the private-pay rate indicatied on the agency register is lower, then the Kansas
medical assistance program rate, beginning with its effective date, shall be calculated as follows:
() If the average medicaid case mix index is greater than the average private-pay
case mix index, the Kansas medical assistance program rate shall be the lower of the private-pay
rate adjusted to reflect the medicaid case mix or the caiculated Kansas medical assistance rate.
(i) If the average medicaid case mix index is less than or equéi to the average
private-pay case mix index, the Kansas medical assistance program rate shall be the average
private-pay rate.
(B) Providers who are held to a lower private pay rate and subsequently notify the

agency in writing of a different private-pay rate shall have the Kansas medical assistance

program rate adjusted on the later of the first day of the month following the
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date upon which complete private-pay rate documentation is received or the effective date of a
new private-pay rate.

{c) Per diem rate for new construction or a new facility to the program.

(1) The per diem rate for any newly constructed nursing facility or a new facility to the
Kansas medical assistance program shall be based on a projected cost report submitted in
accordance with K.A.R. 129-10-17.

{2} The cost information from the projected cost report and the first historic cost report
covering the projected cost report period shall be adjusted to the base-year period.

(3) The provider shall remain in new enroliment status until the base year is
reestablished. During this time, the adjusted cost data shall be used to determine all rates for
the provider.

(4) Each factor for inflation that is applied to cost data for established providers shall
be applied to the adjusted cost data for each provider in new enroliment status.

5 No rate shall be paid until a nursing facility financial and statistical report is
received and processed to determine a rate.

{d) Change of provider.

{1) The payment rate for the first 24 months of operation shall be based on the base-

year historical cost data of the previous owner or provider. If base-year data is not
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available, data for the most recent calendar year available preceding the base-year period shall
be adjusted to the base-year period and used to determine the rate. If the 85 percent minimum
occupancy requirement was applied to the previous provider's rate, the
85 percent minimum occupancy requirement shall also be applied to the new provider's rate.

(2) Beginning with the first day of the 25" month of operation, the paymént rate shall
be based on the historical cost data for the first calendar year submitted by the new provider.
The data shall be adjasted to the base-year period.

(3) The provider shall remain in change-of-provider status until the base year is
reestablished. During this time, the adjusted cost data shall be used to determine all rates for
the provider.

(4) Each factor for inflation that is applied to cost data for established providers shall
be applied to the adjusted cost data for each provider in change-of-provider status.

(e) Determination of the per diem rate for nursing facility providers reentering the
medicaid program.

(1) The per diem rate for each provider reentering the medicaid program shall be
determined from either of the following:

(A) A projected cost report if the provider has not actively participated in the
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program hy the submission of any currentrresident service billings to the program for 24 months
Or more; or

(B) the base-year cost report filed with the agency or the most recent cost report filed
preceding the base year, if the provider has actively participated in the program during the most
recent 24 months. |

(2) If the per diem rate for a provider reentering the program is determined in
accordance with paragraph (e)(1)(A), the cost data shall be adjusted to the base-year period.

3) The provider sha_il remain under reenrollment status untit the base year is
reestablished. During this time, the cost data used to determine the initial rates shall be used to
determine all subsequent rates for the provider.

4) Each factor for inflation that is applied to cost data for established providers shall
be appiied to the cost data for providers in .reenro_llment status.

(5) If the per diem rate for a provider reentering the program is determined in
accordance with paragraph (€)(1)(A), a settlement shall be made in accordance with subsection

(f).

f Per diem rate errors.
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(1) If the per diem rate, whether based upen projected or historical cost data, is
audited by the agency and found to contain an error, a direct cash settlement shall be required
between the agency and the provider for the amount of money overpaid or underpaid. Ifa
provider with an identified overpayment is no longer enrolled in the medicaid program, the
. settlement shall be recouped from a facility owned or operated by the same provider or that
provider’'s corporation, unless other arrangements have been made to reimburse the agency. A
net settlernent may occur if a provider has more than one facility involved in settlements. |n all
cases, seftlements shall be recouped within 12 months of the implementation of the corrected
rates, or interest may be assessed.

(2) The per diem rate for a provider may be increased or decreased as a result of a
desk review or audit of the provider's cost reports. Written notice of this per diem rate change
and of the audit findings shall be sent to the provider. Retroactive adjustment of the rate paid
from a projected cost report shall apply to the same period of time covered by the projected rate.

{3) Each provider shall have 30 days from the date of the audit report cover letter to

request an administrative review of an audit adjustment that results in an overpayment or

underpayment. The request shall specify the finding or findings that the
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provider wishes to have reviewed.

(4) An interim settlement, based on a desk review of the historical cost report covering
the projected cost repoft period, may be determined after the provider is notified of the new rate
determined from the cost report.  The final settlement shall be based on the rate after an audit of
the historical cost report.

{5) A new provider that is not allowed to submit a projected cost report, as specified in
K.A.R. 129-10-17, for an interim rate shall not be entit'ied {o a retroactive settlement for the first
year of operation.

(9) Qut-cf-state providers.

1N The per diem rate for out-of-state providers certified to participate in the Kansas
medical assistance program shall be the rate approved by the agency.

(2) Each out-of-state provider shall obtain prior authorization by the agency.

(h) Resérve days. Reserve days as specified in K.A.R. 30-10-21 shall be paid at 67
percent of the Kansas medical assistance program per diem rate.

i Determination of rate for ventilator-dependent resident.

{1) The request for additional reimbursement for a ventilator-dependent resident shall

be submitted to the agency in writing for prior approval. Each request
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shall include the following:
(A) Sections A, |, and O in the nursing home comprehensive “minimum data set”
("MDS”) of the centers for medicare and medicaid services (CMS);
(B) a current client assessment, referral, and evaluation (CARE) plan for the resident;
(C) a physician’s order for ventilator use, including the frequency of ventilator use and
a diagnosis that requires use of a ventilator; and
{»)] a treatment administration record or respiratory therapy note showing the number
of minutes used for the ventilator per shift.
(2) All of the folloWing conditions shall be met in order for a resident to be considered
ventilator-dependent:
{A) The resident is not able to breathe without mechanical ventilation.
(B) The resident uses a ventilator for life support 24 hours a day, seven days a week.
(C) The resident has a tfracheostomy or endotracheal tube.
(3) The provider shall be reimbursed at the Kansas medical assistance program daily
rate determined for the nursing facility plus an additional amount approved by the agency for the
ventilator-dependent resident.

(4) No additional amount above that figured at the Kansas medical assistance

program daily rate shall be allowed until the service has been authorized by the agency.
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(5) The criteria shall be reviewed quarterly to determine if the resident is ventilator-
dependent. If a resident is no longer ventilator-dependent, the provider shall not receive
additional reimbursement beyond the Kansas medical assistance program daily rate determined
for the facility.

{6) The additional reimbursement for the ventilator-dependent resident shall be offset
to the cost center of benefit on the nursing facility financial and statistical report.

Q) Rate modification; secretary’s discretion.

D Any of the requirements of this regulation may be waived by the secretary and a
nursing facility’s or nursing facility for mental health’s per diem rate of reimbursement may be
modifted by the secretary if the secretary determines that both of the following conditions are met;

{A) Exceptional circumstances place residents of nursing facilities and nursing
facilities for mental health in jeopardy of losing the availability of, or access to, “routine services
and supplies,” “ancillary services and other medically necessary services,” “specialized mental
health rehabilitation services,” or “specialized services,” as defined in K. A.R. 30-10-1a,

(B) The jeopardy can likely be avoided or reduced by modifying the per diem rate of
reimbursement for a nursing facility or nursing facility for mental health.

(2) If the secretary exercises discretion pursuant to this subsection, the increase in the
per diem rate of reimbursement shall not exceed the state average rate for reimbursement.

(Authorized by K.S.A 2015 Supp. 65-1,254 and 75-7403; implementing K.S.A. 2015 Supp. 75-

7405 and 75-7408; effective Sept. 19, 2008; amended; Feb 5, 2016.)
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129-10-31. Responsibilities of, assessment of, and disbursements for the nursing facility
quality care assessment program. (a) In addition to the terms defined K.S.A. 2013 Supp.
75-7435 and amendments thereto, the following terms shall have the meanings specified

in this subsection, unless the context requires otherwise.

(1) “High medicaid volume skilled nursing care facility” means any facility
that provided more than 25,000 days of nursing facility care to medicaid recipients

during the most recent calendar year cost-reporting period.
(2) “Kansas homes and services for the aging,” as used in K.S.A. 2013 Supp.
74-7435 and amendments thereto, means the leadingage Kansas.

(3) “Nursing facility quality care assessment program” means the
determination, imposition, assessment, collection, and management of an annual
assessment imposed on each licensed bed in a skilled nursing care facility required by
K.S.A. 2013 Supp. 75-7435 and amendments thereto.

(4) “Skilled nursing care facility that is part of a continuing care retirement

facility” means a provider who is certified as such by the Kansas insurance
department before the start of the state’s fiscal year in which the assessment process is
occurring.

(5) “Small skilled nursing care facility” means any facility with fewer than

46 licensed nursing facility beds.

(b) The assessment shall be based on a state fiscal year. Each skilled nursing

facility shall pay the annual assessment as follows:
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(1) The assessment amount shall be $325 annually per licensed bed for the

following:

(A) Each skilled nursing care facility that is part of a coﬁtinuing care

retirement facility;

(B) each small skilled nursing care facility; and

{C) each high medicaid volume skilled nursing care facility.

(2) The assessment amouﬁt for all skilled nursing care facilities other

fhan those identified in paragraphs (¢)(1)(A) through (C) shall be $1,950 annually per
licensed bed.

(3) The assessment amount shall be paid accordingly to the method of payment
designated by the secretary of Kansas department of health and environment. Any skilled
nursing care facility may be allowed by the secretary of the Kansas department of health
and environment to have an extension to complete the payment of the assessment, but no

such extension shall exceed 90 days. (Authorized by and implementing K.S.A. 2013

Supp. 75-7435; effective February 18, 2011; amended December 27, 2013.)
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Methods and Standards for Establishing Payment Rates
Nursing Facilities and Nursing Facilities-Mental Health

Narrative Explanation of Nursing Facility Reimbursement Formula

Rate Effective Date: Cut-Off Dates for Quarterly CMI:
July 1 January 1 and April 1
January | ' July 1 and October 1

The resident listings will be mailed to providers prior to the dates the semi-annual
case mix adjusted rates are determined. This will allow the providers time to review the
resident listings and make corrections before they are notified of new rates. The cut off
schedule may need to be modified in the event accurate resident listings and Medicaid
CMI scores cannot be obtained from the MDS database.

4) Resident Days

Facilities with 60 beds or less:

For facilitics with 60 beds or less, the allowable historic per diem costs for all cost
centers are determined by dividing the allowable resident related expenses by the actual
resident days during the cost report period{s) used to establish the base cost data.

Facilities with more than 60 beds:

For facilities with more than 60 beds, the allowable historic per diem costs for the
Direct Health Care cost center and for food and utilities in the Indirect Health Care cost
center are determined by dividing the allowable resident related expenscs by the actual
resident days during the cost report period(s) used to establish the base cost data. The
allowable historic per diem cost for the Operating and Indirect Health Care Cost Centers
less food and utilities is subject to an 85% minimum occupancy rule. For these
providers, the greater of the actual resident days for the cost report period(s) used to
establish the base cost data or the 85% minimum occupancy based on the number of
licensed bed days during the cost report period(s) used to establish the base cost data is
used as the total resident days in the rate calculation for the Operating cost center and the
Indirect Health Care cost center less food and utilities. All licensed beds are required to
be certified to participate in the Medicaid program. '

There are two exceptions to the 85% minimum occupancy rule for facilities with’
more than 60 beds. The first is that it does not apply to a provider who is allowed to file
a projected cost report for an interim rate. Both the rates determined from the projected

MAY 84 2017
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Methods and Standards for Establishing Payment Rates
Nursing Facilities and Nursing Facilities-Mental Health

Narrative Explanation of Nursing Facility Reimbursement Formula

This is a bridge level to acknowledge
achievement in Level 1. Homes may

Available beginning July 1
following confirmed

Level 2 receive this level at the same time completion of action plan

they are working on other PEAK goals. Incentive is granted for
Culture Change core arcas at Level 1, Homes may one full fiscal year.
Achievement receive this incentive forup to 3

vears. If Level 3 is not achieved at
$1.00 the end of the third year, homes may

start back at Level 0 or 1 depending

on KDADS and KSU’s

recornmendation,

Demonstrates minimum competency | Available beginning July 1
Level 3 as a person-centered care home (see | following confirmed minimum

KDADS full eriteria). This is competency as a person-
Person- confirmed through a combinaiion of | centered care home, Incentive

Centered Care
Home

$2.00

the following: High score on the

K CCl evatuation tool. Demonstration
of success in other levels of the
program. Performing successfully on
a Level 2 screening call with the
KSU PEAK. 2.0 team. Passing a full
site visit.

is granted for one full fiscal
year. Renewable bi-annuaily.

Level 4

Sustained
Person-~
Centered Care
Home

$3.00

Homes earn person-centered care
home award two consecutive years.

Available beginning July 1
following confirmation of the
upkeep of minimum person-
centered care competencies.
Incentive is granted for two
fiscal years, Renewable bi-
annually.
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NF-MH ONLY
INCENTIVE
QUALITY/EFFICIENCY OQUTCOME POINTS
1 |CMI adjusted staffing ratio >= 120% (3.56) of NF-MH median {2.97), or 2, 0r
CMI adjusted staffing ratio between 110% (3.27) and 120% 1
2 [Total ocoupancy <= 90% 1
3 |Operating expenses < $18.60, 90% of NF-MH median, $20.67 1
4 {Staff turnover rate <= 75th percentile, 39% 2,0r
Staff turnover rate <= 50th percentile, 61% ' 1
Contracted labor < 10% of total direct health care labor costs
5 |Staff retention >= 75th percentile, 74% 2, 0r
|Staif retention >= 50th percentile, 62% 1
Total Incentive Points Available 8
Total Incentive Points: Incentive Factor Per Diem:
Tier 1. 6-8 points $7.50
Tier 2: 5 points $5.00
Tier 3; 4 points $2.50
Tier 4: 0-3 points $0.00
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