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Ms. Ruth Kennedy, Director

Bureau of Health Services Financing
Department of Health and Hospitals
Post Office Box 91030

Baton Rouge, Louisiana 70821-9030

RE: Louisiana 13-20
Dear Ms. Kennedy:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 13-20. The purpose of this amendment is to provide a
base payment of 95% of aliowable Medicaid costs to a private acute care hospital for inpatient
hospital services. Our Lady of the Lake located in Baton Rouge is the only hospital that meets
the criteria.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR 447 Subpart C. As part of the review process the
State was asked to provide information regarding funding of the State share of expenditures
under Attachment 4.19-A.

Based upon your assurances, Medicaid State plan amendment 13-20 is approved effective April
15,2013. We are enclosing the HCFA-179 and the new plan page.

If you have any questions, please call Tamara Sampson at (214) 767-6431.

Si ely,

irector
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.19-A
MEDICAL ASSISTANCE PROGRAM Item 1, Page 8g

STATE OF LOUISIANA
PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - IN-PATIENT
HOSPITAL CARE

12. Reimbursement for Qur Lady of the Lake Hospital, Inc.

Effective for dates of service on or after April 15, 2013, Our Lady of the Lake
Hospital, Inc. will qualify for reimbursement at 95 percent of allowable Medicaid

costs.

Reimbursement methodology

_ The inpatient reimbursement shall be reimbursed at 95 percent of allowable
Medicaid costs. The interim per diem reimbursement will be paid based on a per
diem rate and will be cost settled to 95% of allowable costs based on the as filed
cost reports. The final reimbursement will be cost settled using the final audited
cost report CMS-2552-10 to 95 percent of allowable Medicaid costs.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.19-A
MEDICAL ASSISTANCE PROGRAM Item 1, Page 9
STATE OF LOUISIANA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - IN-PATIENT
HOSPITAL CARE :

13. Qualifying Loss Review Process

Any hospital seeking an adjustment to the operations, movable, fixed capital, or
education component of its rate shall submit a written request for administrative
review within 30 days after receipt of the letter notifying the hospital of its rate. Rate

notification date is considered to be five days from the date of the letter or the
postmark date, whichever is later.

The time period for requesting an administrative review may be extended upon
written agreement between the Department and the hospital.

The Department will acknowledge receipt of the written request within 30 days after

actual receipt. Additional documentation may be requested from the hospital as may

be necessary to render a decision. A written decision will be rendered within 90 days
after receipt of all additional documentation or information requested.

a. Definitions

]

"Qualifying loss” in this context refers to that amount by which the hospital's
operating costs, movable equipment costs, fixed capital costs, or education costs
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(excluding disproportionate share payment adjustments) exceeds the Medicaid
reimbursement for each component.
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"Costs" when used in the context of operating costs, movable equipment costs,
fixed capital costs, and education costs, means a hospital's costs incurred in

providing covered inpatient services to Medicaid and indigent clients as allowed
by the Medicare Provider Reimbursement Manual,
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“Uninsured Patient” in this context is defined as a patient that is not eligible for
Medicare and Medicaid and does not have insurance.
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“Uninsured Care Costs” in this context means uninsured care charges multiplied
by the cost to charge ratios by revenue code per the last filed cost report, net of

payments received from uninsured patients.

b. Permissible Basis

Consideration for qualifying loss review is available only if one of the
following conditions exists:
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