
Table of Contents 

State/Territory Name:   NH 

State Plan Amendment (SPA) #:17-0011 

1) Approval Letter
2) CMS 179 Form
3) Approved SPA Pages 



DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop 52-26-12
Baltimore, MD 21244- I 850

lvrs
ctNltßs fol MtolcAltt & MtfrK¡lo Stlvlctli

C¡NTEN F(}R ¡IEDICAID ¡¡ CH¡P IERVICES

Financial Management Group

JAN $ 0 20t8

Jeffery A. Meyers, Commissioner
Department of Health and Human Services
State of New Hampshire
129 Pleasant Street
Concord, NH 03301

RE: New Hampshire SPA l7-0011

Dear Commissioner Meyers:

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

submitted under transmittal number (TN) 17-0011. This amendment revises reimbursement for
nursing facility services. Specifically, nursing facility acuity based rates will be determined and

set semi-annually instead of annually.

V/e 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. We are pleased to inform you that Medicaid State plan

amendment 17-0011 is approved effective December 1,2017. We are enclosing the CMS-I79 and

the amended plan pages.

If you have any questions, please call Novena James-Hailey at (617) 565'1291

Sincerely,

Kristin Fan
Director
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TIIANSMITTAL AND NOTICE OF APPROVAL OF
STATE PLAN MATERIAL

FORr HEALTH CARE FINANCING ADMINISTRATION

TO: REGIONAL ADMINISTRÂTOR
HEALTH CARE FINANCINC ADMINISTRATION
DEPARTMENT OF HËALTH AND HUMAN SERVICES

5. rYPE itirÞLAñ-MriTE,ntL Gúei* One):

fl New STATE PLAN

6. FEDERAL STA
SSA 1902(a)(13) and 42 CFR Part 447

s. pAcE NUMBER Oi¡Tire p[nÑ SeCnON OR ¡rrÀCHMeNr:

Athchment 4.19D, page 30

10. SUBJECT OF AMENDMENTT
Nuning Facility Rcimbursement - Semi-Annual Ratc Sening

I I. GOVERNOR 'S REVIEIV (Check One):

I aovnm¡oR's oFFrcE REpoRTED No coMMENT

RNOR'S OFFICE ENCLOSED
W¡T}IIN 45 DAYS OF SUBMITTAL

L:

13. TYPED NAME: A Meycrs

14. TITLE: Commissioner

t5. r ¿lt tf zor'1

3. PROGRAM I
..i

osñTtricÀtlör.¡: rrfLe xx oF Tr.rE
socrAl, SECURITY ACT (MED!CA|D)

COMPLÊTE BLOC KS6 THRU IO IF THIS IS AN AMENDMENT (swstg!p Transmlltd,l each qmendntanl)

TION CITATION:

4. PROFOSED EFFECTIVE DATE
December l,2017

E erúeNoÌ',tENTTo BE coNStDERED AS NEw nLAN EXerúsò¡nrüeNr

7. FEDERAL BUDGET IMPACT:
FFY2018: 0
FFY2019:0

, l. TRANSMITTALNUMBER:
t7-00t I

9. PAGENUMBEROF
ORAT'TACHMËNT

FORM APPROVED
oMg flo 0938.0re3

2. STATE
NH

THE suÞERsÈpep pu¿N sECrmN
(lf Appltcøble):

Attachment 4,lgD, pnge 30, TN 174005

I offieR, As SPECIRED: commenrs, ifany,
will follow

16. RETURN TO:

Dawn Landry
Officc of Medicaid Business and PolicyiBrown Building
Deparfnent of Hcalth and Human Serviccs
129 Pleasant Sneet
Concord, NH 03301
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I7. DATERECËIVHD:

19. VE

2I.TYPEDNAME:

PLANAPPROVED-

t8. APPRÕVED:
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OFFICI,AL:

FORM HCFA'!79 (07.92)
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TN No: l7-0011
Supet'sedes
TN No: L7-0005

10. Selììi-Annual Updating

Acuíty-bâsed rates will be l eviewed and updated evety six months using the most reoently

reviewed alìd validated MDS data subrnítted by the fàcilìties fol an effbctive date of July I and

January 1. The rates detennined shall be subject to the budget adjustment factor in 8(b) âbove.

11. Rebasinq

The Department will leview retes and will rcbase nu sing facility fstes at least every five years. In

betwee; rebase years, cost components are inflated in accordance with secfions 7 (a) - (g) "fhe

resulting rate is also subject to the BAF as defined above.
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