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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 32-26-72

Baltinrore, Marylancl Zl2&185O rvrs
ctñTf¡s fôn MfotcÁ8¡& Mrfrr^ln sttvlcfs

CENTIR fOß I\{EDICAID & CHIP SERVICES

Financial Management Group

JUL $ t 2017

Felicia Norwood, Director
Illinois Departrnent of Healthcare and Family Services
Prescott E Bloom Building
201 South Grand Avenue East
Springfi eld lL 627 63 -0002

RE: Illinois State Plan Amendment (SPA) l7-003

Dear Ms. Norwood:

We have reviewed the proposed amendment to Attachment4.lg-A of your Medicaid State plan

submitted under transmittal number (TN) l7-003. Effective April 1, 2017, this SPA makes changes to
inpatient reimbursements for hospitals that provided more than 4,000 covered Medicaid days.

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

regulations at 42 CFR 447 Subpart C. We hereby inform you that Medicaid State plan amendment
l7-003 is approved effective April 1, 2017 . We are enclosing the CMS-I79 and the amended plan
pages.

If you have any questions, please contact Fredrick Sebree, of my staft at (217) 492-4122 or by e-mail
at F-redrick.sebree@crns.hhs. gov.

Sincerely,

Kristin Fan
Director

Enclosure
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Attachment 4.19-A
Page 13lM'13

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State; lll¡nois

METHODS AND STANDARDS FOR ESTABLISHING INPATIENT RATES FOR HOSPTIAL REIMBURSEMENT;
MEDICAL ASSISTANcE-GRANT (MAG) and MEDICAL AsslsTANcE-NO GRANT (MANG)

07t1s 2. Rates

a. Hospitals qualifying under subsection I .a. of thjs Section will receive the
following:

i. Ifthe hospital provided more than 4,000 covered Medicaid days, excluding
Medicare crossover days in State fìscal year 2013, as recorded in the
Department's paid claims database, the rate is $947.00 for dates of service on
or after Jufy 1, 2014 drough June 30,2015. Fo¡ dates of service on or after
July I , 2015, the rate is $0.00. i;or dales o1- sen-ice on ol after Auril 1. 2017
throuqh June 30. 2018, the rate is 5738.00. For clates of sen,ice on or alìer
July I . 201 8. the Ìate is $0.00.

ii. If the hospital provided less than 4,000 covered Medicaid days, excluding
Medicare crossover days in State fiscal year 2013, as recorded in the
Departlnent's paid claims database, the rate is $76.00 for dates of service on
or after July 1, 2014 tlrough June 30, 2015. Fo¡ dates of service on or after
July 1, 2015, the rate is $0.00.

b. Hospitals qualifuing under subsection 1.b. of Section will receive the following:

i. If the hospital had greater than 100 routine beds as included in the 2012 Cost
Report on file witli the Department, the rafe is $205.00 for dates of service on
or after July 1, 2014 through June 30, 2015. For dates of selice onor after
July 1,2015, the rate is $0.00.

ii. If the lìospital had less than 100 routine beds as ircluded in the 2012 Cost
Report on file with tlie Department, the rate is $59.00 for dates ofservice on
or after July 1, 2014 through June 30, 2015. For dates of service on or after
July l, 2015, the rate is $0.00.

c. Hospitals qualifyìng under subsection 1.c. of tlús Section wíll receive a rate of
$390.00 for dates of service on or after July l, 20i4 through June 30, 2015. For
dates of se¡vice on or after July 1, 2015, the rate is 50.00.

3. Payment for a qualifying hospital shall be tlie product of the rate as defined in
subsection 2. ofthis Section, multiplied by their SFY 2013 covered days less

Medicare crossover days as recorded in the Department's paid claûns data
(adjudicated tluough February 21, 20i4).
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Approval date JUL S I 2(117 Effective date 04/01/2017
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