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Medicaid Division
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RE: Georgia State Plan Âmendment l7-0010

Dear Ms. Rhodes:

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

submitted under transmittal number 17-0010. This amendment proposes to modify the state's

reimbursement methodology. Specifically, this amendment proposes to provide a 60/o increase in
nursing facility services payment rates based on the cost report growth allowance effective July
1,2077.

We conducted our review of your submittal according to the statutory requirements at sections

1902(a)(13), 1902(a)(30), and 1903(a) of the Social Security Act and the implementing Federal

regulations at 42 CFR Part 447. We have found that the proposed reimbursement methodology
complies with applicable requirements and therefore have approved them with an effective date of
July l, 2017. We are enclosing the CMS-179 and the amended approved plan pages.

If you have any questions, please call Anna Dubois at (850) 878-0916.

s

Sincprely,

lJ*rt l^-/
Kristin Fan
Director
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State: Georgia

8. Advertising costs that are (a) for fundraising purposes, (b)

incurred in the sale or lease of a facility or agency or in
connection with issuance ofthe provider's own stock, or the

sale ofstock held by the provider in another corporation,(c)
for the purpose of increasing patient utilization ofthe
provider's facilities; (d) for public image improvement, or(e)
related to government relations or lobbying.

9. Funds expended forpersonal purchases.

Total Allowed Per Diem Billine Rate for Facilities for Which a Cost
Renort is Used To Set a Billine Rate

For dates ofservice beginning July 1,2017, the June 30,2012
Medicaid Cost Report is the basis for reimbursement for all
nursing facilities except those nursing facilities reimbursed in
accordance with the rules applicable to nursing facilities
purchased from an unrelated parly between January 1,2012
and June 30,2014, For those facilities, the June 30,2013,
June 30, 20i4 or December 31,2014 cost report is the basis

for reimbursement.

For these facilities the following formulas apply

Total A llowed Per Diem Billing Rate:

Allowed Per Diem + Efficiency Per Diem + Growth Allowance * Other
Rate Adjustments.

Summation of the (Net Per Diem or Standard Per Diem, whichever
anrount is less as to the facility; for Nursing Facilitics, thc rcsulting per

diem amount for Routine and Special Services is multiplied by a facility's
quarterly case mix score as determined by the Division for Medicaid
patients during the most recent calendar quarter for which information is

available) for each ofthe four Non-Property Cost Centers plus the Net Per

Diem for the Property and Related Cost Center. The Property and Related

Cost Center reimbursement for those facilities whose cost reimbursement
is limited to the standard (90th percentile) per diem in this cost center will
be based upon the standard per diem calculated from the cost reports for
the year ending June 30, I 981 .

T.N. No.:17-010
Supersedes
T.N. No.l7-007

Approved Date: 0CT S 0 ?nîi Effective Date: O7lo1l2Ù17
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State: Georgia

Efficiencv Per Diem :
Summation of (Standard Per Diem minus Net Per Diem) x 75% up to the

Maximum Efficiency Per Diem for each of the five cost centers.

Growth Allowance :

Summation of 6%" of the Allowed Per Diem for each of the four Non- Property
and Related cost centers (Routine and Special Services; Dietary; Laundry and

Housekeeping and Operations and Maintenance of Plant; and Adrninistlative
and General) for all nursing facilities.

Further explanation of these terms is included below:

a. ln general, the Net Per Diem is determined from the costs ofoperation
ofthe individual facility in which eligible patients reside. These reports
are determined by utilizing the information submitted by the facility on

its Cost Report.

All amounts and supporting data submitted on the Cost Report are subject
to verification and adjustment by the Division. These modifications
concern: mathematical calculation errors; limitations placed on allowable
costs, and the documents, principles, and criteria referenced therein;
reasonableness limitations placed on salaries paid employees ofthe facility;
reasonableness limitations using the principles contained in CMS- l5-l: or
other parameters placed on reasonable cost by the Division. These
modifications basically concern y¿þ41 expenses are attributable to the care
received and the reasonableness ofthe amounts ofexpenses that are

attributatjle to care. See Supplement 4 to Attachment 4.19-D for appellate
procedures to resolve disputes of specific contested adjustments.
Specifically, the Net Per Diem for each ofthe five cost centers is
determined as follows (all Schedule references are to the Cost Report):

See page 20 of this Supplement in the section Titled "Property and
Related Reimbursemenl" for additional descriptions of such lim itations.

Allowable Home Office salary costs are limited to an appropriate
maximum.

T.N. No.:17-010
Supersedes
T.N. No.17-007

Approved Date: 961 S 0 Z0lZ Effective Date:0710112017


