Attachment 4.19D I'mr B FAsE A
SURIECT [ 10790
DICAL ASS'STAN@ NURSING HOME REIMBURSEMENT SR 90-32

POLICY
9999
Purpose, Scope
and Effective
Date
9999 .1 a., Purpose:
The purpose of these regulations Is to define the [tems of
expense which will be taken into account or excluded In the
calculation of reasonable costs, and the methods and
standards for relmbursement on & reasonasbie cost related
basis for long-term care feclilties under Titie XIX of the
Soclal Securlty Act.
b. Scope:
Except where Indicated, these regulatlons spply to all
tong-term care faclliitles providing services to Medicald
patients in the State of New Hampshire. These regulations do
not apply to Intermediate Care Faclilties/Mentally
Retarded-Community Programs (I1CF/MR-CP's) (15 beds or less)
or state-operated facliitles. The manual Includes the
policies and principles spplicable to Nursing Facllitles as
; well as methods and standards for relmbursement for nursing
care.
Reasonable
Cost
Princlples
9999.2 The following are the princliples underiying cost or cost-relsted
reimbursement: '
Any questions concerning the reasonableness of any cost should be
resolved to the extent possible by references to the regul atlons
in effect for Medicare and Medicald.
e 20-/0 /
supersedes Approval Date q 26{?0 Effective Date_10/01/90

al: Pn No. 87=10
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SUBJECT DATE

MEDICAL ASSISTANCE | NURSING FACILITY REIMBURSEMENT SR

POLICY
(Continued)
9999

Reimbursement

Based on Actual

Allowable Costs .

89992 (a) To be allowable, costs, including compensation, shall be reasonable and necessary for services related
to resident care and pertinent to the operation of the NF as described below:

(1) To be reasonable, the compensation shall be such as would ordinarily be paid for comparable
services by comparable facilities, for example, facilities of similar size and level of care; and

(2) To be necessary, the service shall be such that bad the individuai not rendered the services,
another person would have had io have been employed to perform the same services;

(b) Aliowable costs for services and items directly related to resident care, pursuant to MAM 9999, shall
" be included in the per diem rate unless the service or item is reimbursable under Medicare - or covered
_ by the drug rebate program through the department;

(c) The following costs shall not be allowable:

. ' i.  Costs that are a result of inefficient operations, such as the hiring of a consultant to assist in
daily operations due to management practices which could or did result in the loss of the
facility’s license to operate;

ii.  Costs resulting from unnecessary or luxurious care, such as purchasing a luxury sedan when a
utilitarian sedan would suffice for the transportation of residents;

iii. Costs related to activities not common and accepted in a NF, as determined by the department,
in comparison to other facilities, such as purchasing an airplane; and

iv. Costs or financial transactions conceived for the purpose of circumventing the provisions of ™
MAM 9999, such as listing an employee with a job title that would be reimbursable under
Medicaid, but the job duties actually performed by the employee are not reimbursable under
Medicaid;

(d) ' To be an allowable cost of compensation, services shall actually be performed by the individual and
paid in full to the individual by the NF provider-;

(e) If services are provided on a less than full-time basis, as determined by the NF, allowable
compensation shall be based on the percent of time for which the service is actually provided;

TN No._06-003 NOV = 7 2006
Supersedes ApprovalDate __ Effective Date__ 02/01/06
TN No_87-10 02/01/06
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POLICY
(Continued)
9999
Reimbursement
Based on Actual
Allowable Costs
99992 (f) Costs incurred to comply with changes in federal or state laws, rules or regulations for enhanced direct
and indirect resident care services and improved facilities administration shall be considered allowable
costs; and
(g) Allowable or non-allowable costs for specific sexvices or items shall be determined as described in
MAM 9999.7.
Annual Cost
Reports

09993 (a) Each NF, v'vith the exception of state-owned and operated facilities, shall submit:

(1) An annual cost report of the costs of their operations utilizing the “Medicaid Annual Cost Report”™
form described in (b) below;

' ' (2) Financial statements for the reporting period;
(3) Any certifications, opinions or notes that are a part of (2) above;

(4) Copies of federal income tax statements pertaining to the operation of the NF only if requested by
the department; and

(5) Copies of all signed lease agreements for property, buildings and equipment unless they have
previously been submitted and are unchanged.

(b} NF providers shall submit the following statements and schedules as part of the “Medicaid Annual
Cost Report” described in (a) (1) above:

(1) A signed statement certifying that the information provided on the report, whether filed by paper
or electronically, is true, accurate and complete and acknowledging that penalties for any false
statement or misrepresentation of material fact include fine or imprisonment;

(2) Resident census statistics which shall include the numbers of residents within each level of care
and revenue source for each level of care;

(3) Expenses as described in He-E 806.06 through He-E 806.30 and cost center allocations such as
support services, resident care and capital costs;

(4) Reclassification of expenses, as needed, from one cost center to another;

‘ (5) Adjustments to expenses due to activity such as refunds, discounts, or sale of merchandise or
supplies;
TN No._06-003 NOV - 7 2006
Supersedes Approval Date Effective Date___ 02/01/06
TN No_91-10
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MEDICAL ASSISTANCE NURSING FACILITY REIMBURSEMENT )

POLICY
(Continued)
9999

Annual Cost

Reports

9999.3 (6) Allocation statistics which provide information regarding square footage of the facility, meals
served by the facility, pounds of laundry done and the cost centers relevant to each;

(7) Building and general information which shall include information regarding ownership or rental
of the facility;

(8) Fixed assets and depreciation which shall include a listing of land, buildings, major movable
equipment, and motor vehicles owned by the provider or related parties and the depreciation on
these assets;

(9) Debt and interest which shall include a listing of NF debt, related party capital debt, and the
necessary interest on these debts;

{10) Rental expense detail which shall include rental costs for buildings, fixed equipment, other
equipment, and motor vehicles;

. (11) Owner and officer compensation which shall include a statement of compensation and other
payments to owners, officers, directors, and trustees including their ownership interest, and
average hours per week of work provided to the facility;

{12) A financial statement which shall include a balance sheet listing current assets, current
liabilities, total equity and changes in equity, cash flow from operating, investing, and financing
activities, revenues from inpatient and other operating activities, and a statement of expense and
profit or loss;

(13) Funded depreciation detail which shall include a listing of fund income and payments;

(14) Resident fund which shall include a listing of resident funds received and disbﬁrsed, interest
earned, and remaining balance; and

(15) Staffing pattern which shall include a listing of facility staff, consultants and contract staff,
hours worked by position, and total salaries or other compensation paid.

(¢) The “Medicaid Annual Cost Report” and all accompanying documents shall bear original signatures
of the NF administrator or owner, and paid third party preparer. All accompanying documents and
original signatures shall be mailed when the Medicaid Annual Cost Report is filed electronically.

(d) One signed copy of the “Medicaid Annual Cost Report” form and one duplicate copy shall be
submitted to: NH Department of Health and Human Services:

Bureau of Eldesly and Adult Services
Rate Setting and Audit Unit
129 Pleasant Street //

. Concord, NH 03301-3843

TN No._08-015
Supersedes Approval Date MAR 1 2 2008 Effective Date 06/30/08

TN No_06-003
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(Continued)
9999

Annual Cost
Reports
99993
(e) A complete annual cost report shall be submitted:

(1) No later than 3 months after the end of the facility's fiscal year, unless an extension has been
granted by the department as described in (p) below. Home office costs shall be documented by
the submission to the department of HCFA Form 287-92, Chain Home Office Cost Statement, no
later than 5 months after the end of the home office fiscal year, unless an extension has been
granted by the departrent as described in (p) below; or

(2) By the former owner of the NF within 90 calendar days of the sale of the NF when a change of
ownership occurs and a new rate shall be determined by the department in accordance with (ac)
below.

(f) Home office costs shall be documented by the submission to the department of HCFA Form 287-92,
Chain Home Office Cost Statement and necessary schedules as requested, no later than 5 months after
. the end of the home office fiscal year, unless an extension has been granted by the department as
described in (p) below.

(g) The department shall consider that an annual cost report is complete unless the cost report is missing
information of a material nature so as to render the document unusable for the purpose of determining
a per diem rate.

(h) Any facility which submits an incomplete annual cost report shall be subject to penalties described in
{(q) below, unless an extension has been granted as described in (o) below.

(i) An acceptable cost report shall reflect the most recent desk audit or field audit adjustments made to
the previous year’s cost report, if applicable, with the exception of items still under appeal that have
not been resolved.

(i) The department shall notify the NF by registered mail of an incomplete annual cost report within 30
days of receipt of the report.

(k) The time frame for submitting a complete cost report as described in He-E 806.03- shall not change
due to an incomplete report submitted by an NF.

(I) Failure to submit an annual cost report or a complete annual cost report as required shall result in
penalties as stated in (q) below, unless an extension has been granted by the department as described
in (0) below.

(m) NF's which have separate arrangements for caring for residents with different levels of care needs
shall segregate their operational costs on the same annual cost report form.

location.
TN No.__08-015 9
Supersedes Approval Date MAR 1 2 200
TN No_06-003 —

. (n) NF providers with facilities in more than one location shall submit separate balance sheets for each

Effective Date 06/30/08
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(Continued)
9999
Annual Cost
Reports

99693 (0) Requests for extensions for filing the annual cost report beyond the prescribed deadline shall:
(1) Be in writing;

(2) Be submnitted to the department at least 10 working days prior to the due date of the annual cost
report, unless one of the circurnstances identified in (-p) below occurs during the 10 working days
prior to the due date, in which case the request shall be made by telephone within 10 workmg
days of the occurrence;

{3) Clearly explain the necessity for the extension; and

(4) Specify the date on which the report will be submitted.

(p) Approval of extensions shall be made only if the delay is caused by circumstances beyond the NF

provider’s control or events over which the NF provider cannot exercise influence over its occurrence,
such as, but not limited to:

. (1) Flood;
(2) Fire;
(3) Strikes by employees necessary for the preparation of the cost report;
(4) Earthquakes; or
(5) The death of an owner or administrator.

(q) Failure to submit the anoual cost report or a complete report as required shall result in the following
penalties, unless an extension has been granted by the department:

(1) The per diem rate currently in effect shall be reduced by 25 % effective on the first day of the
month following the due date for filing of the completed annual cost report, and fos each
successive month of delinquency in filing the completed annual cost report;

(2} There shall be no retroactive restoration of penalty payments or reimbursement of related working
capital interest costs upon the submission of a completed cost report;

(3) Ne determination of a new rate for the next payment period shall be made until an acceptable cost
report as described in (a) - (e) above is received; and

(4) Reinstatement of the pre-existing rate or the determiration of a new rate of payment shall be made
subsequent to the receipt of an acceptable annual cost report, but retroactive only to the date of

. receipt by the department of said report.
TN No._06-003 NOV = 7 2006
Supersedes Approval Date _ Effective Date___02/01/06
TN No_91-10
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Annual Cost
Reports
99993

(5) The commissioner of the department shall have the discretion to wave the penalties as stated

above.

[49)] When a complete annual cost report has been submitted by the NF provider, the depariment shall conduct a
desk review of the report and conduct a field audit as well if the NF meets one of the conditions for a field audit as
described in (s) below.

(s) A field audit shall be conducted as part of the review of the annual cost report in accordance with
MAM 9999 6 if the NF meets one or more of the following conditions:

(1) The NF has been newly constructed or has had major capital improvements in the past year;

(2) There are items on the annual cost report which need further clarification or investigation as
. determined by the department; or

(3) A field audit has not been conducted on the NF during the previous 5 state fiscal years.

(t) Based on the desk review or field andit, the department shall determine allowable costs and facility
compliance in accordance with the provisions of MAM 9999.

(u) The department shall send a notice to the NF provider of the result of the desk reviéw or field audit
which shall include:

(1) A listing of all adjustments to submitted costs on the cost report, if any, as determined by the
department as described in (s) above; and

(2) The provider’s right to a reconsideration and an administrative appeal in accordance with MAM
9999.11.

{v) The department shall reopen cost reports for a period of 6 years following the date of submission of
the cost report to the department for instances where changes in costs incurred by a facility have
occurred which could result in a required rate adjustment.

(w) The department shall reopen cost reports only as a result of field adjustments by department staff or in
the case of fraud.

(x) Cost reports shall be reopened at the request of the provider in the case of an error of a material nature
until a rate has been set based on that submitted cost report.

(y) For an out-of-state provider or an out-of-state home office, any reopening by the home state

I or appropriate fiscal agent shall be considered a reopening for the NH Medicaid Program.
TN No_08-015 0 2009
Supersedes Approval Date M AR 12 Effective Date 06/30/08
TN No_06-003
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{Continued)

9899

Annual Cost

Reports

9999.3 (Z) The initial prospective per diem rate for new facilities which have completed and reported costs of
operations for periods of time of less than 12 months at the time of rate setting, except when the
condition exists solely as the result of a change in fiscal year end, shall be calenlated as follows:
(1) The rate for variable operating costs shall be determined at a rate comparable to the most

recently calculated rates for other NF’s of a similar size, geographic region and level of care
which have operated for a full year;

(2) The rate for fixed capital costs shall be determined at a rate based on allowable costs/statistics
pursuant to RSA 151-C; and

(3) Where a Health Planning and Review Board review is not required as specified in RSA 151-C,
the rate shall be based on the allowable costs/statistics submitted by the NF provider.

(aa) The initial prospective per diem rate for facilities that are a reconstruction of an existing facility and
which have completed and reported costs of operations for periods of time less than 6 months at the
time of rate setting shall be calculated as described in (a)(1) through (3} above.

. {(ab) There shall be no retroactive settlement of the initial prospective per diem rate described in (a) and
(b) above.

(ac) When a NF has changed ownership, the rate shall be a continuation of the old rate until such time as a
new rate is set. ' :

Accounting
Principals
99994 The following accounting principles shall apply:

(a) The allowable costs shown in all annual cost reports shall follow GAAP and the accrual method of
accounting; and

(b) If a NF maintains its records on a cash basis, then it shall record such accruals as adjustments.

TN No,_06-003 NOV -~ 7 2008
Supersedes ApprovalDate __ Effective Date__02/01/06
TN No_91-10 B V7 4A% Y
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Keeping
Requirements
9999.5

{a) A NF provider shall maintain accurate financial and statistical records, which substantiate the cost
reports, for a period of 6 years.

(b) The records of the NF provider described in (a) above shall include, but not be limited to, information
regarding:

(1) Provider ownership, organization, operation, fiscal and other record keeping systems;
(2) Federal and state income tax information refated to the operation of the facility;
(3) Asset acquisition, lease, sale or other action;
{4) Franchise or management arrangement;
. (5) Patient service charge schedule;
(6) Information regarding cost of operation and amounts of income received; and
(7) Flow of funds and working capital.

(c) When the department determines that a provider is not maintaining records as required in -He-E
806.03 (2) and (b) above, the departrent shall send a written notice to the provider of its intent to
suspend payments in 30 days, together with an explanation of the deficiencies.

(d) If the provider disagrees with the department’s decision, the provider may request an appeal pursvant
to He-E 806.41.

(e} Payments shall remain suspended until adequate records are maintained as specified in (a)-(b} above,
‘or until an - appeal decision is rendered pursuant to He-E 806.41.

(f) Payments shall be reinstated at the full rate retroactive to the begioning of the suspension period once
the NF provider maintains adequate records in accordance with He-E 806 or, if an -appeal - decision is
rendered pursuant to He-E 806.41 in favor of the NF provider.

(g} Providers shall make the records described in (a)-(b) above available upon request to representatives
of the department or the US Department of Health and Human Services, subject to the penalties
described in (e) above.

TN No._06-003 NDY -7 2006
Supersedes Approval Date _ Effective Date__ 02/01/06
TN No_87-10
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. 9999
Anditing
Procedures

9999.6 The following auditing procedures shall apply:

(a) The department shall conduct on-site audits of the financial and statistical records of participating

NF’s, pursuant to the requirements of 42 CFR 447202 and 42 CFR 447.253(g);

, (b) The on-site audit as described in (a) above shall be to ascertain whether the cost report submitted by

the NF provider meets the requirements as outlined in MAM 9999; and

(c) For out-of-state NF’s, the department shall accept the audit findings and adjustments of out-of-state
Medicaid agencies developed in conjunction with their respective cost-related reimbursement plans.

TN No. _06-003

Supersedes Approval Date

TN No_96-14

NOY = 7 2006

Effective Date  02/01/06
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9999

Guidelines

For Allowable/

Non-Allowable

Costs

9999.7

(a) Routine Services
Allowable costs for routine services and items directly related to resident care shall include but not be
limited to: :
(1) All general nursing services including, but not limited to, administration of oxygen and related
medications, hand feeding, incontinency care, and tray service;
(2) Items furnished routinely and commeonly to most or all residents, such as resident gowns, water
pitchers, and basins;
(3) Routine personal hygiene and grooming supplies such as deodorant, lotion, shampoo, soap and
. toothpaste;

. (4) Medical supplies, pharmaceutical items, and non-legend drugs, that is, drugs prescribed by a
licensed practitioner that are normally purchased over the counter, which are stocked at nursing
stations or on the floor in gross supply and distributed individually in small quantities;

(5) Laundry services for routine NF requirements and residents’ personal clothing; and
(6) Routine and emergency dental services defined by the Medicaid State Plan rendered to NF
residents.
TN No__06-003. ' .
Supersedes Approval DateNDY = 7 2006 Effective Date___02/01/06
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(b) Depreciation of Equipment and Property
Depreciation of equipment and property which has a purchase price of over $500.00 shall be an
allowable cost pursuant to the following conditions:
(1) The depreciation shall be:
(a) Identifiable and recorded in the NF provider’s accounting records;
(b) Based on the historical cost of the asset or fair market value at the time of donation in the
case of donated assets; and
(¢) Prorated over the estimated useful life of the asset using the straight line method and the
. guideline lives specified in the American Hospital Association “Useful Lives of Depreciable
Hospital Assets” -, 2004 edition.
TN No,_06-003 ov -7 2006
Supersedes Approval Datg Effective Date___02/01/06
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(2) Recording of the depreciation pursuant to (a)(1) above shall encompass:

(a) The identification of the depreciable asset in use;

(b) The asset’s historical cost;

(c) The method of depreciation;

(d) The estimated useful life of the asset; and

(e) The asset’s accumulated depreciation;

(3) If an asset for which depreciation had been allowed in Medicaid reimbursement is sold at a gain,
. such reimbursement shall be subject to.recapture as follows:

(a) Gain shall be determined to be the difference between net book value, that is, historical cost
less accumulated straight line depreciation recognized for Medicaid reimbursement purposes,
and the selling price;

(b) Gain shall be calculated in the aggregate without adjustment or offset for gain attributed to
refurn on equity, inflationary increases in the market value of the remaining assets, or for
increases in value due to supply and demand for the assets in the market place;

(¢) Recapture shall be calculated as the depreciation paid by the program to the facility for the
asset, but recapture shall not exceed the amount of the gain;

(d) The recapture provisions shall apply regardless of the seller's Medicaid provider enrollment
status at the time of the gain;

(f) For recapture purposes, the transfer of stock or shares shall be recognized as a change in
ownership except in the following circumstances:

1. The nurber of shares transferred does not exceed 25 percent of the total number of
shares in any one class of stock; -or
2. The transferred stock or shares are those of a publicly traded corporation;
3. The transfer has been made solely as a method of financing, not as a method of
. transferring management or control; and;
TN No._06-003 NOV ~ 7 2006
Supersedes Approval Date Effective Date___02/01/06
TN No_91-10
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(g) The transfer of an asset shall not be subject to recapture if the transfer occurs between family
members or other related parties.
(4) Depreciation shall be allowed on assets financed with Hill-Burton or other federal or public funds;
(5) For recapture or depreciation, the depariment shall charge the NF provider interest when an NF
provider does not pay in a fimely manner or in the case of a dispute on the amount of recapture
owed and the department prevails at an administrative hearing. The amount of the interest
charged shall be payable to the department at the highest rate paid by the setler on loans for the
facility.
(c) Leased Facility and Equipment.
Leasing arrangements for property shall be an allowable cost pursuant 10 the following conditions:
. (1) Rent expense on facilities and equipment leased from a related organization shall be limited by
substituting the lower of the following:
{a) The actnal iqterest, depreciation, and taxes incurred for the year under review; or
(®) The price of comparable services or facilities purchased else\.vhere;
TN No,_06-003 Nov — 7 2006
Supersedes Approval Date Effective Date___02/01/06
TN No_96-13
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(2) Lease — Purchase Arrangements
The existence of the following conditions shall establish that a lease is a virtual purchase:
(2) The rental charge exceeds rental charges of comparable equipment in the area;
(o) The term of the lease is less than the usefut life of the equipment;
(c) The NF provider has the option to renew the lease at a reduced rental; and
(&) The NF provider has the right to purchase the equipment at a price which appears to be less
than what the fair market value of the equipment would be at the time acquisition by the
provider is permitted;
. (3) When a lease is a virtual purchase, as described in (b) above, allowable costs shall be subject to
the following limitations:

{a} The rental charge shall be allowable only to the extent that it does not exceed the amount
which would have been an allowable cost had the asset been purchased;

(b) The difference between the amount of rent paid and the amount of rent allowed as rental
expense shall be considered as a deferred charge and capitalized as part of the historical
costs of the asset when the asset is purchased;

(c) If the asset is returned to the owner, instead of purchased, the deferred charge shall be
recorded as an expense in the year the asset is returned; and

(d) If the asset continues to be rented after the due date for the purchase, and rental has been
reduced, the deferred charge shall be recorded as an expense to the extent of increasing
the reduced rental to a fair market rental value; and

TN No._06-003 NOV -~ 7 2006
Supersedes Approval Date Effective Date__ 02/01/06
TN No_91-10
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9999.7

(4) Sale and leaseback agreements for property — rental charges

Sale and leaseback agreements for property shall be allowable costs subject to the following

conditions:

(a) Rental costs specified in sale and Jeaseback agreements, incurred by NF’s through selling
equipment, but not real property, to a purchaser not connected with or related to the NF
provider and concurrently leasing back the same equipment shall be an allowable cost if the
rental charges are as specified in 42 CFR 413.} 34(h); and

(b) Rental charges in sale and leaseback agreements shall be allowable only to the extent that

. they do not exceed the amount which would have been an allowable cost had ownership of
. the asset been retained.
TN No._06-003 NOV - 7 2006
Supersedes Approval Date Effective Date___02/01/06
TN No_91-10 '




TEM PAGE
Attachment 4.19D B 17

. SUBJECT DATE

MEDICAL ASSISTANCE NURSING FACILITY REIMBURSEMENT SR

POLICY
{Continued)
9999

Guidelines

For Allowable
Non-Allowable
Costs

09997

{(d.) Interest Expense
(1) Interest shall be an allowable cost subject to (2) through (7) below:

(2) Necessary interest and proper interest on both current and capital indebtedness shall be an
allowed cost as defined in (3) below.

(3) Definitions

(a) Interest

. Interest is the cost incurred for the use of borrowed funds.
(b) Necessary
Necessary requires that the interest:

i Be incurred on a loan made to satisfy a financial need of the provider. Loans which
result in excess funds or investments would not be considered necessary.

ii. Be incurred for a purpose reasonably related to recipient patient care.

{c) Proper

Proper requires that interest be incurred at a rate not in excess of what a prudent borrower
would have had to pay in an arm’s length transaction in the money market, existing at the
time the loan was made.

{4) To be allowable, interest expense shall be incurred on indebtedness to lenders or lending
organizations not related through control, ownership, affiliation or any personal relationship to
the borrower,

(5) Interest expense shall be reduced by interest income.
(6) With respect to loans receivable from an officer, related person, or organization, interest income
shall include interest earned on such loan imputed at a rate equal to the highest rate payable on

loans payable by the NF provider.

. (7) The imputed interest described in (6) above shall not be calculated on disallowed borrowing.

TN No__06-003 NOY -7 2000
Supersedes Approval Date Effective Date _ 02/01/06
TN No_91-10
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(e.) Bad debts, charity and courtesy allowances
(1) Bad debts, charity and courtesy allowances shall not be included as allowable costs.
(2) Definitions
() Bad debts
Bad debts are amounts considered to be uncollectible from accounts and notes receivable
which were created or acquired in providing services.
. (b) Charity allowances

Charity allowances are reductions in charges made by the provider of services because of the
indigence of the patient.

(c) Courtesy Allowances

Courtesy allowances indicate a reduction in charges in the form of an allowance to
physicians, clergy, members of religious orders, and others as approved by the governing
body of the provider, for services received from the provider.

TN No. 06-003 Noy -7 2008
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(f) Cost of educational activities

(1) The net cost of educational activities as approved by the entity, agency, or board having
jurisdiction over the activity, shall be an allowable cost.

(a) Definitions

(i) Approved educational activities

Approved educational activities means formally organized or planned programs of study
; : usually engaged in by providers in order to enhance the quality of patient care in a

facility or to improve the administration of the facility. These activities must be licensed
. where required by state law.

(ii) Net Cost

The net cost means the cost of approved educational activities less any reimbursement from
grants, tuition and specific donations.

(2) Orientation, on-the-job training and in-service programs shall not be considered to be approved
educational activities for reporting purposes.

(3) The activities listed in (2) above shall be recognized as allowable costs in accordance with the
provisions of MAM 9999.

(e.) Research costs

Costs incurred for research purposes shall not be included as allowable costs.

(h.) Non-paid workets

If a worker does not receive remuneration for services which he/she provides on behalf of the NF, any
costs to the employer such as meals and uniforms for the worker, shall be an allowable cost.

TN No._06-003 WOV ~ 7 2008
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(i.) Discounts, Trade Discounts and Refunds of Expenses

(1) Discounts and allowances received on purchases of goods or services shall be reductions of the
cost to which they relate

(a) Definitions

(i) Discounts

Discounts, in general, are reductions in the cost of purchases classified as cash, trade or
quantity discounts. Cash discounts are reductions granted for the settlement of debts
within a stipulated period before they become due. Trade discounts are reductions from

. Jist prices granted to a certain class of customers before consideration of credit terms.
Quantity discounts are defined as reductions from list prices grantéd because of the size
of individual or aggregate purchase transactions.

(i) Allowances

Allowances are deductions granted for damage, delay, shortage, imperfection, or other
causes, excluding discounts and returns.

(iii) Refunds
Refunds are amounts paid back, or a credit allowed on account of an over collection.

(2) If a NF provider fails to take advantage of available discounts when able to do so, then the
amount of the lost discount shall be disallowed.

(3) Refunds of previous expense payments shall be reductions of the related expense

TN No. 06-003 NOY - 7 2006
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(i) Administration Functions
(1) The administration function shall be an allowable cost including, but not limited to, the
following:
(a) Hiring and firing of personnel;
(b) Administrative supervision of the nursing, dietary and other personnel;
(c) Supervising the maintenance of resideﬁt records;
(d) Maintenance of payroll, bookkeeping and other records of the business;
. (¢} Supervising the maintenance and repairs of the facility; and

(f) Procuring necessary supplies and equipment.
(2) Definitions
(a) Compensation

Compensation means the total benefit provided for the administration services rendered to
the provider. It includes:

Fees, salaries, wages, payroll taxes, fringe benefits, and other increments paid to, or for the
benefit of, those providing the administration services.

TN No,_06-003 oy - 7 2006
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(3) Administrators’ Salaries
For reimbursement purposes, administrators' salaries shall be limited to an amount that is
comparable for facilities of similar size and level of care, as determined by the department, in
accordance with the provisions of MAM 9999.2 a-e.
(4) Assistant Administrator Salaries
(a) For facilities of 100 or more beds, assistant administrators' salaries shall be an allowable cost
at the rate of one assistant for each 100 beds.
(b) The allowable cost for the salary of the assistant administrator described in (2) above shall
. not exceed 70% of the allowable salary of the administrator.
(¢) For facilities of fewer than 100 beds, assistant administrator salary shall not be an allowable
cost.
(5) Ownmners, Operators, or Their Relatives
(a) For reimbursement purposes, NF’s which have a full-time, that is, 40 hours per weelk
minimum, administrator shall not otherwise be allowed compensation for owners, operators
or their relatives except in circumstances specified in (c) below, when the facility has a
licensed capacity of more than 99 beds.
(b) Owners shall include:
(i) Any individual or orgaoization with any equity interest in the NF's operation;
(i) Any member of such individual's family or his/her spouse’s family;
(iii) Partoers and all stockholders in the provider's operation, and
(iv) All partners and stockholders in organizations which have ant equity interest in the
operation. ;
{c) The amount allowable for owner's compensation shall be pursuant o all applicable
Medicare policies identified in Section 700 and 900 of the Provider Reimbursement Manual,
Part 1, HCFA-Pub. 15-1 in effect at the time.
TN No,_06-003 Nov ~ 7 2006 |
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(6) Physician Services, Psychologist Services and Pharmacist Consultant Services

(a) The cost of physician or psychologist services performed in rendering direct resident care
shall not be allowable in the per diem rate.

(b} The cost of indirect services performed in an administrative or advisory capacity, such as the

cost of a medical director or a consultant psychologist, or the cost of a pharmacist consultant
rendering administrative services and drug reviews shall be included in the per diem rate.

. {k.) Advertising Expenses

(1) Reasonable and necessary expense of newspaper ot other public media advertisement for the
purpose of securing necessary employees and volunteers shall be an allowable cost.

(2) Reasonable and necessary expense of newspaper or other public media advertisement for legal
notices required by local, state and federal government shall be an allowable cost.

(3) No other advertising expenses shall be ailowed.

(1) Motor Vehicle Expense

(1) The cost of operating a motor vehicle shall be an allowable cost if the vehicle is used solely for
the provision of resident care.

(2) Motor vehicle expenses shall include:
{a) Mileage payments;
{b) Repairs;
(c) Excise taxes; and

(d) Sales taxes and other related expenses, including interest charges, insurance and
depreciation.

. TN No__08-015 1an 12 2009
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(m.)Services to Individuals Qther Than Residents.
(1) Employee meals consumed on premises during regular working hours from
the NF kitchen or food supply shall be allowable costs.
(2) 1f individuals other than residents are provided rooms, such services shall not be allowable costs.
(3) Shared services provided to individuals who are'not NF residents shall be properly allocated.
- This would included but not be limited to staffing and space within the facility used for other
reimbursed programs such as assisted living or adult day care programs.
(n.) Ancillary Service Costs
. (1) The costs of ancillary services provided by the facility, except for prescribed drugs, shall be

included in the NF rate determination.
(2) Ancillary services shall include, but not be limited to:

(a) Occupational therapy,

(b) Physical therapy;

(c) Speech therapy;

(d) Inhalation therapy, including oxygen costs;
(¢) Laboratory; and

(f) Radiology.

(3) The net cost of Medicaid ancillary services not previously reimbursed by another payor source
shall be included in the NF rate determination, provided that NF’s maintain revenue and cost data
of all ancillary services provided to Medicaid residents of the facility separately from all other
ancillary services and costs.
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(0.) Brugs
The cost of operating an institutional pharmacy and the cost or charges of prescribed legend drugs
shall not be an allowable cost in the per diem rate as the NH Medicaid program reimburses these costs
to the provider of these services through a direct billing process on 2 fee for service basis in
accordance with [See Section 4.1 9-B of State Plan].
{(p.) General County Government Costs
(1) Indirect costs associated with general county government such as, but not limited to, interest and
depreciation, shall not be allowable.
. (2) For county-owned and operated nursing facilities, the costs of general county government shall
not be allowable costs. :

(3) Costs described in (2) above shall include, but not be limited to:

(a) County commissioners;
(b) Treasurers; and
{c) Atiorneys and other administrative and support staff

{q.) Barber and Beauty Services

(1) The direct costs of barber and beauty services shall be non-allowable for purposes of Medicaid
reimbursement. :

(2) The fixed costs for space and equipment related to providing the services described in (a) above
shall be allowable.
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(r.) Social Workers

The cost of a social worker(s) shall be an allowable cost

(s.) Home Office Costs
(1) Home office costs shall include, but not be limited to, the following:

(a) Payroll and benefit services;

(b) Personnel services, including hiring of additional personnel,
(¢) Data processing;

(d) Credit and collections;

(e) Accounting; and

. : (f) Legal services.

(2) Home office costs shall be documented by the submission to the department a copy of HCFA
Form 287-92, Chain Home Office Cost Statement, no later than 5 months after the end of the
home office fiscal year, unless an extension has been granted by the department as described in
MAM 9999.3(p).

(3) If a home office cost report is not submitted or an extension is not granted as in (2) above, then
home office costs shall not be allowable costs.

(4} Home office costs for chain operations shall be allowed if:

(a) The costs are reasonable, as defined in MAM 9999.2 (a); .
(b) The costs are related to resident care; and
(¢) The costs meet all reimbursement criteria set forth in MAM 9999.

{(5) The amount of allowable home office expenses to be included in any year’s administrative costs
shall meet the criteria of allowable costs as outlined in MAM 9999, and the combination of home
office expenses and the expenses of related organizations shall be comparable to NF’s that do not
have a home office but are providing the same level of service.

(6) Home office costs shall be limited to the lower of:

(a) The allowable cost if the cost was properly allocated to the NF provider; or

(b) The price of comparable services, facilities or supplies that could be purchased elsewhere,
taking into consideration the benefits of effective purchasing that would accrue to each
member provider in the chain because of aggregate purchasing.
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(7) A NF's “Medicaid Anpual Cost Report” shall not include both home office cost expense and
management fees.
(8) A home office cost shall not be allowed if the same cost, when incurred by a NF provider, would
pot be allowed as a cost pursuant to MAM 9999.
t. Other Non-Allowable Costs
(1) The following costs shall not be allowed:
(a) Expenditures made by a NF provider only for the protection, enhancement, O promeotion of
. the provider’ business interests, and not related to the provision of resident care;
.(b) Duplicative functions or services;
(c) Expenditures in excess of approved cost controls;
(d) Political contributions or iobbying costs;
(e) Membership costs in social or fraternal organizations; and
(f) Fees and interest charged for untimely payments.
(2) NF’s which include any such costs in the expenditure sections of the annual cost report shall
exclude them on the appropriate schedules of the annual cost report.
TN No,_06-003 NOV = 7 2008
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Per Diem Rates and Payment for Nursing Care
An NF shall be reimbursed for direct and indirect costs as determined by the bed days of care and the NF's
prospective per diem rate.

Payment rates shall be pursuant to the provisions of MAM 9999.

(a) Bed Days

(1) Bed days mean the actuat total bed days of the year. A day begins at midnight and ends twenty-
four (24) hours later. The midnight-to-midnight census keeping method must be used even if the

provider uses a different definition of a patient day for its statistical or other purposes. The
census taking hour is midnight.

(2) Bed days shall include the day of admission, but not the day of discharge.

(3) If admission and discharge occur on the same day, one bed day shall be allowed. However, where
. ~ apatient admitted is transferred from one participating provider to another participating provider
before midnight of the sare day, the day is not included in either the Medicaid days or total
patient days of the transfer provider.

(4) Where the patient occupies a bed in more than one patient care area 1 0ne day, the inpatient day
should be counted only in the patient care area in which the patient was located at the census-
taking hour.

(5) The Day of Admission is the day when a person is admitted to an Extended Care Facility for bed
occupancy for purposes of receiving inpatient nursing services and counts as ope inpatient day. If
admission and discharge or death occur on the same day, the day is considered a day of admission
and counts as one inpatient day. :

(6) Under the Medicaid cost reimbursement form the Day of Discharge for a recipient is not counted
as a day of patient care, except as noted above.
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b. Per Diem-Rate-General Nursing Care
1. Rate Setting

{a) Except for centuin ICF-MR's, each facility will receive u prospectively determined
general nursing care per diem rate, The general nursing care per diem rate is
comprised of five components of cost: administrative; other support; plant
maintenance; capital; and patient care.

(b) Each facility's general nursing case per diem rate will be determined by the Finance
Unit of the NH Department of Health and Human Services from the provider's most
recently desk reviewed or field andited cost reports and from Minimum Data Set
(MDS) 3.0, currentiy specified for usc by the Centers for Medicare and Medicaid
Services (CMS), informution periodically submitted by euch fuicility to the
Department of Health and Human Services.

{¢) If a fucility qualifies to be an atypical (specinl needs) facility, its rate will be
determined as indicated in Section 9999.8 c.

(d) Rate calculation work sheels are maintained by the Department and are available for
inspections on the premises by contacting the Department of Health and Human

Services.

2. Prospective Rale Determination

(a) The New Hampshire Acuity-Based Nursing Facility Reimbursement System was
implemented effective February 1, 1999. New Hampshire norsing facilities are paid
a prospective rate which links cach facility's per diem rate (o the level of services
required by its resident mix.

TN No:  17-0003
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(b} The New Humpshire Acuity-Based Nursing Facility System resident classificutions
will be derived from the 48-group of the most current Version of RUG v
classification sysiem from CMS when calculated by the the third party Medicaid
vendor. '

(c) Atypical (special needs) residents are excluded {rom this classification methodology.
The cost of atypical (special needs) care is determined according to Section 9999.8 ¢,

3, Retrospeciive Rates

Prospective rates are used for nursiag facilities rather than retrospeclive rates.

4, Raie Corgponents

. () A singic fucility-wide prospective rule will be paid to cach facility. This prospective
rote is comprised of five components of cost determined from nursing facility cost
sepotis submitted to the Department. The five components of COStS uve as follows:

(1) Administrative costs are those costs incurred in the general management and
support of the facility. They include, but are not limited to, compensation for
owners, udministrators and consultants, management fecs, accounting, legul,
travel, working capital interest, and other similar costs. In the base yeur, COstS
were inflaled from the midpoint of the cost report period (o the midpoint of the
rate period using the CMS Prospective Payment System (PPS) Skilled Nursing
Facility Inpuit Price Index by Expenses Category index.
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(2) Other Support costs are those allowable costs in the Support group, except for
plant maintenance-related costs. Other support costs include housekeeping,
laundry, dietary, central supply, pharmacy, medical records, social service, and
recreation. In the base year, costs were inflated from the midpoint of the cost
report period to the midpoint of the rate period using the CMS (Centers for
Medicare and Medicaid Services) Prospective Payment System (PPS) Skiiled
Nursing Facility Input Price Index by Expenses Category index.

(3) Plant maintenance costs are those allowable costs in the support group related
to plant maintenance. Plant maintenance costs include plant maintenance
salaries and benefits, supplies, utilities, property taxes, as well as other costs.
From the base year, costs were inflated from the midpoint of the cost report to
the midpoint of the rate period using the CMS (Centers for Medicare and

. Medicaid Services) Prospective Payment System (PPS) Skilled Nursing
Facility Input Price Index by Expenses Caltegory index.

(4) Capital costs are depreciation and interest costs that include, but are not limited
to, interest on mortgages and long-term notes and depreciation. Depreciation
and interest costs are not inflated.

(5) Patient care costs are those costs incurred in the direct care of residents. They
include, but are not limited to, salaries of RNs, LPNs and Aides, nursing
supplies, and ancillaries, including therapy services. In the base year, costs
were inflated from the midpoint of the cost report period to the midpoint of the
rate period using the CMS (Centers for Medicare and Medicaid Services)
Prospective Payment System (PPS) Skilled Nursing Facility Input Price Index
by Expenses Category index.

a. Physical, occupational and speech therapy costs included in the patient
care cost component are subject to a ceiling. The ceiling is calculated
based on the 85th percentile of the combined physical, occupational and
speech therapy portion of the patient care component of nursing facility —
rates fhat were effective October 1, 1998. These rates were inflated for the
August 1,2006, rate-setting period.
e
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(b) For each of the components of cost, inflated costs per diem are adjusted by a factor 1o remove

costs incurred by residents with atypical (special needs) needs that are determined according to
Section 9999.8¢ of this Plan. The atypical {spooial needs) factor is calculated by multiplying
the atypical (special needs) rte tn effect by actuul typicul {specisl needs) days lo uctuat total
atypicu! (special needs) costs. To cafenlate the number of atypical (specinl needs) days, the
number of ntypical (speciel needs) residents in cach facility as of a date specified by the
Deparument of Health and Human Services was multiplied by 365. The atypicat payments are
then divided by total Medicaid costs for cach fucifity 10 dovelop a rutio of atypicul {spuciul
needs) costs to total costs, Each cos{ component per dizm is thea reduced by this ratio to
remove the costs of treating an atypical (special needs) resident,

ilication of Reside nd RUG-1Y of th srsion Groupe

and Calculation of Relative Weights
(1) CMS STRIVE (Stuff Time and Resource Intensity Vetification) wuge weighted stff time

nursing minutes are combined with New Hompshire nursing costs derved from the fucilities®
base year cost seports 10 determine New Hampshire facitity-specific direct care nursing costs
per day (or cach ¢lassification.

(b} To calculate the relative weight for cach of the 48 classificutions, the CMS STRIVE raw

nationat nursing minutes per day for eachelassification are “smoothed” by a ratio of smooihed
to unsmoothed mean nursing wage weighted stalf time, then are multiplied times the New
Hampshire aursing wages per minute to yicld the avemge wages pec dny far cach
classification. The total wages per day for each classification are then divided by the sum of
the nursing wages per day for all classifications (o obiain the relative weight.

{c) Using the MDS Data 3.0, submitted quarterly, the asscsament types used will b CM3 required

MDS (OBRA and PPS) nssessments including admission, anpual, significant change,
gquarterlies and PPS-only assessments. The applicable date on the MDS used to determine
inclusion in the Picture Dota draw is the last day of the fifth month prior to the Medicald rate
dote, Thuse nssessmuents sholl be elther an admission assessment witha Date ol Eniry un or
before the piciure dute dopending on the udjustment periad o the most vecent Quarterly,
Annual, ar Significant Change assessmgnt with an Assessment Reference Date no later than
Five days past the picture date, All applicable assessments should be transtnitted and accepled
a1 the siate database on or befure the 20tk of the month following the picture die, for
inclusion fa the Picture Dute Case Mix Index data collection process by all New Hamipshire
aursing facilities for all residents. Each resident is then classified Imo { of 48 residem
classificalions using the most current version of the RUG-1V Grouper when calcuioted by the

third party Medicaid vendor.

Approval Date:_m-4 2017 Bffective Dute: 070173017
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(d) The 48 RUG-IV classifications are described as "State of New Hampshire Acuity
Group Classifications.” Relative weights for cach clussification are then calcutated
based on the weighted average relative weight of the 48 RUG-TV clussifications
(weighted based on the number of residents in each of the 48 RUG-IV
classifications).

C i he Fac -Payor Case

An alt-payor case-mix index for each facility is delermined by multiplying the number of
residents times the relative weight for each of the 48 classifications. The values across
each resident grouping are summed and divided by the total number of residents. The all
payor case mix index shall be updated to synchronize the all payor case mix index with

the Medicaid cost report year.

Caleutation of ive Per Diem Rates- nent Amoyun

A facility-specific prospective per diem rate is calculated by summing five rate
components; administrative costs, other support costs, plant maintenance, capital, and
paticnt care costs. Each component’s per diem amount is calculated as follows:

{b) The paticnt care cost componcat is bascd on the lower of cach fucility’s casc-mix
adjusted direct care cost per diem amount, or the statewide median value, The case
mix adjusted direct care cost per diem for each facility Is calculated by dividing total
patient care costs {including allowed physicul, occupational and spuech therupy
costs) from each facility's cost repont by resident days, based on data included in the
mast recently desk reviewed und/or field audited cost reports infated to the mid
point of the rate year in order to provide equity among providers with cost reports
with different year end dates, The resuliing amount is then divided by the all payor
casc-mix index 1o determine the case-mix adjusied patient care cost componsnl per
diem amount. Facility-specific amounts ve arrayed, and the statewide median is

determined.

Approval Dnlc:UCT 4 2017 EiTective Daw: 02/01/2017
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(b) The Department will periodically review acuity-based cates for possible
adjustment at least every six months, using the maost recently available MDS data
submitted by the facilities after review and validation.

{(c) The administrative cost component of the prospective per diem rate is based on
the statewide median value. Facility-specific cost per diem amaunts are
caleulated by dividing the total administrative costs by resident days, based on
data included in the most recently desk reviewed and/for field audited cost
reports, inflated to the mid point of the rate year in order to provide equicy
among providers with cost reports with different year end dates.  Facilicy-
specific amounts are arrayed, and the statewide mediin value is determined.

(d) The other support cost component of the prospective per diem rate is based on
the statewide rnedian value, Faglity-specific cost per diem amounts are
calculated by dividing the total other support costs by resident days, based on

. dam included in the most recently desk reviewed and/or field andited cost
reparts, inflated ta the mid point of the rate year in order to provide equity
among providers with cost reports with different year end dates. Facility-specific
amounts are arrayed, and the statewide median value is determined,

(e) The plant maintenance companent of the prospective per diem rale is based on
the statewide median value. Facility-specific cost per diem amounts are
calculated by dividing the total plant maintenance costs by resident days, based
on data included in the most recently desk reviewed and/or field audited cost
teperts, inflated to the mid point of the rate year in order to provide equity
among providars with cost reports with different year end dates. Facility-specific
amounts are arrayed, and the statewide median value is determined.

TN No, 03-003
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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

(2) 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 Human
Services.

(b) The rate determined in (a) above shali be reduced by a budget adjustment factor (BAF) equal
t0 26.82%.

. 9. RateLimitation

(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 a rate limitation is applied as a condition of the certificate of need, a provider may, if
aggrieved, appeal such limitation.

TNNo: 18:0019 MAR 80 2019 .
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10. Semi-Annual Updating
Acuity-based rates will be reviewed and updated every six months using the most recently
reviewed and validated MDS data submitted by the facilities for an effective date of July 1 and
January 1. The rates determined shall be subject to the budget adjustment factor in 8{b) above.
11. Rebasing
The Department will review rates and will rebase nursing facility rates at least every five years. In
between rebase yeats, cost components are inflated in accordance with sections 7 (a) - (g). The
resulting rate is also subject to the BAF as defined above.
TN No:  17-0011 i
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13. Return on Equity
The Division of Human Resources does not recognize refurn on equity for reimbursement
purposes. e
Per Diem-Atypical Care
(1) A provider of atypical care shall be a NF or a distinct part of a NF which possesses the physical
characteristics and appropriate staffing for, and devotes its services exclusively to, highly
specialized care, the nature of which renders that NF or unit incomparable to other NF’s for the
purpose of calculating and applying cost and/or occupancy limits.
(2) Examples of such care described in (a) above shall include services for:
(a) Children with severe physical or mental disabilities;
(b) Brain/spinal injured patients;
(¢} Ventilator dependent patients; or
. (d) Other specialized services.
(3) The department shall determine the rate of reimbursement utilizing cost documentation submitted
by the NF provider which clearly identifies the cost of the atypical care.
(4) The rate described in (c) above shall:
(a) Include routine care costs, ancillary costs and capital costs;
(b) Take into consideration any additional amount necessary to assure access to necessary and
appropriate services for NH Medicaid residents with specialized care needs; and
(c) Be exempt from comparative cost and occupancy limits.
TN No._06-003 NOV - 7 2008
Supersedes Approval Date Effective Date__02/01/06
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(5) Inorder to qualify as a provider of atypical care a NF provider shall make application in writing
which:

(a) Requests to be considered a provider of atypical care;
(b) Describes the care or services to be provided; and
(c) Documents the costs of such care.

(6) The department shall determine if a NF is qualified to provide and be paid for atypical care based
on documentation submitted by the NF, and on whether there is a documented need for these
services as determined by the availability of such services in the locality.

(7) Applications for approval of atypical care providers which have been denied may be appealed
pursuant to He-E 806.41.

d. Payment of Rates

. 1. The NH Department of Health and Human Services will determine and pay rates for long term
nursing care based on the principles and procedures contained in the Title XIX State Plan.

2. The Department will reimburse at the rates set by out-of-state Medicaid agencies for services
rendered to NH Medicaid patients in those states.

3. However, where out-of-state Medicaid rate does not exist, or is not sufficient to allow access of
the New Hampshire patients in need of services, a rate will be determined by the Division of
Elderly & Adult Services on the basis of cost data and cost finding as described in Section 9999.7
and 8. :

e. Proportionate Share Incentive Adjustment
No payment shall be made under this section for any period after state fiscal year 2005.
1. The NH Department of Health and Human Services recognizes that non-State operated
governmental (county) nursing facilities provide care to many severely medically involved

patients requiring an extraordinary intensive and costly level of care and bave a very high
Medicaid proportion of their patient census.

2. The Department will insure contimued access to this level of care through proportionate share
incentive adjustment payments to each non-State operated governmental nursing facility.

TN No._06-003 WOy - 7 2006 -
Supersedes Approval Date Effective Date___02/01/06
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TN No._03-002

payment at the end of each State Fiscal Year. The payment shall be
based upon the actual Medicare rates for ten months and the estimated
Medicare rates for two months as estimated by the fiscal intermediary.
The payment to each facility is in proportion to the facility’s Medicaid
days, during the cost reporting period used to set its current rates,
relative to the sum of Medicaid days for all eligible facilities. The total
funds for incentive adjustment payments shall be established each State
Fiscal Year subject to the anticipated level of all aursing facility
payments within the year and to the payment limits of 42 CFR 447.272.
The calculation of the payment fimit of 42 CFR 447.272 is computed as
follows:

The calculation shall be a comparison of the rates Medicare would
pay for these facilities using the Medijcare ratesetting methodology
and the rates New Hampshire Medicaid actually is paying these
facilities. The variance in the per diem rates is calculated per
facility, an average variance determined and that variance applied to -
the tota! Medicaid days.

The actual Medicare rates pet facility for each Resource Utilization
Groups (RUGS) Category as calculated by the Medicare fiscal
intermediary are obtained for New Hampshire Medicare providers.
Medicaid providers that do not use the Medicare fiscal intermediary
or are not Medicare providers have Medicare rates caleulated for
them consistent with the current Medicare methodology and rates as
calculated by the fiscal intermediary.

The RUGS Category is determined for each New Hampshire
Medicaid patient, and the corresponding Medicare rates are averaged
for the state fiscal year and compared to the average rates New
Hampshire Medicaid actually is paying these facilities.

To allow comparison of like costs, to this rate is added the actual
Medicaid patient cost of drugs, lab, x-ray, outpatient and therapies
as determined by Medicaid. The variance between that calculated
total Medicare rate and the actual New Hampshire Medicaid rate,
including the additional expenses, is then calculated as o per diein,
and an aggregate variance calculated.

FEB -9 2004

Supersedes Approval Date Effective Date 02/17/03
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f. Proportionate Share Incentive Adjustment 1
The below payment methodology will end on June 30, 2019.
Only nursing facilities owned or operated by Belknap County, Hillsborough County or
Sullivan County shall receive payment under this section according to the following
conditions.

1. The NH Department of Health and Human Services recognizes that non-State operated
governmental (county) nursing facilities provide care to many severely medically
involved patients requiring an extraordinarily intensive and costly level of care and have
a very high Medicaid proportion of their patient census.

2. The Department will ensure continued access to this level of care through proportionate
share incentive adjustment payments to each of the above noted non-State operated

. governmental nursing facilities.

3, The Proportionate Share Incentive Adjustment 1 shall be made to the facilities noted
above in one payment by the end of each State Fiscal Year. The payment shall be based
upon the actual Medicare rates, to coincide with the state’s fiscal year, for nine months
and the actual Medicare rates for three months. The payment to each facility shall be no
more than the amount attributable to it in the Medicare UPL demonstration for the year
to which the payment is attributed.

TN No:  ]8-0006
. Supersedes Approval Date: JUN 9 8 2018 Effective Date: 01/01/18
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g. Proportionate Share Incentive Adjustment 2

Effective January 1, 2018, all non-State opersted governmental (county) nursing facilities
other than those facilities owned or operated by Belknap County, Hilisborough County or
Sullivan County (referred to as “qualifying non-State operated governmental nursing
facilities” or “qualifying nursing facilities”) shall receive payments under this section
according to the following conditions:

L.

18-0006

Supersedes

TN No:

new page

The Department recognizes that non-State operated governmental (county) nursing
facilities provide care to many severely medically involved patients requiring an
extraordinarily intensive and costly level of care and have a very high Medicaid
proportion of their patient census.

The Department will ensure continued access to this level of care through proportionate
share incentive adjustment payments to non-State operated governmental nursing

facilities.

The Proportionate Share Incentive Adjustment 2 shall be made to all qualifying non-
State operated governmental nursing facilities in one payment by the end of each State
Fiscal Year. The payment shall be calculated individually for each qualifying nursing
facility by certifying all Medicaid allowable costs as reflected on the most recent final
audited Medicaid cost report that is available for all qualifying nursing facilities,
including the portion of the Nursing Facility Quality Assessment allocable to Medicaid
(referred to as “Medicaid Costs”) and all payments received by the nursing facility for
Medicaid enrollees, including any Medicaid Quality Incentive Program Payments (to the
extent applicable) (referred to as “Medicaid Payments). The Proportionate Share
Incentive Adjustment 2 shall be no more than the difference between Medicaid Costs

and Medicaid Payments.

All qualifying nursing facilities shall certify public expenditures as the non-federal
share of Proportionate Share Incentive Adjustment 2 based on the following process.

Approval Dale‘.’EN 28 208 Effective Date: 01/01/2018
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g. Proportionate Share Incentive Adjustment 2 (continued)
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Interim Rates: The Department will develop and pay interim rates to
qualifying facilities based on cost reports from the most recent period for
which such information is available, adjusted by inflation to the current
payment period. The interim rates will be provisional in nature and subject to
reconciliation after the completion of cost reconciliation and settlement.

Cost Methodology: In determining Medicaid allowable costs for providing
services at each facility, the Department wili certify all Medicaid allowable
costs as reflected on the most recent final audited Medicaid cost report that is
available for all qualifying nursing facilities, including the portion of the
Nursing Facility Quality Assessment allocable to Medicaid.

Settlement: Within 24 months of the end of a reporting period, subject to
state reporting/audit, the Department will compare its interim rates for the
period with final certified costs. If the interim rates exceed the audited costs,
the Department will return the federal share of the overpayments to the
federal government pursuant to 42 CR 433, Subpart P. If the final certified
costs exceed the interim rates, the Department will submit claims to the
federal government for the underpayment.

Audit: All supporting accounting records, statistical data and all other
records related to the provision of services by the qualifying facilities shall be
subject to audit. If an audit discloses discrepancies in the accuracy and/or
allowances of costs or data submitted for a qualifying facility, the payment

rate for (he period in question shall be subject Lo adjustment.

Cost Reports: Final reimbursement for services provided by each qualifying
facility will be based on a certified cost report provided by the facility to the
Department. The Department will review and audit the data before finalizing
the certified cost report. The CPE certification statement will be incorporated

into the state’s cost reporting package.

JUN g5 2018
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g. Proportionate Share Incentive Adjustment 2 (continued)

e Cost Reports (continued): The cost reports used are from the applicable claiming
period for which such information is utilized in the final settlement calculation of the

Proportionate Share Incentive Adjustment 2 (ProShare 2). The calculation of
ProShare 2 is performed as follows:

o Al Medicaid payments are retrieved directly from the NH MMIS Health
Enterprise Portal (NH MMIS).

The state-developed Medicaid cost report summarizes the financial and statistical data to correspond
to the nursing facility reimbursement methodology, including the grouping of expenditures into the
cost components used to determine reimbursement. The summary page of each cost report review
or audit summarizes the nursing facility’s allowable expenditures by line item, which are grouped

and subtotaled by cost component.

Medicaid Cost Report Schedule A
e Nursing Facility Costs are transferred from the Medicare 2540 cost report Worksheet A to the
NH Medicaid Cost Report on Schedule A, Column 2 and then mapped (0 the corresponding cost
center sections as on the Medicare cost report.
o Capital Group Cost Centers, Lines 1-7
o Support Group Cost Centers, Lines 8-129 (including Plant, Housekeeping, Laundry,
Dietary, Central Supply, Pharmacy, Medical Records, Social Service, Recreation, and
Barber and Beauty staff and supply costs)
o Patient Care Group Cost Centers, Lines 131- 266 (including Nursing Administration,
Laboratory, Radiology, Inhalation, IV Therapy, EKG, Physical Therapy, Occupational
Therapy, Speech Therapy, Medical Supplies Charged to Patients, Drugs Charged to
Patients, and Inpatient Nursing SNF and/or ICF costs)
o Non Reimbursable Group Cost Centers, Lines 269-283 (including gift shop, ambulance
and staff physician expenses)

TN No: 18-0006
Supersedes Approval Date:__" Effective Date: 01/01/2018
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g. Proportionate Share Incentive Adjustment 2 (continued)

Medicaid Cost Report Schedule A (continued)

o

TN No: 8-0006
Supersedes
TN No:  pew page

Administration Cost Centers, Lines 287-368 (including salaries, legal expenses,
advertising expenses, corporate taxes, subseriptions, accounting and audit services, and

the Nursing Facility Quality Assessment tax)

Provider Reclassifications — Providers will reclassify items that were assigned to the
incorrect cost center or are shared costs between cost centers in Column 3. These
reclassifications are detailed in the Reclassifications Schedule A-1 which includes

explanations for each reclassification.

Provider Adjustments — Providers will make adjustments to remove unallowable costs
relating to other County organizations (i.e. jail), non-patient meals, allowable financial
costs allocated from County Finance offices, and other minor adjustments in Cojumn 4,
These adjustments are detailed in the Adjustment Schedule A-2 which includes
explanations for each adjustment.

Medicaid Reclassifications — Medicaid auditors will reclassify items that were assigned
to the incorrect cost center or are shared costs between cost centers in Column 4a.
These reclassifications are detailed in the Reclassifications Schedule C5-1 which
includes an explanation and the authority for each reclassification.

Medicaid Adjustments — Medicaid auditors will make adjustments to remove
unallowable costs, (i.e. miscellaneous revenue, depreciation and purchased services) in
Column 4b. These adjustments are detailed in the Adjustment Schedule C5-1 which
includes an explanation and the authority for each reclassification.

Adjusted Total — General ledger costs from Column 2 are adjusted based on
reclassifications and adjustments made by both the Provider and the Medicaid auditor
and summed in Column 5.

Allocation — Costs — Reimbursable and non-reimbursable - Medicaid costs in Columns
6,7, 8 and 9 are calculated by multiplying the costs in each column by the identified
statistics in Columns 10, 11, 12 and 13.

JUN
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g. Proportionate Share Incentive Adjustment 2 (continued)

Medicaid Cost Report Schedule A (continued)

o Allocation - Statistics — Columns 10, 11, 12 and 13 identify the statistical information to
" be used in identifying reimbursable and non-reimbursable -. As outlined in the

“Instructions for Completing Form 356, Medicaid Annual Report for Nursing Facilities
(SR 06-17, page 7) each cost center must use either a primary or alternative basis for
statistics. For example, capital costs must use square footage as the allocation statistic
where laundry could use either pounds of laundry or patient days as the allocation
statistic. The Administration cost center uses cumulative costs as the allocation statistic
from the Capital cost center through the non-reimbursable cost center to allocate costs

as either reimbursable or non-reimbursable.

Medicaid Cost Report Summary
. e Nursing Facility Costs are transferred from Schedule A to the Summary, schedule C3.

o Provider Costs are summarized in sections ¥, I1, IIl which are Provider Submitted Costs,
Provider Adjustments and Provider Net Costs.

o Medicaid Adjustments are summarized in section IV and Medicaid Reimbursable costs
are identified in total in section V.

o Medicaid Reimbursable Costs are allocated in summary to section VI, lines a, b, ¢, and
d.

o Total Reimbursable Costs Allocated are summarized in section VII.
e Reimbursable Costs to he used for calculating Medicaid Rates are summarized as follows:
o Section A, Capita! Costs, total reimbursable capital costs

o Section B, Plant Costs, total reimbursable plant costs

JUN 28 2018
Approval Date: Effective Date: 01/01/2018
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g. Proportionate Share Incentive Adjustment 2 (continued)

Medicaid Cost Report Summary

e Reimbursable Costs to be used for calculating Medicaid Rates (continued):

o Section C, Support Costs less Plant Costs, total reimbursable support costs less
reimbursable plant costs :

o Section D, Patient Care Costs less Therapy Costs (reimbursable therapy costs include
Physical Therapy, Occupational Therapy and Speech Therapy), total reimbursable
patient care costs less reimbursable therapy costs

Section E, Therapy Costs, total reimbursable therapy costs
Section F, Administrative Center Costs, total reimbursable administrative costs

Section G, Total Costs of A through F, grand total of all reimbursable costs, as
. identified ahave

Section H, Total Long Term Care Beds

Section 1, Total Long Term Care Patient Days

Scction J, Total Medicaid Patient Days

o Section K, Long Term Care Patient Days at 85% Occupancy

O

O o O

Proportionate Share Incentive Adjustment 2 (ProShare 2)

o The cost reports used are from the applicable claiming period for which such information is
utilized in the final settlement calculation of the Proportionate Share Incentive Adjustment 2
(ProShare 2). The calculation of ProShare 2 is performed as follows:

o All Medicaid payments are retrieved directly from the NH MMIS Health Enterprise
Portal (NH MMIS).
o Total reimbursable costs are taken from the Medicaid Cost Report Summary, Section G.

TN No: _18-0006
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g. Proportionate Share Incentive Adjustment 2 (continued)

Proportionate Share Incentive Adjustment 2 (ProShare 2) (continued)

o The amount of Nursing Facility Quality Assessment (NFQA) tax, included in
Administrative costs as identified above, are reduced to allow only the portion allocable

to Medicaid. This amount is calculated by multiplying the total amount of NFQA tax,
times 1 minus the Medicaid percentage calculated by dividing the Medicaid census by
the total All Payor census.

o Net All Payor allowable costs is total reimbursable costs less the disallowed portion of
the NFQA tax

o The Medicaid census (patient) days are taken from the Medicaid Cost Report Summary,
Section J.

o Total All Payor census (patient) days are taken from Medicaid Cost Report Summary,

D Section [.

o The percentage of Medicaid residents at the facility and is calculated by dividing the
Medicaid census by the total All Payor census.

o The allocable Medicaid costs are determined by multiplying the total costs by the
Medicaid percentage calculated referenced immediately above.

o A certification statement of total computable CPE is made by an officer of the
governmental provider on a State provided form.

o Reconciliation of interim payments on a facility specific basis is made based on audited
cost reports (see attachment A). Interim payments, in this context, are defined as an
initial estimate of final certified public expenditures based on the most recently

submitted cost report for each facility.

Cost Settlement

e Within 24 months of the end of a reporting period, the Department will compare its interim rates
for the period with final certified costs. If the interim payments exceed the audited costs, the
Department will return the federal share of the overpayments to the federal government pursuant
to 42 CR 433, Subpart P. If the final certified costs exceed the interim payments, the
Department will submit claims to the federal government for the underpayment. Following the
settlement of costs, if it is determined that the facility was overpaid, the Department would
recoup those payments. If it is determined that the facility was underpaid, the Department
would update the cestified public expenditure claiming and make the additional payment to the

facitities.

JUN 2 2018
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f{1). Supplemental Medicaid Nursing Home Payment

Licensed CMS nursing facilities, both private and county operated, which provide
Medicaid nursing home services shall be eligible to receive a supplemental nursing home
payment. Payments are made quarterly in the month following the quarter. Payments are
made in July, October, January, and April, and are based on the prior three months of
Medicaid paid dates of service applicable for that quarter. The purpose of the
supplemental payment is to eliminate or reduce to the maximum extent possible the
difference between the facility’s allowable Medicaid costs and the per diem payments
made to such facility which are derived from the nursing facility Medicaid acuity rate
setting system multiplied by the budget adjustment factor in Section 9999.8, page 29(f),

item 8 b.

The quarterly payment methodology is as follows:

1. The Department will allocate the supplemental pool quarterly among the eligible
licensed nursing facilities. The pool for the July 2019 quarterly payment is
$23,383,255. On a quarterly basis, the Department shall furnish to the facilities,
before supplemental payments are processed, a calculation exhibit which identifies

each facility’s calculated rate and supplemental payment for that quarter.

2. The supplemental pool shall be distributed based on each nursing facility’s relative
share of total Medicaid paid nursing home days as calculated by the NH Medicaid
Management Information System (MMIS). The total paid Medicaid nursing home
days for the July 2019 quarterly payment is 257,570. Relative share shall equal each
facility’s total paid Medicaid nursing home days per the MMIS divided by the total of
all nursing home paid Medicaid days (per the MMIS) for all facilities. (Facility total
paid Medicaid nursing home days divided by total Medicaid nursing home paid days =

relative share) x (supplemental pool $$) = supplemental payment.

Approval Date: 08/22/2019 Effective Date: 04/01/2019
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Tntorest will not be paid on underpayments nor collected on overpayments.

Patient
Personal
Accounts
9999.9

a.The accurate maintenance of patient accounts is critical for purposes of continuing

eligibility.

TN No,_03-002
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b.

Ce

d.
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Supersedes .

TN No._87-10

To remain eligible for nursing facllity care, the individual may
nave no more than $2,500 total resources. This amount may be
accumulated from more than one source, meaning that the patient
account 1s not always the cilent's sole resource,

Upon establishing an account for & patlent, the nursing home
should contect the District Offlce to determine ex!sting
resources to establish the maximum allowable personal account.

Under elther level of care, nursing homes must viev the
patient's total resources to be assured of continuing
ellglibility for payments.

Approved expenditures may be necessary to malntain patient
oligibliity. Such expendltures may include, but ere not |imited
to, application of all or part of the funds to the cost of
nursing care, purchese of personal items neoded or desired by
the patient, prepayment of funera! and burfal costs. These
expendltures must clearly desonstrate patient and/or
representative know|edge and approval @as detalled above.

ALl nursing faclilitles are required to malintaln en accounting
system for" the management of personal funds betonging to
patients residing there. There must be no charge for these
services and proper documentation must be malntalned. The
Bureau of Provider Audlts and Rate Setting will review personsl
needs accounts as 8 part of the tleld audit.

Patlents may handle thelr own funds provided t+hat they are able
to manage thelr own affalrs and that they do not keep
unreasonable sums of cash on thelr persons OF In thelr rooms,
1$ the nursing home Is the legal representative responsible for
managing @ patient's personal funds, such delegation of
authority shall be In sccordance with present State low and &
quarterly accounting of all transactions and current status
shali be provided.

A Declaration of Intent must be completed for each Medicald
reciplent residing in the Institution. This declaration must
dentify elther the nursing facility, the patient, the patient's
retatives, or his jegal guardlan as belng accountable for his
personal funds.

Approval Date iz Jé{ 70 Etfective Date_10/01/90
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As the patlents now residing in nursing homes retaln amounts
described 1n Attachment 2.6-A of the State Plan, it iIs
imperative that the accounting system be supported by adequate
records and bookkeepling procedures. This |s Important for fwo
(2) reasons:

(1) the patient can request @ quarterly accounting, and

(2) the accounts ere subject to audlt by the Divisio¥ of Human
Services =

A sample format which may be used as & ledger IS Included at the
end of this chapter.

A patient may make & withdrawal at any time during normai
¢acl|lty business hours. Under no circumstances ere funds to be
arbltrarily removed from @ paflenf's-accounf. The patient or
his representative must have a complete understanding and final
approvel of all transactions. Regerdless of whether It Is en
{ndividual or general account, any interest accrued belongs to
the patient(s) and not the facility or enyone else.

These funds may not be used to relmburse the home for the
differences between the customary charges and the Human Services
rate; that 1s, nO personal funds can be used to psy oOr
supplement payment for any ltem or gervice aiready (ncluded In
or coverable by Division of Human Services relmbursement to any
provlder.

Certaln 1tems such as enemd sets, syringes with needles and
suction catheters are payabie to the pharmaceutical supplier by
t+he Division of Human Services. These ere not proper cherges
ageinst the personal funds of & Medicald patient.

Approval Dste (ngyg ? gtfective Date_06/01/89
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Recurring charges [ndirectly inciuded In t+he faclllty's per diem
rates are also not proper charges against a patlent's personal
funds. Such charges may Include, but are not limited +o, the
following: shampoo, wheelchair rental, walker rental, geriatric

chalrs, johnnies, posey vests, personal

|aundry, non=therapeutic

lotions, disposable gloves, absorbent cotton, diapers. The
nursing home rate Includes the cost of an adequate supply of
equipment to carry out patlent treatments at the ICF level of

care., All those items | isted above &

|CF care and are Included In the per
Divislon of Human Services.

Approval Date (7 &7 J’//
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k. Medicaid recipient’s personal funds may be used to reimburse the pursing facility for leave days if it is
necessary to hold the bed during an absence. Use of these funds in this manner is subject to the
following:

(1) The Division of Human Services can make no payment for a day or period paid for by recipients
or their authorized representatives

(2) If a recipient’s personal funds are used, either the patients or their representatives or both must be
aware or and fully understand the propesed expenditure in advance, and grant permission in
writing for such use. The nursing facility must document the transaction in the patient’s personal
account.

. Legally, the money in the patient account of 2 deceased resident of a nursing facility beiongs to the
estate and should not be given to anyope except the administrator, executor, or voluntary administrator

. of the estate upon displaying proof of appointment.

m. The individual nursing home is responsible for the maintenance of these funds with control
mechanisms as are required. It is further suggested that a person other than the bookkeeper of the
funds reconcile the bank and cash funds at the end of the month.
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n. Maintenance of Funds For facilities with the exception of state owned and operated facilities, patient
deposits should be maintained in the following manner: )
(1) NF’s shall maintain residents’ personal funds such as, cash account funds and bank accounts.
(2) For cash account funds, pursuant to RSA 151, the NF shall determine the balance to be
maintained as a source of ready cash for residents.
(3) The minimum monthly amount of cash retained per recipient shall be the amount cited at RSA
167:27-a. -
(4) A receipt shall be obtained for all cash amounts given residents from this fund or any
expenditures made on their behalf.
. (5) Expenditures not related to residents’ personal peeds, such as the cashing of employee checks,
shall be prohibited.
(6) All amounts of residents’ personal funds in excess of the cash fund may be maintained in a bank
in a variety of ways, such as checking, savings accounts and certificates of deposit.
(7) Residents’ personal funds shall not be co-mingled with funds maintained for the general
operations of the nursing facility.
(8) Interest accumulated by residents’ personal funds accounts shall belong to those residents whose
money generates the interest.
(9) Allocation of interest income shall be made at least quarterly.
(10) All disbursements made by the NF on behalf of residents shall be supported by receipts and
invoices retained in the resident’s personal needs file.
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(11) Authorization by the resident or his/her authorized representative shall be obtained for all
disbursements described in (10) above.
(12) Upon receipt of monthly bank statements, the residents’ furids shall be reconciled to detail
ledgers and equal the checking or savings and cash fund balance.
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The State has in place 4 public process which complies with the
requirements of Section 1902(a)(13)A) of the Social Security Act.
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a. Reconsideration of Cost Report Adjustments
(1) There shall be two levels for appeal of cost report adjustments as described in MAM 9999.3
(s) and (t) as follows:

(2) A reconsideration by the department, through the bureau administrator of the bureau of
elderly and adult services, or his/her designee, as described in (2) through (6) below; and
(b) An administrative appeal as specified in MAM 9999.11(b).

(2) Providers may use either or both the reconsideration of cost reports adjustment as outlined in
9999.11(a) and the appeal process as outlined in 9999.11 (b).

(3) A NF provider may -request reconsideration of the proposed cost report adjustment(s) within
60 calendar days of the date of notification of the rate adjustments as described in MAM
99993 by submitting a request for reconsideration to:

NH Department of Health and Human Services
Bureau Administrator
Bureau of Elderly and Adult Services
. Brown Building
129 Pleasant Street
Concord, NH 03301-3843

(4) The NF provider shall submit a statement as to why the request for reconsideration is being
made and may submit any new or additional information that he/she wishes the burean chief

to consider.

(5) Atthe request of the NF provider, the reconsideration may be conducted by the bureau
administrator or his/her designee as an informal meeting between the NF provider and the
bureau administrator or his/her designee, or as a rev iew by the bureau administrator or his/her
designee of the information described in (6) (a) and (a) below.

(6) The bureau administrator or his/her designee shall make his/her decision on the
reconsideration based on:

(a) A reviewofall information submitted by the NF provider; and
() A review of the cost report adjustments proposed by the department to determine the
accuracy of the adjustments,

(7) The bureau administrator or his/her designee shall send a written decision of the
reconsideration to the NF provider within 10 business days of the hearing.

(8) If the provider disagrees with the decision rendered by the bureau administrator o his/her
designee, the provider may utitize the administrative appeals process in accordance with

. MAM 9999.11(b).
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b. Appeals Procedure
(1) Requests for administrative appeals by NFs, with the exception of state owned and operated
facilities, shall be directed to the department with a copy of the appeal sent to Bureau of Elderly
and Adult Services, Rate Setting and Audit Unit.
(2) The written request for an appeal shall be received by the department within 30 calendar days of
the date of the notice of the new Medicaid NF rates.
(3) Requests for appeals shall state the reason for the appeal.
(4) Appeals shall be held and heard in accordance with He-C 200.
(5) Inaccordance with 42 CFR 447 253(e), a provider shall request appeals:
. (2) As specified in He-E 806; and
(b) Due to the action or inaction of the department relevant to He-E 806.
(6) An NF provider may request an appeal regarding a rate set by the department.
(7) A provider shall not request an appeal regarding:
(a) The department’s internal rate setting methodology; or
(b) Federal or state constitutional law.
(8) The hearings officer shall deny any request for an appeal which is nct as described in (5) or (6)
above.
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¢. Retroactive Adjustment

If the fair hearing decision is in favor of the facility, the Bureau of Provider Adjustments and Rate
Setting will make a retroactive adjustment.

d. Findings and Conclusions

Any data, findings, conclusions, of the Fair Hearings Officer and any Department data in regard to any
provider appeal will be made available to the provider and will become part of the Division of Human
Services records.
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(a) If an NF was paid incorrectly, interest shall not be paid on underpayments nor collected on
overpayments.
(b) If an appeal decision is in favor of the NF, the department shall make the appropriate rate
adjustment(s), and payments, including any necessary retroactive payments.
(¢) Any outstanding resident credit balances over 6 months shall be reported to the depa:—ﬁnent ona
~ quarterly basis.
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There are State and Federal criminal laws which may apply to a provider who commits certain fraudulent
acts involving the Rate Setting Process for Long-Term Care Facilities under the Medical Assistance
Program (Medicaid) (See 42 CFR 455.1).

Under Federal law (Section 1909 for he Act codified as 42 USC 1396h) it is a crime to make a false
staternent or representation of a material fact in any application for any benefit or payment under the
Medicaid program. It is a crime to solicit or receive a kickback, bribe or rebate in return for purchasing,
leasing, ordering, or recommending purchasing, leasing or ordering of any goods or services for which
payment may be made in whole or part by the Medicaid program. This includes rebating of a false
statement of a material fact about conditions or operations of any institution or facility to secure Medicaid
certification is also a Federal crime.

Violation of these provisions is a felony punishable by a maximum prison sentence of five years and/or of
up to $25, 000.

. Under New Hampshire law (RSA 167: 17b) it is also a crime to intentionally make a false statement or do
any other fraudulent act to obtain benefits for payments under the Medicaid program. 1t is a crime to pay,
offer, solicit, or receive any bribe or rebate in retumn for purchasing, leasing or recommending the purchase
or lease of goods or services which will be paid for in whole or part by the Medicaid program. The New
Hampshire stature also forbids the providing of merchandise or services to a Medicaid recipient and billing
the Medicaid program for different goods and services or for goods and services not provided.

The maximum sentence for violation of these provisions is 15 years in state prison and/or a $2,000 fine.
The maximum fine is increased to $50,000 if a corporation commits the crime (see RSA 167:17 — ¢, RSA
651:2)

Both Federal and New Hampshire law make it a crime to solicit or receive any payment or donation as a
precondition to admitting or expediting the admission of a Medicaid patient to a long-term care facility or
as a requirement for a patient’s continued stay in such a facility.

It should be noted that a provider who commits any of these crimes may be prosecuted in both State and
Federal court.

8
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