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DEPARTMENT OF HEALTH & HUMAN SERVICES C'M "'

Centers for Medicare & Medicaid Services
7500 Secun'ty Boulevard, Mail StOp §2-26-12 CENTERS for MEDICARE & MEDICAID SERVICES
Baltimore, Maryland 21244-1850

Center for Medicaid and State Operations, CMSO

Ms. Maggie D. Anderson, Director APR - T 2010
Division of Medical Services

Department of Human Services

600 East Boulevard Avenue

Department 325

Bismarck, ND 58505-0250

Re: North Dakota 09-007
Dear Ms. Anderson:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 09-007. Effective for services on or after April 30,
2009, this amendment modifies the methodology to North Dakota’s reimbursement section.
Specifically, this amendment adds language that provides for a supplemental payment for skilled
nursing facilities with less than 31 beds that are owned and operated by a unit of government.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), and 1903(a) of the Social Security Act and the implementing
Federal regulations at 42 CFR 447 Subpart C. We are pleased to inform you that Medicaid State
plan amendment TN 09-007 is approved effective April 30, 2009. The HCFA-179 and the

amended plan page are attached.

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

Sincerely,

indy Mann
Director
Center for Medicaid and State Operations
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STATE: North Dakota Attachment 4.19-D
Sub-section 1

Section 33 — Supplemental Payment Rates for Non-State Government Owned and
Operated Nursing Facilities:

North Dakota nursing facilities with a licensed capacity under 31 beds that are owned and
operated by a unit of government (county or municipality) may also receive a
supplemental payment for costs in excess of the costs that are included in the established
rate for nursing facility care.

To qualify for a supplemental payment, a nursing facility must have costs that result in
established rates exceeding the limits applied in accordance with the state plan. The state
shall determine a supplemental payment rate for the rate weight of one based on the rate
calculated for a facility's inflated prospective costs prior to application of any limits for
the rate year less the facility's reimbursement rate for the rate weight of one that is
otherwise established in accordance with the state plan governing Medicaid nursing
facility reimbursement.

The supplemental payment rate established in accordance with this provision will be the
difference between the nursing facility’s Medicaid per diem cost per day for the rate
weight of one, increased by the adjustment factor identified in Section 24 and the
Medicaid nursing facility per diem rate for the rate weight of one established in
accordance with the state plan. The supplemental payment will be paid in a lump sum on
a quarterly basis for each Medicaid day of care provided during the previous quarter. The
Medicaid days of care will be multiplied times the supplemental payment rate in effect
for the quarter for which the Medicaid days are reported. The supplemental payment rate
must also comply with the Medicare upper payment limit at 42 CFR 447.272.

New facilities requesting and receiving a supplemental payment rate in accordance with
these provisions shall have an interim supplemental payment rate established. The interim
supplemental payment rate will be subject to retroactive adjustment and settlement,
following the same methodology used for the standard nursing facility rates as described
in Section 28 — Special Rates.

Section 34- Vacated
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