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DEPARTMENT OF HEALTtsI & FIUMAN SERVICES

Cenlers for Mcclicare & Medicaid Scrviccs
7500 Secutity Boulevard, Mail Stop 52-26-12

Baltirnole, Maryland 2124¿-'1850

(cfiñs
CFNIFRS FOR MTD'C¡NT & MfDICAID 9TRVI'FS

CENIËR fOB MED¡CÄID & CHIP SERVICES

Financial Management GrouP

MAY Ì4 2017

Michael Randol, Director
Kansas Department of Health and Environment
Division of Health Cale Finance
Landon State Office Buildirg
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 begiming with SFY 2016.

The SPA also updates State Administrative Regulations tllat are included as attachments to the Plan.

As parl 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 lhaI97% of Medicaid benefìciaries in
Kansas receive care tluough a managed care affangement and that the 3o% r'emaining 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 ifaccess 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) ofthe Social Security Act and the implementing

Federal regulati ons at 42 CFR 447 Subpart C. This is to inform you that Medicaid State plan

amendment 16-014 is approved effective Jtly 1,2016. We are enclosing the CMS-179 and the

amended plan page.

Ifyou have any questions, please call Tim Weidler at (816) 426-6429

Sincerely,

Kristin Fan
Director



Enclosures
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KANSAS MEDICAID STATE PLAN
Attachment 4.1 9D

Part 1

Exh¡bit A-5
Page 6a

129-10-18. Per diem rates of reimbursement. (a) Per diem rates for existing

nursing facilíties.

(1) The determination of per diem rates sháll 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, 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#MÊKS-Q6-gl-a Approvat Dare: tvlAY g4 2017 Efective Dare: O7l0'r/16 Supersedes Ncl!



KANSAS MEDICAID STATE PLAN
Attachment 4.19D

Part 1

Exhibit A-5
Page 6b

(A) The cost centers shall be as follows:

(i) Operating;

(ii) indirect health care; and

(i¡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.

(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.

(i) 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 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.

rN#!!ÊKS!È0!LApproval MAY å4 2017 Date: 07/01/16 Supersedes !9q



KANSAS MEDICAID STATE PLAN
Attachment 4.1 9D

Part 'l

Exhibit A-5
Page 6c

(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 res¡dent days shall be used to calculate the per diem

costs used to determine the upper payment lirnit 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 rates for food and utililies 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 ut¡lities, 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 K.A.R.

129-10-17, shall have the number of resident days calculated at the minimum occupancy

of 85 percent.

(ii) The 85 percent m¡nimum occupancy requirement shall be applied to the number

TN#MS_(S-Q0-0j-a Approvar oate: MAY I4 20.17 Effect¡ve Date: 07/01/16 Supersedes !9¡s



KANSAS MEDICAID STATE PLAN
Attachment 4.'l 9D

Part 1

Exhibit A-5
Page 6d

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, unfess 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. ln order to participate in the Kansas medical

assistance program, each nursing facility provider shall 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 computat¡on of the rate

determined for the provider's facility.

(B) 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 pr¡vate-pay charges.

(2) The agency shall maintain a registry of private'pay per d¡em rates submitted

by providers.

TN#MS-KS06-014 ¡oprovar Ort"' MAY 84 20tr7 Effect¡ve Date:07/01/16 Supêrsedês ¡þ!y



KANSAS MEDICAID STATE PLAN
Attachment 4.19D

Part 1

Exhibit A-5
Page 6e

(A) Each provider shall notify the agency of any change in the pr¡vate-pay rate

and the effective date of that change so that the registry can be updated.

(i) Private-pay rate ínformation 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 regisiry 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

complete documentalion of the private-pay rate is received by the agency.

(i) lf the effective date of the private-pay rate is other than the first day of the

month, the effective daie in the registry shall be the first day of the closest month. lf the

effective date is after the 1Sth, 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

TN#MÊKSg0-01-{-Appf ovar Dãrer MAY 94 2017 Effect¡ve Date: 07/01/16 supersedes Ngw



KANSAS MEDICAID STATE PLAN
Attachment 4. 19D

Parl 1

Exhibit A-5
Page 6f

registry. The average pr¡vate:pay rate may consisl 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 eâch type of room. Divide the sum of the products by the total

number of pr¡vate:pay residents in all rooms. The result, or quotient, is the weighted

average private-pay rate for room differentials.

(ii) Each provider shall submit documentation to show the calculation 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) Level-of-care rate differentials. The weighted average private-pay rate for

level-of-care differentials shall be determined as follows:

(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, ls the weighted average private-pay

TN#M-ÈKS-89:01-4 Approvar oate: MAY I4 2017 Efrective Date: 07101/16 Supersedes \þg



KANSAS MEDICAID STATE PLAN
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Part 1
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rate for the level-of-care differentials.

(ii) Each provider shall submit documentation to show the calculation of the

weighted average rate when there are level-of-care rate differentials.

(¡ii) 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.

(íi) 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. lf the private-pay charges are consistently higher than what

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

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

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

TN#MS-KS06-014 Approvar Oate: MAY *4 2017 Efective Date: 07/01/16 supersedes !9¡g



KANSAS MEDICAID STATE PLAN
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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.

(6) When providers are notified of the effective date of the Kansas medical

assistance program rate, the following procedures shall be followed:

(A) lf 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) lf 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 calculated Kansas

medical assistance rate.

(ii) lf 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 pr¡vate-pay rate.

(B) Providers who are held to a lower pr¡vate 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#Mg-K-goo-ol4-,cpprouur orr", MAY 94 2017 Effect¡ve Date: o7l01/16 supersedes Àþw



KANSAS MEDICAID STATE PLAN
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Part 1
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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 enrollment status until the base year is

reestablished. During this time, the adjusled 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 appl¡ed to the adjusted cost data for each provider in new enrollment status,

(5) No rate shall be paid until a nursing facility financial and stat¡stical 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 ofthe prev¡ous owner or provider. lf base-year dâta is not

TN#MS-K-QOO--o-14-npprouul out", MAY I4 2017 Efrective Dâte: oz01l16 supersedes Ncly
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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. lf 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 25th 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

reestabtished. During this time, the adjusted cost data shall be used to determine all rates

for the provider.

(4) Each factor for inflaiion 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{Sg6-0-14-Approval Dârei MAY', g 4 2017 Effective Dale: oZ&11lg-supersedes Iþ}!
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program by ihe 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 preceding the base year, if the provider has actively participated in the program during

the most recent 24 months.

(2) lf the per diem rate for a provider reentering the program is determined in

accordance with paragraph (eX1XA), 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 inflaiion that is applied to cost data for established providers

shall be applied to the cost data for providers in reenrollment status.

(5) lf the per d¡em rate for a provider reentering the program is determined in

accordance with paragraph (eX1XA), a settlement shall be made in accordance with

subsection (f).

(f) Per diem rate errors.

TN#MS-KS8O-014 npprovar oate: MAY I4 ?017 Effect¡ve Date: 07101/'16 Supersedes !g1y
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(1 ) lf 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 shall be

required between the agency and the provider for the amount of money overpaid or

underpaid, lf 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. ln 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 pro¡ected cost report shall apply to the same period of time covered by

the projected rate.

(3) Each provider shail have 30 days from the date of the audit report cover letter

lo request an adm¡nistrative rev¡ew of an audit adjustment that results in an overpayment

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

TN#MS-KSO6-014 Approval ['îAY 94 201i Date : gZQl1LSupersedes llc!!
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wishes to have reviewed.

(4) An interim 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 entitled to a retroaclive

settlement for the first year of operation.

(S) Out-of-stateproviders.

(1) The per diem rate for oulof-state prov¡ders certified to participate in the

Kansas medical assistance program shall be the rate approved by the agency.

(2) Each out-of-state prov¡der 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{S!6-0-14-Approvat Date: MAY * 4 zf]'l? Efiective Date: 07/01/16 Supersedes Neu
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the following:

(A) Sections A, l, 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

(D) a treatment administration record or respiratory therapy note showing the

number of minutes used for the veniilator per shift.

(2\ All of the following conditions shall be mei 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 vent¡lator 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 re¡mbursed 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 oate: MAY 94 2017 Effective Date: 07101/16 Supersedes ¡lgig
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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.

(5) The criteria shall be reviewed quarterly to determine if the resident is

ventilator-dependent. lf a resident is no longer ventilator-dependent, the provider shall

not receive additional reimbursement beyond the Kahsas 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.

(j) Ratemodification;secrelary'sdiscretion.

(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 availabilily of, or access to, "routine

services and supplies," "ancillary services and other medically necessâry services,"

rN#MÊKg8g:Ql-4-Approvat Date: MAY 94 ¿017 Erfective Date: o7l01/lo supersedes \þ!y
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"specialized mental health rehabilitation servíces," or "special¡zed 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) lf 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 75-74O3; implementing

K.S.A. 2015 Supp. 75-7405 and75-7408;effective Sept. 19, 2008; amended; Feb 5,

2016.)

MAY * 4 2017
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Methods and Standarcls for Establishing Payment Rates
Nursing Facilities and Nursing Facilities-Mental Healtlì

Nanatìve 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-tem care units (hereafter
collectively referued io as nursing facilities) a daily rate for care provided to residènts
who are eligible for Medicaid benefits. The narative explanation of the nursing facility
reimbursement formula is divided into twelve sections. The sections are: Cost Repots,
Rate Determination, Quarterly Case Mix Index Calculation, Reiident Days, Inflation
Factors, Upper Payment Linrits, Quarterly Case Mix Rate Adjustment, Real and Personal
Property Fee, Incentive Factors, Rate Effective Date, and Retroactive Rate Adjustments
and Budget Acljustments.

1) Cost Reports

The Nulsing Facility Financial and Statistical Repof (M32004) is the uniform
cost report. It is included in Kansas Administrative Regulation (K.A.R.) 129-10-17 . It
organizes the commonly incurred business expenses ofproviders into th¡ee reimbursable
cost centers (operating, indìrect health care, and direct health cale). Ownership costs
(i.e., mortgage interest, depreciation, lease, and amortization ofleasehold improvements)
are repofied but reimbursed tlrrough the real and personal ploperty fee. Tbere is a non-
reimbursable/non-resident related cost center so that total operating expenses can be
reconciled to the providers' accounting records,

All cost repoÍs are desk reviewed by agency auditors. Adjustnents are made,
when necessary, to the repoÍed costs in arriving at the allowable historic costs for the
rate computâtions.

Calendar Year End Cost Reports:

All providers that have operated a facilrty for l2 or more rnonths on December 3l
shall file a calendar year cost report. The requilements for 1Ìling the calendal year cost
repofi are found in K.A.R. 129-10-17 .

When a non-arm's length or related party change ofprovider takes place or an

owner of the real estate assumes the operations frotn a lessee, the facility will be treated
as an on-going operation. In this situation, the related provider or owner shall be required
to fíle the calendar year end cost repoú. The new operatol or owner is responsible for
obtaining the cost report information flol¡ the prior operator for the t¡onths during tlie
calendar year in which the new operator \'r'as not involved in running the facility. The

TN-MS-Ks l6-0 ¡4Approuol ouM{,-þl!{lEffe ctivc Date: July l.2ol6 SupcrscdesTN-MS-KS l2-06



KANSAS MEDICAID STATE PLAN
Attachment 4. I9D

Part I

Sr.rbparl C

Exhibit C-l
Page 2 of l9

Me(bods and Standards for Establishing Payment Rates

Nursing Facilities and Nursing Facilities-Mental Heahh

Nârrative Explanation of Nursing Facility Reirnbursement Formula

cost repo infonrration fionl the old and new opelators shall be combined to prepare a

l2-month calendar year end cost repoÌt

Projected Cost Reports:

The filing ofprnjected cost leports al'e limited to: l) newly constructed facilities;

2) existing facilities nerv to the Medicaid program; or 3) a provider re-entering the

Metlicaid program that has not actively parlicipated or billed services for 24 months or
nore. The requirements are I'ound in K'A R 129-10-17 '

2) Ratc Dctcrmination

Rates for Existinq Nursins Facilities
Medicaid latcs for Kausas NFs are detetmined using a prospective, facility-

specifìc rate-sètting systern. The rate is determirled f,rom the base cost data subrnitted by

the provider. The current base cost datâ is the combined calendar year cost data from

each available report submitted by the current provider during 2013'2014' and 2015.

[f the cunent providcl has not submitted a calendar year report during the base

cost period, the cost dâta submitted by the prev¡ous provider for tl'ìât same period will be

usetl as the base cost data. Once the provrder conpletes their first 24 montlts in the

program, their first caleudar year cost report wìll beconre the provider's base cost data

The allowable expenses are divided into three cost centers. The cost centers are

Operating, Indirect Health Care and Ditect Health Care. They are defìned in K.A.R. 129

10-18.

The altowable historic per diem cost is determined by dividing the allowable

resident related expenses in each cost center by resident days. Bei-ore determining the per

diem cost, each year's cost data is adjustcd lrom the midpoint ofthat year to June 30,

2016. The lesidcnt days and i¡rflation factors uscd in the late dctennillation will be

cxplained in greater tletail ìn the followirrg sections

The inflated allowablc historic pcl dicm cost for each cost centel'is thcn

compared to tlie cost center upper paytnent lirlit. Tlic allowable per dietn rate is the lesser

of tlìe inflated allowable historic per diem cost in each cost centel or the cost centel upper

paytnent lir¡it. Each cost center has a separatc uppcr paylnent linlit. If each cosl celìtor

]-N-MS-KSl6-0r4 Approvâl llda,Y- -g 
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Narrative Explanation of Nursing Facility Reimbursement Formula

upper pa).rnent limit is exceeded, the allowable per diem rate is the sum ofthe three cost
center upper payment limits. There is also a separate upper payment limit for owner,
reiated party, adminishator, and co-administrator co.mpensation. The upper payment
limits will be explained in more detail in a separate section.

The case mix ofthe residents adjusts the Direct Health Care cost center. The
reasoning behind a case mix pa)4rent system is that the characteristics of the residents in
a facility should be considered in deternìning the paymont 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.

The¡e 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 dienr rate equal the total per diem rate.

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

The per diem rate for newly constmcted 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 frorn the projected cosf repofi and the first historic cost
report covering the projected cost report peliod shall be adjusted to June 30, 2016. Tliis
adjustrnent will be based on the IHS Global lnsight, National Skilled Nursing Facility
Malket Basket Without Capital Index (IllS Index). The IHS indices ljsted in the latest
available quarterly publication will be used to adjust the rcported cost data from the
rniclpoint ofthe cost report period to June 30,2016. The provider sllall remain in new
enrollment status until the base data is reestablished, During this fime, the adjusted cost
data shall be used to deten¡ine all rates for the provider. Any additional factor for
inflation that is applied to cost data fol cstablìshed providers shall be applied to the
adjusted cost data for each provider in new enrollment status,

Rates for Facilitìes Recognized as a Change ofProvider (Chanse ofProvider Status)

TN-MS-KSl6-0l4 App.ouur outüL9 4 20Hff.ctive Datc: Jul), 1.2016 Supclscdes TN-MS-KSl5-008
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The pa),rnent rate fo¡ the first 24 months ofoperatìon shall be based on the base

cost data of the previous owner or provider. This base cost data shall include data from
sach calendar year cost report that was filed by the previotts provider from 2013 to 2015.

Ifbase cost data is not available the most recent calendar year data for the previous
provider shall be used. Beginning with the fir'st day of the 251r'month of operation the

payment râte shall be based on the historical cost data for the first calendar year

submittod by the new provider,

All data used to set rates for facilities l€cognized as a change-of-provider shall be
adjusted to June 30,2016. This adjustnrent will be based on the IHS lndex. The IHS
indices listed in the latest available quarterly publication will be used to adjust the
reported cost data fror¡ the midpoint ofthe cost report period 1o June 30,2016. The
provider shall remain in change-of-provider status until the base data is reestablished.
f)uring this time, tl,e adjusted cost data shall be used to determine all rates flor the
provider. Any additional factor for inflation that is applied to cost data for established
providers shall be applied to the adjusted cost dâtâ for each provider ìn change of
provider status.

Rates for F-acilities Re-entering the Program (ReenrolLnent Status)

The per diem rate for each provider reentering the Medicaid prograrn shall be

determined from a projected cost report ifthe provider has not actively participated in the

progranr by the submission of any cunent resident seruice billings to the progran for 24
rnonths or more. The per diem rate for all other providers reentering the progranl shall be

determined from the base cost data filed with the agency or the nost recent cost report
filed preceding the base cost data period.

All cost data rìsed to set rates for facilities reentering the program shall be

adjusted to June 30, 2016. This adjustrnent will be based on the IHS lndex. The IHS
indices listed in the latest available quaferly publication will be used to adjust the

reported cost data frorn the midpoint of the cost repofi period 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 tlie 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 Ìeenrolllnent status.

3) Quarterly Case Mix Index Calculation

TN-Ms-Ksl6-014 Approuur ouMAY 84 Z0t?fective Date: July 1.2016 Supcrsedcs ¡¡:V6:KgL!0QE
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Providers are required to submit to the agency the uniform assessment instrument,

which is the Minimurn Data Set (MDS), for each resident in tlie facility. The MDS
assessn'ìents are maintained in a computer database.

The Resource Utilization Groups-III (RUG-IIf 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 5.1 2b

case mix indices developed by the Health Care Filancing Administration (now the

Centers for Medicare and Medicaid Servìces) 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

cannot be classified will be assigned the lowest CMI for the State.

Each resident in the facility on the first day ofeach calendar quarter with a
cornpleted and submitted assessment shall be assigned a RUG-III 34 group calculated on

the resident's most current assessment avaìlable on the first day of each calendal quarter.

This RUG-III gr oup shall be translated to the appropriate CMI. From the individual
resident case mix indices, three average case mix indices for each Medicaid nursing
facility shall be determinecl four times per yea¡ based on the assessment infomation
available on the first day of each cálendar quarter.

The facility-wide average CMI is the simple average, canied to four decimal
places, of atl resident case mjx indices. The Medicaid-average CMI is the simple

average, carried to four decimal places, ofall indices for residents, including those

receiving hospice services, where Medicaid is known to be a per diem payer soulce on

the first day of the calendar quarter or at any time during the preceding quarter. The

private-pay/other aveÍage CMI is tbe simple average, caried to four decimal places, of
all ìndices for residents where neither Medicaid nor Medicare were known to be the per

diem payer source on the first day ofthe calendar quarter or at any tirne during the

preceding quarter. Case tnix 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 quafters pleceding the rate effective date. The casc mix âverages used for the rate

adjustments will be the simpìe average of the case lnix averages for each quarler. The

resident listing cut-offfor calculating the avelage cMIs for each qnatter will be the first

day of the quarter. The follorving are the dates for the resident listings and the rate

periods in which tlie average Medicaid CMIs will be used in the semi-annual rate-setting

process.

TN-MS-KS l6-0l4Approuul Dut"MAY'24 20Ï?ff"ctìvc Date : JìilY 1.2016 SupcrsedcsTN-MS-KS l2-06
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Nârrative Explanation of Nursing Facility Reinrbursenrent Formtrla

cost repofi and the histot'ic cost report covering the projected cost report period are based

on tlìe actual resident days for the period.

The second exception is for the fìrst cost report filed by a new provider who
assumes the rate of the previous provider. If the 85% ¡¡inimum occupancy rule was

applied to the previous provider's rate, it is also applicd when the rate is assigned to tho

new provider. However, when the new províder files a historio cost report for any part of
the first l2 months ofoperation, the rate detemrined flom the cost repoft will be based on

actnal days and not be subject to the lì50/u minimum occupancy rule for the months in the

first year of operation. Tl.re 850% tninirnum occupancy rule is then leapplìed to the rate

when the new provider repofts l'esident days and costs for the I 3th month of operatiolì
and after-

5) Inflation Factors

lnflation will be applied to the allowable reported costs frol¡ the calendar year

cost report(s) used to detet'mine the base cost data frorn the midpoint of each cost lepolt
period to June 30,201ó. The inf'lation will be based on the IHS Global Insight, CMS
Nursing I-Iome without Capital Market Basket i1ìdex.

The IHS Global Insight, CMS Nursing Home ìvithout Capital Market Basket

lndices listed in the latest available qualterly publicâtion will be used to detennine the

inflation tables fot the payment schedules ¡rrocesscd during the payment rate period. This
may require the use offorecasted factors in the inflation table. The inflation tables will
not be revised until the next paynrcnt rate period.

The inflation factor will not be applied to the fbllowing costs:

1) Owner'/RelatedPartyCompensatiolr
2) Iuterest Expense
3) Real and Personal Property Taxes

The inflation factor for the real and persoual property fees lvill be based on the IHS

index.

6) Uppcr Payment Limits

There are three typcs of uppel paylnent limits that r,vill bc dcscrìbed. One is thc

orvner/related party/administratol/co-adnlinistrator limit. The sccond is the real and

personal property fèe lirnìt. Thc last type of lirnit is an upper payment linrit fol each cost

I'N-MS-KS l6-014 Apprnuut nold4Y 94 201,?Ìt"t ¡u" Jlnt", .lulv 1.2016 Supcrsedes I¡LyS:KS¡LQqE
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Narrative Explanation of Nursing Facility Reimbursenienl Folmula

center. The upper payment limits are in effect during the payment rate period unless

otherwise specif,ied by a State Plan amendment.

Owner/Related Paltv/Administ¡ator/Co-Admini strator Limits :

Sirlce salaries and other compensation ofowners are not subject to the usual
market constraints, specific limits are placed on the amonnts reported. First, amounts
paid to non-working owners and directors are not an allowable cost. Second, owners and
related parties who perforrn resident related selvices are linited to a salary chart based on
the Kansas Civil Service classifications and wages for comparable positions. Owners and
related parties who provide resident related selices on less than a full time basis have
their compensation limited by the percent of theil 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 perfonn services which require licensure or
certìficatiou.

The compensation paid to owners and related parties shall be allocated to the
appropriate cost center for the type ofservice 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 (ifover five percent), tbe time spent in the function,
the compensation, and a description ofthe work perf'ormed for each owner and/or related
party. Any salaries reported in excess ofthe Kansas Civil Service based salary chart ale
transfèrued to the Operating cost center where the excess is subject to the Owne¡/Related
Party/Administrator/Co-Aclministrator per diem compensation limit.

The Schedule C is an amay ofnon-owner âdministrator and co-administrator
salaries. The schedule includes the calendar year 2015 historic cost reports in the

database from all active nursing facility providels. The salary ìnfonnation in the array is
not adjusted for rnflation. The per diem data is calculated using an 85% tninimum
occupancy level for those providers ìn operation for more than l2 months v/ith more than

60 beds. The Schedule C for the owner/related party/administrator/co-administrator per

diern compensation lìmit is the first schedule run during the rate setting.

The Schedule C is used to set the per diem limitation for all non-ownct'
administrator and co-administrator salaries and ownel/related palty compensation in
excess of t'he civil service based salary limitation schedule. The per diem Iilnit for a 50-
bed or lar ger horne is set at the 90th percerttile on all salaties I eported for non-o\ryner

TN-MS-KS l6-014 Approvat oatúfþ4 f,Qmfèctjve Datc: Julv 1.2016 Superscdes TN-MS-KSl5-008
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adnrinistrators and co-administrators. A lirnitation table is then estal¡lished for facilities
with less than 50 bcds. This table begins with a reasonablo salaly per diem for an

administrator of a 15-bed or less facility. The per diern lirnit for â I 5-bed or less facility
is inflated based on the State ofKansas annual cosr of living allowance for classified

ernptoyees for the rate period. A linear relationship is then established between the

compensâtion ofthe administÌator ofthe 15-bed facility and the conrpensation ofthe
adrninistrator ofa 50-bed fâcility. The linear relationship determines the per dienr lirnit
for the facilities between l5 and 50 beds.

The per diern limits apply to the notr-ownet administrators and co-adl¡inistrators

and the compensation paìd to owners and [elated patties who pet'form an adtDinístrative

function or consultant type of service. The per dìern linit also applies to the salaries ir.r

excess ofthe civil service based salary chart in other cost centers that are transfened to

the operatirìg cost center.

Real and Personal Property Fee Lir¡it

The propelty component ofthe teirnbulsement nreihodology consists ofthe real

arrd personal property fee that is cxplained in more dctail irl a later section. The upper

paymeÌìt limit will be 105% of the rnediarr determined from a total resident day-weighted

anay of the property fees in effect Aplil l, 2016

I

Cost Center Uppcr Paymcnt Lirnits

The Sche<tule B contputer rtìn is an array of al.l per diem costs for each ofthe
three cost centers-Opemting, Iudirect Health Care, and Direct Health Care. The schedule

includes a per diem determined froln the base cost data from all active nursing facility
providels. Projected cost l'eports are excluded when calculating the lit¡it

The per diern expenses fol the Operating cost center and the lndilect Health Care

cost cetìter lcss food and utìlities are subjcct to thc 85% minimum occupancy for facilities

ovet 60 beds. All previous desk review and fìeÌd audìt adjustrnertts are cotlsidered in the

pcr clicrn ex¡rensc calculations. Tbc costs alc adjusted by the ownc¡/l elatcd

party/adrninistlator/co-administrator li mit.

Prior to the Schedule B arays, the cost data on certain expetrse lines is adjusted

from the m idpoint of the cost report pcliod to June 30, 201 6 Thisu'ill bling the costs

reported by the providers to a comlnon point in tirne for compalisons. TIie inflation will
be based

TN-MS-KS l6-0I4 Approuot O&$ [lpl7,ff"ctivc f)ate: lulv l^ 2016 Supcrsctlcs IN:L!!:KSMQE
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on the IFIS Global Insight, CMS Nursing FIonre without Capital Malkêt Basket

Index.

Certain costs are exempt fìom the inflation application when setting the upper
payment linrits, They include owne/related party cornpensation, interest expense, aRd

real and personal propertY taxcs.

The final results ofthe Scherlule B run are the nedian conrpilations' These

compilations are ueeded for setting the upper payment lirnit for each cost centet. The

nredian for each cost center is weighted based on total resident days. The upper paynlent

limits will be set using the following:

Operating
Indirect Healtlt Care
Direct Health Care

ll0% of the median
I I 5% of the ¡nedian
130% of the median

Dil'ect Health Care Cost Center Limit:

The Kansas reimbltrsement metlrodology has a conponent for a case lnix
payment adjustment, The Direct Health Care cost center rate componelt and upper

payment limit are adjusted by the facility average CMI.

Fol the purpose of setting the upper payment lirnit in the Direct Health Care cost

center, the facìlity cost report periorl CMI and the state\¡/ide average CMI will be

calculated. The facility cost report period CMI is thc resident day-weighted avorage of
the quar-telly facility.wide average case mix indiccs, caried to four decilnal places. The

quarters used in this average will be the quaÉers that most closely ooincidc with the

fìnancial and statistical reporting period. For example, a 0ll0ll20XX-12131/20XX
financial and statistical reporting period would use the facility-wide average case mix
irrdiccs for quartcrs beginning 04l0llxX,07l0l/XX, l0/01/XX and 0l/01/XY. The

statewide average CMI is the resident day-weighted avcrage, carricd to foul decimal

places, ofthe fhcility cost report period casc mix indices for all Medicaid tàcilities.

Thc statewide avcragc CMI and facility cost report ¡reriod CMI are used to sct tl.ìe

uppcr payrnent lirrit for the l)iÌcct Health Care cost center. 'l'he Iinrit is based on all

lacilities with a histor.ic cost report in the database. There are thlee steps in estab)islring

the basc upper paymerrt limit.
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The first step is to normalize each facility's inflated Di¡ect Health Care costs to

the statewide average CMI. This is done by dividing the facility's cost report period CMI
by the statewide average CMI for the cost report year, ther, 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 secon<l step is to determine per diem costs and anay 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

dieri cost for the facility in the array at which point the cumulative total ofall resident

days first equals or exceeds half the number ofthe total resident days for all providers'

The facility with the median resident day in tlre affay sets the median inflated direct
health care cost. For example, if there ale 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 rnedian cost is $60 and

the upper payment limit is based on 130%o of the rnedian, then the upper payrnent 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 Pe¡ 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 Ilealth Care Per Dietn Cost colresponds to

the statewide average CMI.

The next step is to determine the Medicaid acuity adjusted allowable Direct
Health Care cost. The facility's Medicaid CMI is detelmincd by averaging the facility
average Medicaid CMI from the two quarters preceding the rate effective data. The

Mcdìcaid CMI is then dividcd by the statewidc avelagc CMI for the cost data period.

Filally, this result, is then nultiplied by the Allowable Direct Health Care per diem cost.

The result is refetred to as the Medicaid Acùity Adjustrncnt.

The Medicaid Acuity Adjustme t is calculatod semi-annually to accoulrt for
changes in the Medicaid CML To illustrate this calculation take the following situation:

The
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Nanative Explanation of Nursing Facility Reimbursement Formula

facility's direct health care per diem cost is $60.00, the Direct l-Iealth Care per diem limit
is $78.00, and these are both tied to a statewide average CMI of 1.000, and the facility's
cunent 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 Allo\¡,able
Direct Health Cale Cost. In this case that would result in $54.00 (0.9000/1.0000 x
$60.00). Because the facility's curent Medicaid CMI is less than the statewide average

CMI the Medicaid Acujty Adjustment moves the direct health cate per diem down
proportionally. In contrast, if tlìe Medicaid CMi for the next semi-annual adjustment

rose to 1 .1000, the Medicaid Acuity Adjustrrent would be $66.00 ( I . 1000/1 .0000 x

$60.00). Again the Medicaid Acuity Adjustment changes the Allowable Direct Health

Care Per Diem Cost 1o match the cu ent Medicaid CMI.

8) Real and Personal Property Fee

The propcrty oomponent ofthe reimbursement methodology consists of the real

and personal property fee (property fee). The property fee is paid in lier¡ 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-enrollment in the Medicaid progratr. The original
property fee was comprised of two components, a propedy allowance and a properly

value factor. The diffelelltiation ofthe fee into these cornponents was elitlinated
effective July 1,2002. At rhat time each fàcility's lèe was re-established based on the

sum ofthe properly allowance and value factor, The providers receive the lower ofthe
inflated property fee or the upper payment limit.

For providers re-enrollirg in the Kansas Medical Assistance program or providers

enrolling for the first time but operatìng in a facility that was previously enrolled in the

program, the property fee shall be tlre sum ofthe last effective property allowance and the

last effective value factor for that facility. The property fce willbe inflated fo 12131108

and then compared to tlie upper payment limit. The property lèe will be the lower of the

facility-specifìc inflated property fee or the upper payîent linrit-

TN-Ms KS l6-014 Aooro,rut illA.Lå {Z0!¡ffcctive Datc: Julv l. 20 l6 Supcrsedes TN-MS-KS l5-008
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Providers entering the Kansas Medical Assistance proglarn for the first tirne, 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 moltgage, amortization of leasehold improvements, and depreciation on buildings
and equipment. The process for calculating the propefty fee for providers entering the
Kansas Medical Assistance progranr for tlie first tilne is explained in greater detail in
(K.A.R. 129-r0-2s).

There is a provision for changing the proper{:y fee. This is for a rebasing when
capital expenditure thresbolds are met ($25,000 for homes under 5 I beds and $50,000 for
homes over 50 beds). The original ploperty fee remaìns 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 is subject to the upper payment limit.

9) Incentive Factors

An incentive factor will be awarded to both NF and NF-MH providers that rneet

cetain outcome measures criteria. The criteria for NF and NF-MH providets will be

determined separately based on arrays of outcome lneasures for each provider group.

Nursins Facility Oualitv and Efficielìcv lnccntive Factor:

The Nursìng Facility Incentive Factor is a per diem amount determined by six per

diem add-ons providers can eaÍr for various outcomes l¡eâsures. Providers that maintain

a case mix a justed staffing ratio at or above the 75tl' percentile will earn a 52.25 per
rh

diem add-on. Providers that fall below tbe 75 petcentile staffing ratio but iupt'ove their
staffing latio by 100/o or more will earn a $0.20 per diem add-on. Providels that achieve a

turrover rate at or below the 75 percentile will eam a $2.25 pet diem add-on as long as

contracted labor costs do not exceed l0% of the provider's total direct health care labor

costs. Providers that hâve a tumover rate greater than the 75 percentile but that reduce

their tumover rateby 10%o or more will receive a per diem add-on of 50.20 as long as

contracted labor costs do not exceed l0% of the provider's total direct health care labor
costs. Ffually, providers that have a Medicaid occupancy percentage of 600/o or rTrore will
receive a $1.00 per diem add-on. The total ofall the per dicm add-ons a provider
qualifies for will be their iucentive factor,

TN-MS-KSl6-014 Approuul oaM{-þl!!llEffectivc Datc: July l. 2016 Supelsede sTN-MS-KS l2-06
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The table below summarizes the incentive factor outcomes and per diem add-ons:

INCENTIVE OUTCOME
INCENTIVE

POINTS

CMI adjusted stâffing ratio >= 75th percentile (5.09), or

CMI adjusted staffing < 75th percentile but improved >=
t0%
Staff ttn'nover rate <= 7 5th percerfüle, 47 %o or
Staffturnover rate > 75th percent lc but reduced >= l0%
Contracted labor < l0% oftotal direct health care labor'

costs

Medicaid occupancy >= 60Yo

Total Incentive Points Available

Nursine Facilitv for Mental Health Ouality and Effìcjenc-v Incentive Factor:

The Quality and Efhciency Ilcentive plan for Nursing Facilities for Mental
Health (NFMH) will bc established separatcly flom NF, NFMH scrve pcople who ofteu
do not ueed the NF level ofcare olr a long tetm basis. Thele is a desire to provide
incentive for NFMH to work cooperatively and in coordination with Comrnunity Mental
Health Centers to facilitate the retum ofpersons to the conlmunity.

The Quality and Efhciency 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, effrciency and cooperation with discharge planning. The incentive factor is

determined by five outcome ûìeasutcs: case-mix adjusted nurse staffing ratio; operating

expense; sulf tumover rate; staffretentjon rate; and occupancy rate. Each provideris
awarded points based on their outcomes measures and the total points for each provider

deternrine the per diem incentive factor includcd in the provider's ratc calculation.

Providers måy earn up to two incentive polnts f'or'their case mix adjusted nurse

staffing ratio. They will rcceive two points if thcil case-nrix adjusted staffing ratio equaìs

or exceeds 3.56, which is 120% of thc statewide NFMH r¡cdian of 2.97. They will
lcccivc one point if the ratio is lcss than 120Y<' of thc NFMH tncdian but grcalcl than or
eqr"ral to 3.27 which is 110% of the statewide NFMH nredian. Providers with staffing
ratios belorv I I 0% of the NFMII median will rcce ivc no points fot lhis incentivc
ûleasule,

$2.25

s0.20
s2.25

$0.20

s1.00

$s.90

1'N-MS-KS ló-014 Approval Drft,lflffuflfllpffcctivc I)ate : ,luly 1.2016 Supclscdcs TN-MS-KSl5-008



KANSAS MEDICAID STATE PLAN
Attachnrcnt 4.19D

Part I

Subparl C
Exhibit C-l

Page l5 of 19

Methods and Standards for Establishing Paynrent Râtes

Nursing Facilities and Nursing Facilities-Mental Health

Narrative Explanation of Nursing Facility Reinbursement Fomrula

NFMH providers rrray eam onc point f'or low oçcupancy outcomes measures. lf
they liave total occupancy less than 90% thcy will earn a point.

NFMH providers may eam one point for low operating expense outcolnes

measures. They will eam a point iftheir pet diem opelating expenses al'e below $ 18.60,

or 90% ofthe statewide ¡nedian of$20.67.

NFMH providers may earn up to two points fo¡ their tumover rate outcome

measure. Providers with dirèct healtL care staff tumover equal to or below 3go/o, the 7 sth

percentile statewide, will eam two points as long as contracted labor costs do not exceed

l0% ofthe provider's total ditect health care labor costs. Providels with direct health

care staffturnover greater than 39% but equal to or below 6l%io, tlte 50'l' percentìle

slatewide, 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 eam up to two points for their retention rate

olrtcome ,rr"oiur". Providers with staffretention rates at or above 74Yo, the 7 5't'

perccnlile statcwide will earn two pojnts. Providels with staffletcntion rates below 74010,

but at or above 62Yo, the 50'r'pcrcentilc statewidc will carn onc point.

The table belorv sumlnarizes the incentive factor outcolnes and points:

QUALITY/EFFIC]ENCY
OUTCOME
CMI adjusted stâffing ratio >: l20yo (3.56) of NF-MH median

Q.97), or
CMI adiusted stâffinr¡ râtio between 110% (3.27) and 120%

Total occr¡pancv <: 907o

ODeratinr¡ exDenses < $18.60. 90% of NF-MFI median, $20.67

Staff turnover ratc <= 75th perccntile, 39%

Staff turnover rate <: 5Oth percentile, 6 l%
Contrâcted labor < 100¿ oftotal direct health carc labor costs

Staff retention >: 75th percentile, T 4Vu

StafT retention >= 50th percentile, 62%
Total Incentivc Points
Available

INCENTIVE
POINTS

2, or

2, or

2, or

8
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The Schedule E is an aruay coutaining the incentive points awarded to each

NFMH pr<rvider for each quality and efficiency incelltive outcorì1c. The total ofthese

points will be used to determine each provider's incentive factor based on the following

table.

Total Incentive Points:
Tierl:6-Spoittts
Tier 2: 5 points
Tier 3: 4 points
Tier 4: 0-3 points

Incentive Factor Per Diem:
$7.50
$5.00
$2.50
$0.00

The Culture Chanee/Person-Centered Cale Incentive Plogram

The culture changeÆerson-centered care Incentive Prograrn (PEAK 2.0) includes six

difTerent incentive levels to recognize homes that are either pursuing culture change, have

made major achievements in the pursltit of culturc change, have meL tninimtLtn

competencies in person-centered care, have sustained persÒn-centered care, or are

rnentoring others in person-centered care.

Each incentive lcvel has a specific pay-for-performance incentive per dicm attached to it
that homes can eam by meeting defined outcornes. The first three levels (Level 0 - Level

2) are intended to encourage quality irnprovenrent for homes that have not yet met the

minimum competelìcy tequirements fot a person-centered carc home Homes can eam

the Level I and Level 2 incentives simultaneously as they progress towald the mininrutn

competency level.

Level 3 rccognizes those homes that havc attained a minimum lcvel ofcote competency

in pirson-centcred care. Lcvel 4 and Level 5 are rcservcd for those hollcs tliat havc

delnonstt.ated sustained person-centered care for lnultiple years and have gone ou to

mentor other homes in their pursuit of person-centcred care. The table below provides a

brief overview of each of the levels.
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Level & Per Diem
Incenlive

Surnmary of Required Nulsing Horne
,Action

Incentive Dumtion

Level 0

The For¡ndation

$0.50

Holne cornpletes the KCCI
evaluation tool according to tlre
application inshrctions. Honìe
paÌticipates in all required activities
notcd in "The Foundation" tiuleline
and workbook. Homes that do not
complete the ÌequireÌìrents at this
lcvcl must sit out ofthc progranr for
ole year bcforc thcy arc eligiblc for
reannlication.

Availablc beginning July I of
enrollnrent year. hcentive
granted 1'or one full fiscal year

Level I

Pursuit of
Culture Change

$0.50

Homes should submit thc KCCI
evaluation tool (annually), Horne
submits an action plan addressing 4
PE1\K 2.0 cores in Domains l-4. The
home self-repofis progress on the
action planncd cores via phone

conferencc with the PEAK tcam. The
homc nay be selectcd for a landom
site visit. The home llrust participate
in the random site visit, ifsclected, to
continue inccntive pâyment. Homes
slrould dernonstrate succcssful
complction of 75oá ofcore
conrpetencies selcctcd- A hornc can

apply lor Lcvcls I & 2 in thc sa¡nc
year. I'Iomcs that do not achicve
Level 2 with Îlìree consecut¡ve yearu

of parlicipation at Lcvcl I r¡ust
returï to a Level 0 or sit out for two
years depending on KDADS and

KSU's recomlrcndation.

Available bcginning July I of
cnrollment year. lncentive
granted for one full fiscal year
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Survcy and Certifi cation Pelformance Adjustment

The survey and certification performance of each NF and NF-MH provider will
be reviewed quarterly to detennine each provider's eligibility for incentive factor
payments. In order to qualify for an incentive factor payment a lìome Inust ¡rot have

received any health care suryey deficiency of scope and severity level "H" or higher
during the suwey review period. Homes that teceive "G" level deficiencies, but no "H"
level or higher deficiencies, and that cotrect the "G" level deficiencies within 30 days of
the survey, will be eligible to receive 50Yo of the calcr¡lated itlcentive factor. Homes that
receive no deficiencies higher than scope and severity level "F" will be eligible to r:eceive

100% ofthe calculated incentive factor. The survey and celtification review period will
be the l2-month period ending one quârter prior to the incentivc eligibility review date

The following table lists the incentivc eligibilíty rcview datcs and corrcsponding rcvicw
periocl end dates.

Incentive El i sibil i tL.Effective
Date:
July I
October I
January I
April I

Review Peliod End f)ate:

March 3 I st
June 30th
Septernbcr 3Oth

Dcccmber' 3 1 st

l0) Râte Effective Date

Rate cffective dates are dctemrined in accordancc ìvith K.A.R. 'i,29-10-19. The
Iate nray be reviscd for an add-on lcimburscment factor (i.c., rebased property fec), desk

review adjustnrelìt or fìeld audit adjustmcllt.

Level 5

Person-
Centered Care
Mcntor Honre

$4.00

Homes earn sustained pemon-

centefed care home award and

successfully engage in mefltor;ng
activities suggested by KDADS (see

KDADS mentoring activitics).
Mentoring âctivities should be

documented.

Available beginning July I

following confi rmation of
Íìrentôr hol'ììc standârds.
Incentive is gÌanted for two
fiscal ycars. Ilcnewablc bi-
annually.
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Retloactive adjustments, as in a rstlospective system, are lrade for the following
th¡ee conditions:

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

Ifa projected cost report is approved to determine an interi¡Î rate, Â settlement is

also made aftel a historic cost repoft 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 l ate adjustment.

Budget Adjustments

Effective for dates ofservice on or after July 1.2016, the calculatcd pcr dicrn
reinbnrsement for all nursing facilitics shall be leduced by an âmount eq ¡al to 4.47Yo.

The per diem reduction will be calculated l'or each nursing facil.ity by multiplying the

total calculated per diem rate for each provider by 4.47%. The per diem reduction
arnount will be subtracted from each nutsitig f'acilily's total calculaled per diem to
cleternrine the facility's final rate.
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HISTORICAL
INFLATION

MIDPOINT
OF RATE
PERIOD
06t5
06-15
06-15

r 06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-'15
06-15
06-15
06- 15

06-15
06-'15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-15
06-'15

INFLATION TABLE
EFFECTIVE O 7/01/ 1 6

MIDPOINT
MIDPOINT

OF RYE
(RYE) OF RYE INDEX
1?-12 06-12 1.255

INDEX FACTOR o/o '1370 ---n7M-

REPORT
YEAR END

01-13
02-13
03-13
04-13
05-'13
06-13
07-'t3
08-13
09-13
10-13
11-'13
12-13
0't-14
02:t4
03-14
04-'14
05-14
06-14
07 -14
08-14
09-14
10-14
1't -14
12-14
01-15
02-15
03-15
04-15
05-15
06-15
07-15
08-15
09-15
10-15
11-15
12-15
01-16
02-16
03-16
04-'t6
05-16
06-16

07 -12
08-12
09-12
1A-12
11-12
12-12
01-13
02-13
03-13
04-13
05-13
06-13
07-13
08-13
09-13
10-13
11-13
't2-13
01-14
o2-14
03-14
04-14
05-14
06-14
07-'t4
08-14
09!t4
10-14
11-14
12-14
01-15
o2-15
03-r 5
04-15
05-15
06-1 5
07-15
08-15
09-15
10-15
11-15
12-15

1 .370
't.370
1 .370
1 .370
1,370
1.370
1 .370
1 .370
1.370
1.370
1.370
1 .370
1 .370
1.370
1 .370
1 .370
1.370
1 .370
1.370
1.370
1 .370
1 .370
'1.370

1.370
1 .370
't .370
1.370
't .370
1.370
1 .370
1 .370
1.370
1,370
1 .370

8.472%
8.472o/o

8.472%
8.129o/o

8.1290/o

8.129v"
7 .199%
7 .'t99%
7 ,199%
6.781V"
6.7810/,
6.781o/o
6.4490/0

6.449./"
6.449yo
6.532o/o
6.532yo
O.Có¿'./o

5.3850Â
5.385%
5.385%
4.981%
4.981%
4.581%
4.341%
4.341%
4.341%
3.788V"
3.788o/o

3.7880/o

3.085%
3.0850/o

3.085%
2.545%
2.545vo
2.545y"
1 .707%
1.7070/0
't .7070/0
't .5s7%
1 .557Vo

1.5570/0

1.263
1.263
't.263
1.267
LZgt
1 .267
1 .278
1.278
't .278
1.283
1.?83
1 .283
1 .287
1.287
1 .287
1.286
1 .286
1.286
1.300
1.300
1.300
1.305
1.305
1 ,305
1.313
1.313
1.313
1 .320
1 .320
1 .320
1 .329
1.329
1 .329
1.336
1.336
1.336
1 .347
1 .347
1_U7
't .349
1_349
1.349

370
370
37Q
370
370
370
370
370

. 
= (Midpoint of rate per¡od index / Midpo¡nt of rye index) -1

TNS MS-KS16-OL4 Approval DuteMAY g 4 Z0l7 Effective Date Julv 1, 2016 Supersedes TN# MS-KSj.5-OO8



KANSAS MEDICAID STATE PLAN Attachment 4.19-D
Part I

Subpart C
Exhibit C-2

Page 2
COST CENTER LIMITATIONS EFFECTIVE O7l01/16

ÇOST CENTER UPPER LII\4IT

Real and Personal Property Fee

$36.18

$52.11

$117.10-

$9.72

* 
= Base lim¡t for a facil¡ty average case m¡x ¡ndex of 1.0169

Operating

lndirect Health Care

Direct Health Care

TN#MS-KS16-014 Approvat OaUAY 84 ZfìîËffective Date Julv 1 . 20losupersedes TN#MS-KS15-008
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INCENTIVE
INCENTIVE OUTCOME

2

or
>= 10lobut im

Staff turnover
of

Total lncentive Poinls Available

TN# MS-KS16-014Approvat OatdAY I 4 ZËfrective DateJulv 1 . 2016 SupersedesTN# IVS-KS 15-008



KANSAS MEDICAID STATE PLAN
Attachnrcnt 4.19D

Pârt I

Subpart C
Exhibit C-2

Page 3b

PEAK INCENTIVE FACTOR EFFECTIVE O7lOI/Ió

Level & Per Dienr
Incentive

Sumrnary ofRequired Nursing llome
Action

Incentive Duftìtion

Level 0

The Foundalion

$0.50

I'[ome completes the KCCI evaluation tool
according to the application instructions.
Honre padicipates in all lcquired activities
noted in "The Foundation" tinleline and
workbook. I-lollres thât do not cornplete
the requirelnents at this level must sit oul
of the prograrn fol one year before tlrey ale
elisible for reaonlication.

Available beginning July I of
enmlLnent year. InceDtil,e
granted lor one full fiscal year.

Level I

Pursuit of
Culnrre Changc

$0,50

Hones should submit the KCCI evaluation
tool (annually). Homc submits an action
plan arJdrcssing 4 PEAK 2.0 corcs in
Domains 1-4. The home self-reports
progrcss on tlre action planned cores viu
phone conference with the PEAK tearn,
The home may be selccted for a random
site visit. The home must participate in the
random sitc vìsit, ifselected, to continue
incentive payment. Honres should
derìlonstrate successful conpletion of 75olo

ofcore cornpetencies sclected. A home can
apply for Levels I & 2 in the sanie year.
HoDles that do not achieve Level 2 with
tlüce consecutivc ycars ofpârticipttion al

Lcvcl I lnr¡st rctum to a Lcvcl 0 or sit out
for two years depending on KDADS and
KSIJ's rccornmendãtion.

AvailabJe beginning July I of
cnrollment year. Incentive
gtanted for onc f'ull fìscal ycar

Lcvel 2

Culture Change
Achicvement

$1.00

This is a btidge level to ackrrowledge
achievement in Level l. Ilonres may
rcceive this lcvel at the same tirnc tlìcy âr'c

rvorking on other PEAK core are¿ls at Level
I , Homcs riray receive this incentive for up
to 3 years. Lf Levcl 3 is not achicved at the
end ofthe third year, hornes must start back
at Lcvel 0 ol' I depending on KDADS and
KSU's reconrmendation.

Available beginning July I
following confìrmed
cornpletion of action plan
goals. Incentive is gr'ânted for
one full lìscal year,

TNiIMS-KS l6-0l4Approuol ¡,tVlÐÐL?0l7Effìctive Dare: Iujy-LZl]-É SupersedcsTN#MS-KS i.{.-020
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Exhibit C-2
Page 3c

Level 3

Person-
Ce¡rtered Care
I-lorne

s2.00

DemonstÏates minimum competency as a

person-centeled câre home (see KDADS
full criteLia). This is confirrned through a

cornbination ofthe following: lligh score

on the KCCI evahration tool.
Demonstration of success in olhel levels of
thc program. Perfornring successfr.rlly on a

Level 2 screening call with the KSU PEAK
2 0 team. Passins a full site visit.

Available begìnnìng July I
following confirrned
minimum competency as a
person-ccntered câre homc.
Incentive is granted fol one
ñrll fiscal yeali Renewable bi-
annr.tally.

Level 4

Sustained
Person-
Cente¡'ed Care
FIomc

$3.00

l{omes earn person-centered care ltonre

award two consecutive ycârs.
Available beginning July I

following confinnation of the
upkecp of nrinimuÌn person-
centeted carc col'upetenciès,
Incentive is granted for two
fiscal years. Re¡ewablc bi-
annually.

Level 5

Pcrson-
Ccntered Care
Mentor Home

$4.00

Homes eârn sustâined person-centeled care
horne award arrd successfully engagc in
mentoring activities suggested by KDADS
(see KDADS mentoring activities).
Mentorilrg âctivities should be
documcnted.

Available beginning July I
following confi r'rnation of
tncntor lìorìrc slandards.
ìncentive is graûted for t\'r'o
lìscal years. Renewable bi-
annually.

TN#MS-KS l6-0l4Approuul ouMN-9 4 4Q1Ëffçctive D{tc: Jqly-L?qL!! Strper seclcsTNl/lvlS-K S I4-020
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OWNER/ADMINISTRATOR LIMITATION TABLE EFFECTIV E O7 lOI / I 6

Attachnìcnt 4. i9D
Part I

Subpâr't C
Exhibit C-2

Page 5

Numller

of Beds

Total
Bed

5,490
5,85ó
6,222
ó,588
6,9s4
1 ,320
7,686
8,052
fJ,4l8
8,784
9,i50
9,s16
9,882
10,248
t0,ó14
10,980
I I,346
t I,7 t2
t2,07tl
12,444
t2,8 r0
t3,176
13,542
13,908
14,274
14,640
15,00ó
15,372
r 5,738
16,t04
16,470
16,836
t7 ,202
r7,568
l7 ,934
18,300

Lirnit

PPD

Maxinrum
Owner/Admin

Compensalion

Cost of
Living
State

Days FlY A¡noLlnt Ernp.

'76

77
78
79
80
8l
82
83

84
85

86
87
88
89
90
91

92
93
94
9s
96
97
98
99
00
01

02
03

04
05
06
07
08
09
IO

ll
t2
l3
l4
l5

l5
t6
t7
l8
t9
20
2t
22
23
24
25
26
27
28
29
30
3l
32
33
34
35
36
37
38
39
40
4l

43
44
45
46
41
48
do

50

$22,32'1
s24,863
927,399
$29,935
s32,47 I

$35,007
$37,s43
$40,079
s42,615
$45, l5l
$47 ,687
$s0,223
$s2,759
$55,295
$s7,831
s60,367
s62,903
.65,439
967,9'15
$70.51 I
s73,04'7
$75,583
s78,r l9
s80,655
$83,191
s85,727
$88,263
$90,799
$93,3 3 5

$95,87r
$98,407

s 100,943

9103,479
$ r 06,015
s 108,55 r

$l 11,087

$4.07
s4.2s
s4.40
$4.s4
84.61
$4.78
$4.88
$4.98
s5.0ó
$5.14
*ç rì
$5.28
$5.34
$5.40
$5.45
$s.50
$5.54
ss.59
$5.63
s5.67
$5.70
s5.74
ss.77
$5.80
s5.83
$s.86
s 5.88
ss.9l
s5.93
s5.95
$5.97
s6.00
fi6.02
s6.03
s6.05
$(r.07

10,000
r0,280
10,537

I r,30r
I t,78r
12,6t7
13,248
l4,r 09
14,426
15,) 41
t5,933
Ió,41r
16,57 5

l7 ,238
17,755
18,02 t

r8,02 r

t8,l1l
18,202
t8,407
r 8,591
18,591
18,777
19,059
19,250
19,250
19,ó83
t 9,683
19,978
20,577
20,834
21 ,355
2t,782
1) 1, )'l
)1 1)1
't) 1)1
)) 7)1
)', 1) 1

))'t)7

2.800%
2.500%
7.2s0%
4.250o/o
7.100%
5.000%
6.500o/o

2.250%
s.000%
5.190%
3.000%
1.000%
4.000%
3.0000/.
| .500v.
0.000%
0.500%
0.s00%
t.tzs%
r.000%
0.000%
1 .000y,
I .500%
I .000%
0.000%
2.250%
0.000%
1 500y.
3.000%
t .250%
2.500%
2.000%
2.500%
0.000%
0.000%
0.000%
0.000%
0.000%
0.000%

I'N-MS-KS l6-014 Approu.t old{-L l!!!JEffectivc Datc: Julv l. 2016 supcrscdcs fÀLlllKgLLæ
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Page 1

COMPILATION OF COST CENTER LIMITATIONS
EFFECTIVE O7l01/16

'*BEFORE INFLATION'*
OPER IDHC DHC RPPF TOTAL

*-AFTER INFLATION'"
OPER IDHC DHC RPPF TOTAL

IVEDIAN

MEAN

WTMN

# OF PROV

31.43

32.92

32.32

319

43.24

44.88

44.05

85.58

88.77

89.10

9.26

11.24

't't.76

34.42

32,89

45.31

47.33

46.54

91.28

93.86

93.28

9.26 178.84

11.24 186.85

11.76 184.47

169.51

'177.8'.1

177.23

TN#MS-KS16-014 Approval dNlj z0Frfective Date July 1, 2016 Supersedes TN#|\ÍS-KS15-008



KANSAS MEDICAID STATE PLAN Attachment 4.19-D

Part I

Subpart C

Exhibit C-3

Page 2
COMPILATION OF ADMINISTRATOR, CO.ADMIN OWNER EXPENSE - O/A LIMIT

EFFECTTVE 07101/16

ADMINISTRATOR
TOTAL PRD

CO-ADMINISÏRATOR
TOTAL FRD

TOTAL ADMN A CO-ADIVIN

TOÍAL PRD
OWNER

TOTAL PRD

HIGH

99th

9sth

90th

8sth

80th

7sth

70th

65th

60th

5srh

50th

40lh

30th

20th

1oth

lst
LOW

223,346

182,801

131,'105

106,944

99.898

94,504

90,587

86,208

83,984

81,239

77,749

75,530

70,233

65,015

58,507

37,793

12,843

3,188

13.66

11 .42

7.47

6.45

5.91

5.60

5.32

4.91

4.59

4.38

4.12

3.88

3.54

3.07

2.63

0.96

o.70

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

5.25

5.25

5.25

3.04

3.04

2.67

2.67

't.45

1.45

1.21

1.21

0.93

0.93

o.22

o.17

0.17

o:.17

330,450
'187,159

139,325

112,O31

101,460

95,015

9'1,628

46,472

84,032

81,396

77,779

75,535

70,259

65,015

58,507

37,793

12,843

3,'188

13.66

11 .42

7 .61

6.58

5.97

5.64

5.36

4.93

4.70

4.43

4.16

3.90

3.55

3.08

2.64

2.18

0.96

0.70

250,608

201,096

192,168

138,885

120,367

98,451

75,370

71 ,528

63,813

56,038

51,720

4A,412

36,568

23,970
o )rc
4,223

2,078

1,497

12.39

11 .2'l

10.48

6.81

5.57

4.30

2.91

2.62

2.52

2.20

2.O8

1.59

0.47

0.11

0.09

0.08

MEAN 76,787 4.20 53,349

WTMN 85,735 3.66 57,880

# of Prov 3't 1 I

78,331 4.25 62,152

88,313 3.73 62,0s9

2.94

311 45

1.72

1.65

TN#MS-KS16-014 Approval oatdlAl/ L { LËftective Date Julv 1 2016 SupersedesTN#lV!ÊKS'15lQ98
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COMPILATION OF NF-MH
INCENTIVE POINTS AWARDED

EFF . 07lO1l16

Attachment 4.19-D
Part I

Subpart C

Exhibit C-3
Page 3a

INCËNTIVE

POINTS

AWARDED

#
OF

PROVIDERS PERCENTAGE

0

I
2

4
5

6

7

B

o.o%

50.0%

o.o%

20.oo/"

0.0%

30.0%

0.0%

o.o%
0.0%

PEAK

¡NCENTIVÊ

AWARDED

TOTALS

$0.00

$0.50

$1.50

TOTALS

PROVIDERS

100.00/o

PERCENTAGE

3

4

3

30.0%

40.0o/o

30.0%

10 '100.0%

TN#MS-KS16-014 Approval dú[L!1 2017 tffective DareJulv 1, 2016 supersedesTN#lvlS-KÊllQQg



<ADMIN;NAMED, Admlnislrãtor
(FAC*NAME))
nFAC_ADDRESI
(ClTY"; KS (ZlP)¡

Provlder È: 1o4(PROV Nl-,Mrol
HP EhteÞriss ssrv¡co6 Provider #: (EDS-PRõV-ND

Doêr (ADMIN_NAMEÞ;

The per diem rãt€ shown Bn the Énclosed Case Mix Payment Sch€dule fôr Btate flsoal year 2017 hãs been
fo¡warded lo lhe Managed Ëara organlzallons (lvlcos) for processlng of future relmbutsemenl paymenls.
Th6 râle wlll beëoms effest¡ve J4y 1, 2016:

The Kañsàs oepartmênt.for Aghg and DisaÞil¡ty ServléeË (Ì<DADS), ãdmln¡stérs lhè Medicald nursing
facfl¡ty servic6s pâyment progrãm on behalfof Kansas DBpãrlment of Health ãnd Envircnmenl. The rsle was
calculå(ed by applylns th6 publlshéd méthqdology, lriçludhg aÞplicr¡bls Medicâíd program policiês and
regulatlons to lhe cost report6 (Form MS 2004) data showñ on the enclosqd paymÞnt schedule.

AlEo enclosed môy be an audit adluslmÈnt.shêet showlngÈdjustmBnts made dutng the desk revlew of thê
2015 calendar yeãr end cost rsporl. This Inlprmation is lntended lo asslst you with plep8rat¡on of future cost
reports. The GalOndal yeaß,oî2013,2014.4nd 2015 wìll be used as the base y.ears for lhe purpose of
Fèltlng rateÊ. These adjustmenls do not have any Êffect upon reimburs€ment. However, shöuld yot¡.

d¡sagree w¡th any adjustfient, pleãbè gma¡l or mãil mè any infórmalion you have that supports your posi[ón.
We w¡ll flle the informà{ion with the cosi r€pori and wìll use lhal. ¡nformation lo redvaluat8 the adiustmehls
based qn the documénlat¡oi supÞlied.

lf you do notagree wlth this. aotion,. you hav€ the righl to request a fà¡t heaiing appea¡ ln accordance wlth
K.À.R, 30-7.64 €tseq. Yoür rèquest fo-r fair heärirlg shâllbB íßwriling and de¡ivered toormail€d lotbB
agency so thãt íl ls r€celved by. the Officê of AdmlltlSlratlve Hear¡ngs, 1020 S. Kansas 4v6., Topeka, KS
66612-1311wlthin 30 days.from the d6ts of th¡s letter. (Pur6uant to K.S.A. 77-531, an add¡lionãi three days
shall be.allowBd ¡f you recÉived thls l€lter by mã¡l). FãilurÈ (o limÊly rËquêst or pursue such an appeal may
adversely ãflect yotìr rights.

lf yoü hàve questions about the ådluslmsnlsr pleasê cohlact John Olìver at (785) 296-6457 or émall at
Jahn OrJlgl@ißdêdÉ.lE qay . For ques(lons on lhe Med¡cåid Rate, please contêct Facll¡tles Re¡mbursèmed
st (785) 2964986 or email at Geergþ!!Âll9@ll@!E4gy.

KANSAS MEDICAìD STATE PI-AN
Attaclirlent 4.19D

Palt l
Subpart Cl

Exhibit. C-4
Page I

June 11, ?û1li

SincerÞly,

Georgla¡na Correllr Facll¡ties ReimþursemenI Manager
NF Re¡mburs€ment Program
F¡nâncial and lnformation Services

Enclosures

'l'NlMs Ks ló.014 
^pp,.,u¡ 

MÀY 9 4 2017 Ef'Èctivc D te Jrrlv l' 2Ù1ß Supcrsedes 1 N#!!$-[!I!QS



KANSAS MÊDICAID STATE PLAN

Junc 21,2016

{ìcorgiûnr¡e CÒr¡rJll
Fîa¡ lit¡crr Rcilúur6ct¡¡ctrt Mâorrger
NF Rchùbllrscnlcul l"'0gr r1

lri¡ancinl ¡nd lìr[Om tion Scn iccs

Attochment 4. l9D
Parl I

Subpârt C
Ë,xhibit C-4

Page 2

Atlrrinislrut¡¡'
(lìAC NÀME t
dAC:,¿\DÞREslr
((Cl'fY), KS (¿lPD

Jii3iiÍiÍ;lll L?åipil8Y'iï,1
Dè[r AdDrir¡istrûior:

Wc forrv¡rrdcd thc pcr dicn¡ ldtc $hÒrvn orr lhc cnolo¡cd (r¡jic Mix P|lyrncnt Schcdulc lbr tha fir$t sc¡li-rnnu¿l flltc
pc.riod of slato fiscql ysar 20l T to our fisc[l agc[t, ll P Enterytisc Scrvice.s. The t¡Ìte will bscomc c ffcr:live Jtrly 1 . 201 (.

ThÈ Kon$nr Dep¡ülme tbr 
^gi¡g 

Ând Disdtril¡ly iscryices (KDADS), Ídnr¡nistÊt"- {he Medicriìl nrrsinA fùcllity
serviccn paynrc¡L progr¡m on bchfllf: of K¡Dsls Depanlncut of Hcallh ûnd lJnvíro tìcrlt. Thc tats rvas coleulated by

¡¡Þply¡ng fhc pprqÞriâtc Mcdiçrid Flogmlll nolicicÍ å¡d rcgûl¡rt¡oll$ lo thc cost rcporf(s) (fiorûl MS ?004) d¡tt shown

on thc cnsloñed piymqnt s(hÞ(hllc.

Also c¡çloscd ùÍy be ûn audi( ¡Ìdjusl¡netìt $hecl $howirìg ûdjusttìrcnts lìì¿de during the dc6k rsviow of the 20'5
calçlru¡ryeurc¡dcostreport.'l'hi$irlormâtitt¡isinten¡ledtoassistyQuwitbfi[cPArâtionofl'ulurecoslrePoLts.

lf yoï disflgrco with the ¡ltc iì thç artacltìld psymùr¡t ¡içhcdulc, you hrvÈlhe rithl to ¡ÌqrtÊs¡ ã f¡ir hoflD-ng ûppÈrl in

accord0nce w¡th K,A.R, 10.7-64 g!-ìgq, Your tv¡itlen request ful slch at: appenl sltoukl bq delivqrçd to or othcnv¡sc

tn¡¡jlù(l $o th¡t it is recrivcd by flìù Dtpartmcrla of Àdminlt{rrlior¡, Omro ofAdñÙnlrlfîfivc ficrringr, I020 Sottth

KûrNûs Ávc, 'l'opckû, Ksnsrr 666t2JÍl I wilhin 3l) days fron thc dqie of lhit letlcr- (liümur¡Ìrl lo K.S.Ä. 77 '511, ,ìn

tdr.lilion l tlÌrcc days shnil bo nllorvcd ifxhls nolicc lcltcr is (llâilcd r¡¡th$ tht¡n hând dollYçrcd ) Fîihrrc lo tirÌcly
trqucst or purslto ruch nn appcrl rnay ldvcncly ¿¡tTcct.yoür tighlr on ¡iñy relllcd i $¿l iciÀ I rcvicrv procceding.

ff you lúve (ìucstions rogatding tlte Mcdi(úid Í¡rc¡ otfier lhtû tlro$c an dc$k rsvicrv ulljuslnlints. Plc¿-\c cor¡tatl

li¡iilirícs flci ¡burscnrcnr (785) 296-fr86 or cnrûil Ccôrgirnn¡ì.Conçll(@iis.gov. for qucstions cor¡ccrning dcsk rcvicN

tdj strncnts plcßc r.:o¡ìt¡rcl Joh¡r Olivcr. Audit MentgÉr', îf (785) 29ö'õ457 or by cnuil ¡l Jq!¡!=q.liv¡:rliiìks8Of,

Sinccrcly,

Dnclosurcs

TN/rMrs-ló-0l4Approoul Dnt,${!l[!?Û17 nr*",,u"oarcJulr-Llqlls!¡pcrsetlesf\l{-![${!¡L1Q



KANSAS MEDJCAIO STATE PLAÑ

1slO¡R ¡\t€dicôrd CMI: 0,3900
2nd QTR Medræid c^1¡. 0.9200

^verôoè 
Med(r¡d cMl: 0 9050lal

Sobpãrl C
Exhib¡l C-5

Kansas Medicaid / MediKan câse.\¡ix sche¡iurè

*uoa

caronda. Yûarcosr Reports Used For Base Dorol

Fdc¡lily Cosl Ropo.t Por¡od CMli
Sl.lôñ{do AvèraOo CMll

12ß1113
6?81%
0,øatt
1.0130

21
7,665
7,334

2,946
6,515

12,31t14
4.931%
0.9313
1,0145

8,030
7,71ø

2,731
6.826

'1213!/15

2,5451
1,0r28
!_0¿31

22
8,030
7,860

2,479
6,A20

r,0r69lhl

Calcul¡tlon of Cohblñ€d SâÉé Yo¡r Rolmh¡reo¡nênl Rãlo

Oporållng

Cosl Ropo¡t adjuslr¡onlai

lor6l rnlìôrèd A.rjustod c@rs:
lolol conìblnod Bôsó Cosr:

Oáys Usêd h O¡visior Opor;

sô73,533
s71S,259

5728,83S
s765,142

s301,317
(s110,383)

s0
s600,93{
s708,401

($ô,657)

$0
(srf,990)

s0

s685,573 573¡,¡S6

7,338 1,11ø 7,€60
s2,r92,382

22.916
9s.G9 OÞ¡r Po' oiom
3¡.16 Oprr Po¡ DLemCosr Limir¡t¡on
!3.10 Op€r Por Diom Rolo (1)

Cosl Repo,rAdl!slnenßl

forar rñnâtôd Adjlsrèd coslsi
Torál combinod B.so cosll
oats Usld ln Dlvlslon rDHcl

ss1o,421
s0

5510,427
s545,0t9

5524,57?
$o

s324.5?f
$550,706

s520,358
s0

s52Ð,358
s542,830

7,8007,!33 L716
st,633,575

22,916
71.50loHCPÍO¡en
52.11 IDHC Pêr Olêd Cosl Liùilðliôn
52.11 IDHC PorÐiom Rntr (2)

Cosl Repol Adlusû¡erls:

torat hrìalod Adjusled cosrs.
T 

oþl CMI Adjuslod Cosl3:
loral conrbired aaso cosl
O€ys Usod in O¡v¡slon DHci

sð26,435
$0

s823,435
3334.611

9s0r,270

5A37,A14

s0
6837,814
s879,546
s95a,122

!89¡,19r
s3?3

3897,564
s920,407
s929,767

?,333 7,t18 7,860

t"l (þ¡rlbl)

s2.795,150
22,9r6
121.97 c¿sE Mix Adjusted DBc Pér olenì
117.10 DHC PerOien Cosl Llnìir. oñ
117.10 ¡lrowábro oHc Psr oiúù cofl lcl
10c-21 Àl¿d¡aid Acliry Adjùil¡n0nt t3)

C¿lculation of Medic¡ìid Rðle

Reâl and Personal Property Feo

audOol Adj!sl,nonl Using (a.470%)

000 RPPF RêbásoAdd On
10.05 RÞPÊ Aèlor¿ linil

9.72 AlloMblo ßPPF (4)

Opèr¿ùñs IOHC,À¡d O}lC Rolcsond RPPF (1)a(2) + (3) +{4);

M¡nimum wâ0o Pßs lhroù!h

7t1t2016

202.22

000
1.60

000

208.32
(s9-31)

199.01

TN// MS.t(s16-014 o*.*'** MAY 94 2017 Elt€c¡va Þ¡ro July 1. 2016 S!¡pors€des TN# À4s-KS15.000



KANSAS I\¡EDICAID STATE PLAN

KANSAS MEDICAID
QUALITY AND EFFICIENCY OUTCONIES INCENTIVE FACTOR

Provider Numberl
HP Enterpr¡se Services Prov¡der Numbe¡i

Facillty Namei

Rate Effect¡ve Date: 0710'1116

lncêôtive
Possible

1. Case lv¡x Adlusted Nurse Staff Rat¡o
Tier 1: AtorAbovethe NF75th Percant¡le (5,09) $ 2.25
Tier 2: Below the NF 75th Percentile but lmproved At

or Above 10% $ 0.20

Cost Report Year Data:

2. Staff Turnover
Tier 1; AtorBelowthe NF 75th Percantile (47%) $ 2.25
T¡er 2: Above the NF 751h Percent¡le but Reduced At

or Abovs 10% $ 0.20
And Contract Nursing Lâbor Less than '10%

of lotâl DHC Labor Costs (Contract Labor 43%)

Cost Report Year Data:

3. Occupancy Rate
Medicaid OccupancyAt orAbove 60% $ 1.00

Cost Report Year Data;

TotBl lncent¡ve before Survey Adjustment

Survey Adjustment and Reduclion 0%

Flnal lncentlve Awardôd

Peak 2.0 lncentive $ 4.00

Allachment 4.19D
Part 1

Subpart C

Exhib¡t C-5
Page 2

Facil¡ty
Stats

lncent¡ve
Awarded

5.13
12t31t2015

12t31t2015

34%
12t31t2015

$ 2.25

$ 0.00

$ 2.25

$ 0.00

$0.00

I 2.25

$ 0.00

$ 2,2s

$ 0.00

$ 0.00

$ 0.00

Peak 2.0 Survey Adjustment and Reduct¡on o%

F¡nal PEAK 2.0 lncentlve Awardod

TN-r\is.KS 16-014 Approvar DaMAY g4 2017 Efrective Date: JqlyL2qjq supersedes TN-t\rs-KS 't 3-13



KANSAS MEDICAID STATE PLAN

KANSAS MÊDICAID
QUALITY AND EFFICIENCY OUTCOMES INCENTIVE FACTOR

Attachment 4.19D
Part 1

Subparl c
Exhibit C-5

Page 3

Provider Number:
HP Enlerprise Servjces Provìder Number:

Fac¡lily Namel

Rale Effective Datei 07101116

lncentive Before Survey Adjustment
Survey Adjushent and Reduction

lncent¡ve Facility lôcentive
Possiblo Stats Awarded

Case ¡,¡¡x Adjusted Nurso Slatf Ratio
Tier 'l: At o. Above '120% of NF-¡,H Med¡an{3 56)
Tièr 2r At or Above 110% of NF-MH N4edian ot (3.271

(NF-MH Med¡an ¡s 3.15 for an Averags Statew¡de CMI of 1-0231)

Cost Report Ysar Datai

2. Operating Expense
Al or below 90% of NF-MH Med¡an ($18.60)

Cost Reporl Year Data:

3. Slaff Turnover
T¡er '1: At or Below the NF-MH 75th Percentile (39%) 2

T¡er 2: At or Below the NF-MH 50lh Percêntile (61%) 'l

And Conlract Nurs¡ng Labor Less then l0% ol Toral DHC Labor Costs (0.0%)

Cost Report Year Data:

4. Staff Retention
Tier'1: Al orAbovs the NF-MH 75th Percentlle (74%)

lier 2: At or Above lhe NF-MH 50th Percentile (62%)

Cost Report Year Data:

5. Occupancy Rate
Total Occupancy At or Below 90%

Cost Report Year Data:

Total Polnts Awarded

2.79

1213112015

$'t 8.14
1213112015

39%
12131t2015

830/o

12t31t2015

91%
12t31t2015

oo/.

5

$5 00

$0
5.00Flnâl lncent¡ve

Scoring:
Points
6-8
5
4
0-3

Per Diem
$7.50
$5.00
$2.50
$0.00

PEAK 2.0 lncentive
Survey Adjustment and Roduct¡on 0%

$0.50
$0.00
$0.50

TN-¡/S-KS 16-014 eppl.ouur o"t"MAY I 4 201Êffoctive Dale: Jglvjl-Z0lqsupersedês IÀL!!gKS-!3r13



KANSAS MEDICAID STATE PLAN

Methods and Silandards for Estabfíshing Payment Rates
Nursing Facilities and Nursing Facilíties-Mental Health

Attachment 4.19D
Part 1

Listof Contents
Page I
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Part I

Subpart A

Subpart B

Subpart c

¡lxhibit A
cost Reporting
Kansas Administrative Regu.lation s

Exhibit A-1
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llxnaþÌt A-l
Exhibit Ä-4
Exh.ibir A-5
Exhibit Ä-6
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Exhibít A-8
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PURPOSE
The purpose of thls report is to obtâin th€ residenl-relâted costs incurred by nursiñg facilitles (NF) and nursing facillties-r¡enlâl health (NF'
IVH) in providing seNices according to ãpplicâblo state and federal lâws, rêgulations, and quaüty and saleLy standards. The regulations
gov€rñing th€completion of this repod and NF ro¡mbuß€mênt can be foL¡nd in lhe Kånsas Administrative Regulations (KAR) Chapter
129, Pârt 10; and Chapter 30, Parl 10.

KANSAS MEDICAID STATE PLAN
Attachment 4.19D

Part 1

Exh¡bit A-5
Page 7

3. ln the event KDADS roceives a oost repon (MS 2004) in \a4l ich the êm bedded formulâs do not work or are missins, KDADS will retuñ
lhe cost report lo be redone until such time as il;ssubmiLtedinâcompletelyfu¡clionalversionoflhelvs-2004.

State of Kânsås

KÀNSÀS DEPARTMENT FOR AGING AND DISABILIIY SERVICES (KDADS)

INSTRUClIONS FOR COMPLEI'ING

lHE NURSING FACILITY FINANCIÂL AND STANS'IICAL

REPORT

(FORM MS-2004)

SUBMITTAL INSÏRUCTONS

1. The form I\rS-2004, Nursi¡g Fâcility Finsncial and Statisticâl Report, will be ava¡lâble on lhe Kansas Depâlment for Asing ând

Dlsâbility services'weÞsil€ at hllp://www.kdâds.ks.gov. Each nußing faciììty in the Kansas Medlcal Assjs(ance Program wilJ downlôâd

or request the fofm s (cosl report â nd census), before the end of ths fac'iity's repod¡ng period

2 Send the comptot€d form N,1S,2004 ând formAU3903 (Ceñsus Summary) foreach month oflhe reporling period, âloñg w¡th a signed
copy or pase 16 of Lhe MS-20041o ggglrgpgrlgtrklêds-hçjpy-lf sent o n CD-Rom orflâsh drive, send to lhe following address.

Xansas Departmentfor Ag¡ng and Disab¡l¡ty Serúces

New Englând Bülldlng

503 S. Kansâs Avenue Topekâ,Kânsâs

6G603-3404

Attention: Nursing Faclllty Relmbursement Manager

4 Ail inq'riries on complelion ol lhese foms should be dirêclêd to the Nursing Fao;lity Audit lvanaser al O85) 296-6457

GENERAL
The cost report is organized by the followìng s€ct¡ons and numberrng schemes Not ¿ll l¡¡e numberswilhiñ each range are used.

Generâl lnform atþn Lines '1-99

Schedule A, Operaling Cost Cenler Lines 101-199

S ched ule A, ln d ireot Heallh Care Cost Center Lines 201 -299

ScheduleA, DirectHeâllh câre cost Center Lines 301 -399

Schedule A, O\,Lfìershrp Cost Center Lines 401-499

S chedule A, Non Reim bLrrsa b le/Non-Res'dent Relaled Erpeñse ltem s Lines 501-599

schedule Ê, Exp€nss Reconcil¡ation Lines 601-650

Schedule c, statemenl ofOwners and Relâled Pârties Not Numbered

Schedule D, Statement Related to lnterest... Linos 651-699

Schedule E, Balânce Sheet Lines 70'1 -750
Schedulê F, Beginnins & Endins Rêsidu al Balances Reconciliation Lines 7s1-799
Schedule G, R€venue StalomentLines 801-850
Schedules H{1), Rejâted ACH lnfo, and H(2), Non-Residenl Rel¿ted... Lines 851-899
Schedule I, FixedAsset, Deprecialion I AmorÜzation Oueslionnaire Lines 901-950
Schedule J, Employee TurnoverReporl L¡nes 951 999

1

2.

Comptele the forms accurately and legibly. Any report Lhat is incomplele or is not lesible shall be promptly relurned lo the
provider. Failure to submit a complete cost report shâll resu ll iñ suspension of pâymentuntilthe complele cost reporl is received

Allamou¡ls mustbe rcunded to lhe nearesLdollar and sum lo the tolal

TN#MS16-01 4Approuu, o","UL I 'l Z0î7Effective 
Date: lzlq1lg supersedes TN#MSos-o3



3.

5.

6.

Page I
DO NOT add lines to lhe fofms USe"OTHER" lines for residenGrelated expenses not designated on the Expênse Slalemenl,
Scheduìe A. Altâch a breåkdown oriistofilems incl'rdedon "othe/'lines ifnecessãry.

DO NO T cross out or re title lines on lhe forms OO NOT include more than one amount per line. If m ore than one åmoLrnl or
journâienlry is combinÊd, sLrbmlt ån attachmenl wilh explanâtion. The attachmentshould b6 EgI¡t l¡t¿i!¡&e!!dl¡!À
DlJI0rþrLand should include subtotâls.

Enter lh6 ten (10) digit K DADS provider number ând th€ ten (10) digit KI'AP prov¡dsr number on pâ96 1 ând in the blâñk
spâce provided at lhe top of oach schedule. DO NOT use anyof theolher ident¡ficâtion numbers ãssignedto yourfacifly.

Attachment 4.19D
Pad 1

Exh¡b¡t A-5

Use the âccruaì melhod of accounling in r€porting fjnanclal dâla. Revenues are reported in lhe period when ei¡ûgl, and not

when received, and Ð(penses âre report€d when þSt¡lIÊ4, notwhen paid

KANSAS MEDICAID STATE PLAN

Estimales of revenues a nd expenses âre nolacceplable.

Each NF/NF-MH must maìntain âdequâte acçounting ând/or statislical records.
lnadeqüate record keepjns is cause for suspension of paymonls. KAR 129-10-15b. lf non-NF/NF lt4H progrâm expenses
have been commingled with thê NF or NF-l\,|H, see thê instructions fo¡ provder âdjustm ents on S ched ule A, Ex peôse S c heduìe.

Reimbtrrsement rales (per d¡em) for NF: The per diem rate ot reimbLrrsement for lhose facilities parlio¡patins in lhe Kansas
[,] edjcal Assistanoe program isbased on the report€d costs ând res¡denl dâys âs âdjusted by a desk review of lhe oosl r€porl
ând pa yment l¡m¡tat;ons. Each cosl report is also subjecl to a lield aud¡t lo arive at a final seltlement forthe pedod uponwhìch
lhe perdiem rate was based.

KANsas ADlt¿INISTRATIVE REGULATIoNS; RegU,ations govenìiDg NFKânsas. Medicâ I Assistance reimb(irs€meñt
mâybeobtaned on the KOADS websile ât:
htlpJ/www.âging.ks.gov/Pollcylnfo and RegvRat€Sstling/Rateselting-Regs_lndex.
NoTÉ.; SINCE THE REGULATIONS IVAY BE CHANGED, THE PREPARER OF THE COST REPORTSHOULD
CAREFULLY REVIEWTHE MOST RECENTVERSION PRIOR TO COIVPLETING THE FORIV M5-2004 FOR
suBrvrsstoN.

AII cost repofs, h¡slorical or projeclod, must be lor a peiod of 12 consecutive moñths except as provided in KAR 129-10-
17 (e) (1). Provideß who filed a p.ojected cost reporl must fìle a historioal report for the projeclion period and a historical
repon lor the nrst oalendâr yeâ r following lhe end of the projection per¡od.

All calendar year cost rcports shali be recejved by the agency no lâtêr than tho close of business on the lâst working dây ol
February All other hislorical cost r€ports coveing a projeclion slatus period shâlì be received by the âgency no latet
lhan lhê clos€ ofbusiness on the last M¡orking dây of the second monlh after ths reporling period ends. The provider may
requesl a one month €xtension of the due dâte by submitting the rsquest ¡n writi¡g to the address in the submrttal
instruct¡ons wilhin the time period âllowed for fling tho original cosl reporl. The exlension will be granted if the âgency
delerminês that the provider has shown sood cãuse. NOTE: lF A COST REPORT lS RECEIVED AFTER THE DUE
DATÉ WITHOUT AN APPROVED TII'48 EXTENSION. THE PROVIDER IS SUBJECT TO THE PENALTIES SPECIFIED IN
KAR 129-10-17

10.

11.

12.

13. NURSING FACILITIES AIIACHED TO HOSPITALS: A nursing facility thât is atlached or associated wilh a hospilaland shares
expenditures shallsubmilthe ooslreport (lt4s 2004), ceñsus sheels (AU-3902), andlhe lolloüns lvedicarc schedulesi W/S A,
4,6, A-8, B Pârt I and B-1. Aìso include lhe working triâlbalance thst inoludes bolh lhe hospital and lhe lons{erm uñil. A'slep-
down process" will be run using lhe stâ tislical jnfofmatlon from W/S B-l ãnd lhe net expenses for coslâllocalion kom Colu¡nn 0
on W/S B Pal1. This willprovide lhe indirecl long{€rm care unit cosls. Based on the lons term oare oostlo net expense mtio,
each depârtment coslwill be allooaled lo the appropriâ(e line ol the oost repoí. The tota¡cost reported on the cost report should
eq!âlthe long-lerm care lolal, Column 25, onw/S B Partl While costsforlhe longìerm care unit âre câlcu laled using lhis
stepdown process, not alloflhese calculated costs mây be oonsidered allowable costs forthe cost reporl (MS-2004). A¡y cost
(hat would not bê orhêrwiss considered âllowâble fora ìong{em câre unil, such as idenlillabie clìnic costs, assisled liviñg
expenses, non-allow¿ble l€gâlexpenses, or costs relat€d to collsction ofbad debls, would not be an allowable cost. Once
oaloulaled, these cosls should be lisled on liôes 501-514 as Non-Reimbursable & Non-Resident R€lãted ltems

rN#N¡si6-014App,ourlontJ4[ 4{ ?!]L Errective Date: !Z/Ell:L]O supersedes rN#MSos-o3
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COST REPORT INSIRUC]'lONS

COVER PAGE

PROVIDERIDENTIFICATION:

Llnes 1 I -20: com plete th es€ lirìes as indicat€d on lhe toporl tofm.

L¡nes 2l-23i cheok only one box.

Line 21 Check if the cost data ls lor lhe câlendar year report per¡od and does not lnclude an y

Portion ofa Projecl¡on Period

Line22 Appljes to proleoted cost repons for nsw provlders and ñewly coñstrucledfâc¡lities.

Lnê23 App[es to providers filing their first histor¡cal cost repoit for a non'calendâryear.

Lines 26-32r Check onty one box. Check the type of businoss organization which most accuralely desoribes your provider stal¡rs or
explâin on line 33, Other. Limiled Liabilrty Companies should check the box that matches their declarâtron lor
tax purposes

NF and NF-MH:

L¡nes ¿3{3d: Enterlhe numberof liconsod NF or NF MH beds uñderthe BED oOUNTcolumn
Then câlculate and reoord the numberof bed days ât that bed oount (multiply the bed counl by the number of câlendar
daysthis count is maintaiñed, seeexample below). lf a change in the n¡rmber of beds has occurred dLrring lhe
reponing period, show the increase or docrease, the dale of thô chânge, th€ new bed count, and the beddâys
at thatcount.

Example ofBed Days Calculât¡on:

Assume a home of 20 beds was lncreas€d on July 1 to 25 beds, the number of þed days forthe period would be

determined as follows:

January 1 to Juno 30 - 181 daysx20beds= 3,620beddavs
July 1 to Docomber 31- 184 days x 25 beds = 4,90qbed davs

8,220 bed dâYs lorPeriod

Line 45r Record the bed countas of theending dâteof lhe coslreport period.

L¡ne 46: fgelÞCqq3fg - Record the sùm of lhe BED DAYS ÀT fHlS COUNT column rom l¡ñes43-43d

rN#MS1 6-014Approu"l out",S$lllllEffective Date: gz¿L|:l€ supersedes fÀlÉ!!Spþ:lq3
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Page 10

Line 48: Totâl Resident Days - lhe lotãl ñumber of residont days shall be determined ¡n ¿ccordaoce with KAR 30,10-28
A rêsident day means thal period ol sewice rendered to a resident betwe€n the census-taking hours on two
sL¡ccessiv€ dâys and all olher days lor whlch lhe provlder recelves payment, either full or pârtial, for any Kãnsas
Medicâl Ass¡stance or non-(ansâs À,ledicâl Assistânce resident who was nol in lhe faciliLy (KAR 30-10-la). The
residenl day tolalshould include reserve days. ll both the adm¡ssion and dischârg€ occur on lhe same day, it
shall count as a residenl day. lf lhe provider does not mâke refunds on behalf ola residont for unused dâys in the
case ot deâth or d¡schargê, añd if the bed js availab'e and aclually used by anoth€r r€sidênl, Lhese unused days
shall nol b€ oounled ås a resident day. Any bed days paid for lhe resìdent b€fors an admiss;on dâtê shâll not be
counled âs â resident dây. The totâl resident day couôt torthe cost report period shâllbe âccurate. An eslimate ol
thê davs ofcarê Þrovided shâllñol be aoceplable The total res¡dent davs must âqree wilh lhe 12 monlh totalas
submilled on thê FormAU-3902.

Day care ând day treâtment shall be counled as one res¡dent day for l8 hours of serv¡ce The reojpieñts
of day careltreatment shall be llsled on the monthly census summary of lhe Fofm (4U,3903) with the
number of hours reflected on the appropr¡ate daycolùmn.

occu panc y Percenlage: Agency slâ ff will determine this percentâge.

L¡ne 48â:

L¡nes 49:

Line 50:

Line 5'l i

Total Kansas ll,ledical Asg¡stance Days - Entêr ths lotâl number of Kansag Med¡cal Ass¡stånce dâys repoñed
on lhe Fofm AU-3902. Pârtial, as woll as full paid days mLrst be lncludod (pl€ase referto KAR 30-'10,28).

TotalMedlcâre Dâys - Enter th€ total À,ledicare days irì the report per¡od.
OTHER FACILITYBEDS:

Ass¡sted Living/Res. Care - Enter lh€ number of b€ds for âssisted lving ând residential health care If a
chanse ¡n the nomber of beds occurred du¡ing the reporting period, show the increâse or (decrease) and the
date of the change. Altach a schedùle ¡f additional space is needed to show âll chaÕses in the numberot
licensed beds.

Unl¡censed Beds - Enler the number of u¡licensed beds i.e., aparlments w¡lhin the fâcilily lf a change in the number
or beds occurred during the repoling period, show th€ lncreâse or (decrease) and the dale of the change.
Attâch aschedulo if addilional space is needed to show all changes in the number oflicensedbeds

Enter the tolâl number of other r€sidentlal dâys with shâred NF/NF-MH cosls.
Thê total olher residential days must asree with thê 12 month toLal as submitted on the Form AU-3903. Do not
includ€ day care days orì this line

Check theappropriâle box regârding À4edioare oedified beds.

Please indjcal€ 
'f 

the fåcility is a hospital based lons term care (LTc)facilily or a free standins facili(y.

Line 52:

Linê 53:

TN#N/S16-014Approval Dar4Jll\v tt ,1 1ñ11 Effect¡ve Date: 07/01/16 supersedes ]NËMS!.54.3.' ' rv¡trt---zt'="'tÚ'''-
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attâch â copy ofthe work¡ng Ílel bâlance used to Prepare lhê cost rePort

Totat Annua¡ Hours Pald - Column 1 - Enler the tolal hours paid to the ômployees on each ol the salary lines for the .eporling period.

Empfoyees shall be reported on the âppropriale salary line tor th€irpos¡tion classification

PerBooks or FederalTâx Return -Column 2- Reporl theexpenses renected in the accounting reoords under the âpprop ate cost ce¡¡ter
(i.e., Operating, lnd¡rect Health Car€, Djrect Heâlth care, Ownership and Non Reimbursâble). The total of all thê expens€ lines
(column I - Liiìe

599) shallreconc e lo the incomê tâx retum and/orlhe accounting records:

Provider Adjustments - Column 3 , Enter tho necessary ådjustmenls lo tha expenses rcported in Column 2 lhât are not residenl-
relaled accordiñg to the regulations and/or ofset expense recoveries reported in the Revenue Stâteñsnt, S chedulô G. Altach a schedule

Res¡dent Retated Expênse - Column 4 - Enter the d¡lerence betwêen Colum¡ì 2 and Column 3. PIeâs€ completê Colùmn 4 ev€n if 10

âdjuslments were made ¡n column 3, sxcept for l¡nes 501 throughSl4.

ståte Adjustments/Adjusted Resldent Relâted Expenses -columns 5 & 6 - Leave blânk - EQB.AGEXçY]JS!9NIY

ExpenseL¡nes
Generât: Att costs shall be repoled oñ thê designâ(ed expens€ lin€s. lf all expense olassifications are nol addressed, reporl (he

amounl on lhe line and in the cost center that mosl neâdy describ€s the expense. For exâmple, telephone expense is included in the

Operating oost center. Therefore, the expe¡se for telephone l¡nâs to the nurses'stalìon shâll not be reporled in the Direct or lnd¡rect
Heatth Care cosl center. See specific line iostructions for more deþil. OO NOT CROSS OUT OR USE A LINE DESIGNATED FoR À
PARTICULAR TYPE OF EXPENSE FOR SOME OTHER TYPE OF EXPENSE.

The specific inslruotions, which follow. do not cover€ãch line item of the êxpênse stat€ment, but are desig¡ìed to coveritemslhât may requiro
addilionâ I ex pla¡âlion or exam ples.

Aü Satârtes - Liñes - 1O1',lO4, 201-213, and 301-306, - Sâlâies âre compensatlon pald for person âl señ ices that were reported to

th6 tntenrât Reven're Servic€ (lRs} These lines, plus the ow¡ìer/rc|ãled pâdy compensation lines, shålì reconcile to your IRS 941 Reporl
fofms as ådjusted by benefits or olher bonusês-

Eâch facitiry must hãve a full time licensed adminiskator. Non-owner/relaled party âdministrâtor compensation shâlì be reponed on line
'lot Owner/relâtod paty administrator compensation shall be reporled on line 121. A hospital-based long term care unil, under the
jurjsdict¡on of â hospltal adminislrâtor, must report â percenlage of the adminlslrâlors sãlary on liñ€ 101. and tho salary of lhe slaff person

serviôs as ân âssistant admìnistrator on line 102. sâlârjes and beneflts of tho adminislrator and co-administrator paid as cenlral ofllce
costs shâll be repoded on lines 101, 102, añd 119.

Repot the satar¡es of the Direct Health Care Cost Center personnel on the most appropr¡ate class¡fcal¡on lor l¡nes 301-306.

h the lnd¡rect Health care cost Center, lines 205-210, arê for reporllng salarled employee thêrap¡sts. 99-NqLEEE9Ef
CONSULTANTS ON THESE LINES.

Emptoyee Benefits , Lines 119, 219, ând 319- Allocate employee benef¡ts to lhe benetit lines ¡n each cost cent€r based on lhe percentage

of gross sataries or the aclual amount of expense incuÍed ¡n each center Employee benefìts, if offered to substantially all employees

mây include, botare not lìm¡ted tol

1. Employer'sshareof payrolllâxes

TN#MS 16-014Approu" I Dute MAY g4 2017 Effective Dâtei o7lo1/'16 supersedes f!tM.S.95.!.3
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2
3
4.

5.

6
7
8.
L
10.

11.

12

13.

Slate and federaì un€mployment contrìbulions
Wo*ers' compensation insuønce
Group heâllh and life insurance

Employe€ hon câsh gifrs

Employee retiremenL plans
Empbyee palies - exceptaloohollc beverages
Profil sharing

Physioal examinalions

Mâlprâcl¡ce insurånce hât specifìcâlly prolecls employees. This shâll be specifically identified on l¡ìe insuf¿nce biJl lrom tho agenr.

Employee Unlorms
Employee [4eals Employee

benefits shall ñot lnclude:

1) rmptoyee câsh bonuses ând/or incentiv€ âwards - lhesê payments shall be consid€red addjlionâl
compensation ând be reported onsâlary lines-

2) Benerirs gìven lo ownerh€lated parti€s - theso b€neÍts shall be reported on the ownelrelâted parly employee

benefits lines (125, 225, 325).

Employêê benef ils wilh reslricl¡ons incl'rdê:

1 ) Employee b€n€fits offered to selêct non-owner/relâled pa rty employees sha lì b€ ropol€d âs â be nelìt in lhe cost center
in wh¡oh the sâlary is reported. Do not include confâcted labor consultants thât could be repo¡led on âllocated consullanl lines.

Cohtrâcted Lâbor - Lines130,230 and 330. These lines shall be used lo repoñ all oonllact labor lorservices lhatwould normally be provided
byemployees listod in lhe costconlôr.

Consultants - Lines13l, 231-238, and 331 Consult¡ns lees paid 10 related padies are subject to the restrictions of KAR 30 l0-1a andKAR
30-10-23b-(c) and (d)
Report fees pa¡d to pro{essjonally quâl¡fied non-salâded consultânts. L¡st the tilles ol consultânts repô(ed on line 238.

Owners ând Related Party qompensai¡on - Lìnes121, 122,221, a(\d 321. R€cord lhê âmount eârned and reponed 10 IRS for
ownêr/relâted pâlies. ln order to be allowed, the compensation musl bo paid within 75 days after close or the cost report perod. The
amount reporled must be in agreement \4ilh eñ(ries mâde in Schedule C. Compensation may be iñcluded in allowable cost o¡ly to the
extent that it r€pr€senls r€asonablo remuneration for managerial ând âdminislral¡ve functions, professlona lly q ualifiêd heallh care serv¡ces
ând otherservices r€laled to the operation of lhe nursing facilily, and w¿s rendered ìn connect¡on w¡th resid€nt câre. AlJcompensâlion pâid
to an owner/relaled party shall appear on lhe appropriale lincs above regârdless of the labelplacedon the serv¡css r€ndered (Seo
KAR 30 10 24).

"Other" - Lines 181 and 281 - "Olher" or blank línes have been provided in lhe op€râling ând indirect health care cost centers Types
of expense enlered on these llnes shâllbe ident¡fied ând be âpp'icable to the cost cerìtor unless furihêr restrjcled Attach a schedule to
lhe cost repod, Failure to do so can cause unnecessary delay in the processing of your cost report.

Management Consultânt Fees - Llne 131 - Repon rees paid to !9!:@Þ!9!Lpg¡I]!g¡gg9tre¡1 consultants. lf the management seNices
company is owned or conlrclled by ths compâny or person(s) that own or control the facility, âctual cost of the manasem€nl
cornpâny must be reported âs central office costs and/or ownels comp€nsation Se€ instruot¡ons for reporting centrâloffice costs
liñe 151 .

Allocat¡on of Central Oflrce Costs - Line 151 - All providers with more lhan one facilily and pooled adminislrâtive costs shall reporl
allocated costs on line 151 All fac¡liljes, irìclLrding the central offìce, must

TN#MS16-0l4Approval Dat4úAY-$4-20llEffective Datei o7l01/16 Supersedes TN#MSo5-03
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Allowable c€n lra I offce costsaresubje0l to the following cond¡tionsi

- 
Onlyexpense âJlocâtions relâted to Kansâs facilities will b€ âllowed.

- 
Purchases froìn relaled-party vendors - Costs ofresident-related soods and seruicessupplied to the central otrice by relaled pâdþs will

be allowed ât lhe lower ol lhe cost to lhe vendor or the chârge lo thê cenlralofìce;

- 
Costsdirectly altribLr{able toa specinc provider or non -provider acl¡vity m ust be allocated direcllyto tho entity forwhich they

- 
Salar¡es of owner/relâted parties - Any ofthese costs thât âre included in centrâloffic€ cosls must be repol€d on line 121i

- 
centralomce bulk purchases ofadult care hom€ supplles -Theseexpenses may be allocated lo the slrpplies l¡nes in the appropriate

cost centers, if Lhe allocation method is adequately dooumented;and

- 
Consullants Costs directly applicab'e to the indir€cl and direct health care cosl centeß may be ¡eponed oñ lhe âpplicâble consulrânt

us6 the sâme repo(ins period. cenkal omce costs shall be reported in aooordance wlth KAR '129-10,27. Attach a detailed
schedule listing the centrâl off¡ce costs and method of allocatloh to each rac¡l¡ty. Submit a copy of the Medicare Home Oílce
Cosl Repol if applicable. The same method of allocalion used on the Msdicare Cost Repoñ must be used in the À,ledrcâid CoslRêpon.

Ofl¡ce Supplies and Printing " Line 152 - Report all ofice supplies, postage, duplicating and printing expenses o¡ this line. The
pr¡nting âôd dupllcating of foms âre considered to be an adm inistrative ex pense ând shâllnot be repoled in any other cost oenter. The
exceplion to thlg rule ls medlcal records forms lhåt may be report€d on llne 351, Nurslng Supplles.

Telephone and Othêr Communicåtion - Line 153 - Report routinê t€lephone ând communicalions expensô on this line regardless of lhe
departmentor cost centêr benefit.

Travel - Line 154 - Rcport admj¡islralive and stâñ trâvel expênses that âre related to resjdeñtcare. Vehicle costs hustbe documented
by defâlled expense ând mlleage records kept ât lhe llme ofthe lravelâctlvlty. Eslimates sha¡lñot be âcceplable. Exc€ptionsl

1 ) Long tolm or rôcurring vôhicle leâse ex pense for business purpos€s shall be r€ported on fine 402.

2) Expenses âssociated wilh tho personal use of a vehlcle are not a¡lowable unless reponed w;th¡ñ olheMise

âllowâble lir¡its of compensat¡on.

3 ) Cosls re låted to "in town" entertairì ment a re non'âllowable.

4) Trâvel o)( pen sos r€lated to Provider board meelings are non-allowable.
5) R€sidenl lransportalion expense shâl'be reported on line 258.

Advert¡sing & Recrulûnent- Line 155- Report allowabie advertising ând recmitment expense on lhis line. This line shall be used for
fees pâid to employment ågencies, employment advertis€ments ând âds ¡n lelephone direclories. Fund rarsìñg, public relat¡oñs,
adveñis¡rìg for resident utilizslion and sponsorships are not a llowaÞle ¿n d shall be reporled on line 505.

Licenses ând Dues - Line 156 - Repon allowâble lice¡ses and dues oxpense on this lins. Refer to KAR 3010-23a for non-reimbürsâble
dues ând nìembership costs. P€rsonal âütomobile club memberships âre nol al,owable unloss repod€d ascompensalion

Accounting and Dâta P roces3¡ng - Liñe 1 57 ' Repo I âccounting eÌp€nse on lhis lins, excepl fees pâ id to owner/relat€d pa rty fim s
or índividuals whioh must be reported on the owners compensation line 121.

rN#MS 16-0l4Approvat Date{/¿y-94-21!l¿Effective DateÌ o7l01/16 supersedes llltMsls{g
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Data processiìs expens€ relat€d to fìnancial manâgement (i.e., accounting, payro¡|, budgeting, etc.)shallbe reporled on this line.

Llablllty lnsurånce - Line 158 Report llability insurânce expense on lhis ì¡ne

Other lnsurance - Lin6 159 - Rêpof property rnsuranco expense on this lin€. WorÏers'componsâtion ånd
iñsurâñce expense shâll be reported on employee benefit ìines lnsuranc6 premiums on ltues of owners and
ãllowâble expensô, and shallbê reporled on line505.

employee heâlth ând life
relaþd parlies âre not an

lnteresl - Line 160 - Repod the pâ¡d interesl expense pa¡d relâted to operating loâns and equipment purchases. Sabmilcopies
ofeach new note of95,000 or more for the yoar originated. lnterest on loans for real ând personal property lhat is included in a re-base, in

accordânce withKAR KAR 30-10-25, shâll b€ r€pofed wilh reâl eståte interost on lino 401. Allowâble ìnlerestexpenso shall be linnited
to the annual expense submitted on the loan amorlizâtion sch€dule, unless the loân principalis rolired before thê end of the âmorlizalion

Þeriod, or work iñq câpi(ol loans when lhe period is ono(1 ) year or less Any in t€resl income shâìl be offset to this line, w¡lh any rem a¡n¡ng to
bê ôfscr rô liñe 401

Legât , Lino 161 - Report allowâþle tegal expense on this line, subiect to KAR 30 101a,23a,ànd 23b. Allowable f€es paid 10

owner/relåled pâly frms or ind¡vldLrals musl be repor(ed as owner/related paly com pensalion on ìlno 121 .

Crtmlnal Bâckground Check . Lin€ 162 - Report the âmount oxpended for cdminal Þâckground checks for allemploy€es on lhis line.

Real Eslate and Personal Property Taxes - Linê 163 - Report all real and personal prop€rty laxes on th¡s I'ne

Ma¡nt€nance & Repa¡rs - L¡ne '164 - Repof all mainlenance and repair expenses applicabt€ to the building, grounds, eqL¡ipment and

Op€ratlñg Suppl¡es - Liñe 165 - Report suppljes expense incidental to th€ oporation and maintenanceof the building, grounds,

Sma Equipment - Line '166 - Equipmenl purchases of $1,000 to $5,000 that were nol oapital¡¿ed mustbeexpensed on lhis lìne. Eqoipmenl
purchâses of$1 lo $999 may be roported in the cos( center of benefìt as a supply exponsô

Other. Line 181 - Report miscellaneous expenses incìdental to the operat¡on and/or mâintenance of lhe facility and groùnds.
Th€ss nctude but are nor limited to amortizatioñ of adm inislralive organizational and/or slarl-up costs, +ra€+-h+{+liFg-snow removal
and tawn care This tine shall be used for trâining and educâtionâl expensos for employees with salârìes reported in the operaling

Housekeeptng Safartes - Line 202 - Repon the hours pald and salaries of housekeeplng and jânitoriâl stâf' iñvolved ¡n floor câre and ln

cleanins orlhe bùild;ng.

Therapy Satârtes " Lines 205-210 - Report lh€ hours paid and salarles of lherâpisls who are dir€ctly involved in provid¡ng heâlth
care. Noter Physicã I, occr¡patlonal, speech, and respiralory lh erâ py salaries are subject to the same a¡lowance as therapy consu ltants.

Mect¡cat Records/Res¡dent Acttvltl;s/Soclal Worker/ Other Sålar¡es ' Lines 204, 211-213 - Repod the hours paid a.rd salar¡es on

the âppropriate line for lhese classifoations specify the job classificâtion of other indiect heaith care salaries.

Consuttants , Lines 23f-238 - Record the lees paid to cons0ltânts on the appropriale lines. Provider adjushenls for physlcal

therapy, occupational therapy, speech therãpy, rcspiratory (herâpy, and othertherapies shallbe in ac¿ordance with r.AR 129 l0 1sa(b).
Submit awork paperwith lhs oosl reporr lhal shows lhe units âñd oaìculation of the âllowâblê lvedicaid/M edikân lherap y ex pens€s.

rN#MS16-0 l4Approurl D"t"U{L[4-4lllEffect¡ve Date: o7l01/16 supersedes LNÉ!!SQg!-3.
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Util¡ties Except Telephone - Line 251 - Repol expenses for gâs, wâ(er, êleclr¡city, heatíng oil, trásh hâul¡ng, etc. Cablevisiôn rnây be
considored å ulililyor resident act iv¡ly ex pe nse.

Food - Line 252 - Report âll food cosls. Nutrjtional supplements ârê to be includêd on line 351. The prov¡der shall bê rêquired lo keep
records on the lotal number of meals served to residents, empioye€s, guests, and outsid6 progråms. lf the food oxpensê for the
employees, goests, and outsidg programs 

's 
included in the IVS 2004 €xpensos, the expense should be offset agâinst the dietarycost center

Line201 -DietarySalades
Liôe219 -Dietary Poftion Employee Benelìts
Lrne221 Dietâry Owner/Related Party Compensation Líne 231- D'etsry

Line 252 - Food

Line 253 - D i€tary S (lpplies L¡nø 281 -
glbçI

TotalDielâry Cost + TotalNumberol[reals Served = CostPer lt4eal

B. Cosl per meal x num ber of meals served to employees, gu ests, and outside progrâ ms = amount of offs€l

C. The oost of Íree employ€ê m€als shaìi be âllocaled ånd reported on ompJoyeo benefit'ines. lf €mp,oyees pay less lhan
the cost for ã meâ|, lhe diference between Lhe mealrevenue and costmay be reported as an employee benefit

Dlelâry Suppl¡es - Line 253 R€port supplies expenêe dkectly related to lh€ preparatìon and 6ervic€ of food to the residenls unless
further restdÕted by a;other expense line (ie., prlnled m€nus are reporled on line 152 - Oíice supplies and Prinlins) Examples
include bu( are not lim¡tedto pâpergoods, kitohen uteôsils, olc.

Llnen and Bedd¡ng Materlal - Line 254 - Repol linen ând beddins material expenses on this line.

Laundryand L¡nen Supplles - Llne 255 - Report allsupp¡ies oxp€nse directly related to laundry and linon seNices for the residents, unless

res{ cted by ânolherline.

Housekeeplng Suppl¡es -L¡ne 256 Roport âll s'lppties êxpense relaled lo keeplng lhe buildjng clean ând sânitâry. Floor câre supplies shall
be expensed on lhis line.

Resldent Acl¡v¡ty Suppl¡es - Lino 257 - Report he supplies expense involved in providing resident acÙvilies. This does not iñclude
the cost of newsletters, which should be incl'rded in line 152

Restdent Transportalion , Line 258 Report resident trânsportalion expense incaÍed for non- emergeñcy medicâì, shopping, activities,
etc., iô wh¡ch the rcsidents are the primâry passengers. Do nol lnclude veh¡cle lease, ¡ntêrest deprec¡alion, lnsurance or other exp€nse

Acceplable methods ol allocalÌns cosl to line 258, ResidentTønsportalion are as followsi

Allocaled ât â s€t rats per mile The rale would bo determined by drvidng totâl vehicle expense, nol restricted lo
another expense line, by lhe lolâl miles. The IRS alìowed râte per mile is nol âcceptâble because il includes
faclors lordepreciation, insuranoeand repâirs.

1)

2) Aljocaled d ireclly per lh s followins formu¡a:

Residonl Travel [4 iles
Tolal[¡iles

Totâl Vêhicle Expenses not Reslricled
to Another Expense Line

rN#Ms16-0l4App,ourro"t"$A/ l { !!jt Errective Dâte: gZlE11lO supersedes IN.tMSggla
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lf private vehicles are used to trânsport resjdenls, the entire amount of lhe reimbursemeñt pâid to the
employee lor use of the vehiole is âllowâble asResident Trânsportation. The rate of rê¡mbursemenl must,
however, bereãsonablê.

Bârbe¡ ând Beauty - Line 259 - Repo¡l lhe barb€r and beauty expenses on this line. lf you ohå rge resid€ nts for lh€se servioesoñsel
the expense up lo lherev€nue received in column 3.

3)

Nursing Aide Tra¡n¡ng - Line 260 - Report Lhe costs ol feês, tuition, books, elc. for educâlion orLraming sem¡nârs provid€d lo aides wilh
salâriss reported on lin€s 303, 304, ând 306. Travsl, lodging and meâls associated with tho educalion/s€minârs may be report€d on this
line.

Other Health Care Tralnlng - Line 261 - Repol lhe costs of fees, toition, books, etc., for education or kaining sêminârs to
employees'@wilhsalafìesreportedinlhelndirectorDirectHeaIthcafecostcentefs'Travel'
lodging ând meals âssooêlêd with the educâtion/sem inars mây be reported on this liDe.

Totâl Râte Formulå Costs ' Llne 399 - Enter the sum ol the totals in lhe Operat¡ng, lndjrect Health Care, snd Dlreot H€alth Caro cosl

lnteres I on Real Eslåte - Line 401 - Repol âll pâid interest expenso incurred for th€ acquisition or con struction of rêal eslale Describe lully
on Sched'lle D. lncllde amolizât¡on expense for loan costs. The interest for equipment and furnishings purchas€d âlong wilh the
build ing shall be reported on this line. Report interest expense on loa nç for real and persoñal propeny inolLrded in a r€ bâs€ of lhe real â nd
personal property fee, in âccordânce with l(AR 30-10-25e.

A¡des- Lines 303, 304, ând 306 Record lhe hours paid and salar¡es of aides involvod in direct res¡dênt care, on lhe lino lhat most
âppmprialely def ines their clâssifi calio¡.

Nursing Supplies ' Line 351 - Report exp€nses of all routine supplies, includ¡ng âll durablo medical equipment, directly related lo
lhe provision of nursing ând/or health rêlâted services forr€sidenls, unless fLrrthor restdot€d by anoth€r expense lme. Medioal records
forms may be expensedon lhis line. NutriLio nal supplemeñts shallbe reported on lh's l,ne.

Rent or Lease Expense - L'ne 402 - Report all r€curring rerìt aôd leâse expense regârdless of the ltsm and use except compuler
sofrwâre lease expense which can be repoled in the cost center of benelìt or line 157,Accountiñs and Dala Processiñg.

Amortizat¡on of Leasehold lmprovement - Lino 403 - Repoñ oñly âmortizâtlon of leåseho'd lmprovements on th;s line. Leâsehold
improvemenls ârê dôfined as betlermenls and additions mâde by lhê lessee to the leâsed properly. such improvemenls become Lhe

properly of the lessor afler the erpiration of tlìe leasê.

D€preclatlon Expense - Line 404 - This amount mùst be computed by the slrâighuine method. S'rch amounts tnust be reoonciled to â
dstailed d€preciation sched!le. lhe determinalþn of capilalized properly musL be jn conformity with Genêrally Accepted Accounling
Principles. Atlåch a dêÞ¡led depreclâtlon schedule to lhe costreport

TN#MS16-014Approu"t o",u'!N L | {Effective Date: o7l01fi6 supersedes TN#MSo5-03
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Fund Râlslng/Public Relatiorìs/Advertlslng for Res¡clent Utlllzâtlon - Llne 505- lnclude non- allowâble adverlising expenses. See Line

155- Advertisins aßd Recru;lmenl.

Orugs (Pharmåceullcals) - Line 508 - Report €xpensos lor prescription drugs and other ilems nol covered as â roulin€ item irì KAR 129-
'1015â

ceneralt Lines 501-514- Provider adjustments must bê made in column 3 that offsel column 2 expens€s n lolal. Column 4 willshow

Restdent Purchases - Line 511 - Repon the expens€ for items purchased for resldents bul nol llsted âs routinese¡v¡ces or supplies in

KAR 12910 l5â.

Bêd Tåx Assessment-Llne 512- Reportlhe bed tax ass€ssmeñt for lhe yeat

rN#MS 1 6-0 l 4Approur t outå!{/ þ!!.!L Efrect¡ve Date : Qz/q!:!ll supersedes INËMS99{a
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SCHEDULE C .STAIEMENTOF OWNERS AND RELATED PARTES

ENTER - Nâme ând A.ldrêss

Colulnn (1) - % of ownership (if appiicâble)or state lhe r€Jalionship to orrler

Columh (2) -% of tim€ devoted to this facrlity per customâry work week

Column (3) - Total salaries, drâwings, consulting fees, ând other paymenls to owners and related parties as defined ¡n XAR 3010-1a and
KAR 30-10-24

Generâl: Lis( allowners of the provider entity ì,!¡lh 5% ormore ow¡rership inler€st and âllrelated parties (KAR 3 0 -10-24). Fill out Schedule
C compietely and accurãtely. Attach an add'tional scheduls if more e)(planation or space is needed Providers shall bas€ âll âllocations
on reasonable lâctual informâtion and mâke lhe inlormâlion âvailâb,e on request. Such infofmation shâll include details of dates, hours
worked, nâture of work pedormed, how it relãtes (o resjdenl care and the pr€vailing wage râtes for such âclivitles

column {4) - List the tilles, funclions or d€scriptions of lhe jobs pefomed or lransactions made with all owners ând related parties. The
job l¡lles should correspond wìth those includêd in the Owner/Rolated Party S alary Ch art (please refer to KAR æ-10-24).

Column (6) - Enter the dishibulion by cost repoft line ilem of lh€ lotâl compensation incuÍed for alljob funcllons. Owner/r€lâted party
compensat¡on shâllbe repoled on the owner compensation €xpense llnes (121, 122,221, and 321) in Schsdule A.

Totâls - Th€ total compensalion in Column 3 âñd Column 5 should agr€s. These two totåls should âlso âgree with lh€ lotâlol lines
121 , 122, 221 , and 321 ltom Schedul€ A.

TN#MS1o-o l4Approurr or,å4N L | Z0l7-Effective Date: lzg1:Ll1 supersedes TN#MSo5-03
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SCHEDULE D . STÂ'IEMENT RELAIED TO IN'IERESTON ALL BONDS, LOANS, NOTES. AND MORTGAGES
PAYABLE

Note: subm¡t copies of loân âgreernefls and amortizâtion schedules w¡th this cost report for âllloans of $5,000 or more. Fâillrfe to
document interest expense is cause for disâllowânce. (KAR 30 10-l5b).

column (l) - Enter lhe oris¡nãldate and dürâtion of the loan in moñths.

Colurhn (2) - Eôter the interest rate. lf it is â variable râte, provide the rang€ of he interest râtês for the cost report period.

Cotumn (4) - Enter the unpaid principâl balance at the end of lhe cost report period. The lolal of Column 4, Line667, müstasree wilh the
Bâlânce Sheet, Sched'rle E.

Column (5) - Enter lho totaì amount of ¡nlerest ând principal paymônts mado during the cost report year'

Cotumn (6). Enter the total amounr of interest incuned dur¡ng the cost roporl yeâr The total ofcolumn 6, Line 667 must agree with
the tolal interest reported on Schedule A, Lines 160 and 401.

L¡nes -651-666 - Enter eâch lender's nåme, address and the items finânced. lndicate whether lhe jnterest €xpens€ was repoled on llne

160 or line 401 of Schedule A. lf ¡nterestexpense on â loan is pro-rated lo bolh linos, show lhe breakdown.

Line 667 - Enter the Lolals of colomn 4 - Unpaid Balance and Column 6 - lnleresl Expense, ror Lines 651 666 âs reporled on lines 160

ând 401 in Sohed'rleA.

rN#N/s16-01 4App,ouul ortUL9{4lll-Effect¡ve Date: !Zlq!1lO supersedes rN#Msos-o3
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General: The bâlânce sheel shoold be prepâr€d lrom the books of tho specific fâcility for which the cosl reporl is filed. ln orher words,
chain units shorld report only those balânce sheet âccoonls that relalo lo the pâliculâr fâc¡lity for which the cosl repod appJles
Subjecl to lhe above, the balance sheet must be prepared ¡n confomily with Generally Accepted Accoun{ins P¡inc;pJes. Reporl all
ownership claims thâl âre customarily used by your pârticulâr type of enll(y. A part¡â¡listing of lhese accounts by type ofentity followsl

cap¡lal, Retained Earn'ngs
Chaln Unit - AllChain Units........-.................-....-....-..................... Centralor Home OfficeAccount (regardless ol type of ownership)

TN#MS16-014Approurr o"t44l 4 { 2017 Effect¡ve Date: o7lol/16 supersedes TN#MS05-03
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SCHEDULE F - RECONCILIATION OF BEGINNING ANO ENDING RESIDUAL
BALANCES

Geherâl: This sohedule €xplâins the chângo in owne/s equity or lhe lund balance from the beginning to tho end ofthe cost

Beglnning Balance

L¡ne 751 - Enler lhe lreginning owìer's €quityor fund balance This is the total ol Column2liñes 727-729 in the Balance Sheel, Schedule
E

lnc rease to Owner's Equity or Fund Bâlance Line 752. Enter

lotai revenoe from schedule G, column 1, Lino 822.

L¡n€ 753 - Ent€r lhe tolalofcash or other âssets transfer¡ed or contribut€d by ths owners

Llhe 754 - Enler the lotalorcash or olher âssets lrânsfered or conlr¡buLed by lhe ce,rLral ofiice

Llne 755 -Enter the proceeds tuom the sâle ofcommon stock

L¡ne 756 & 757 - Enter and specify all olher transactions which increase lh€ residual owner equity or fund balance accou nts.

L¡nê 758 -Enler the lotalofLirìos 752-757.

Oecreâses lo Owner's Equllyor Fund Balance L¡ne 761 -Enterthe

totalexpenses per Schedule A, Column 2, Line 599.

Line 762 - Ent€r total of cash or other assets withdrawn by the owners but not reported in lhe Expense S latemenl, ScheduleA.

Llne 763.Enl€rlotalcash orother assets withdrawn by the cênlraloffice.

Llne 764 - Enter the lotal of duly d€clâr€d dividends paid lostockholders.

Llne 766 - Enter the depreciâtion expense in excess of lhe slraisht line method llItEsgreflected asâ negâLive adjuslm€nl in Schedule
A, L¡ne 404, column 3.

Line 766 & 767 - Enter ând specify all other transâclions which decrease lhe residual owner equity or fund ba lance accounts.

EndingBålance

lsloladding lines 751 and 758 and sublr¿cting line 768. The bãlance a( the end ol lhs pedod (line 769) should equâl
4, lines 727 729 in the Balanoe sheet, schedule E.

Llne 769 - Enler the
lhe tôlâl ôf Column

TN#MSi 6-0l4Approvat oat{AY-g ,{-!!.lt Effective Dâte: o7l01/16 supersedes TN#MSos-o3



SCHEOULE G. REVENUE STA'TEMENT

Column I - Enrer i¡e ¡evenues from lhe gonoral ledger accounts on the appropriato linês. Rêvênuês from seNices nol designated
on this schedule musl be identified and reporcd on line 821. The amoLrnl of the total revenue enlered on line 822, Coìumn 1 must also be
eñtered on line 752, Beginning and Endins Rêsiduãl B alances Reconcil¡ation, schedule F.

Column 2 - Enler lhe amount of the ofset lo the appropriate e¡pense accounts. Note thÊ Following: The amounl oflh€ ofsel
should b€ the cosl of reimbursable expenses. Non- r€¡mbursable items(i.e. Vendins)âre offset ât cost.

Column 3 - EnLer the line n umber of the expense reported on the Expense S tatement, ScheduleA, againstwhich lhe ofset has been made
The amolnt of lhe oíset mrist be entered ilì Column 3, ProviderAdjustments, on lhe Expense Statement, Schedul€ A.
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Llne 807 - Routine Nursiìs supplies sold toprivale pay residenls.

There is no offset r€qurêd for routine items covered undsr KAR 129l0-15a that are sold to privatepay residents.

Llhe 810 - Resident P!r0hasedNon RoL¡t¡¡e Items Sold - Énter the total of all re¡mbußements for peßonal purchases nol designated as
routine iLems in KAR'129 1o-154.

Line 817- Adult Day Care/Trealment lnoome - Enter (otal revsnue from all sources ror adult day care and day treatment programs.

Llne 820 - Non-Nlrsing Fâcility Residenllal lncome - Enter totâ¡ revonue ÍÍom assisted llvlng, residen llãl care, andaparlmonts.

SCHEDULE H(I). STA.IEIìJIENTOF RELÀ.IED ÂDULTCÀRE HOME INFORMAÎION

Generat: Ali Kansas faciiities operated by common ownership or related parties shâll be listsd. Common ownership ând relat€d parl¡es

are defined in KAR 301 0-1 a Add itional schedLrles sha ll be altãched as nec€ssary. lf the provider is a pu blioly held enlily, prov¡de th€ annual
report and a Form 10 K.

SCHEDULE H(2) _STA'IEMENTOF NON'RESIDENT RELA'IED ACNVIÏlES

cenerâl: lndicâte âny non-res iden I related ãctivilies thal you parlicipale in âtthe racility forwhich you are repoling by mârking yes in column
(1) lf âdjustments were made on schedule A for any or lhese aclívit'ês indicât€ so by mark¡ng yes jn column (2). List addilional âct¡vilies
that âro not idenlif¡ed on the lines provided Altach a sepâmteschedule if additionâl room is required.
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SCHEDULE I . FIXED ASSET, ÐEPRECIAllON AND AMORÏZÀÎON
OUES]lONNAIRE

General: Eâohqueslion shallb€ ânswered oompletely ând âcourately.

Llnes 902-909 -Complex Capital Struoturesì
Attâch a complete explanation oi th€ ownership/ma¡âgêment slructure of the nursing fâcility including owñers with 50¿ or more
int€rost in the property and/or business, rel¿ted padies asdefined ¡n KAR 3O-10-14, and all r€ìevanl conlracts,leases, and assignments.
This ¡nformatiorì must bê âccurâto ând comprehensive enough lo presenl a lruê ând clear âccounl of thô o!ìÌÌership and controlof lheaduil

L¡ne 9'll - lf the fâc;lity is leased, â copy of lhe original lease agreement and subsequent âmendments ând/or agreements shall
be submlued and on tlle with thê âgency. A p¡ov¡der rnakirg pay¡ìrents urìder lndustriâl Rev€nue Bonds wilh a nominal purchâs€
lpon maturity shallreport the cosl of ownership versus ìeâse €xpense.

Ltne 914 - A new provider that purchâses â faciìity shall submit a copy of lhe loan agreement(s), ând any olher perlinent informalion
concef ning lhe lransâction.

Ltne 915 - Submit a copy of the DETAILÉD dspreclat¡on schedule with lhe cost report. Each assel shall be listed with the cost, dâte
of purchase, life, salvage value, accumulated depreciåtion expense and current depr€ciâtion erpêns€. Depreciation must be

computed using theSTRAtGHT LtNÊ method. lf the provider has n,ed a detailed deprociation schedule w¡lh the agenoy, an annuãl
submiss¡on ofaddilìon ând delolioñ schedules and a sümmâryof deproclallon expense âre permissible.

TN#MS16-0l4Approval oatfl[l-fuff!!]-Effect¡ve Date: o7l01/16 Supersedes INËMS!Þ!-q



Column 2 - Show the total ñumber of employees at lhe beginning of the cost report pefod for eâch ctassitication.

Column 3 - Show lhe tolâl number of employees hired during Lh€ cost repoft period lor eâch classificãtion.

Column 4 - Show the tolâl number of employees who ended empioyment dùring lhe cost report pêriod for€ach clâssificatioñ.

Column 6 - Show the tolal nûmber ol employees ât lhe end of the cost repol period for €ach sâtary ctassificåtion

Columh 6 - From the total number ol em ployees listed in column 5, show howmany aro full-time and howmany arepart{ime.

Column 7 - From the totaì number of employees listed in column 5, show how many were lnclLrded in cotumn 2asemptoyees at
the beginning oflhe cost reportperiod.

The number ofemployees iisted in column 2, plus lhe
Column 4, should oqualColu¡rn 5. Please e¡.plain any
Year end cost report,
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SCHEDULE J . EMPLOYEE TURN OVER REPORT

listed ¡n Column 3,l€ss lhe numberof omployees reneoted 
'nof ¡nfoÍnâtion for the calendar

ÀTTENTION

The cost report ls not cons¡dered complete unless all requlred docuhents are submltted wlth the cost reports. Revlew the l¡sl

ot quesllons/documents follow¡ng Scheclule J ln the Cost Report

ÐECLARAl'ION STATEMENT

Oeclaratlon by Owher; Partner; or Omc er of fhe Corporât¡on, Clty or County which ¡s lhe Provider. Thê cost repot is not considered
compjete u¡lesssjgned byan owner or âuthorized agenlotthe faci¡ily and/ôr busin€ss and thê preparer. lfperson signing ls not ân owneror
p¿rlner, documentalion orâ resolut¡on slat¡ng lhsiraulhority to sigD needs to be¿tlached ltìs nol requied, ¡f'thas been sub'nitred
previously and has no( chânged.lfthe tåcility/businêss owner ând the prcpãrer are the same ¡ndivd uâl, pleasesign both spaces. Print the
names ofthe owner/authorized agenl and preparer ¡n the spâceprovided. PLEASE REAO DEcLÀRAT|oN STÂIEMENT.
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This Þase is reseryed for lulure usê.
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129-10-17. Cost repofts. (a) Historical cost data.

(1) For cost reporting purposes, each provider shall submit the "nursing facility financial

and statistical report," form MS-2004, revised Au gost2004 and hereby adopted by reference,

completed in accordance with the accompanying instructions. The MS-2004 cost report shall be

submitted on diskette, using sofhvare designated by the agency for cost r€port periods ending on or

after December 31, 1999. .

Ø Each provider who has operated a facility for 12 or more months on December 3l shall

file the nursing facility financial and statistical report on a calendar year basis.

(b) Projected cost data.

(1) Projected cost reports.

(A) If a provider is required to submit a projected cost repor under K.A.R. t29-10-,l8 (c)

or (e), the provider's rate shall be based on a proposed budget,,Ã/ith 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 ofthe following schedules:

(Ð On the fìrst day ofthe month in which the nursing facility was certified by the state

licensing agency ifthat date is on or before the l5th ofthe month; or

(iÐ on the first day ofthe following montb ifthe facility is certified by the state licensing

TN#MS16-0l4Approuul Dut"$AY 4{ !!]1 
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agency orì or after the l6th but on or before the 3Ìst ofthe month.

(C) The projected cost report shall end on the last day ofthe l2-month period following the

date specified in paragraph (bXlXB), except under eiiher ofthe following:

(t The projected cost report shall end on December 3l if that date is not more than one

month before or after the end of the l2-month period.

(iÐ The projected cost report shall end on the provide¡'s normal fiscal year-end used for the

internal revenue service ifthat date is not more than one month before or afte¡ the end of the l2-month

period and the criteria in K.A.R. 129-10-18 for filing the projected cost report ending on December 3l

do not apply.

(D) The projected cost report per.iod shall cover a consecutive period oftime not less than

Ì I months and not more than l3 months.

(E) The projected cost report shall be reviewed for reasonableness and appropriateness by

the agency, The projected cost report items that are detemiued to be unreasonable shall be

disallowed before fhe projectecl rate is established.

(2) Projected cost reports for each provider with more tJran one facility,

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

subsectiott and who operates more than one facility, eithel in state or out of stafe, shall allocate central

office costs to each facrlity that is paid rates from the projected cost data. The provider shall allocate
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the central office cost at the end ofthe provider's ftscal year or the calendar year that ends

during the projection period.

(B) The method ofallocatíng central office costs to those facilities filing projected cost

reports shall be consislent ..¡/ith the method uscd to allocate the costs to those facilities in the chain

that are filing historical cost reports.

(") Amended cost repolts.

(1) Each provrder shall submit an amended cost report revising cost report information

previously submitted if an error or omission is identified that is material in anount and results in a

change in the providcr's rate of $.10 or more per resident day.

(2) An amended cost report shall not be allowed afier l3 months have passed since the last

day ofthe year covered by the report.

(d) Due dates ofcost reports.

(l) Each calendar year cost report shall be received not later than the close ofbusiness or

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 ofbusiness on the last working day ofthe second month following the

close of the period covered by the report.

TN#MS16-014Approval oate:MAY g4 2017 Effective Date: O7l01/16 SupersedesfÀ!ry!S99¡?9
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(3) Each cost report approved for a filing extension in accordance with subsection (e) shall be

received not later tlan the close ofbusiness on the last working day ofthe month approved for the

extension request.

(") Extension oftime for submitting a cost report.

(l) A one-month extension ofthe due date for the filing ofa cost report may be granted by

the agency if the cause for delay is beyond the control ofthe provider. The causes for delay beyond

the control ofthe provider that may be considered by the agency in granting an extension shall include

the following:

(A) Disasters tlìat significantly impair the routine operations ofthc facility or business,

(B) destructioll ofrecords as a result of a fìre, flood, tomado, or anothe¡ accident that is

nol reasonably forcsccable; ald

(C) computer viruses that impair the accuiate complotion ofcost report information.

(2) The providel 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 writterl 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 ofthe

provider.
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The request shall be received by the agency on or before the due date ofthe cost report, or tlìe request

shall not be approved.

(Ð Peûalty for late filing. Each provider filing a cost report after the due date shall be

subject to the following penalties:

(1) Ifthe complete cost report has not been received by the agency by the close ofbusiness

on the due date, all further payments to the provider shall be suspended until the complete cosl roport

has been received. A complete cost report shall include all the required documents listed in the cost

report.

(2) Failure to submit the cost rcport within one year after the end oftle cost report period

shall be cause for termination from the Kansas medical assistance program.

(g) Balance sheet requiremerrt. Each provider shall lì1e a balance sheet prepared in

accordance with cost report instructions as part ofthe cost report forms for each provider.

(h) Working trial balance requirement. Each provider shall submit a working trial balance

with the cost report. The working trial balance shall contairì account numbers, descriptions ofthe

accounts, the amount of each account, and the cost report expense line on which the account r¡/as

reported. Revenues and expenses shall be grouped separately and totaled on tlie working trial

balance and shall reconcile to the applícable cost report schedules. A schedule that lists all general

ledger accounts grouped by cost report liue number shall be attached.
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(Ð Allocation ofhospital costs. An allocation ofexpenditures between the hospital and

dre long-temr care unit facrlity shall be submitted through a step-down process prescribed in tlie cost

report instructions.

f) 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 ceuter. For wolking capital loans for one year or less, amortizafion

sclredules slrall not be required. (Authorized by K.S.A. 2007 Supp. 75-7403 atd75-7412;

implementing K.S.A. 2007 Supp. 75-7405 and75-7408; effective Sept. 19,2008.)
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129-10-25. Real and personal properÍ fee. (â) A real and personal property fee shall be developed by tlìc

agency in lieu of an allowable cosl for owrership or lease experìse, or both. The fee shall be facilily-specific alld

shall not change as â result ofcharge ofownership, â chalìge irt lease, ot reeruollnent in the medicâid proglâmby

providers. Ar irìllalion factor mây be applied to the fee on an alrlual basis.

Tlrc rcal and personâl propeay fee slmll include an appropriat€ comporìelìt for tlÉ following:

(l) Rent or lease expense;

(2) irÌterest expellse on a real estâte moflgagei

(3) amofizationofleaseholdimprovernents;aud

(4) depreciâtio1ì on buildings and equipment;

(b)(1) Tlìe reâl âtrd personal propoÍy fee shall be determined based on one ofthe following rnethodologies;

(A) For providers enrolled irì tlìe Kansâs rnedical assistauce prograrn wi r a real and pe¡sonâl propety

fee for each facility, tlrc reâl ând personal propeÍy fee slmll be tlìe sun] of dìe properry allou/ance and value factor.

(B) For providers reelrrolling in the Kansas rììedical assistance program or providers eruolling for the

first tilne but operâting in a f¡cilily tlìaf was previously enrolled in the program, the real and personal property lee

sb,lll be tlìe stüìÌ of tlìe lâst effective property allowance ard the lâst effectjve valüe faclor for the facility,

(C) Tlìe real arld pefforÌal property lèe for â newly constructed nursiug facility or a rursing facility thât

enteß the Kalìsas tlredical assislârrce progrân ând hâs not had a fee establislrcd previously sball be calculaled based

on llìe followirìg nìethodology:

(Ð A projected real and personal propeny foe slìâll be calculaled us¡ìg a projected cost report by

diyiding the lotal of tlìe four real â1ìd personal property fee conlponents reported irì tlrc ownership cost center by the

greater ofthe 101âl rurìrber of resident days repofed or 85 percerìt ollhe licerßed capacily for the cost ropo¡t period.
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(iD A lìistorical real ¿ìnd personal propefy pü diem shall be calculâted using a lústorical cost report by

dividilu flre total ofthe four line itelx reported in dre owrcrship cost center by the greater ofthe totâl nllnìber of

resideut dâys reported or 85 pcrcelìt ofthe liccuscd capacity fo¡ the cosl report pcriod.

(iìÐ A selllel]lent betweeû the projected and historical rates, wlúch shall include the real and personal

property fee, shall be nâde ir accordance with K.A.R. 129-10-18(e).

(2) The real and person¡Ìl propely fee shâll be subject lo an upper payment limit. The upperpayment

lirnit for dìe real and persolül propcfy fee shâll bc determined by the mcdian real a11d persoÌ)al propefty fee plus a

percentage of tlìe median. TlÉ percenlage factor applied shall be detennined by tlìe secretåry.

(c)(1) The deprecialiolì and arnorlizatior compo¡rent of tlæ reâl alú personâl properfy fee shall neet tlrcse

crileria;

(A) Be idenlifiable ard recorded ir the provide/s accourìting records;

(B) be based on the historical cost of thc assel as eslablished in this regulation; and

(C) be prorâted over the eslimatcd use ful life of the âsset using tìæ strâiglÌt-lireüet¡od.

(2)(Ð Appropriâte recording ofdepreciation shall iuclude the following:

(D Id€ntificatioll ofthe depreciable assels i1ì use;

(ii) llreâssels'hisloricalcosrs;

(iiÐ the neflrod ofdopreciâlion;

(iv) tlìe assels'estimated useful lit'e; and

(v) the ¿ìssets' accurnuhlcd depreciation.

(B) Each prov ider shall report gâirìs âlrd losses olÌ the sal€ of depreciable persorul property on tlìe cost

repori at the liûìc of tlìe sale. The provider sbâll record lrådirìg of deprcciable propefly in ¿ìccordance wit¡ the
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irìconìe tax lnetlDd of accoulìtirìg for lhe basis ofproÞeíy acquired. Under tlìe irìcome ax metlìod, gaiDs alld losses

arisirg from the Íadillg of asseis shall not be recogrized in tìe year of trade but slìall be used to adjüst tlìe bâsis ofûe

rìeu/ly acquired properly.

(3) The cost basis sball not include costs attributable to the negotiation or final purchase of tlìe facility,

wlúch lnay include legal fees, ¿rccountilìg foes, Îrâvcl costs, and tlìe cosl offeasibility studics.

(d) Auy provider may request that tlìe ageDcy rebase the real and personal property fee. Providers shall

submit rcbasc rcqucsts for colnplcled capital improvcment projccts orphascs ofcapitâl improvements projects. The

following rnethorlology slìall be used to determine a revised ¡eal and personal property fee bâsed orì tlìe rebase

requesl.

(l) Rebase requests slmll be reviewed to detelnine a revised real alìd persoÌìâl property fee if dre

provider lneets Ihe following câpitâl experditure thresholds:

(A) $25,000.00 for 1àcilities witJr 50 or fewer beds; or

(B) $50,000.00 tor facililies vr'ith 5l or ll]ore beds.

(2) The per diern based on fhe iDteresl expellse, deprecialion expense, and amofization ofleâsehold

i[rprovemerls shall be âdded to dìe rcal arìd persorìâl properly lèe in effect on tlìe date tlìat tlrc rebase is nìade

elTective. InLeresl expense repofcd in lhe operaliDg cost center shall ml be included in the request for a rebase oftlÌe

real and persoml propefy fio. hterest on loâns for reâl arìd personal property tlrat is iûcluded ir a rebase shall be

repolted wilh moflgâge interest iû the owrìershþ cosl center.

(3) The nurrber ofresiderìl days used hì the denoùirâ1or ofthe real ard persorìal properly 1þe

calcul¿ìtion shall bo based olì lìre total uuDrber ofresident days lioln the rnost recenl desk-reviewed cost report to
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rebâse the properly tþe. Tlìe resident days slìâll be subject to the 85 percent ninirììunì occupâncy requiretÌìent,

including âny new beds documenled in tlìe rcquest for a rebase,

(4) TlÉ revised reâl ârd persoMl propcrly fee slull be subject to 1læ upper pâyrìteü limit in effect ou

tlle dâte tlrc rebase is mâde effective.

(5XA)If tlrc nunber ofbeds ofân existing nursing facility is incrcased by the comtructiou ofa ncw addition !o

tlte existing facility, tlre real and persorul propefiy fee established tlrouglì tlìe rebâse shâll be effective according to

either ofthe following schedules:

(Ð On the first day of the nonth ilr wlìich tlrc new beds were certified if tlrc c€rtification date rvas or) or

before the 151h ofthe lnonth; or

(iD on the firsl day of the morìth following the Dmntlì ilì \¡,hich ìe beds were certified if the certiftcatiolì

date is orÌ or afler tlìo l6thof the nìorìth.

(B) Ifthe câpitâl gxpendituro thât is fhe basis for tlìe rebase request is not related to al'ì itlcr€ased ìulìber

ofbeds, the real and peßonâl propefy fee estâblished through the ¡ebase shall bc el'lèctive accordiug to either oftlìe

following schedulcs:

(D on tlìe firs1 day oftlìe rìrorìtlì in which tlìe cornplete docurDentatior is received, if tlrc request is

received on or beforc the l5th of tlle month; or'

(iD orì 1lìe li¡sl day of tlìe ûìonllÌ lbllowirìg the montir it which üre colnplete docunentâtioD is received,

iftlìe request is received on or â1ìer the 16th of llle rnofth.

(C) CoInplete docunÌentation shall irlclude the I'ollowirg:

(D The depreciation or arnofiization sclrcdule reflecting the expense, including the construcl.iorì-i1ì-

progress subsidiary ledger;
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(iD tlrc loan agreemeuq

(iiÐ tlìe arnoflizalion sclìedule for interest;

(iv) invoices;

(v) receipts for coûhactor feesl and

(vÐ receipts for other costs associated witlì the capital experditure.

(6) Invoices or contractor staterÌrcrìts daled nÌore thâll lwo years before tlrc dâte the rebâse rcquest is

received slìall not be allowed. (Authorized by K.S.A. 2007 Supp. 75-7403 and75-'1412; inìplemerìting K.S.A. 2007

Supp. 75-7405 aud 75-7408; effective SepL 19,2008).
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129-10-18. Per diem rates of reimbursement. (a) Per d¡em rates for ex¡sting nursing

facilities.

(f ) The determ¡nation of per diem rates shall be made, at least annually, using base-

year cost information submitted by the provider and retained lor cost aud¡ting and analysis.

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

every seven yeafs.

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

(C) For each prov¡der currently in new enrollment, 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 paymenl l¡mits 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
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(iii) direct health care.

(B) The property component shall consist ofthe real and personal property fee as

specifìed in K.A.R. 129-10-25.

(C) The upper payment limii for the direct health care cost center shall be a statewide

base mit calculated on each fac¡lity's base-year costs adjusted for case mix.

(i) A facility-specifc, 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.

(ii) Resident assessments used to determine additional reimbursement for ventilator-

dependent residents shall be excluded from the calculation of the fac¡lity's average case mix

¡ndex.

(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) Res¡dent assessments that cannot be classified shall be assigned to the lowest

case mix index.

(5) To establ¡sh a per diem rate for each provider, a faclor for incent¡ve 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 submrtted by the prov¡der.

(B) The total number of resident days shall be used to calculate the per d¡em costs

used to determine the upper payment limit and rates in the direct health 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 lirnit and rates 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 utillties, shall be subject to an 85 percent minimum

occupancy requirement based on the foilowing:

(i) Each prov¡der that has been rn operation for 12 months or longer and has an

occupancy rate of less than 85 percent for the cost report period, as spec¡fied in K.A.R. 129-10-

17, shall have the number of resident days calculated at the m¡nimum occupancy of 85 percent.

(iì) The 85 percent min¡mum occupancy requ¡rement shall be applied to the

number of resident days and costs reported for the I 3th month of operat¡on and after. The 85

percent minimum occupancy requirement shall be applied to the interim rate of a new provider,

unless 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 to participate in the Kansas medical assistance

program, each nursing facility provider shall obtain proper certification for all licensed beds.

(¡v) Each provider with an occupancy rate of 85 percent or greater shall have actual

resident days for the cost report period, as spec¡f¡ed ¡n K.A. R. 129-10-17 , used in the rate

computation.

(7) Each provider shall be given a detailed list¡ng of the computat¡on of the rate
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determ¡ned for the provider's facility.

(8) The effective date of the'rate for existing providers shall be ¡n accordance with

K.A.R. 129-10-19.

(b)

(1)

(2)

providers.

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

Rates of re¡mbursement shall not be limited by private-pay charges.

The agency shall mainta¡n a registry of private-pay per diem rates submitted by

(A) Each provider shall notify the agency of any change in the private-pay rate and the

effect¡ve date ofthat change so that the registry can be updated.

(i) Private-pay rate ¡nformation submitted w¡th the cost reports shall not constitute

notifcat¡on and sha¡l not be acceptable.

(ii) Providers may send private-pay rate notices by cert¡fied mail so that there is

documentation of rece¡pt by the agency.

(B) The private-pay rate regislry shall be updated based on the notificat¡on 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 prìvate-pay rate or the first day of the following month in which complete

documentation of the pr¡vate-pay rate is received by the agency.

(i) lf the eflective date of the private-pay rate is other than the f¡rst day of the month,
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the effective date in the reg¡stry shall be the f¡rst day of the closesi month. lf the effective date is

after the '1sth, the effective date in the register sha¡l be the first day of the following month.

(ii) For new facilities or new providers coming into the medicaid program, the efiective

date ofthe private-pay rate shall be the date on which certiÍcation 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 we¡ghted average private-pay rate for room

differentials shall be determined as follows:

(i) Multiply the number of private-pay residents in private rooms, semipr¡vate 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, ¡s the we¡ghted average private-pay rate for room

differentials.

(ii) Each provider shall subm¡t documentation to show the calculation 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) Level-of-care rate differentials. The weighted average private-pay rate for level-of-

care d¡fferentials shall 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 d¡fferentials.

(¡i) Each provider shall submit documentat¡on 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 pr¡vate-pay residents for ¡tems and services may be included in

the we¡ghted average private-pay rate if the same rtems and services are allowable in the Kansas

medical assistance program rate.

(i) Each provider shall submit documentation to show the calculation of the weighted

averagê extra charges.

(i¡) Failure to submit the documentation may delay the effective date of the weighted

average private-pay rate in the regÌstry until the complete documentation is received.

(4) The weighted average private-pay rate shall be based on what the provider

rece¡ves from the resident. lf 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 ¡s actually rece¡ved from the residents.
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The weighted average private-pay rate shall be reduced by the amount ofany djscount

received by the residents.

(5) The private-pay rate for medicare skilled beds shall not be ¡ncluded in the

computation of the average private-pay rate for nursing facility services.

(6) When providers are notified of the effectrve date of the Kansas medical assistance

program rate, the following procedures shall be followed:

(A) lf the private-pay rate indicated on the agency reg¡ster is lower, then the Kansas

medical assistance program rate, beginning with its effective date, shall be calculated as follows:

(i) lf 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 ofthe private-pay

rate adjusted to reflect the med¡caid case mix or the calculated Kansas medical assistance rate.

(ir) ¡f 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 not¡fy 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 follow¡ng the
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date upon which complete private-pay rate documentation is rece¡ved or the effect¡ve date of a

new pr¡vate-pay rate.

(c) Per diem rate for new construct¡on or a new facility to the program.

(1) The per diem rate for any newly constructed nursing facility or a new facil¡ty 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 enrollment status until the base year is

reestablished. During this time, the adjusted cost data shall be used to determ¡ne 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 enrollment status.

(5) No rate shall be paid unt¡l a nursing facility fìnanc¡al and statistical report is

rece¡ved and processed to determine a rate.

(d) Change of provider.

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

year h¡storical cost data of the previous owner or prov¡der. lf base-year data ¡s not
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avarlable, data for the most recent calendar year ava¡lable preceding the base-year period shall

be adjusted to the base-year period and used to determine the rate. lf the 85 percent min¡mum

occupancy requ¡rement was applied to the previous provider's rate, the

85 percent minimum occupancy requirement shall also be applied to the new prov¡der's rate.

(2) Beginning w¡th the fìrst day of the 25th month of operation, the payment rate shall

be based on the hìstorical cosl data for the fìrst calendar year submitted by the new prov¡der.

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 thai is appl¡ed to cost data for established providers shall

be applied to the adjusted cost data for each provider in change-of-providêr status.

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

medicaid program.

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

determined from eìther of the following:

(A) A projected cost report if the provider has not actively part¡cipated in the
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program by the submission of any current resident serv¡ce 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) lf the per d¡em rate for a provider reentering the program is determined in

accordance with paragraph (eX1XA), the cost data shall be adjusted to the base-year period.

(3) ïhe provider shall remain under reenrollment status until the base year is

reestablished. During this time, the cost data used to determine the in¡tial rates shall be used to

determrne all subsequent rates for the prov¡der.

(4) Each factor for inflation that is appl¡ed to cost data for established providers shall

be applied to the cost data for providers in reenrollment status.

(5) lf the per diem rate for a provider reentering the program is determined in

accordance w¡th paragraph (eXlXn), a settlement shall be made in accordance w¡th subsection

(f)

(f) Per diem rate errors.
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(1 ) lf the per diem rate, whether based upon projected or historical cost data, is

aud¡ted 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. lf 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 settlerhent may occur if a provider has more than one facility involved in settlements. ln 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. Wriften not¡ce of th¡s per d¡em rate change

and of the audit findings shall be sent to the provìder. 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 administrat¡ve review of an audit adjustment that results ¡n an overpayment or

underpayment. The request shall specify the finding or findings that the
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prov¡der wishes to have reviewed.

(4) An interim settlement, based on a desk review ofthe h¡stor¡cal cost report covering

the projected cost report period, may be determined after the provider is notified ofthe 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 ¡s not allowed to submit a projected cost report, as specified in

K.A.R. 129-1 0-1 7, for an ¡nterim rate shall not Oe entitled to a retroact¡ve settlement for the f rst

year of operation.

(S) Out-of-stateproviders.

(1) The per diem rate for oulof-state providers cert¡fied to participate ¡n the Kansas

medical assistance program shall be the rate approved by the agency.

(2) Each out-of-state prov¡der 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 med¡cal assistance program per d¡em rate.

(i) Determinat¡on of rate for ventilator-dependent resident.

(1) The request for additiona¡ reimbursement for a vent¡lator-dependent res¡dent shall

be subm¡tted to the agency in writing for prior approval. Each request
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shall include the following:

(A) Sections A, l, and O in the nursing home comprehensive "minimum data set"

("MDS") of the centers for med¡care and medica¡d 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 d¡agnosis that requ¡res use of a ventilator; and

(D) a treatment administration record or respiratory therapy note showing the number

of minutes used for the ventilator per shift.

(2) AII of the following cond¡tions shall be met in order for a resident to be considered

ventilator-dependent:

(A) The resident is not able to breathe without mechanical vent¡lation.

(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 determ¡ned for the nursing facility plus an additional amount approved by the agency for the

ventilator-dependent resident.

(4) No additional amount above that f¡gured at the Kansas medical assislance

program daily rate shali be allowed until the serv¡ce has been authorized by the agency.
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(5) The criteria shall be revjewed quarterly to determine if the resident is ventilator-

dependent. lf a resident is no longer ventilator-dependent, the provider shall not receive

addit¡onal reimbursement beyond the Kansas medical assistance program daily rate determined

for the facility.

(6) The additional re¡mbursement for the ventilatoÊdependent resident shall be offset

to the cost center of benefìt on the nursing facility financial and statistical report.

û) Ratemodification;secretary'sdiscretion.

(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

modif¡ed by the secretary if the secretary determines that both of the following conditions are met:

(A) Except¡onal 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 serv¡ces," "specialized mental

health rehabilitation services," or "specialized services," as defined in K.A.R. 30-10-1a.

(B) Thejeopardy can l¡kely be avoided or reduced by modifying the per d¡em rate of

re¡mbursement for a nursing facility or nursing facility for mental health.

(2) lf the secretary exercises discretion pursuant lo 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 75-7 403; implementing K.S.A. 2015 Supp. 75-

7405 and 75-7408; effect¡ve Sept. 19, 2008; amended; Feb 5, 2016.)
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129-10-31. Resþonsibilities of, assessment of, and clisbursements for the nursing facility

quality care assessment program. (a) In addition to tho terrns 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 ofnursing facility cal'e 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, asscssment, collection, ancl management of an annual

assessment imposed on each licensed bed in a skillecl nursing care facility required by

K.S.A. 2013 Supp. 75-7435 and amendrnents thcreto.

(4) "Skilled nursing care facility that is part ofa continuing care retìrement

facility" means a provider who is celfifìed as such by the Kansas insurance

depâlrment before the start ofthe state's fiscal year in which the assessmcnt 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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(lf The assessment amount shall be $325 annually per licensed bed for the

following:

(A) Each skilled nursing care facility that is part ofa continuing care

retirement facility;

(B) each small skilled nulsing care facility; and

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

(f) The assessment amount for all skilled nursing care facilities other'

than those idcntified in paragraphs (c)(t)(a) through (C) shall be $1,950 annually per

licensed bed.

(3) The assessment amount shall be paid accordingly to the method ofpayment

designated by the secretary ofKansas department ofhealth and environment. Any skilled

nursing care faoility may be allowed by the secl'etaly of the Kansas depar1ment of health

and envilonment 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 Feb¡uary 18,2011; amended December 27,2013,1
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Rate Effective Date:
July 1

January I

Cut-Off Dates for Ouarterlv CMJ:
January 1 and April I
July 1 and October I

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 ofnew rates. The cut off
schedule may need to be modified in the event accurate resident listings and Medicaid
CMI scores cannot be obtained from dle MDS database.

4) Resident Days

Facilities with 60 beds or less:

For facilities with 60 beds or less, the allowable histotic per diem costs for all cost
centers are determined by dividing the allowable resident related exponses 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 becls, thc allowablc historic per diem costs fo¡ thc
Direct Health Care cost center and for food and utrlities in the Indirect Health Care cost
center are detemined by clividing the allowable resident related expenses by the actual
resident days during the cost leport period(s) usecl to establish the base cost data. The
allowable historic per diem cost for the Operafing and lnclilect Health Care Cost Centers
less food and utilities is subject to an 850% minlmum occupancy rule. For these
providers, the greater of the actual resident days for the cost report pedod(s) used to
establish the base cost data or the 850/o rninimum occupancy based on fte number of
licensed bed days duling 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
Inclirect Health Care cost center less food and utilities. All llcensed beds are required to
be cetified to participate in the Medicaid program.

Thele are two exceptions to the 85% minimum occupancy rule for facilities with
mole than ó0 becls. The first is that it does not apply to a provider who is allowed to file
a projected cost leport for an interim late. Both the lates determined ftom the projected
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Methods and Standards for Establishing Payment Rates
Nursing Facilities and Nursing Facilities-Mental Health

Narrative Explanation of Nursing Facility Reimbursemenl Formula

Level2

Culture Change
Achievement

$l.00

This ís a bridge level to acknowledge
achievement in Level L Homes may
rcceive lhis levcl at the samc time
they are working on other PEAK
core arBas at Level L Homes may
receive this incentive for up to 3
years. IfLevel 3 is not achieved at
the end of the third year, homes may
stafi back at Level 0 or I depending
on KDADS and KSU's
recommendation.

Available beginning July I
following confìmed
completion of action plan
goals. Incentive is granted for
one firll fiscal year.

Levcl 3

Person-
Ccntcred Carc
Home

$2.00

Demonstrates minimum competency
as a person-centered câre homo (see

KDADS tull criteria). This is
conflrmed through a combination of
the following: High score on the
KCCI evaluation tool. Demonsl¡alion
ofsuccess in other levels ofthe
program. Perfonniug successfully on
aLevel2 screening call with the
KSU PEAK 2.0 team. Passing a full
site visit.

Available beginning July I
following confimed minimum
competency as a peßon-
cenlered care home. Incenlive
is granted for one full fiscal
year. Renewable bi-annually.

Level 4

Sustained
Person-
Centered Care
Home

$3 00

Homes eam person-centered care
home award 1wo consecutive years.

Available beginning July I
following confirmatjon of the
upkeep of minimutu person-
centered care competencies.
Incentive is granted for two
fiscal ycars. Renervable bi-
annually.
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OUALIry AND EFFICIENCY INCENTIVE FACTOR EFFECTIVE O7lO'I116

NF-MH ONLY

1

4

OUALITY/EFFICIENCY OUTCOME

Total lncentive Points:
Tier 1: 6-8 points
Tier 2: 5 points
Tier 3: 4 points

Tier 4: 0-3 pojnts

lncentive Factor Per Diem:
$7.50
$5.00
$2.50
$0.00

INCENTIVE

2, or
1

1

1

2, o1

2, ot
1

ü

5

or

tumover rate <= 50th percentile, 61%
turnover rate <=

direct health câre lâboroo/.

retent¡on >= 50th 620/o
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