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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services CM j
7500 Security Boulevard, Mail Stop 52-26-12

Baltimore, Maryland 21244-1850 CENTERS for MEDICARE & MEDICAID SERVICES

Center for Medicaid , CHIP, and Survey & Certification

Teri Green
State Medicaid Agent JUN 2 3 2010

Office of Health Care Financing
6101 Yellowstone Road, Suite 210
Cheyenne, WY 82002

Re: Wyoming 10-004
Dear Ms. Green:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submitted under transmittal number (TN) 10-004. Effective for services on or after July 1, 2010, this
amendment modifies the reimbursement methodology for inpatient hospital payments by removing
language that provides for annual inflation increases.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a) and 1923 of the Social Security Act (the Act) and the
regulations at 42 CFR 447 Subpart C. We are pleased to inform you that Medicaid State plan
amendment TN 10-004 is approved effective July 1, 2010. We are enclosing the CMS-179 and the
amended plan page.

If you have any questions, please call Christine Storey at (303) 844-7044.

Sincerely,

indy Mann
Director, CMCS

cc: Yvonne Stayer, WY State Medicaid Agency
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ATTACHMENT 4.19a, Part 1
Page 18

Section 20. Inflation of base period costs. To establish initial inpatient payment rates, the
allowable base period Medicaid per diem costs, as determined pursuant for each level of care pursuant to

Section 9, shall be inflated from the mid-point of the base to the midpoint of the initial rate year.

Section 21. Reimbursement of Swingbed Services. Reimbursement for swingbed services

shall be pursuant to Chapter 28.

Section 22. Reimbursement of Readmissions. Medicaid shall not reimburse for a
=slursement of Readmissions
readmission if the readmission is for the continuation of treatment begun in the initial admission and the

Department determines that the treatment should have been provided during the initial admission.

Section 23. Third-Party Liability.

(a) Submission of claims. Claims for which third-party liability exists shall be
submitted in accordance with Chapter 35.

)] Medicaid payment. The Medicaid payment for a claim for which third-party
liability exists shall be the difference between the Medicaid allowable payment and the third-party
payment. In no case shall the Medicaid payment exceed the payment otherwise allowable pursuant to this
Attachment.

Section 24. Preparation and Submission of Cost Reports.

(a) Time of submission. Each hospital must submit a complete cost report to the

Medicare intermediary in accordance with Medicare requirements.

(b) Preparation of cost reports. Cost reports shall be prepared in conformance with

Medicare requirements.

(c) Submission of additional information. The Department may request, in writing,
that a hospital submit information to supplement its cost report. The hospital shall submit the requested

information within thirty days after the date of the request.

Failure to comply with this Section. The failure of a hospital to comply with the provisions of this
Section shall result in the immediate suspension of all Medicaid payments to the hospital and all
Medicaid payments under review shall be repaid to the Department within ten days after written request
for such payment. The suspension of payments shall continue until the hospital complies with this
Section. Upon the Department’s receipt of all information required by this Section, payments will be
reinstated, without interest. This remedy does not affect the Department’s right to withhold payments,
terminate provider participation or invoke other remedies permitted by applicable statutes and rules. If
the hospital cannot comply
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