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DEPARTMENT OF HEALTH & HUMAN SERVICES 

Centers for Medicare & Medicaid Services 

7500 Security Boulevard, Mail Stop S3-14-28 

Baltimore, Mary land 21244-1850 

Financial Management Group 

November 18, 2019 

Ms. Stephanie Muth 
State Medicaid/CHIP Director 
Health and Human Services Commission 
Mail Code: HlOO 
Post Office Box 1324 7 
Austin, Texas 78711 

RE: TN 19-0035 

Dear Ms. Muth: 

fcMS 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan 

submitted under transmittal number (TN) 19-0035. The proposed amendment increases rates 
for intermediate care facilities for individuals with intellectual disabilities (ICFs/IID) program 

with the intent to benefit direct care staff, including direct care staff wages. 

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. 

Based upon the information provided by the State, Medicaid State plan amendment 19-0035 is 
approved effective September 1, 2019. We are enclosing the CMS-179 and the new plan page. 

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

Enclosures 

Sincerely, 

Kristin Fan 
Director 

//s//



DEPARTMENT OF HEAL TH AND HUMAN SERVICES 

CENTERS FOR MEDICARE ANO MEDICAID SERVICES 

TRANSMITTAL AND NOTICE OF APPROVAL OF 

STATE PLAN MATERIAL 
FOR: CENTERS FOR MEDICARE AND MEDICAID SERVICES 

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

5. TYPE OF PLAN MATERIAL (Circle One): 

1. TRANSMITIAL NUMBER:

19-0035

FORM APPROVED 

0MB NO 0938-0193 

2. STATE:
TEXAS 

3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL
SECURITY ACT {MEDICAID) Intermediate Care Facilities

(ICFs/llD) 
4. PROPOSED EFFECTIVE DATE:

September 1, 2019 

D NEW STATE PLAN D AMENDMENT TO BE CONSIDERED AS NEW PLAN � AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT: SEE ATTACHMENT 

42 CFR §440.150 a. FFY 2019 $ 616,472 

Section 1905(a)(24) of the Social Security Act b. FFY 2020 $7,763,137 
c. FFY 2021 $8 164 124 

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 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION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

SEE ATTACHMENT TO BLOCKS 8 & 9 SEE ATTACHMENT TO BLOCKS 8 & 9

10. SUBJECT OF AMENDMENT:

The proposed amendment will increase rates for intermediate care facilities for individuals with intellectual dlsablllties 
(ICFs/llD) program with the Intent to benefit direct care staff, including direct care staff wages. 

11. GOVERNOR'S REVIEW (Check One):

D GOVERNOR'S OFFICE REPORTED NO COMMENT 

0 COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 

D NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 
12. STATE AGENCY OFFICIAL:

13. TI'PED 1AME! ·.;,,r '- --

Stephanie Muth

14. TITLE:
State Medicaid Director

15. DATE SUBMITIED:
September 30, 2019

FOR REGIONAL OFFICE USE ONLY 
17. DATE RECEIVED:

September 30, 2019
PLAN APPROVED- ONE COPY ATIACHED 
19. EFFECTIVE DATE OF APPROVED MATERIAL:

Sep tern ber 1, 2019

21. TYPED NAME:

\�riSii h tOJ'\
23. REMARKS:

FORM CMS - 179 (07-92) 

� OTHER. AS SPECIFIED: Sent to Governor's Office this date. 
Comments, if any, will be forwarded upon receipt. 

16. RETURN TO:

Stephanie Muth 
State Medicaid Director 
Post Office Box 13247, MC: H-100 
Austin, Texas 78711 

18. DATE APPROVED:
NOV 1.8 2019 

20. s::70F NAL o AL: 

22. 
t!J]£:

Di'rec+ov- 1 
(MG



Attachment to Blocks I & 9 of CMS Form 179

Transmittal Number I 9-0035

Number of the
Plan Section or Attachment

Attachment 4.19-D
Page 12

Number of the Superceded
Plan Section or Attachment

Attachment 4.19-D
Page 12 (TN 18-007)

State: Texas
Date Received:
Date Approved
Date Effective: September l,2019
Transmittal Number: 19-0035

Sentember 30.2019
, ' Nov 18',2019



State of Texas
Attachment 4.19-D

lcF/llD
Page 12

15. Reimbursement Methodology for lntermediate Gare Facilities for lndividuals
with lntellectual Disabilities (lCF/llD), continued

(A) Effective Septemb er 1,2015, payment rates for non-state operated facilities,
including both private and non-state government owned facilities, will be equal to
the rates in effect on August 31, 2015, plus 2.02 percent. This payment rate
increase uses the allowable/unallowable costs that are currently defined in the
approved plan pages at Attachment 4.19-D, ICF/llD. These rates were posted on
the agency's website at https://rad.hhs.texas.gov/ on September 1, 2015.

(B) The agency's fee schedule was revised with new rates for ICF/llD effective
September 1,2019, and the fee schedule was posted on the agency's website on
September 1,2019 at https://rad.hhs.texas.qov/. No payment under this section is
dependent on any agreement or arrangement for providers or related entities to
donate money or services to a governmental entity.

TN:

Supersedes TN:

l9-0035 Approvat Date: NOV I'g A0ß State: Texas
Date Received: September 30, 2019
Date Approved:
Date Efrective: sept$r9t"l P, t0l9
Transmittal Number: 19-0035

I 8-0007 Effective Date: 9-l-2019
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