DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services C M S
7500 Security Boulevard, Mail Stop S2-26-12

Ba]tlmore, Maryland 21244_ 1 850 CENTERS FOR MEDICARE & MEDICAID SERVICES

February 27, 2026

Stuart Portman
Executive Director

Division of Medical Assistance Plans Department of Community Health State of Georgia Health
2 Peachtree St., 36th Floor Atlanta, GA 30303

Dear Stuart Portman:

In accordance with 42 CFR 438.6(c), the Centers for Medicare & Medicaid Services (CMS) has
reviewed and is approving Georgia’s submission of a proposal for a state directed payment
(SDP) under Medicaid managed care plan contract(s). The proposal was received by CMS on
June 30, 2025, and a final revised preprint was received on January 15, 2026. The proposal has a
control name of GA_Fee IPH.OPH4 New 20250701-20260630.

CMS has completed our review of the following Medicaid managed care SDP(s):

e Uniform percentage increase for inpatient hospital and outpatient hospital services
for rating periods covering July 1, 2025 through June 30, 2026, incorporated in the
capitation rates through a separate payment term amount up to $1,908,259,031.

This letter satisfies the regulatory requirement in 42 CFR 438.6(c)(2) for SDPs described in 42
CFR 438.6(c)(1). This letter pertains only to the actions identified above and does not apply to
other actions currently under CMS’s review. This letter does not constitute approval of any
specific Medicaid financing mechanism used to support the non-federal share of expenditures
associated with these actions. All relevant federal laws and regulations apply. CMS reserves its
authority to enforce requirements in the Social Security Act and the applicable implementing
regulations.

Based on CMS’s preliminary determination, this SDP proposal likely qualifies for the temporary
grandfathering period in section 71116(b) of the Working Families Tax Cut (WFTC) legislation
(Public Law 119-21). CMS is preparing a notice of proposed rulemaking to revise 42 CFR part
438 as required under section 71116. CMS acknowledges that this determination is preliminary
in nature and policies will be finalized as part of notice and comment rulemaking. CMS will
enforce all federal requirements, including section 71116, and CMS’s assessment may be
revised if further information is identified that alters the initial assessment.

Until the phase down required by section 71116 begins, the total dollar amount of a
grandfathered SDP (as specified in item 4 of the current SDP preprint form) cannot increase and
a state cannot increase this total dollar amount under any change or revision to the grandfathered
SDP, including an amendment to the SDP, or subsequent renewal SDP for a future rating period.
For rating periods beginning on or after January 1, 2028, grandfathered SDPs must comply with
the specified phase down requirements.

The state is required to submit contract action(s) and related capitation rates that include all
SDPs, including those that do not require written prior approval as specified in 42 CFR
438.6(c)(2)(1). Additionally, all SDPs must be addressed in the applicable rate certifications.
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CMS recommends that states share this letter and the preprint(s) with the certifying actuary.
Documentation of all SDPs must be included in the initial rate certification as outlined in Section
I, Item 4, Subsection D, of the Medicaid Managed Care Rate Development Guide. The state and
its actuary must ensure all documentation outlined in the Medicaid Managed Care Rate
Development Guide is included in the initial rate certification. Failure to provide all required
documentation in the rate certification will cause delays in CMS review.

Approval of this SDP proposal for the applicable rating period does not preclude CMS from
requesting additional materials from the state, revision to the SDP proposal design, or any other
modifications to the proposal for this rating period or future rating periods, if CMS determines
that such modifications are required for the state to meet relevant federal requirements.

If you have any questions concerning this letter, please contact
StateDirectedPayment@cms.hhs.gov.

Sincerely,
Digitally signed by JOHN
JOHN F. F. GILES JR -5
Date: 2026.02.27
GILES JR -S 16:34:39 -05'00'
John Giles

Director, Managed Care Group
Center for Medicaid and CHIP Services


https://www.medicaid.gov/medicaid/managed-care/guidance/rate-review-and-rate-guides/index.html
mailto:StateDirectedPayment@cms.hhs.gov
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CMS Provided State Directed Payment Identifier:

Section 438.6(c) Preprint

42 C.F.R. § 438.6(c) provides States with the flexibility to implement delivery system and
provider payment initiatives under MCO, PIHP, or PAHP Medicaid managed care contracts (i.e.,
state directed payments). 42 C.F.R. § 438.6(c)(1) describes types of payment arrangements that
States may use to direct expenditures under the managed care contract. Under 42 C.F.R. §
438.6(c)(2)(i1), contract arrangements that direct an MCO's, PIHP's, or PAHP's expenditures
under paragraphs (c)(1)(i) through (c)(1)(i1) and (c)(1)(iii)(B) through (D) must have written
approval from CMS prior to implementation and before approval of the corresponding managed
care contract(s) and rate certification(s). This preprint implements the prior approval process and
must be completed, submitted, and approved by CMS before implementing any of the specific
payment arrangements described in 42 C.F.R. § 438.6(c)(1)(1) through (c)(1)(i1) and (c)(1)(iii)(B)
through (D). Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. §
438.6(c)(1)(ii1)(A), States no longer need to submit a preprint for prior approval to adopt
minimum fee schedules using State plan approved rates as defined in 42 C.F.R. § 438.6(a).

Submit all state directed payment preprints for prior approval to:
StateDirectedPayment@cms.hhs.gov.

SECTION I: DATE AND TIMING INFORMATION

1. Identify the State’s managed care contract rating period(s) for which this payment
arrangement will apply (for example, July 1, 2020 through June 30, 2021):
July 1, 2025 - June 30, 2026

2. Identify the State’s requested start date for this payment arrangement (for example,
January 1, 2021). Note, this should be the start of the contract rating period unless this
payment arrangement will begin during the rating period. July 1, 2025

3. Identify the managed care program(s) to which this payment arrangement will apply:
All enrolleesof the GeorgiaFamiliesandGeorgiaFamilies360 Planswho receiveservicedrom eligible providers
4. Identify the estimated total dollar amount (federal and non-federal dollars) of this state
directed payment: $1 908,259,031
a. Identify the estimated federal share of this state directed payment: $1,267,083,99¢
b. Identify the estimated non-federal share of this state directed payment: $641,175,035

Please note, the estimated total dollar amount and the estimated federal share should be
described for the rating period in Question 1. If the State is seeking a multi-year approval
(which is only an option for VBP/DSR payment arrangements (42 C.F.R. § 438.6(c)(1)(i)-
(ii))), States should provide the estimates per rating period. For amendments, states
should include the change from the total and federal share estimated in the previously
approved preprint.

5. Is this the initial submission the State is seeking approval under 42 C.F.R. § 438.6(c) for
this state directed payment arrangement? [X] Yes [ ] No
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6. If this is not the initial submission for this state directed payment, please indicate if:

a. [ ]| The State is seeking approval of an amendment to an already approved state
directed payment.

b. [ ] The State is seeking approval for a renewal of a state directed payment for a new
rating period.

i. If the State is seeking approval of a renewal, please indicate the rating periods
for which previous approvals have been granted:

c. Please identify the types of changes in this state directed payment that differ from
what was previously approved.

[] Payment Type Change
[] Provider Type Change
[] Quality Metric(s) / Benchmark(s) Change
[l Other; please describe:

[ No changes from previously approved preprint other than rating period(s).

7. Please use the checkbox to provide an assurance that, in accordance with 42 C.F.R. §
438.6(c)(2)(i1)(F), the payment arrangement is not renewed automatically.

SECTION II: TYPE OF STATE DIRECTED PAYMENT

8. Inaccordance with 42 C.F.R. § 438.6(c)(2)(i1)(A), describe in detail how the payment
arrangement is based on the utilization and delivery of services for enrollees covered
under the contract. The State should specifically discuss what must occur in order for the
provider to receive the payment (e.g., utilization of services by managed care enrollees,
meet or exceed a performance benchmark on provider quality metrics).

CaremanagemenarganizationgCMOs)will paydirectedpaymentgo eligible
providersfollowing utilization of servicedy managecareenrollees.

a. Please use the checkbox to provide an assurance that CMS has approved the
federal authority for the Medicaid services linked to the services associated with the
SDP (i.e., Medicaid State plan, 1115(a) demonstration, 1915(c) waiver, etc.).

b. Please also provide a link to, or submit a copy of, the authority document(s) with
initial submissions and at any time the authority document(s) has been
renewed/revised/updated.

Inpatient Services (GA-19-0008) and Outpatient Services (GA-13-005) can t
found using the following link:
https://medicaid.georgia.gov/organization/about-georgia-medicaid/medicaid-
plan/approved-state-plan-amendments.
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9. Please select the general type of state directed payment arrangement the State is seeking
prior approval to implement. (Check all that apply and address the underlying questions
for each category selected.)

a. [ | VALUE-BASED PAYMENTS / DELIVERY SYSTEM REFORM: In accordance with 42
C.F.R. § 438.6(c)(1)(1) and (i1), the State is requiring the MCO, PIHP, or PAHP to
implement value-based purchasing models for provider reimbursement, such as
alternative payment models (APMs), pay for performance arrangements, bundled
payments, or other service payment models intended to recognize value or outcomes
over volume of services; or the State is requiring the MCO, PIHP, or PAHP to
participate in a multi-payer or Medicaid-specific delivery system reform or
performance improvement initiative.

If checked, please answer all questions in Subsection I1A.

b. FEE SCHEDULE REQUIREMENTS: In accordance with 42 C.F.R. §
438.6(c)(1)(ii1)(B) through (D), the State is requiring the MCO, PIHP, or PAHP to
adopt a minimum or maximum fee schedule for network providers that provide a
particular service under the contract; or the State is requiring the MCO, PIHP, or
PAHP to provide a uniform dollar or percentage increase for network providers that
provide a particular service under the contract. [Please note, per the 2020 Medicaid
and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules using
State plan approved rates as defined in 42 C.F.R. § 438.6(a).]

If checked, please answer all questions in Subsection IIB.

SUBSECTION IIA: VALUE-BASED PAYMENTS (VBP) / DELIVERY SYSTEM
REFORM (DSR):

This section must be completed for all state directed payments that are VBP or DSR. This
section does not need to be completed for state directed payments that are fee schedule
requirements.

10. Please check the type of VBP/DSR State directed payment the State is seeking prior
approval for. Check all that apply, if none are checked, proceed to Section III.

Quality Payment/Pay for Performance (Category 2 APM, or similar)

Bundled Payment/Episode-Based Payment (Category 3 APM, or similar)
Population-Based Payment/Accountable Care Organization (Category 4 APM, or
similar)

Multi-Payer Delivery System Reform

Medicaid-Specific Delivery System Reform

Performance Improvement Initiative

Other Value-Based Purchasing Model

Logn oo
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11. Provide a brief summary or description of the required payment arrangement selected
above and describe how the payment arrangement intends to recognize value or outcomes
over volume of services. If “other” was checked above, identify the payment model. The
State should specifically discuss what must occur in order for the provider to receive the
payment (e.g., meet or exceed a performance benchmark on provider quality metrics).

12. In Table 1 below, identify the measure(s), baseline statistics, and targets that the State
will tie to provider performance under this payment arrangement (provider performance
measures). Please complete all boxes in the row. To the extent practicable, CMS
encourages states to utilize existing, validated, and outcomes-based performance
measures to evaluate the payment arrangement, and recommends States use the CMS
Adult and Child Core Set Measures when applicable. If the state needs more space,
please use Addendum Table 1.A and check this box: []

TABLE 1: Payment Arrangement Provider Performance Measures

Measure Name Measure . ., | Performance 4
. Baseline® | Baseline Performance Notes
and NQF # (if Steward/ Year Statistic Measurement Tareet
applicable) Developer! Period? g
Example: Percent | CMS CY 2018 9.23% Year 2 8% Example
of High-Risk notes

Residents with
Pressure Ulcers —
Long Stay

a.

C.

.

1. Baseline data must be added after the first year of the payment arrangement

2. If state-developed, list State name for Steward/Developer.

3. If this is planned to be a multi-year payment arrangement, indicate which year(s) of the payment arrangement that performance
on the measure will trigger payment.

4. If the State is using an established measure and will deviate from the measure steward’s measure specifications, please
describe here. Additionally, if a state-specific measure will be used, please define the numerator and denominator here.



https://www.medicaid.gov/medicaid/quality-of-care/quality-of-care-performance-measurement/adult-and-child-health-care-quality-measures/index.html
https://www.medicaid.gov/medicaid/quality-of-care/quality-of-care-performance-measurement/adult-and-child-health-care-quality-measures/index.html
https://www.medicaid.gov/medicaid/quality-of-care/performance-measurement/adult-and-child-health-care-quality-measures/index.html
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13. For the measures listed in Table 1 above, please provide the following information:

a. Please describe the methodology used to set the performance targets for each
measure.

b. If multiple provider performance measures are involved in the payment arrangement,
discuss if the provider must meet the performance target on each measure to receive
payment or can providers receive a portion of the payment if they meet the
performance target on some but not all measures?

c. For state-developed measures, please briefly describe how the measure was
developed?
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14. Is the State seeking a multi-year approval of the state directed payment arrangement?

El Yes []No

a. Ifthis payment arrangement is designed to be a multi-year effort, denote the State’s
managed care contract rating period(s) the State is seeking approval for.

b. If this payment arrangement is designed to be a multi-year effort and the State is
NOT requesting a multi-year approval, describe how this application’s payment
arrangement fits into the larger multi-year effort and identify which year of the effort
is addressed in this application.

15. Use the checkboxes below to make the following assurances:

a. [ | Inaccordance with 42 C.F.R. § 438.6(c)(2)(iii)(A), the state directed payment
arrangement makes participation in the value-based purchasing initiative, delivery
system reform, or performance improvement initiative available, using the same
terms of performance, to the class or classes of providers (identified below)
providing services under the contract related to the reform or improvement initiative.

b. []In accordance with 42 C.F.R. § 438.6(c)(2)(iii)(B), the payment arrangement
makes use of a common set of performance measures across all of the payers and
providers.

¢. []In accordance with 42 C.F.R. § 438.6(c)(2)(iii)(C), the payment arrangement
does not set the amount or frequency of the expenditures.

d. [ ]In accordance with 42 C.F.R. § 438.6(c)(2)(iii)(D), the payment arrangement
does not allow the State to recoup any unspent funds allocated for these
arrangements from the MCO, PIHP, or PAHP.

SUBSECTION IIB: STATE DIRECTED FEE SCHEDULES:
This section must be completed for all state directed payments that are fee schedule

requirements. This section does not need to be completed for state directed payments that are
VBP or DSR.

16. Please check the type of state directed payment for which the State is seeking prior
approval. Check all that apply; if none are checked, proceed to Section III.

a. [_] Minimum Fee Schedule for providers that provide a particular service under the

contract using rates other than State plan approved rates ' (42 CF.R. §
438.6(c)(1)(iii)(B))

b. [ ] Maximum Fee Schedule (42 C.F.R. § 438.6(c)(1)(iii)(D))
c. Uniform Dollar or Percentage Increase (42 C.F.R. § 438.6(c)(1)(iii)(C))

! Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules that use State plan approved rates as defined in

42 C.F.R. § 438.6(a).
6
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17. If the State is seeking prior approval of a fee schedule (options a or b in Question 16):
a. Check the basis for the fee schedule selected above.

i. [ ] The State is proposing to use a fee schedule based on the State-plan
approved rates as defined in 42 C.F.R. § 438.6(a). 2

ii. [_] The State is proposing to use a fee schedule based on the Medicare or
Medicare-equivalent rate.

iii. [ ] The State is proposing to use a fee schedule based on an alternative fee
schedule established by the State.

1. If the State is proposing an alternative fee schedule, please describe the
alternative fee schedule (e.g., 80% of Medicaid State-plan approved rate)

b. Explain how the state determined this fee schedule requirement to be reasonable and
appropriate.

18. If using a maximum fee schedule (option b in Question 16), please answer the following
additional questions:

a. [ ] Use the checkbox to provide the following assurance: In accordance with 42
C.F.R. § 438.6(c)(1)(ii1)(C), the State has determined that the MCO, PIHP, or PAHP
has retained the ability to reasonably manage risk and has discretion in
accomplishing the goals of the contract.

b. Describe the process for plans and providers to request an exemption if they are
under contract obligations that result in the need to pay more than the maximum fee
schedule.

c. Indicate the number of exemptions to the requirement:

i. Expected in this contract rating period (estimate)
ii. Granted in past years of this payment arrangement

d. Describe how such exemptions will be considered in rate development.

2 Please note, per the 2020 Medicaid and CHIP final rule at 42 C.F.R. § 438.6(c)(1)(iii)(A), States no longer need to
submit a preprint for prior approval to adopt minimum fee schedules that use State plan approved rates as defined in

42 C.F.R. § 438.6(a).
7
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19. If the State is seeking prior approval for a uniform dollar or percentage increase (option ¢
in Question 16), please address the following questions:

a.

b.

Will the state require plans to pay a [_] uniform dollar amount or a [X] uniform
percentage increase? (Please select only one.)
What is the magnitude of the increase (e.g., $4 per claim or 3% increase per claim?)

The percentage increase varies by provider class. The average increase 1s {21510 % for inpatient and 199.12% for outpatient. Percent increases by
provider class are provided in the supporting excel spreadsheet on tab [Preprint Question 4, 19A, T2]. CAHs for Georgia Families 360 are not
receiving a uniform increase for inpatient hospital services.

Describe how will the uniform increase be paid out by plans (e.g., upon processing
the initial claim, a retroactive adjustment done one month after the end of quarter for
those claims incurred during that quarter).

Theuniformincreasas paidout by the plansasinterim paymentsiuringtherating
periodwith areconciliationpaymentasecdon actualutilization which occursafter
theendof theratingperiodanda claimsrun-outperiod.

Describe how the increase was developed, including why the increase is reasonable
and appropriate for network providers that provide a particular service under the
contract

The percentage increase was developed to close the gap between Medicaid and commercial reimbursement for the same services: IP and OP hospital <
increase was developed through the determination of the average commercial reimbursement for IP and OP hospital services utilizing the top five comm:
less the Medicaid base reimbursement and additional directed payments (public hospital, private hospital, private rural OB, public rural OB, and STRON(
payments) to ensure payment does not exceed the average commercial reimbursement. The increase appropriately recognizes the shortfall in Medicaid
and the increase is equal to the difference between commercial reimbursement and Medicaid reimbursement paid for the same services, the state finds 1
be reasonable and appropriate.

SECTION III: PROVIDER CLASS AND ASSESSMENT OF REASONABLENESS

20. In accordance with 42 C.F.R. § 438.6(¢c)(2)(i1)(B), identify the class or classes of
providers that will participate in this payment arrangement by answering the following
questions:

a.

Please indicate which general class of providers would be affected by the state
directed payment (check all that apply):

inpatient hospital service

outpatient hospital service

[ ] professional services at an academic medical center
[ ] primary care services

[ ] specialty physician services

[ ] nursing facility services

[ ] HCBS/personal care services

[ ] behavioral health inpatient services

[ ] behavioral health outpatient services

|:| dental services
[ ] Other:

b. Please define the provider class(es) (if further narrowed from the general classes

indicated above).

Eligible hospitals are those participating in the Rural OB, Private HDPP and Public HDPP programs. Hospitals participating in GA-AID and free-standing children's hospitals not affiliated with a public hospital are excluded.
The ase is p by each provider class as follows:
Non-Small Rural Private: All private hospitals that are not defined as small rural hospitals.

Non-Small Rural Public: All state government and non-state government hospitals that are not defined as small rural hospitals.

Small Rural Private: private rural hospitals with less than 100 beds. A rural hospital is defined as a hospital in a county that is not in a Metropolitan Statistical Area, as defined by the United States Office of Management and Budgt
having a population of less than 50,000 according to the United States decennial census; provided, however, that for counties which contain a military base or installation, the military personnel and their dependents living in such
excluded from the total population of that county.

Small Rural Public: state government and non-state government rural hospitals with less than 100 beds. A rural hospital is defined as a hospital in a county that is not in a Metropolitan Statistical Area, as defined by the United Sta
Management and Budget, OR is a county having a population of less than 50,000 according to the United States decennial census; provided, however, that for counties which contain a military base or installation, the military pers
dependents living in such county shall be excluded from the total population of that county.

Rural OB Private - Small Rural: small rural hospitals (as defined above) that are also eligible for Rural OB payment. Eligible hospitals include private rural facilities who received a SFY24 maternity kick payment from one of Georg
management organizations (CMOS). Private rural hospital in a county that is not in a Metropolitan Statistical Area, as defined by the United States Office of Management and Budget, OR is a county having a population of less tha
to the United States decennial census; provided, however, that for counties which contain a military base or installation, the military personnel and their dependents living in such county shall be excluded from the total population
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c¢. Provide a justification for the provider class defined in Question 20b (e.g., the
provider class is defined in the State Plan.) If the provider class is defined in the
State Plan, please provide a link to or attach the applicable State Plan pages to the
preprint submission. Provider classes cannot be defined to only include providers
that provide intergovernmental transfers.
The provider class restriction recognizes the growing need to address the he
care workforce shortage in Georgia. This program allows the participating
hospitals to invest in innovative programs aimed at stabilizing, developing, a
growing the health care workforce with the ultimate goals of improving statev

health outcomes and increasing access to care. Further, in alignment with D

guality strategy, this program is designed to improve access and quality in hi
care for Medicaid recipients in Georgia.

21. In accordance with 42 C.F.R. § 438.6(c)(2)(i1)(B), describe how the payment

arrangement directs expenditures equally, using the same terms of performance, for the
class or classes of providers (identified above) providing the service under the contract.

The paymentarrangemendirectsexpendituregquallyby employinga uniform

percentagéncreaseby hospitaltype usingthe sametermsof performancdor the
providerclassdefinedabovein 20b.

22. For the services where payment is affected by the state directed payment, how will the

23.

state directed payment interact with the negotiated rate(s) between the plan and the
provider? Will the state directed payment:

a. [] Replace the negotiated rate(s) between the plan(s) and provider(s).
b. [] Limit but not replace the negotiated rate(s) between the plans(s) and provider(s).

c. Require a payment be made in addition to the negotiated rate(s) between the
plan(s) and provider(s).

For payment arrangements that are intended to require plans to make a payment in
addition to the negotiated rates (as noted in option ¢ in Question 22), please provide an
analysis in Table 2 showing the impact of the state directed payment on payment levels
for each provider class. This provider payment analysis should be completed distinctly
for each service type (e.g., inpatient hospital services, outpatient hospital services, etc.).

This should include an estimate of the base reimbursement rate the managed care plans
pay to these providers as a percent of Medicare, or some other standardized measure, and
the effect the increase from the state directed payment will have on total payment. Ex:
The average base payment level from plans to providers is 80% of Medicare and this
SDP is expected to increase the total payment level from 80% to 100% of Medicare.

If the state needs more space, please use Addendum 2.A and check this box:
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TABLE 2: Provider Payment Analysis

Section 42 C.F.R. § 438.6(c) Preprint January 2021

Average Base Effect on Effect on
Effect on Total
Payment Total Total Payment
Total Payment
Level from Payment Pavment Level of Level (after
Provider Class(es) Plans to Level of State y accounting for
. . Level of Pass-
Providers Directed all SDPs and
Other Through
(absent the Payment PTPs
SDP) (SDP) SDPs Payments
(PTPs)
Ex: Rural Inpatient 80% 20% N/A N/A 100%

Hospital Services

a.

24. Please indicate if the data provided in Table 2 above is in terms of a percentage of:

a. [] Medicare payment/cost

b. [] State-plan approved rates as defined in 42 C.F.R. § 438.6(a) (Please note, this

rate cannot include supplemental payments.)

c. Other; Please define: Average commercial reimbursement (ACR)

25. Does the State also require plans to pay any other state directed payments for providers

eligible for the provider class described in Question 20b? |X] Yes

[]No

If yes, please provide information requested under the column “Other State Directed
Payments” in Table 2.

10
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26. Does the State also require plans to pay pass-through payments as defined in 42 C.F.R. §
438.6(a) to any of the providers eligible for any of the provider class(es) described in
Question 20b? [] Yes No

If yes, please provide information requested under the column “Pass-Through
Payments” in Table 2.

27. Please describe the data sources and methodology used for the analysis provided in

response to Question 23.

The data sources include Medicaid claims data and commercial claims data. Each class is calculated as follows: The Ave
Payment Level from Plans to Providers (absent the SDP) (%ACR) is equal to the Medicaid Payment divided by the comn
equivalent reimbursement. The Effect on Total Payment Level of State Directed Payment (SDP) is the SDP payment leve
by the commercial equivalent payment reimbursement. The Effect on Total Payment Level of Other SDPs is the total pay
of other SDPs (public hospital, private hospital, public rural OB, private rural OB, and STRONG directed payment prograr
divided by the commercial equivalent reimbursement. The Total Payment Level (after accounting for all SDPs and PTPs)
of the Average Base Payment Level from Plans to Providers (absent SDP), Effect of Total Payment Level of State Directe
Payment (SDP), and Effect on Total Payment Level of Other SDPs. The Total Payment Level (after accounting for all SD
PTPs) does not exceed 100% of commercial equivalent reimbursement. Each class is split by managed care program: C
Families (GF) and Georgia Families 360 (GF360). The ACR data is not trended, but Medicaid CMO payments were proje
the applicable rating period.

28. Please describe the State's process for determining how the proposed state directed
payment was appropriate and reasonable.
The State's process for determining that the proposed directed payment is appro
and reasonable is an analysis to ensure payment reflects the difference between
Medicaid and commercial rates and that payment across the state does not exce
commercial equivalent reimbursement.

SECTION IV: INCORPORATION INTO MANAGED CARE CONTRACTS

29. States must adequately describe the contractual obligation for the state directed payment
in the state’s contract with the managed care plan(s) in accordance with 42 C.F.R. §
438.6(c). Has the state already submitted all contract action(s) to implement this state
directed payment? [] Yes No

a. Ifyes:

i. What is/are the state-assigned identifier(s) of the contract actions provided to
CMS?

ii. Please indicate where (page or section) the state directed payment is captured in
the contract action(s).

b. If no, please estimate when the state will be submitting the contract actions for

review. ) .
Contract amendments will be submitted once all rounds of

CMS questions for all of the SFY2026 SDPs are resolved

11
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SECTION V: INCORPORATION INTO THE ACTUARIAL RATE CERTIFICATION

Note: Provide responses to the questions below for the first rating period if seeking approval for

multi-year approval.

30. Has/Have the actuarial rate certification(s) for the rating period for which this state

directed payment applies been submitted to CMS? [] Yes

[X] No

a. Ifno, please estimate when the state will be submitting the actuarial rate

certification(s) for review.

6/30/2026

b. Ifyes, provide the following information in the table below for each of the actuarial
rate certification review(s) that will include this state directed payment.

Table 3: Actuarial Rate Certification(s)

If so, indicate where the

. Does the e .

Conten N OIS0 VS|t | coritction | $0t¢ et pavmentl

certification separately) to CMS lncorglt;li)a: ¢ the certification (page or
) section)

i.
ii.
iii.
iv.
v.

Please note, states and actuaries should consult the most recent Medicaid Managed Care Rate
Development Guide for how to document state directed payments in actuarial rate
certification(s). The actuary’s certification must contain all of the information outlined; if all
required documentation is not included, review of the certification will likely be delayed.)

c. Ifnot currently captured in the State’s actuarial certification submitted to CMS, note
that the regulations at 42 C.F.R. § 438.7(b)(6) requires that all state directed
payments are documented in the State’s actuarial rate certification(s). CMS will not
be able to approve the related contract action(s) until the rate certification(s)
has/have been amended to account for all state directed payments. Please provide an
estimate of when the State plans to submit an amendment to capture this

information.

N/A
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31.

32.

33.

Describe how the State will/has incorporated this state directed payment arrangement in
the applicable actuarial rate certification(s) (please select one of the options below):

a. [] An adjustment applied in the development of the monthly base capitation rates
paid to plans.

b. Separate payment term(s) which are captured in the applicable rate
certification(s) but paid separately to the plans from the monthly base capitation
rates paid to plans.

¢. [] Other, please describe:

States should incorporate state directed payment arrangements into actuarial rate
certification(s) as an adjustment applied in the development of the monthly base
capitation rates paid to plans as this approach is consistent with the rate development
requirements described in 42 C.F.R. § 438.5 and consistent with the nature of risk-based
managed care. For state directed payments that are incorporated in another manner,
particularly through separate payment terms, provide additional justification as to why
this is necessary and what precludes the state from incorporating as an adjustment applied

in the development of the monthly base capitation rates paid to managed care plans.

The separate payment term is necessary to calculate payments off actual utilization and ensure
corresponding payments occur to each facility included under this directed payment. It also offers
administrative simplicity to the state agency administering the directed payments and ease of track
verification of accurate payment to providers from the CMOs.

In accordance with 42 C.F.R. § 438.6(c)(2)(i), the State assures that all expenditures
for this payment arrangement under this section are developed in accordance with 42
C.F.R. § 438.4, the standards specified in 42 C.F.R. § 438.5, and generally accepted
actuarial principles and practices.

SECTION VI: FUNDING FOR THE NON-FEDERAL SHARE

34. Describe the source of the non-federal share of the payment arrangement. Check all that

apply:

a. |:|State general revenue

b. ntergovernmental transfers (IGTs) from a State or local government entity
c. XHealth Care-Related Provider tax(es) / assessment(s)

d. [_IProvider donation(s)

e. [ [Other, specify:

35. For any payment funded by IGTs (option b in Question 34),

a. Provide the following (respond to each column for all entities transferring funds). If
the state needs more space, please use Addendum Table 4.A and check this box:

13
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Name of Entities
transferring funds
(enter each on a
separate line)

Operational
nature of the
Transferring
Entity (State,
County, City,
Other)

Total
Amounts
Transferred
by This
Entity

Does the
Transferring
Entity have
General
Taxing
Authority?
(Yes or No)

Did the
Transferring
Entity receive

appropriations?
If not, put N/A.
If yes, identify
the level of
appropriations

Is the
Transferring
Entity
eligible for
payment
under this
state directed
payment?
(Yes or No)

il

iii.

iv.

vi.

vii.

viii.

ix.

b. Use the checkbox to provide an assurance that no state directed payments made
under this payment arrangement funded by IGTs are dependent on any agreement or
arrangement for providers or related entities to donate money or services to a
governmental entity.

c. Provide information or documentation regarding any written agreements that exist
between the State and healthcare providers or amongst healthcare providers and/or
related entities relating to the non-federal share of the payment arrangement. This
should include any written agreements that may exist with healthcare providers to
support and finance the non-federal share of the payment arrangement. Submit a
copy of any written agreements described above.

N/A- nowritten agreements
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36. For any state directed payments funded by provider taxes/assessments (option c in
Question 34),

a. Provide the following (respond to each column for all entries). If there are more

entries than space in the table, please provide an attachment with the information
requested in the table.

Table 5: Health Care-Related Provider Tax/Assessment(s)

Does it contain

Name of the Is the tax / If not under | a hold harmless
Health Care- . assessment o
Identify the the 6% arrangement
Related LU Is the tax / under the |, .
. permissible Is the tax / o indirect hold | that guarantees
Provider Tax / assessment 6%
class for assessment o . harmless to return all or
Assessment . broad- . indirect . . . .
this tax / uniform? limit, does it | any portion of
(enter each on based? hold
a separate assessment harmless pass the the tax payment
. .. “T5/75” test? to the tax
line) limit? 0
payer?
! GeorgialP |Inpatient
Tax hospital
services No No Yes No
ii.
jii.
iv.

15
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b. If the state has any waiver(s) of the broad-based and/or uniform requirements for any
of the health care-related provider taxes/assessments, list the waiver(s) and its
current status:

Table 6: Health Care-Related Provider Tax/Assessment Waivers

Name of the Health Care-Related Submission Current Status

Provider Tax/Assessment Walver Date (Under Review, Approved) Approval Date
(enter each on a separate line)
i GeorgialP Tax Waiver 6/30/2025 UnderReview

il

iii.

iv.

37. For any state directed payments funded by provider donations (option d in
Question 34), please answer the following questions:

a. Is the donation bona-fide? [] Yes [] No

b. Does it contain a hold harmless arrangement to return all or any part of the donation
to the donating entity, a related entity, or other provider furnishing the same health
care items or services as the donating entity within the class?

[JYes [No

38. [X| For all state directed payment arrangements, use the checkbox to provide an
assurance that in accordance with 42 C.F.R. § 438.6(c)(2)(i1)(E), the payment
arrangement does not condition network provider participation on the network provider
entering into or adhering to intergovernmental transfer agreements.
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SECTION VII: QUALITY CRITERIA AND FRAMEWORK FOR ALL PAYMENT
ARRANGEMENTS

39. |X] Use the checkbox below to make the following assurance, “In accordance with 42
C.F.R. § 438.6(c)(2)(i1)(C), the State expects this payment arrangement to advance at
least one of the goals and objectives in the quality strategy required per 42 C.F.R. §
438.340.”

40. Consistent with 42 C.F.R. § 438.340(d), States must post the final quality strategy online
beginning July 1, 2018. Please provide:

a. A hyperlink to State’s most recent quality strategy: msenseosa
b. The effective date of quality strategy. July 1, 2024

41. If the State is currently updating the quality strategy, please submit a draft version, and
provide:

a. A target date for submission of the revised quality strategy (month and year):

b. Note any potential changes that might be made to the goals and objectives.

Note: The State should submit the final version to CMS as soon as it is finalized. To be in
compliance with 42 C.F.R. § 438.340(c)(2) the quality strategy must be updated no less than
once every 3-years.
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42. To obtain written approval of this payment arrangement, a State must demonstrate that
each state directed payment arrangement expects to advance at least one of the goals and
objectives in the quality strategy. In the Table 7 below, identify the goal(s) and
objective(s), as they appear in the Quality Strategy (include page numbers), this payment
arrangement is expected to advance. If additional rows are required, please attach.

Table 7: Payment Arrangement Quality Strategy Goals and Objectives

Goal(s) Objective(s) . trg;‘g‘;)yage

Example: Improve care Example: Increase the number of managed 5
coordination for enrollees with care patients receiving follow-up behavior
behavioral health conditions health counseling by 15%

A Improveaccesso care Increasenumberof childrenreceivingwell-child |8
andpreventivevisits

Increasenumberof adultsreceivingwell- and
preventivevisits

l"Improvewellnesandpreventive Increaseoverallrateof immunizationsand 8
care vaccinationscrossall agesandpopulations

C. Improveoutcomesfor chronic Incrgasghenumberofmembersparticipatingin remote 8
diseases monitoringprogramgor managementf chronicconditions

Increasenumberof memberawith hypertensiomwho are
providedblood pressuraleviceto monitorbloodpressure

d. ImproveBehavioralHealthCare |Increasehe numberof adolescentandadults |9
Outcomes screenedor follow-up for depression

43. Describe how this payment arrangement is expected to advance the goal(s) and
objective(s) identified in Table 7. If this is part of a multi-year effort, describe this both
in terms of this year’s payment arrangement and in terms of that of the multi-year
payment arrangement.

GA HIP is a pioneering approach to effectively utilizing state directed payments (or directed payment programs, DPPs) and associated quality standards to advance the health of Georgians.
GA STRONG HIP is fully aligned with and will advance the goals of the Georgia’ s Medicaid Quality Strategy, as required. Additionally, GA HIP proposed quality metrics are also aligned with the recommendations of the Make America Healthy Agai
particularly around improving childhood and chronic disease and behavioral health conditions.

GA HIP is designed to address the State’ s Quality Strategy goals, centering around the following core areas:

-Advancing the health of women and children

-Preventing and reducing the impact of chronic conditions

~Improving access to screening and prevention services

-Addressing the effectiveness of health care strategies

The Make America Healthy Again report calls for urgent action to reverse the childhood chronic disease crisis through preventative care, mental health reform, and reduced overmedicalization. Georgia' s Medicaid Quality Strategy (2024— 2026) oL
goals and objectives that are aligned with these same goals, particularly targeting at-risk children and families.

GAHIP' s innovative approach to healthcare quality will advance patient centered care through a population health approach that enhances care coordination and expands services. The state's goals will also be advanced in part using new technolc
acuity services, and by payers and to maximize across the

GA HIP will have two separate quality components. Over the course of the first year of the program, Georgia will establish a set of Directed Payment Program State Conditions of Participation, that will relate the reinvestment of DPP dollars into strat
activities and initiatives that will improve the care of Medicaid beneficiaries and advance the healthcare delivery system across the state. Georgia will develop a roadmap and set of targets, in addition to those from the Quality Strategy, that will requir
investment from DPP participants. The following table outlines several sample Georgia— specific, Strategic Health Improvement Areas that Georgia could use to support its underlying goals of increasing our healthcare workforce and improving acc
care in every zip code of our state.
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44. Please complete the following questions regarding having an evaluation plan to measure
the degree to which the payment arrangement advances at least one of the goals and
objectives of the State’s quality strategy. To the extent practicable, CMS encourages
States to utilize existing, validated, and outcomes-based performance measures to
evaluate the payment arrangement, and recommends States use the CMS Adult and Child
Core Set Measures, when applicable.

a. In accordance with 42 C.F.R. § 438.6(c)(2)(ii)(D), use the checkbox to assure the
State has an evaluation plan which measures the degree to which the payment
arrangement advances at least one of the goals and objectives in the quality strategy
required per 42 C.F.R. § 438.340, and that the evaluation conducted will be specific
to this payment arrangement. Note: States have flexibility in how the evaluation is
conducted and may leverage existing resources, such as their 1115 demonstration
evaluation if this payment arrangement is tied to an 1115 demonstration or their
External Quality Review validation activities, as long as those evaluation or
validation activities are specific to this payment arrangement and its impacts on
health care quality and outcomes.
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b. Describe how and when the State will review progress on the advancement of the
State’s goal(s) and objective(s) in the quality strategy identified in Question 42. For
each measure the State intends to use in the evaluation of this payment arrangement,
provide in Table 8 below: 1) the baseline year, 2) the baseline statistics, and 3) the

performance targets the State will use to track the impact of this payment

arrangement on the State’s goals and objectives. Please attach the State’s evaluation
plan for this payment arrangement.

TABLE 8: Evaluation Measures, Baseline and Performance Targets

PCR-AD Plan All-Cause
Readmissions

Measure Name and NQF # | Baseline | Baseline
(if applicable) Year | Statistic Performance Target Notes!
Example: Flu Vaccinations | CY 2019 | 34% Increase the percentage of adults | Example
for Adults Ages 19 to 64 18—64 years of age who report notes
(FVA-AD); NOF #0039 receiving an influenza vaccination
by 1 percentage point per year
i CY2022 |0.90 <=.9896 e et

maintain rate at or below th
natonal core set value
https://www.medicaid.gov/r
edicaid/quality-of-care/core
set-data-dashboard/main?
keywords=%5B%22907%2
%5D

ii.

jiii.

fiv.

1. If the State will deviate from the measure specification, please describe here. If a State-specific measure will be used, please
define the numerator and denominator here. Additionally, describe any planned data or measure stratifications (for example,
age, race, or ethnicity) that will be used to evaluate the payment arrangement.
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C.

If this is any year other than year 1 of a multi-year effort, describe (or attach) prior
year(s) evaluation findings and the payment arrangement’s impact on the goal(s) and
objective(s) in the State’s quality strategy. Evaluation findings must include 1)
historical data; 2) prior year(s) results data; 3) a description of the evaluation
methodology; and 4) baseline and performance target information from the prior
year(s) preprint(s) where applicable. If full evaluation findings from prior year(s) are
not available, provide partial year(s) findings and an anticipated date for when CMS
may expect to receive the full evaluation findings.

See attachment 44c

In addition to Georgia’'s state-directed investments through its Conditions of
Participation, GA HIP will be an at-risk model aligned with the Medicaid Qualit
Strategy. To make meaningful improvements in care delivery, the state need:
better understand the populations it serves and the outcomes they are experi
As a demonstration of their efforts toward improving health outcomes, GA HIF
participants will each report 10 metrics that support 5 core areas.

Existing, nationally standardized measures will be used to assess the prograr
impact on health efficiencies. Recognizing that time and dedicated resources
necessary to realize quality improvement, this program is designed as a multi
effort. This approach enables the level of coordination of care necessary to ac
the underlying goals and the time needed for initiatives to be invested in, teste
proven.

During state fiscal year 2027, state officials will convene a working group of
participating providers to determine if the sample metrics and state-directed S
Health Improvement areas and strategies are appropriate. Baseline measure
will be updated once final metrics are agreed upon, which may change depen
final set of eligible providers. The state will utilize its existing Quality Oversigt
Committee to adopt these metrics and review annual performance.

Beginning in state fiscal year 2028, the annual performance improvement
requirements will ensure a demonstrated commitment to the program's goals
be evaluated through the GA HIP metrics that closely support the principles o
transformation and improved outcomes, which are the foundation of Georgia's
quality strategy. Up to 10%, 1% for each metric, will be withheld from paymel
dependent upon final outcomes.

Likewise, the investments required of the State’s Conditions of Participation,
outlining the state’s directed investment into healthcare, will also be reported.
model creates a true, public-private partnership that advances both the state’
for an expanded healthcare system, current CMS priorities, and the needs of
'S patients.
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Overview

workbook if States need additional rows than what is provided in the preprint. States may also use the Workbook Tables 1.A. - 8.A.

in lieu of completing Tables 1 - 8 in the preprint.

Directions

into all addendum Tables 1.A - 8.A. For example, if the State only needs extra rows to complete Table 1.A, please delete Tabs 2.A -
CMS requests States submit the addendum tables with the preprint in this Excel format; please do not merge and re-PDF the preprin

Addendum Table Organization

pre-selected to standardize data provided by States in the preprint.

Table 1.A Payment Arrangement Provider Performance Measures

Table 2.A Provider Payment Analyses

Table 3.A Actuarial Rate Certification(s)

Table 4.A IGT Transferring Entities

Table 5.A Health Care-Related Provider Tax/Assessment(s)

Table 6.A Health Care-Related Provider Tax/Assessment Waivers
Payment Arrangement Quality Strategy Goals and

Table 7.A Objectives

Table 8.A Evaluation Measures, Baseline and Performance Targets

|[dentifying Information Column1

State/Territory (Select from dropdown menu): Georgia



PREPRINT SECTION lil: PROVIDER CLASS AND ASSESSMENT OF REASONABLENESS

ADDENDUM TABLE 2.A. PROVIDER PAYMENT ANALYSES

Directions 2. For payment arrangements that are intended to require plans to make a payment in addition to the negotiated rates (as noted in option ¢ in Question 22 of the State Directed Payment preprint file), please use the rows in Table 2.A below to add provider classes to Table 2 and an analysis showing the impact of the SDP on payment levels for
States should only submit the tables they populate to CMS; please do not submit the entire workbook unless the State inputs data into Tables 1.A - 8.A. For example, if the state only needs extra rows to complete Table 2. in the preprint, please delete Tabs 1.A and 3.A - 8.A. CMS requests States submit the addendum tables with the preprint in
TABLE 2.A: Provider Payment Analyses

0 Provider Class(e DP DP DP PTP PTP
Data Format Free text Percent (i.##%) Percent (#.##%) Percent (i###%) or NIA Percent (i###%) or NIA Percent (#.##%)
Example: Rural Inpatient Hosbital Services 80.0% 20.0% NA NA 100.0%
a 1P Non-Small Rural Private (GF) 27.8% 51.0% 21.2% NA 100.0%
b 1P Non-Small Rural Public (GF) 22.8% 58.3% 17.4% NA 98.5%
c. 1P Small Rural Private (GF) 34.6% 42.5% 23.0% NA 100.0%
d. 1P Small Rural Public (GF) 34.8% 42.0% 231% NA 100.0%
e 1P Rural OB Private - Small Rural (GF) 34.6% 0.0% 65.4% NA 100.0%
. 1P Rural OB Private - Non-Small Rural (GF) 26.2% 24.2% 49.6% NA 100.0%
a 1P Critical Access Hosbital (GF) 36.6% 0.0% 63.4% NA 100.0%
h. 1P Rural OB Public - Small Rural (GF) 36.6% 00% 63.4% NA 100.0%
i 1P Rural OB Public - Non-Small Rural (GF) 22.1% 21.2% 55.2% NA 98.4%
i 1P STRONG Teachin 5+ Private (GF) 27.5% 17.3% 55.1% NA 99.9%
k. 1P STRONG Teachina 5+ Public (GF) 24.0% 26.5% 48.0% NA 98.5%
L IP Rural OB Private - STRONG Teachina Rural (GF) 33.2% 00% 66.8% NA 100.0%
m. OP Non-Small Rural Private (GF) 22.9% 69.2% 7.9% NA 100.0%
n. OP Non-Small Rural Public (GF) 22.2% 68.6% 7.7% NA 98.4%
o. OP Small Rural Private (GF) 21.7% 73.0% 53% NA 100.0%
0. OP Small Rural Public (GF) 22.8% 71.6% 5.6% NA 100.0%
a OP Rural OB Private - Small Rural (GF) 21.7% 24.1% 54.2% NA 100.0%
r OP Rural OB Private - Non-Small Rural (GF) 10.9% 61.8% 27.3% NA 100.0%
s OP Critical Access Hosbital (GF) 28.2% 1.2% 70.6% NA 100.0%
1 OP Rural OB Public - Small Rural (GF) 23.8% 16.6% 59.6% NA 100.0%
u. OP Rural OB Public - Non-Small Rural (GF) 19.8% 29.0% 49.5% NA 98.4%
v. OP STRONG Teachina 5+ Private (GF) 24.0% 25.9% 48.0% NA 97.9%
w. OP STRONG Teachina 5+ Public (GF) 22.1% 32.0% 44.3% NA 98.4%
x OP Rural OB Private - STRONG Teachina Rural (GF) 23.7% 17.1% 59.2% NA 100.0%
v. 1P Non-Small Rural Private (GF360) 27.8% 51.0% 21.2% NA 100.0%
z 1P Non-Small Rural Public (GF360) 22.8% 56.7% 17.4% NA 96.9%
aa. 1P Small Rural Private (GF360) 34.6% 42.5% 23.0% NA 100.0%
bb. 1P Small Rural Public (GF360) 34.8% 42.0% 231% NA 100.0%
cc. 1P Rural OB Private - Small Rural (GF360) 31.5% 06% 67.8% NA 100.0%
dd. 1P Rural OB Private - Non-Small Rural (GF360) 26.2% 17.5% 56.3% NA 100.0%
ee. 1P Rural OB Public - Small Rural (GF360) 40.3% 0.0% 59.7% NA 100.0%
ff. 1P Rural OB Public - Non-Small Rural (GF360) 24.5% 11.2% 61.3% NA 97.0%
aa. 1P STRONG Teachina 5+ Private (GF360) 32.5% 2.3% 65.0% NA 99.8%
hh. 1P STRONG Teachina 5+ Public (GF360) 23.2% 27.2% 46.5% NA 96.9%
i IP Rural OB Private - STRONG Teachina Rural (GF360) 33.4% 00% 66.6% NA 100.0%
i OP Non-Small Rural Private (GF360) 22.9% 69.2% 7.9% NA 100.0%
Kk OP Non-Small Rural Public (GF360) 22.2% 67.8% 7.7% NA 97.7%
L. OP Small Rural Private (GF360) 21.7% 73.0% 53% NA 100.0%
mm. OP Small Rural Public (GF360) 22.8% 71.6% 5.6% NA 100.0%
nn. OP Rural OB Private - Small Rural (GF360) 22.0% 22.9% 551% NA 100.0%
0. OP Rural OB Private - Non-Small Rural (GF360) 10.9% 61.8% 27.3% NA 100.0%
oD, OP Critical Access Hosbital (GF360) 26.8% 6.2% 67.0% NA 100.0%
aa. OP Rural OB Public - Small Rural (GF360) 23.7% 17.0% 59.3% NA 100.0%
r. OP Rural OB Public - Non-Small Rural (GF360) 19.9% 281% 49.7% NA 97.6%
ss. OP STRONG Teachina 5+ Private (GF360) 25.4% 221% 50.8% NA 98.3%
it OP STRONG Teachina 5+ Public (GF360) 22.6% 29.8% 45.3% NA 97.7%
OP Rural OB Private - STRONG Teaching Rural
uu. (GF360) 23.6% 17.5% 58.9% NA 100.0%




PREPRINT SECTION VI: FUNDING FOR THE NON-FEDERAL SHARE
AADDENDUM TABLE 4.A. IGT TRANSFERRING ENTITIES

Directions 4. Use Table 4.A below o add IGT transferring agencies to Table 4. States may also use Table 4.A in lieu of completing Table 4 in the preprint. Provide the following (respond to each column for all entities transferring funds). Input data only in beige cells in columns B - H.

States should only submit the tables they pop MS;

TABLE 4.A: IGT Transferring Entities

submit the

unless the State inputs data into Tables 1.A - 8.A. For example, if the State only needs extra rows to complete Table 4 in the preprint, please delete Tabs 1.A- 3.Aand 5.A - 8.A. CMS requests States submit the addendum tables with the preprint in this Excel format; please do not merge and re-PDF the preprint.

Free
Data Format Froe text Set I Dollar (5 00) Set el Free text Set values (select one) text
i The Baxlev & Aoplina Gountv thority Countv 51209013 No NiA Yes
i Hosnital Authority of Flovd County Countv $14.928.460 No NA Yes
i Macon-Bibh Countv Hosoital Authority Countv 523.903.108 No NA Yes
v Bacon Authority Countv $13515] No NA Yes
v The Fulton-DeKalh Hosoifal Authority Countv 547,568,903 No NA Yes

Hosoital Authoritv of Coffes Gounty Countv $1.152.560) No NA Yes
The 1 Autherity of Griso Gounty Countv $624.380 No NA Yes
Dodae Gountv tv Countv $1.123.507] No NA Yes
i Countv $1.031.275] No NA Yes
x Countv $1.844.801 No NA Yes
i Countv $12242.230 No NA Yes
it Countv 5932 862 No NA Yes

[ii County 429501 No NA Yes
v Countv 58701 537] No NA Yes
. The Modical Genter thority_inc. Countv $17.120026 No NA Yes
i Hosoital Authoritv of Jefferson County & the Citv of Louisville ounty $796.355 No NA Yes
il Liberty Hosoital Authority ounty $34.107 No NA Yes
il The Hosoital tv of the Citv of Bainbridae-Decatur Count| ounty $596.041 No NA Yes

[ Hosbital Authority of Hall County & the Citv of Gainesville ounty. 5$19.912.046| No NIA Yes
X o ounty No NA Yes
0 Hosoital Authority of Fulton Countv ounty $51.362.050 No NA Yes
i Hosoital Authority of Gwinnett Countv ounty 540851671 No NA Yes
i d Sumter County Authorit Countv $655.240 No NA Yes
v Hosoital Authoritv of Clarke County Count $10.320 904 No NA Yes
P Richmond Countv Authority Countv 56,209 325| No NA Yes.
0. Hosoital Authority of Henry County Countv 520556 530 No NA Yes
i lewton Countv Authority Count 510810337 No NA Yes.
i Hosoital Authority of Valdosta and Lowndes County Countv $10.088.936 No NA Yes
ix, Memorial H Countv $10691.121 No NA Yes
0 it County Hosoital Authority Count $7.475.005] No NA Yes
0. tephens County Hosoital Authority Countv $1.020.418] No NA Yes
il Carrol City County Authorit Countv $28.191.704 No NA Yes.
o Hosoital Authoritv of Union Countv Count $390.233 No NA Yes
i, Hosoital Authority of Uoson County Countv $3.115.724] No NA Yes
0w, Hosoital Authority of Washinaton Countv Countv $1.793.729| No NA Yes
00 The Hosoital of Wavne Countv Count $510.258 No NA Yes.
oo Hosoital Authority of Cobb Countv Countv $23.564.487 No NA Yes
00l Hosoital Authority of Doualas County Countv $5.608.644] No NA Yes
ix Cobb Cor Authority Count $18.256.005 No NA Yes.
x. Paulding County Authority Countv 59.279.709| No NA Yes.
Xl LaGranae-Trouo County Hosoital Authority Countv $6.173.173] No NA Yes
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