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January 24,2020

Ms. Erin Campbell
Interim Medicaid Director
Bureau of Health Services Financing
Department of Health
628 North Fourth Street
Post Office Box 91030
Baton Rouge, Louisiana 70821-9030

RE: Louisiana 19-0031

Dear Ms. Campbell

We have reviewed the proposed amendment to Attachment 4.19-D of your Medicaid State plan
submitted under transmittal number (TN) l9-0031. This amendment proposes to reimburse
private intermediate care facilities for individuals with intellectual disabilities (ICF/IID) a one-
time, lump sum payments from the dedicated program funding pool.

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2),1902(a)(13), 1902(a)(30), 1903(a), and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFP. 447 Subpart C.

Based upon the information provided by the State, we have approved the amendment for
incorporation into the official Louisiana State Plan with an effective date of January 20,2020. A
copy of the CMS-179 and the approve plan page are enclosed with this letter.

If you have any questions, please call Tamara Sampson at (214) 767-6431.

Sincerely,

stin Fan
Director
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10. Private Facilities Dedicated Program Funding Pool Payments

Effective for providers licensed and operating Medicaid certified as of
September 1,2019; a one-time lump sum payment will be made to
intermediate care facilities for individuals with intellectual disabilities
(ICFs/IID).

Methodology
A. Payment will be based on each provider's specific pro-rated share of an

additional dedicated program funding pool not to exceed 94,665,635.

B. The pro-rated share for each provider will be determined utilizing the
provider's percentage of total annualized program Medicaid days.

Annualized program Medicaid days will be calculated utilizing the most

recently desk reviewed or audited cost reports as of July 1,2019.

C. The additional dedicated program funding pool lump sum payments shall

not exceed the Medicare upper payment limit in the aggregate for the
provider class.

D. The one-time payment will be made for the fiscal year ending June 30, 2020.
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