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

7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, Maryland 21244-1850

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

Financial Management Group

Jerry R. Foxhoven, Director

Towa Department of Human Services m\g
1305 East Walnut, 5" Floor “N& ‘11
Des Moines, IA 50319-0114

RE: Iowa Medicaid State Plan Amendment TN: 18-024
Dear Mr. Foxhoven:

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) 18-024. This amendment recognizes the removal from the
State’s nursing facility provider tax of the state-imposed limitation on the percentage used for
calculating the amount of non-Medicare revenue to determine the amount of assessment fees. The
Medicaid State plan effects of this change are increased reimbursement to providers for Medicaid’s
share of the tax, and an increase of $5.00 per day in the Quality Assurance Rate Add-On.

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. This is to inform you that Medicaid State plan

amendment 18-024 is approved effective July 1, 2019. We are enclosing the CMS-179 and the
amended plan pages.

If you have any questions, please call Tim Weidler at (816) 426-6429.

Sincerely,

Kristin Fan ‘
Director

Enclosures
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IOWA Attachment 4.19-D
Page 20

Methods and Standards for Establishing Payment Rates for Nursing Facility Services

K. Nursing Facility Quality Assurance Assessment Pass-Through and Quality
Assurance Rate Add-On

1. Quality assurance assessment pass-through. Effective the later of July 1, 2019 or
the first day of the quarter following approval from CMS a quality assurance
assessment pass-through rate shall be added to the Medicaid reimbursement rate as
otherwise calculated pursuant to Section 4.19-D. The quality assurance assessment
pass-through rate shall be equal to the quality assurance assessment Medicaid cost
divided by Medicaid patient days. :

2. Quality assurance assessment rate add-on. Effective the later of July I, 2019 or the
first day of the quarter following approval from CMS, a quality assurance rate add-
on of $15.00 per patient day shall be added to the Medicaid reimbursement rates as
otherwise calculated pursuant to Section 4.19-D.

120
TN No. 1A-18-024 Effective JuL 01 209

Supersedes TN #  MS-09-009 Approved MAR 9 72019






