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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop S2-26-12
Baltimore, Maryland 21244-1850

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group

December 5, 2024

Maureen Corcoran, Director
Ohio Department of Medicaid
50 West Town Street, Suite 400
Columbus, Ohio 43215

RE: TN 24-0015
Dear Ms. Corcoran:

The Centers for Medicare & Medicaid Services (CMS) has reviewed the proposed Ohio state
plan amendment (SPA) to Attachment 4.19-D, OH 24-0015, which was submitted to CMS on
September 27, 2024. This plan amendment updates the Intermediate Care Facility for
Individuals with Intellectual Disabilities Peer Group 5 Provider Rate.

We reviewed your SPA submission for compliance with statutory requirements, including in
sections 1902(a)(2), 1902(a)(13), 1902(a)(30), 1903 as it relates to the identification of an
adequate source for the non-federal share of expenditures under the plan, as required by 1902(a)
(2) of the Social Security Act and the applicable implementing Federal regulations.

Based upon the information provided by the state, we have approved the amendment with an
effective date of September 17, 2024. We are enclosing the approved CMS-179 and a copy of

the new state plan pages.

If you have any questions, please contact Fredrick Sebree at Fredrick.sebree(@cms.hhs.gov.

Sincerely,

Rory Howe
Director
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Attachment 4.19-D
Supplement 2
Page 21

New Facility in Peer Group 1, 2, 3, 4, or 5

The initial rate for an ICF-IID including a facility that replaces one or more existing facilities
shall be calculated as follows:

1) The direct care rate component shall be calculated as follows:

a. Ifthere is no cost or resident assessment data available, the rate shall be the
median cost per case-mix unit calculated for standard rates as calculated in the
direct care section of this Attachment multiplied by the median annual average
case-mix score for the peer group for that period and by the rate of inflation
estimated for standard rates.

b. If the facility is a replacement facility and the facility or facilities being replaced
are in operation immediately before the replacement facility opens, the rate shall
be the same as the rate for the replaced facility or facilities, proportionate to the
number of beds in each replaced facility.

2) The rate for indirect care costs shall be the maximum rate for the facility’s peer group as
calculated for the standard rates.

3) The rate for capital costs shall be the median of all standard capital rates as calculated in
the capital section of this Attachment

4) The rate for other protected costs shall be 115% of the median rate for ICFs-IID for the
standard rates as calculated in the other protected section of this Attachment, and shall
include the franchise permit fee rate if the beds were subject to the franchise permit fee
during the fiscal year.

5) The rate for the direct support personnel payment shall be the median rate value of the
direct support personnel payment rates calculated in that section of this Attachment.

6) The rates calculated above will be adjusted effective the first day of July, to reflect new
rate calculations for standard rates.
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