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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, MD 21244-1850 
 

 
Financial Management Group 
 
December 1, 2017 
 
Mr. Joshua D. Baker 
Acting Director 
Department of Health and Human Services 
P.O. Box 8206 
Columbia, South Carolina 29202-8206 
 
RE:  State Plan Amendment SC 12-0027 
 
Dear Mr. Baker: 

 
We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid state 
plan submitted under transmittal number (TN) 12-027.  Effective October 1, 2012 this 
amendment modifies the State’s reimbursement methodology for setting payment rates for    
state operated nursing facilities (NFs) and Intermediate Care Facilities for the Individuals 
with Intellectual Disabilities (ICF/IIDs).  Specifically, this amendment will eliminate 
retrospective cost settlements for state operated NFs and ICF/IIDs and establish a 
prospective payment method. 
  
We conducted our review of your submittal according to the statutory requirements at sections 
1902(a), 1902(a)(13), 1902(a)(30), and of the Social Security Act and the implementing Federal 
regulations at 42 CFR Part 447.   We have found that the proposed changes in payment 
methodology comply with applicable requirements and therefore have approved them with an 
effective date of October 1, 2012.   We are enclosing the CMS-179 and the amended approved 
plan pages. 
 
If you have any questions, please call Stanley Fields at (502) 223-5332. 
 
 

Sincerely, 
 
//s// 
 
Kristin Fan 

     Director 
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Page 23
Revised ao/oL/'t2

TtLis report will be dl¡e \a¡itllin ûi¡eLy (90) days after tlìe end of Ehe period of
operatiqr. ùlce new ovnerstrip or ttre prior of.{ler begjrs operaticin of t-tre

facitity, relrbrj.rsenEnt w111 be deterni¡ed as prerriouely deacrjbed for a new

ov¿rer wrder paragn.aph E (2) ,

F. PavlrsrL for State @verIrrEr¡t Fe.:i lit-iê-s ând T¡-ctitutic,ns for lusìta1 Diseases

Effective octcber 1, 20a2, æcÌr, state oM¡ed nllIsirng faciliLy or,.¡rled and/or operated b,y tl¡e
SC DeparüænL of tvlenta.l Hea-ltl¡ will receive a prospective pÐ4rEnt rate based q)on eactl
facility,s fiscål year 2010 cost rQorh. Allc'i¡¡ab1e cost will be defhed j¡r accrcrdance witl:
the Pro¡rialer Reijrbu.rsens¡t llbnua.l f[M-15. Allcn¡able costs w'i11 fulclude atl ptrysician costs
except for tlþse pbfsician co6ts that relate to tlle prorrisic'n of professional- aervices.
The totaf al-lowdble l!þdicaid reinbursable coEts of each nursirlg facility will be (li\rided
tl/ the totaf nrrber of actual patient days served durjng tlle cost reportùIg period to
deterrúlle tlle ba6e year lrfedicaid per diern cost. In order to tÌ€nd tlle bâ-se year lqedicaj-d
per diern qcst to the pal4rEr¡t period (Octcber !, 2Oa2 - Septenber 30, 2013), t¡e agency wiu
srptqf the use of tlÌe rntq)ojllt to nriq)oi-nt nEthodology ard the use of the C¡4s Skilled
ñïsijlg Facility PPS l,tarket Based rate for fiscal yær 2OLO 12.2t).

The ¡,Iedicaid Ãgsqf will not pay rcre Lhan Lhe pro'¡j-der'E cuEtqrE-rl¡ dra-rge e){cept
goverrnrEntal- facitities that prc\¡ide ser\¡ices free or at a ncnúrnâ-l dlarge. ReirburssrÉrìt
to gover¡ïrEnta-L facilities will be ljmited jlr accordance with 42 (F'R 5447.27a lbJ.

c, PaynErt. Deterrli-naticn for IS/IID'S

A11 TcF,/rD's sha-lI atrÞly Ehe cost fi¡dj.rlg Íret¡cds specified wlder 42 C5'R 413'24(d)
to its al1o!€b]e cosLs for the cost reporti-rg year l-tder tlle sout¡ cal.olfuìa State
P1an. IG,/ID facilities \¡¡itt rìot be subject to the a-llo!{able c1f,st defùLiticrìs R

(A) th.rough R (K) a,s defj-ned i¡ tlle plan.

All Stâte ourìed/cperated IG'/IID'g axe requir€d to report. oosts olì tlìe ¡,ledica-re Cost
Retr)orLi¡g Form 2552. For cost retr)ortiflg periods b€gùìrü¡g cr¡ or after.luly 1, 1986,

a.1l other rcF,/rrD ' s wtrictr are rìot q)erated by tlIe state (s.c. DepaÉIrEnt of
Disabilitíes and special NeedE) \,¡i11 file affüâ-1 fj¡ancial- arìd statistical report
forms sr4plied bry tlle t'fedicaid AgeÍq1. AIt cost reportE rrust be filed w-itlx tt¡e
¡tedicaid Ãgency withi¡r cne ln'Eldred tv'¡€nty (120) days frcm close of each fiscal year.

Effective octcber 1, 2072, aII I.T'/ID facilitie.s will receive a praspective paylrEnt

rate ba.sed rÐdr each facility's fisca-l yea.r 2010 cast r4ort. Àl1o,á,able coEt w'i]I
be defi¡ed i¡¡ accordance w'ittr tìe Prol¡ider. ReijrburssrHlt l4arllla-1 HÍv1-15. Tt¡e total
allowable l"ledicaiid rei¡rbursable cests of eact¡ I$/IID h'ill be divided t¡/ t-tle totaf
nlrIber of actuâI patiqÉ days served drrins Lhe cost reportùg period to debernri¡e
tlle bêse year t"Iedicaid per diern cost. In order to trerìd the base yeá.r ¡aedicaid per
disn cost to the payrErlt period (octcber L, 2072 - Septenber 30, 20L3]- , i:he ager¡qf
will erplq¿ Lhe uEe of tlle Iniq)oj¡t to nÉq)où¡t ÍEthcdology arid tlle use of the qvrs

Skiued Ìùüsjjrg Facility PPS ¡4arket Ba-sed rate for fiscal year 2010 (2.22) .

Itsns of e:q:ørse i¡curred by the Tcs'/IID facility ln providi¡g care are atlov¡ab1e costs for
inclusion ûr tlle facility's cost reporE. ltEse allo\¡Jable costs are defj¡ed as itefirs of e)çsl8e
vùrich tlle prorrider rmy i¡cur i¡ rfEetjJlg tåe defùÉtidr of ù¡terrEdiate care or any e)çenses
jJ¡curred i¡ ccnplyi-ng with state licensùIg or federal certificaticrl rcqlrirqrEnts.

sc 12-027
EFFECTTVE DATE : 1-o/0L/L2

DEC 0i 2017RO APPROVED:
SUPERSEDES : sc 11- 02 5
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Medicaid payment to Ehe IcF/rrD includes, but is not limited to
reimbursemenù for the following services:

Room and board including all of the items necessary
to furnish the individual's room (luxury
ítems,/fixtures will not be recognized as an
atlowable cos1¿) . 42 CFR 5483.470 (b) , (c) , (d) , (e) ,
(f) , and (g) (1) .

Direct care and nursing services as defined for each
living unit of the facility. 42 CFR 5483.460(c) .

Training and assistance as required for Lhe
activities of daily living, íncluding, but not
limited to, Lo.ileting, bathing, personal hygiene and
eating as appropriate. 42 CFR 5483.440(a) .

I¡lalkers, wheêlchairs, dental services, eyeglasses,
hearing aids and other prosthetic or adaptive
equipment as needed. If any of these Eervices are
rcimbursable under a Eeparate Medicaid program, the
cost will be disall"owed in the cost reporL
(effective for cosL reporting periods beginning 'Iuly

MainLenance in good repair of der¡tures, eyeglasses,
hearing aids, braces, and ocher aids prescribed for
a resident by an appropriaLe specialist effective
for cosb reporting periods beginning JuIy 1, 1989.
42 cFR 5483 .a1o (g) (2) ,

f) 'rherapy servíces including, but not limited to,
speech, recreatj-on, physical, and occupational, as
prescribed by the resident's individual
habilitation plan. 42 cFR S483.430(b) .

Transportation services as required to provide other
services including vehicles wit.h lifts or adaptive
equipment, as needed. The cost of arnlculance
services wilt not be íncluded as parL of allo\a'able
costs.

a)

b)

c)

d)

e)

s)

h) Psychological
s483.430 (b) (1)

Eervices as described ín 42 cFR
and (b) (s) (v).

i)

j)

RecreaLional services as described in 42 CFR

5483.430(b) (1) and (b) (s) (viii).

social servíces as described
5483 .43 0 (b) (1) and (b) (s) (vi).

in 42 CFR

sc L2-027
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Page 25
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speecfr ar¡d hearir¡g sert¡íces as descrj¡ed i¡ 42 cT'R

5483.430(b) (1) and (b) (s) (\¡ii) .

1) Food ard nutriticmãl services as descri¡ed jrI 42 cFR 5483.480.

m) safety ard sanitaticn seri¡ices as described ill 42 cFR
5483.470(a) , (s) (3), (h), (i), (j), (k), ar¡d (I).

n) Ptrysician sex'vices a,s descrilced jjo 42 CFR S483.460(a)

Arry señÃice (e)<cçL for ptrysician sen¡ices) ttlat is æqLlired of an rcF,/rrD facility
that is reijrbursable under a separate l,ledicaid program area mu.st be billed to the
res¡rective program area, Àny cosEs of thís naLure canrìot be clai¡red i¡t LIle t'4edicaid
cost report.

see secticn Q wtúcf¡ describes the certified trnrblic oçenditure review
process ând retrospective cost settlsrEnt proceas for staEe
or,,rred/o¡¡erated IcF,/IDs. The l"Iedicaid Àgerql v.rill not pay IrÞre t¡an the
pro\¡ider,s cu6lcrnary dlarge e)<cept goverffEnta1 facilities that provide
sen¡ices free or at a n(xlú¡â-l clla-rge. ReirburssrEnt to governnEntal
facilities witl be ljrrdted ir¡ accordance \^¡ith 42 cFR 5447.271(b).

k)

4

H. PayÌEnt for Swjng-Bed Hospitals

Effective .lu-ly 1, l-989, the soutsh Caroli¡a l.4edícaid t}Iogram will participate jll
the prorrisicn of ru.rsing facility sen¡ices j.rr ss¡j¡g ted bospitâl s, A raLe n:iIl
be deternù¡ed ill accrcrdance \^¡ith tlle pa)4IEnt ÍEttlodology as outlùIed i.rl tlliE
sLaLe plan, adjusted for tlle follo\n¡irg ccr¡diticr¡E:

Effective Octcber. 1, a992, aII nursjng facil-ities ùr cperaticr¡ v)'i11 be
used i¡ tlle calculatiorì of tlle rate.

the rate e(cludes the cost associated with tlleratr¿l serr¡ices

The rate reflects a $¡eighted average raLe usilg che sLate's prior FYE,fr.me
30 l"ledicaid perrnit days. Effective ,ru-ly 1, 1991, projected I'Iedic¿rid days
uere used.

Effective for services provided on or after October 1¡ 2011, the
South caroLina Department of Health and Humar¡ serviceE will
implement lts Complex Care Program. The Complex care Program ia a
patient assessmenL driven aystem that will provide financial
incentives to nursing facilities who admit Medicaid beneficiaries
with complex care needs. Medicaid beneficiaries who qualify for the
Complex care Program must meet the South Carolina Level of Care
criteria (skilled or Intermediate) for Long Term care and have
multiple

A)

B)

c)

Complex care Reinbursement Program

iåïiå:i#TlEd'pdtráôr/
SC ¡ 12-02'7

SUPERSEDES: SC 11-025
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b) ¡Iedicaid reinbu.rsemeJ¡t payn€nts for all licensed south Carolina ncn-state or,vr€d

goverrnnental nursing facilities wtLich corÌLract with the soutÌì carolina Medicaid
Prcaram vr-il1 be corr[)uted using the correspc,nùing federal fiscal year I"ledicaj"d days

1x.id during the period begi¡rLing Octc,ber 1, 2011. Ihe Medicaid reiÍburssrE!:rt
paynìenÞs will incorporate: (1) the gÏoss per diem payÍ€nts based rpon the l\,þdicaid
rate(s) in effecL during the payÍEnt. period as corçuted in accorda¡¡ce h,ibh the
state plan, and (2) ancillary service paynents which a-re not reflecLed with-in the
gïoss l4eèicâid rate, The ancillary services r,Jauld include pharlrìacy, lab, x-ray and

aÍìbulance. Irr order to determi-r¡e these costs, only Medicaid eligiJcle recipienhs
residing ùr nr.r-rsing facílities \,.'i11 be used. Additiona-lly, EÐblications 12 (ftle
Skilled ñrrsing Facility rvla.rlual) arld L00-04 (t"ledicêre Clairns Processùlg t'bm.ÉI)

v¡ilt provide the criLeria to be used in decermûti-ng Lhe appropriate pharrnacy, lab,
x-ray and anbu-Lance services to be trnnled, Eligilcility infornìation frcm MEDS as

v,ell as paid claims data from IOIfs and/or l,IedstaÈ v¡"ill be u.sed in the analysis.
In order to adju.st. tÌìe ancillary service costs to a per patier¡t day basis, Lhe

nurber of nursing facj.lì.ty days paj.d c¡¡ L¡eåalf of e-acÌr indi\¡idual will also be

accuruLated frcm wIIs and/or Med-stat.

c) Ttre sum of the uIæer payrìer¡t Umit. as descrjlced in K(3)(a) wiu be reduced by the
sr.nn of the tvledicaid reinbursement payner¡ts as described in K(3) (b) Lo detennine
tlrc alrþunt of the upper paynent ljmit pa},mentÊ to be paid Lo each E6Eential Public
safety Net nrËsing facil"ities (as defined j:r section K(1) ).

The total payments made to Lhe licensed South Carolina non-staLe owned
governmenLal nursing facilities that contract tJith Lhe south carolina
Medicaid Program, including the Essential Pub1ic Safety Net nurEing facility
supplemental pal¡ments, will not exceed Ehe aggregate Upper Pal¡ment LiniL
amourlt for i:he non-state owned governmental nursing facilities.
Additionally, the Essentiatr Public safety Net nursing facilit.y aupplemental
pal¡ments will not be subjecL to the lower of costE or charges limitation,

IV state owned coverr¡menùal fcE/raÐ service Providera

The folLowing methodology is used to esLímaLe the upper payment limit
applicable to 6Late owned governmental fntermediate Care Facilities for
rndividuals with rnteltectual Disabilities (rcF/rrD) fací1ítíes:

The SFY 2OfO 2552 cost report serves as Lhe base year cosL report to be
used for Medicaid raÈe setting and UPL calculations. In order to determine
Lhe Medicare allowable cost using Medicare al1owab1e cost principles
(i.e. upper pa)¡ment limit) , the scDHHs employa the following process:

(1) FirsL, atlowable Medicaid reimbursable cost for each ICF/IID is
obtained from workaheet B Part 1, colujrìrl 21 of the Medicaid
Regíonal IcF/rfD cost reporL. The Medicaid allowable
reiÍìlcursable co6t of each IcF/IID is then divided by total
patient daya incurred by each ICF/IID to determine the base year
per diem cosL of each Icf/IID. Total patient days are derived
from the individual worksheeL surunarÍes prowided wiLhin each
Medicaid Regional ICF/IID cost reporÈ.

sc L2-027
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(2) The Medicaid ICF/IID per diem cost as deterrnined in
st.ep (1) for each facility is then trended by the
compounding of Lhree yearE of the Skilled Nursing
Facility Market Basket Index rates (prior to
producLivity adjustment) utilized by Medicare in order
to trend the baae year per diem cost to the Medicaid
rate period. This would include the use of the FY 2011,
2O!2 aîd 2013 Market Basket raLes. To determine trended
Medicaid IcF/rrD cost for each rcF/rrD for the ocLober
I, 2Oa2 through Septernber 30, 2OI3 demonstration
period, their individual trended per diem cost rate is
mult.iplied by the base year Medicaid incurred patient
days which is obtained via MMrs.

(3) Total annual projected Medicaid ICF/IID revenue of each
facility for the OcLober L, 201-2 through Sephember 30,
2013 payment period is derived by taking the ocLober
a, 2oL2 Medicaid rates of each IcF,/IrD facitity and
multiplying Lhis rate by the facility's sFY 2010
i¡rcurred Medicaid days .

The Medicaid UPL compliance check is determined for
this class by comparing the aggregate anour¡ts as
determined in step (2) above to ensute that projected
Medicaid rcF/rlD cost is equal to or greater than
projected Medicaid ICF/IID rate expendibures in step
(3). h the event that aggregate Medicaid rcF/IrD rate
expenditures exceed aggregate Medicaid rCF/rID cost,
the Medicaíd ICF/IID rate for each facility will be
limíted to the Medicaid cost based rate as determined
in (2) above .

(4)

v. state otdned Governmental Nurs Facilitv service Providers

The foltowing methodofogy is ueed to estimate the upper payment
limit applicable to state owned goverrìmental nursing facilities:

The SFy 2O1O Medicaid nursing facility cost report serves as the
base year cost report to be used for Medicaid rate setting and
uPr, calculations. In order to determine Lhe Medicare allowable
cost using Medicare allowable cost principles (i.e. upper
pal¡ment linit), the SCDHHS employs the following process:

(1) First, allowabfe Medicaid reimbursable cost for each
nursing facility is obtained from Lhe adjusted column
of The Revenue and Expense surunary worksheet of the
Medicaid nursing facility cost report, less any
applicable desk audit adjustments. The Medicaid
a11owable reimbursable cost of each nursing facility
is then divided by total patient days incurred by each
nursing facitity to determine Lhe base year per diem
coEÈ. Total patient days are deriwed from bhe Census
worksheet contained within the Medicaid nursing
facÍIity cost report, '

sc L2 - o2'7
EFFECTIVE DATE: LO / OL / L2
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(21 The Medicaid nursing facility per diem cost as determined in
scep (1) for each facility is then trended by the compounding
of three years of the skilled Nursing Facility Market Basket
Index rates {prior to productivity adjustment) utilízed by
Medicare in order to trend the base year per diem cost to the
Medicaid rate period. This would include the use of the FY 2011,
2oL2 a\d 2013 Market Basket rates. To determine trended Medicaid
nureing facility cosL for each faciliÈy for the october L, 201'2

through septeÍìber 30, 2013 demonstration period, the individual
trended per diem cost rate is multiplied by the base year
Medicaid incurred patienL days which is obtained via MMIS.

(3) Total annual projected Medicaid nursing facility revenue of each
facitity for the October a, 2Of2 through Sepi:enìlcer 30, 2013
pa)¡ment period is derived by taking the october L, 2oa2 Medicaid
rates of each nursing facility and nultiplying this rate by Lhe
faciliLy's SFY 2010 incurred Medicaid days.

(4) the Medicaid UPL compliance check is determined for this class
by comparing the aggregate amounts as determined in step (2)
above to ensure that projected Medicaid nursing facilíty cost
is equal to or greater than projected Medicaid nursing facility
rate expenditures in step (3). In the event that aggregate
Medicaid nursing facílity rate expenditures exceed aggregate
Medicaid nursing facility cost¡ the Medicaid nursing facj-lity
rate for each facility wilt be limited to the Medicaid cosL
based rate as determined in (2) above.

L, Payment Assistance

The Medicaid Agency will pay each Provider of nursing care services, who
furnishes the servíces in accordance with the requiremenLs of the state
Plan, bhe amounL determined for services furnished by the Provider under the
Plan according to the methods and standards set forth in Section III of this
attachment.

M. Upper LimiLs

The Medicaid Agency wil"l not pay more than the providerts customary
charge for private-pay patients except goverrÌmenLal facilitíes that
provide serwices free or at a nominal charge, These facilities will
be reimbursed on a reasonable coEt related basis,

2. Ã.ny limitation on
413.3s will be
serviceg.

coverage of cosL published under 42 CFR 413.30 and
applied to pa]¡ments for long-term care facíliLy

sc t2-027
EFFECTTVE DATEI1-O / O'J. / 1.2
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certified Pub1ic Expenditures rncurred in Providinq Nursing Facitíty services and
InterrnediaLe care Facilities for the fndividuats with Inteftectual Disabílities
(rcF/rrD) servíces to Medicaid Eligibles.

The South CaroLina Medicaid Â.gency uses bhe SouCh Carolina Departrnenb of Health and
Hu¡nan Services (SCDHHS) Financial and StatisticaL Report for Nursing Homes for its
Medicaid Progrâm and all state oumed/operated Iovernmental nursing facilities musL
submit this report each year. The Àgency will utílize pages thirteen (Sunmary of
Revenue and Expenõe) and six (Census daLa) co determine the allowable cost of nursing
fací1ity services provided to Medicaid etígibles to be certified as public
expenditures (CPE) $rhen CPE is used as the sôurce of state matching funds. Hospice
room and board expendibures 14'ilL not be covered in ¿he CPE analysis as these
expenditures are funded via intergovernrnental transfers fron state agencies. The
Àgency vrilt use the procedures outlined belor,¡:

Tnterim Reconciliation of

of Stete

Upon receipt of the seate or^rned/operated nursing facility'6 fiscal year erld
\tune 3o cost report, each nursing facility's interim Medicaid fee for service
rate pa)ments and any supplenental pa)4nent s that may had been made which
applied eo services provided during the cost reporting period will be
reconcÍIed to its SCDHHS Financía1 and Statistical Report for Nursing Homes
as fifed to the Medicaid Àgency for the respecbive cost report.ing period.

Effective for services provided on or after October 1, 20a2, L})e State wil]
determine each scDMH nursing facility's alLowable Medicaid per diem cost
(routine and covered ancillary) by suruníng the nursing facility allowable
Medicaid routine and covered ancillary service co6t centers and dividing this
anount by total nursing facitity days, The aflo\,¡able Medicaid routine gervice
and covered ancillary service coses \^'i11 be derived from page 13, Summary of
Revenue and Expense. Total nurêing facility days i^'i11 be obcained from pagê
six (CenÊus data) . Next, in order co decermíne the allowab1e Medicaid nursing
facility per patient day costs, Medicaid roucine and covered ancillary service
costs will be surùned and divided by accual cênsus days to determine the
a1lo\^rab1e Medicaid per patient day coscs. Therêfore, to deternine al1owable
Medicaíd nursing facil-ity costs for each state ovrned/operated governmental
nursing facility, che allowabLe Medicaid per dien cost tl'ill be mulciplied by
the nuÍLber of Medícaid nursing facility days served during the cost reporting
períod.

Duríng the annual certified publ-ic expenditure reconciliatíon process, Che
allowable Medicaid nurêing facility costs as determined above l-l'i]- l- be cornpared
to Medicaid pa)menls received and applicable (inctuding both fee for service,
grosê adjustments, and patient responÊibility pa)'rnents (i.e. patient recurring
income) ) to services provided during che cos¿ reporting period. The Medicaid
days and payrnents are cied Lo MMIS paid claims data (includíng 9ro6s adjustment
paymêrt data) . ln the evert of ar underpayment, the Agercy will make no fu¡ther
payment to the provide¡. lt the event of an overpayment, the Ã.getcy wi.I.I
recover only the federal portion of the overpayment, Any difference to the
reimbursement amount reflected above will be reco¡ded as aû adjústment on the
CMS 64 report.
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ATTACHMENT 4.19-D
Page 30a
Revísed ro/07/1-2

Rate Post

Upon Ígsuance of a Final- Audit Reporb by che .Agency's audit contractor of the
statê otÌned/operaÈed nursing facility cosb reports, the Àgency will determine
each nursing facíticy's audited Medicaid allor¿rable per diem cost by sufiming
the nurÊing facility's routine service and covered ancillary service cost
centers and dividing this amounc by total nursing facility days. The routine
service and covered ancillary service costs i^¡il.I be derived from the audited
Sunmary of Revenue and Expense as reflected in the audit report. Total nursing
facilícy days will represent audited censuÊ days as reflected in the audit
repor¿. Therefore, to determine each nursing facility's audited Medicaid
nursing facility cost, the audited Medicaid per diem cost \^'i11 be multiplied
by Medícaíd nurEing facility days Co decermine the audited Medicaid nursing
facility costs. The Medicaid days are tied to MMrs paid clains daca. The
Àgency $rí11 compare the audited al.lowable Medicaid nursing facility cosLs
against the Medicaid palments received and applicable (including fee for
service, groÊs adjust¡nents including CPE reconciliation adjustments, and
patíent responsíbility pa)¡ments (i.e. patlent recurrlng Incorne) t.o services
provided during tshe cost reporbing period. The Medicaid days and pa)¡ments that
wilt be used in the finaL audit settlenènt vrí1I be tíed co MMrs paid claims
(including gross adjuetment pa)ment data) . In the event of an underpalmenL,
the Àgency k'i1I not make an additionaL palanent. In the event of an overpa)¡ment,
the Àgency qrílI recover only the federal portion of the overpayment. ltrly
difference Co the reimbursement anount reflected above !^¡iLl be recorded as an
adjustmen¡ on the CMS 64 report.

lnterim Reconciliation of Interin Medícaid Intermediate Care
¡'acilities for lndividuals vrith Intellectua1 DisabÍlities (lCF/IID)
Payments When CPE ís Used as the Source of State Matching Funds;

ITf

Upon receipt of the SCDDSN Ic¡'/IfD fiscal year end ,fune 30 cost
reporcs, each fcF/rlD facitity's interim Medicaid fee for service
rate pa)¡ments and any supplemen¿al palments that may had been made
which applíed to serwices provided during the cost reportiûg period
witl be reconciled to its CMs Form 2552 cosL report as filed to the
Medícaíd Agency for the respective cost reporting period.

The Stace wilL determíne each of the SCDDSN ICF/IID's al-lowable
Medicaid per diem cost by first identifying the allowable
Medicaid roubÍ¡re cosb and covered ancillary êervice costs
inctuded uriehin the CMS Form 2552 cosL reporL. This amount r,¡il1
be derived fron the applicable lines for each provider âê
reflected on worksheet B, Part I, coLumn 24. Each prowider's
patlent days that ü¡il1 be used in che deLermination of hhe
ICF/IID Medicaid per diem coêc wíI1 be obtained from the Census
daca r,¡orksheecs. Next, in order to deterrníne each provider'6
all-owable Medicaid cost, the Medicaid ICF/IlD per diem cost r^'i11
be nulcíplied by covered Medicaid rcF/rrD days co det.er¡nine
allowable Medícaid rcF/rfD costs.
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Duríng the annual cerLified public expenditure
reconciliation procesa¿ each ICF/IID's allowable Medicaid
costs as determined above will be compared to Medicaid
payments received and applicabl-e (including boLh fee for
service, gross adjustments, and patient responsibility
payments (i,e. patient recurring income) to service6
provided during the cost reporting period. In the event
of an underpayment, the Agency will make no further
pal'ment to the provider. In Lhe event of an overpal.ment,
the Agency will recover only the federal portion of the
overpayment. Â¡y difference to the reimbursement amount
reflected above will be recorded aE an adjustment on the
CMS 64 report.
Final Reconciliation of fnt Medi câ ì d Tntel^mediâf-e Care

Tndividuals with Intellectual Disabil
(lcFlrrDs) Pavment Rate Post ReDortinq Year when CPE is
Used as the Source of State Matching Funds: Upon j-ssuance
of a Final Audit Report by the Agency's audit contractor
of the SCDDSN ICF/IID coat reports, Lhe Agency will
determine each IcF/IID's audited Medicaid routine and
covered ancillary service per diem cosL by ídentifying the
applicable line of the audited workaheet B, Part I, coLunìn
24 aIrd dividing thia amount by each ICF/IID's t.otal
patienL days as identified from the audited census data.
To determine each ]CF/IID's audited Medicaid coat, each
IcF/rrD's audited Medicaid per diem cost. will be
multiplied by covered Medicaid paLient days to determine
the audiLed Medicaid rcF/IID costs of each provider. The
Medicaid days are tied to MMIS paid claims data. The Agency
will then compare each rcF/TID's audited Medicaid costs
against the Medicaid payments received and applicable
(includíng both fee for service, gross adjustments
including cPE reconciliation adjustments, and patient
responsibility pa1¡ments (i.e, patient recuffing income)
Lo eervices provided durÍng the cost reporting period, The
Medicaid days and payments, íncluding claim and gross
adjustment payments, that will be used in the final audii:
setLlement wilt be tied to MMIS paid claima data. In the
event of an underpayment, the Agency will not make an
addibíonal payment. In the event of an overpaf¡ment, the
Agency will recover only the federal portion of the
overpal¡ment. Any difference to the reinbursement. amount
refLected above will be recorded as an adjustment on the
CMS 64 report.
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