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

7500 Security Boulevard, Mail Stop $2-26-12

Baltimore, MD 21244-1850

CEMTERS FOR MEDICARE & MEDICAD SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Financial Management Group

Jeffery A. Meyers, Commissioner
Department of Health and Human Services
State of New Hampshire

129 Pleasant Street

Concord, NH 03301

RE: New Hampshire SPA 18-0004

Dear Commissioner Meyers:

MAY 23 2018

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state plan
submitted under transmittal number (TN) 18-0004. This amendment revises reimbursement for
nursing facility services. Specifically, it changes the budget account factor (BAF), applied to the
calculated nursing facility acuity rates, from 30% to 28.76% resulting in an increase in payments

to providers.

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. We are pleased to inform you that Medicaid State plan
amendment 18-0004 is approved effective January 1, 2018. We are enclosing the CMS-179 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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(f) The capital cost component of the prospective per diem rate is based on the actual facility cost,
taken from the most recently desk reviewed and/or field audited cost reports, subject to an
aggregate 85th percentile ceiling,

(g) Administrative, other support, and plant maintenance cost components are reimbursed at the
statewide median value, based on data included in the most recently desk reviewed and/or
field audited cost reports.

8. Calculation of Facility-Specific Per Diem Rate

(a) The per diem cost components are summed to obtain the total facility rate per day for each

resident in the nursing facility as of a date specified by the Department of Health and Buman
Services. :

(b) The rate determined in (a) above shall be reduced by a budget adjustment factor (BAF) equal
ta 28.76%.

9, Rate Limitation

(a) In no case may payment exceed the provider's customary charges to the general public for such
services or the Medicare upper limit of reimbursement.

(b} Payment shall be made at the lesser rate when an established rate is a condition to a certificate
of need approval and that rate differs from the Medicaid rate established by the Department.
When & rate limitation is applied as a condition of the certificate of need, a provider may, if
aggrieved, appeal such limitation.
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