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DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 52-26-12

Baltimore, MD 21244- I 850

rvrs
CENTÍIS FOt MÉD|C Íl & MtDlC,rlD SflVlCEs

CENTEN FOT MEDICAID & CHIP g¡RYICES

Financial Management Group

December 12,2019

Ms. Marie Matthews

State Medicaid Director

Department of Public Health & Human Services

P.O. Box 4210

Helena, MT 59604

Re: Montana 19-0014

Dear Ms. Matthews:

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

submitted under transmittal number (TN) l9-0014. Effective for services on or after July l, 2019,

this amendment (1) implements legislative funding for state fiscal year (SFY) 2020, (2) updates

references to reflect the current fiscal year, and (3) updates the current statewide median price.

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) ofthe Social SecurityActandthe implementing

Federal regulations at 42 CFR 447 Subpart C. V/e are pleased to inform you that Medicaid State

plan amendment TN 19-0014 is approved effective July 1, 2019. The HCFA-179 andthe amended

plan page are attached.

If you have any questions, please contact Christine Storey at (303) 844-7044.

Sincerely,

Kristin Fan

Director

cc:

Jocelyn Velez

Christine Storey
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HEALTI{

IIORM APPROVED

TRANSMITTAL AND NOTICE OF APPROVAL OF

STATE PLAN MATERIAL

FOR: HEALTH CARE FTNANCINC ADMIN¡STRATION

I. TRANSMITTAL NUMBER

r9-0014

2. STAI'E

MONTANA

3. PROCRAM IDENTIFICATION:TITLE XIX OF THE

soctAL sEcuRtrY AC'f (MEDTcAID)

TO: REGIONAL ADMINISTRATOR

HEALTH CARE FINANCING ADMINISTRATION

DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE

July l, 2019

5. TYPE OF PLAN MATERIAL (CheckOne):

f] ¡lnw srATE PLAN ! nMeNoN4ENT TO BE CONSIDERED AS NEW PLAN Xleurxnur¡¡r
COMPLETE BLOCKS 6 THRU IO IF THIS IS AN AMENDMENT ( Separate Transmitlal.[or each amendntent)

6. FEDERAL STATUTE/REGULATION CITATION

42 CFR 447 (Zs0-272)

7. FEDERAL BUDGET IMPACT:

a. FF'Y 2019 5242,658

b. FFY 2A20 $ 970,632

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:

Skilled Nursing and Intcrmediate Care Services, 4.19 D

Pagc 8 of35

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

OR ATTACHMENT ( lf A ppl icable) :

Skilled Nursing and lntermcdiate Care Services, 4.19 D

Page 8 of 35

IO. SUBJECT OF AMENDMENT:

Thls amendment provides for changes to the Medicaid nursing facility rules.

I 1. COVERNOR'S REVIEW (Check One)

nntr
GOVERNOR'S OFFICE REPOR'TED NO COMMENT

COMMENTS OF GOVERNOR'S OFFICE ENCLOSED

NO REPLY RECEIVED WITFIIN 45 DAYS OF SUBMITTAL

fi otuEn, AS SPECIFIED:

SINGLE STATE AGENCY

I2. SIGNATURE OF STA'TE AGENCY OFFICIAL:

I3. TYPED E: Marie Matthews

16. RE'|URN TO:

Montana Dept. of Public Health and Human Services

Marie Matthervs

State Medicaid Director

Attn: Mary Kulalik
PO Box 4210

Helena, MT5960414. TITLE: State Medicaid Direcfor

I5. DATE SUBMITTED: q-às-fl
F'['ICE USE ONLY

I7. DATE RECEIVED: I8. DATE APPROVED:
DEC 11 20te

PLAN APPROVED-ONE COPY ATTACHED

re. EFFEcrrvE DArE oF APPRovto "
lïf$f'eOp

20, TGNATURE oP RJ,9roNAL$nclnL;

2r. TYPEDNAME: 
Ku^dSh n (A^ zztr{þzfir

e cr¡.,5¡, Frtl6
23. REMARKS:

i

FORM HCFA-r79 ( 07-92)



Prge Iof35Attachment 419DReimbursement forSkllled Nursing andIntermedlte CareServlcesbThedirect resident carecomponent ofeach facilitysrateis 20oftheoverallstatewide pricefornursing facility servioes Itisadjusted fortheaouity oftheMedicaidresidentsservedineach facility Theacuity adjustment increases ordeoreasesthedirect residentoarecomponent in proportiontotherelationship betweeneachfacilitys Medicaidaverage casemixindex andthestatewide average Medicaid oasemix indexiTheMedicaid avotage casemix index foreachfaoility tobeusedinratesetting willbe thesimple average of eachfacilitys four Medicaid casemixindices calculatedforthe periodsof Februarytofthe cunent yeaandNovember 1August IandMayIof the yearimmediatelyprecedingthe cunent yearThe statewide averageMedicaid casemixindex willbetheweightedãverageofeaoh facilitysfour quarteraverageMedicaid case mixindex tobe usedinratesettingcThestatewide pricefornursing facilityservices willbedetermined each yearthrougha publioprocessFactors that couldbe considered intheestablishment ofthis priceinclude thecostofpioviding nursing facility servicesMedicaid reoipients accesstonursing facilityservicesandthe qualityofnursing facility caredThe total paymentrateavailable forthe periodJuly 12019throughJune 302020will be therateascomputed in 2ptusany additionalamount computedin RateAdjustment forCountyFunded Rural Nursing Facilities andinDirect CæeAncillaryServices Workers WageReporting3Providers who asofJuly Ioftherate yearhavenot fìled withthedepartment aoostroport covering a periodof atleastsix months participationin theMedioaid programin anewlyconstructedfaiility willhave a rateset atthestatewide median priceof20430 ascomputed onJulyI 2019Following a changein providerasdefined inChange inProviderDsfined the perdiemratefor thenew providerwillbeset atthe previousprovidersrateas ifnoohangeinproviderhad occurred4For ICFllDservices providedbynursing facilities locatedwithin thestateofMontana theMontana Medicaid programwill paya provideras providedinReimbursement forIntermediateCare Facilities for Individuals with IntellectualDisabilities5Inaddition to the perdiemrate providedunder 2orthereimbursement allowedtoanICFIID providerunder 4theMontana Medicaid programwill payproviderslocated withinthestate ofMontanafor separatety billableitems inaccordance withSeparatelyBillable ltems6Fornursing faciliÇ services including ICFllDservices providedbynursingfacilitieslocated outside thestate ofMontana theMontana Medicaid programwill payaprovideronly as providedinReimbursement toOutofState FacilitiesThe Montana Medicaid programwillnot payany poviderfoitemsbillable toresidents underthe provisionsofItems Billable toResidents8Reimbursement forMedicare ooinsurance days willbeasfollowsafor duallyeligible Medicaid andMedicae individualsreimbursement islimitedto theperdiemrate asdetermined under 1orReimbursement forIntermediate CareFacilities forlndividuats withIntellectual Disabilities or theMedicare coinsurance ratewhichever islowerminus theMedicaid recipients patientoontribution andbforindividual whoseMedicare buyin premiumisbeing paidunder the qualifiedMedicarebeneficiary QMBprogamunderthe Eligibility Requirements forQualifiedTN190014Supersedes TNl80032 ApprovedDEC12Z0lg Effective7l19



f uoOSNotificationStateTitleÆlan Number Montanâ 190014TypeofAction SPA ApprovalRequiredDateforState NotificationDecember 24r2019FiscalImpact FFY2019242658 XFPFFY2020970632 FPSourceoftheNonFederal ShareGeneral FundAppropriationsBasesupplementaUDSH methodologr BaseNumberofServices ProvidedbyEnhancedCoverage BenefitsorRetainedEnrollment0Nurnberof PotentialNewlyEligible People0EligibilitySimplification NoProviderPayment IncreaseYesDeliverySystem IniovationNoNumber ofPeopleLosingMedicaid Eligibility0Reduces BenefitsNoDetail EffectiveJulyL2019 thisAttachment419Damendment providesforreimbursementchanges fornursing facilitiesSpecificallyforstatefiscal yearSFY2020theamendment 1implementsfunding increasetotheMedicaidnursingfacilitybase rateasapprovedbythelegislature forSFY2020 2updates referencesto reflectthe currentfrscal yearand 3updatesthecurrent statewidemedian priceto from20246 to20430Responses tothefunding questionsweredeemedacceptableSourceof nonFederalshare isderivedfromGeneral FundAppropriations PublicnoticeþrocessrequirementsweremetTribalconsultation requirements weremetTheStatedid notreceivefeedbackorresponsestoeither publicnoticeduring publicprocessortribalconsultation TheUPLwasreviewedanddeemedsatisfactoryOtherConsiderations This planamendrnent hasnot generatedsignificantoutside interestandwedo notrecornmendtheSecretary contactthe governorCMSContact ChristineStorey 3038447044NationalInstitutionalReimbursementTeam


