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X AMENDMENT
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This amendment implements the provisions of Ohio's Amended Substitute House Bill 1 regarding SFYs 2010 and 2011 intermediate care

facilities for the mentally retarded (ICFs-MR) reimbursement. This amendment also delineates covered Medicaid services for ICF-MR
providers, the revised ICF-MR outlier rate for SFY 2010, the methodology for establishing the total prospective rate for ICFs-MR, the
reimbursement methodology for the ICF-MR franchise permit fee, and provisions for ICF-MR providers new to the Medlcald _program.
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