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30~10-214 (1)

30-10-214. ICF~MR rates of reimbursement. (a) Rates for ICF‘s-MR.

(1) The determination of per diem rates shall be made, at least annually
by the secretary, on the basis of the cost information supplied by the provider
and retained for cost auditing. The cost information for each provider shall S;h
compared with 1imits established based on the level of care needs of clients to
determine the allowable per diem cost.

(2) Ownership allowance shall be determined as follows:

(A) All ICF’s~MR initially certified to participate in the medtcaid/m;alkan
program prior to July 1, 1991 shall be held to the established ownership
allowance. |

{B) All ICF's-MR certified on or after July 1, 1991 ghall be subject to an
absolute cap on ownership costs. '

(3) Per diem rates for the following cost centers shall be limited by
absolute caps:

(A) The cost center limits shall be based on facility size and level of
care. The cost centers and limiting factors are as follows:

(i) Direct setvic. based on facility size and level of care. Direct
" gervice consists of the room and board ‘and health care cost centers in the ICP-MR
financial and statistical report. |

(1i) Administration based on facility size. _

{(441) Plant operating shall be based on total allowable costs.

(B) The absolute caps shall be reviewed at 1least annually for
reasonableness based on the reimbursement model and the allowable historical
costs. The absolute caps shall be approved by the secretary or a designated
official. '
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(4) To establish a per diem rate for each provider by facility size and
level of care, a factor for inflation may be added to the dllowable per diem
cost. The per diem rate shall be based on the lower of the actual allowable cost
or the Ab;olute cost center limits. After the rate is established for a
provider, a detailed listing of the computation of that rate shall be provided
to the provider. The effective date of the rate for existing facilities shall
be in accordance with subsection (a) of K.A.R. 30-10-215.

(b) Comparable service rate limitations.

(1) Intermediate care facilities for the mentally retarded and persons with
related conditions. The per diem rate for intermediate care for the mentally
retarded and persons with related conditions shall not exceed the rate or rates
charged to clients not under the medicaid/medikan program for the same level of
care in the ICF-MR and for the same types of services.

{2) All private pay rate structure changes and the effective dates shall
be reported on the uniform cost report.

{3) The agency shall be notified of any private pay rate structure changes

‘within 30 days of the effective date of a new medicaid rate. .

(4) Providers shall have a grace pericd to raise the rate or rates charged
t9 clients not under thov medicald/medikan program for the same level of care in
the ICF-MR. _

(A) The grace period shall end the first day of the third calendar month
following notification of a new medicalid/madikan rate.

(B) The notification date is the date typed on the letter which informs the
provider of a new medicaid/medikan rate.
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(C) There shall be no penalty during the grace period if the rate or rates
charged to clients not under the medicaid/medikan program are lower than the
medicaid/medikan rate.

{D) If the rate or rates charged to clients not under' the medicaid/medikaﬁ"
program are lower than rates charged to medicaid/medikan clients after the grace
period, the medicaid/medikan rate will be lowered as of the original effective
date of the most recent changea.' .

{c) Rates for new construction or bed additions. The per diem rate or
rates for newly constructed ICF’s-MR shall be based on a projected cost report
submitted in accordance with K.A.R. 30-10~213. No rate shall be pald until an
ICF-MR financial and statietical report is received and approved. Limitations
established for existing facilities providing the same level of care shall apply.
The effective date of the per diem rate shall be in accordance with K.A.R.
30-10-215.

(d) Change of prov.lder.

(1) when a new provl.dor uke- no change in the faciuty, number of beds or
operations, the interim payment rate for the first 12 months of operation shall
be based on the historical cost data of the prevloga owner or provider. The new
owner or provider shall file a 12-month historical cost report within three
months after the end of the first 12 months of operation and ancther one within
three months after the end of the providar'’s fiscal year established for tax or
accounting purposes. The rates detomi;:ed from these cost reports sghall be
effective in accordance with K.A.R. 30-10-215.
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(2) The agency may approve a new rate based on a projected cost raport when
the care of t.h; clients is certified to be at risk by the Kansas department of
health and environment because the per diem rate of the previous provider is not
sufficient for the new provider to provide care and services in conformity with
applicable state and federal laws, regulations, and quality and safety standards.

(e) Per diem rates with errors.

(1) When per diem rates, whether based upon projected or historical cost
data, are audited by the agency and are found to contain errors, a di.rect'canh
settlement shall be required between the agency and the provider for the amount
of money overpaid or underpaid. If a provider no longer operates a facility irith
an identified overpayment, the seattlement shall be reccuped from a facility owned
or oﬁernted by the same provider or provider corporation unless other
arrangements have been made to reimburse the agency. A net settlement may be
made when a provider has more than one facility involved in settlements.

(2) Per diem rates for providers may be increased or decreased as a result
of a desk review or audit on the provider‘’s cost reports. Written notice of
these per diem rate changes and of the audit findings due to an audit shall be
sent to the provider. Retroactive adjustments of rates paid during any
projection period shall apply to the same period of time covered by the projected
rates. .

(3) Providers have 30 days from the date of the audit report cover letter
to request an administrative review of the audit adjustments tiut result in an
overpaymné or underpayment. The request shall specify the finding or findings
that the provider wishes to have reviewed. _

(4) Any audit exception i.nposed on the agency by the department of health

and human services due to provider action may be recovered from the provider.
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(f) Provision of services out-of-state. Rates for clients served out-of-
state by certified participants in a medicaid program shall be the rate or rates
approved by the agency. All payments made for services provided outside the
state of Kansas require prior authorization by the agency.. The effective da.t':'ew
of this regulation shall be October 1, 1991. (Authorized by and implementing
K.S.A. 1990 Supp. 39-708¢; effective, T-30-12-28-90, Dec. 28, 1990; effective
March 4, 1991; amended Oct. 1, 1991.) '
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