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State of New Hampshire Atfachment 4.19-A

TN No:

Page 5b

Disproportionate Share — Payment Adjustment
{continued)

2. Critical Access Hospitals: ‘Each Critical Access Hospital (CAH) that is not a specialty hospital for
rehabilitation and that participates in the provider network of the NH Medicaid Care Management
program shall receive a DSH payment equal to 75% of the hospital's uncompensated care costs, except as
further adjusted where applicable under the provisions of paragraph 4 below. "Uncompensated care
costs” are calculated in accordance with the federal requirements of 42 U.S.C. 1396r-4(g) and any federal
regulations promulgated by the federal oversight agency, the Centers for Medicare and Medicaid Services
(CMS), further defining or interpreting such federal statutory requirements; and shall take into account
any Supplemental Access or enhanced Medicaid rate payments received under Attachment 4.19-A, This
payment amount is reconciled in a subsequent year to account for variances identified between projected
uncompensated care costs and actual uncompensated care costs as determined by the independent
certified audit performed pursuant to 42 CFR, Part 455, Subpart D.

3. Other DSH Qualifying, Non-Public Hospitals: Each DSH qualifying hospital that is not a critical
access hospital or a specialty hospital for rehabilitation, but which does participate in the provider
network of the NH Medicaid Care Management program shall receive a DSH payment adjustment in an
amount proportional to, but not greater than, each such hospital’s total allowable uncompensated care
costs. For each hospital that meets the eligibility criteria under this paragraph 3, the funding and payment
amounts shall be as follows, except as further adjusted pursuant to paragraph 4 below:

(A) Funding for State Fiscal and State Plan Year 2015 shall be $15,868,758; each qualifying
hospital under paragraph 3 shall receive a pro rata share of this funding in proportion to its total
allowable uncompensated care costs.

(B) For State Fiscal and State Plan Years 2016 and 2017, each such hospital shall be paid 50% of
its uncompensated care costs,

(C) For State Fiscal and State Plan Year 2018 and 2019, and thereafter, each such hospital shall
be paid 55% of its uncompensated care costs.

4. Notwithstanding the provisions of paragraphs 1, 2, or 3 above:

(A) if in any Fiscal Year 2016, 2017, 2018 or 2019, and thereafier, qualifying hospitals’ total
aggregate uncompensated care costs, as reported to the NH Department of Health and Human
Services, is less than $350 million, the State shall pay such hospitals not less than $175 million in
DSH payments, shared among such hospitals in proportion to the amount of uncompensated care
costs incurred by each such hospital relative to the total; provided that New Hampshire hospitals
with a critical access designation shall continue to receive reimbursements of no less than 75% of
each such hospital’s uncompensated care costs; and

(B) total statewide DSH payments to hospitals qualifying under this second type of DSH payment
adjustment shall not exceed $224 million in Fiscal Years 2016 and 2017, and shall not exceed
$241.9 million in Fiscal Years 2018 and 2019.

15-005 x
Supersedes Approval Date: _AUG 31 Zma Effective Date: 05/27/13

TN No:

14-010




State of New Hampshire Attachment 4.19-A
Page 5¢

Supplemental Access Payment

The NH Department of Health and Human Services will make a Supplemental Access payment annually
to those hospitals with critical access designation by the Centers for Medicare and Medicaid Services
that also meet the “qualifying criteria” of this section as a Type I or Type II Access Hospital. Such
access payments shall be made in addition to any other non-DSH Medicaid rate payments available to
such qualifying hospitals under the provisions of Attachment 4.19-A of the NH State Plan. Hospitals
receiving a Supplemental Access Payment under this section in any fiscal year shall not be qualified to
receive a Disproportionate Share Hospital (DSH) payment in the same fiscal year unless such hospital
meets the criteria for a Deemed DSH payment and said payment would not result in payments in excess ’
of the hospital-specific DSH limit under 42 USC 1396r-4(g). ‘

I. Type I - Essential Critical Access Hospital
A. Qualifying criteria for the Essential Critical Access Hospital, Type I:

1) The hospital is designated as a critical access hospital (CAH) in accordance with criteria

established by the Centers for Medicare and Medicaid Services;
- 2) The hospital is the smallest CAH located in Coos County, as measured by net inpatient

service revenue in fiscal year 2012; :

3) The hospital has the highest ratio of Medicaid and uninsured charges to total charges in the
state for state fiscal year 2012, as determined by the Department; and

4) The hospital has the highest ratio of uncompensated care costs to total operating costs in
Coos County for state fiscal year 2012, as determined by the Department.

B. The Type I Supplemental Critical Access payment shall be made during the last fiscal quarter
of each state fiscal year and shall reimburse 100% of the qualifying hospital’s estimated
uncompensated care costs incurred in each state fiscal year, as determined by the state using the
best available data at the time of the payment. For State Fiscal Year 2015, the amount of the Type
I payment shall be $1,803,416.
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State of New Hampshire Attachment 4.19-A
Page 5d

II. Type II - Essential Maternity Access Hospital
A. Qualifying criteria for the Essential Maternity Access Hospital, Type II;

1) The hospital qualifies for the enhanced payments for maternity-related labor and delivery
services payment under paragraph 3.a(5) at page 2 of Attachment 4.19-A in a fiscal year;
and

2) The hospital has critical access designation by the Centers for Medicare and Medicaid
Services.

B. The Type II Supplemental Access Payment shall be made once annually during the last fiscal
quarter of each state fiscal year. For State Fiscal Year 2015, the amount of the Type II payment
shall be $2,967,828.

All Type I and Type II Supplemental Access Payments made under this section shall be included in the
determination of total Medicaid payments made to the eligible hospital for purposes of determining the
hospital’s DSH limit, as defined by federal law at 42 USC 13961r-4(g). The State of New Hampshire

will ensure that no hospital participating in the Medicaid program shall receive any DSH payment in
excess of such federal limit.
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