STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT Attachment 4.19-E

State Mississippi

DEFINITION OF A CLAIM

- For hospital outpatient, physician, dental, prescribed drugs, home health services,
and clinics, a claim is a line item with an associated charge to be adjudicated.

- For hospital inpatient services, a claim is a separate hospital billing issued for all
or a portion of the inpatient hospital stay. When a single hospital billing is com-
prised of more than one document, the billing should be counted as a single claim.

- A nursing home claim is defined as one claim per month per recipient stay.
Recipient stay is defined as consecutive days in a nursing home at the same
level of care.

- EPSDT claim is defined as one claim per line item.

- Cross-over claims are defined as the cross-over billing item.
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INTRODUCTION

This manual is for use by providers, their accountants, the
Division of Medicaid, and its fiscal agent in determining the
allowable and reasonable costs of Federally Qualified Health Center
 (FQHC) services furnished to Medicaid recipients. The plan
contains procedures to be used by each FQHC in accounting for its
operations and in reporting the cost of care and services to the
Division of Medicaid. These procedures will be used in determining
reimbursement to the provider of its allowable and reasonable

costs.

The program herein adopted is in accordance with Federal
Statute in the Social Security Act Section 1905(a) and (1) and
Section 1902(a) (13) (E). There are no federal regulations for
Medicaid for FQHC'’s. Each FQHC which has contractually agreed to
participate in the Title XIX Program will adopt the procedures set
forth in this plan and those set forth by federal regulations
and/or mandates. Payment for services will conform to Section 702
of the Medicare, Medicaid and SCHIP Benefits Improvement and
Protection Act (BIPA) of 2000 effective January l,.ZOQl. Until the
final methodology approved by the Center for Medicaid Services is
implemented, FQHC’s will be reimbursed in the interim based on the

provisions contained in the State Plan as of December 31, 2000.
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Thereafter, all claims paid with dates of service on and after
January 1, 2001 will be retroactively adjusted to January 1, 2001
to reflect the new provision of Section 702 of the Medicare,
Medicaid and SCHIP Benefits Improvement and Protection Act (BIPA)
of 2000.

In adopting these regulationsg, it is the intention of the
Division of Medicaid to pay one hundred percent of the allowable
and reasonable costs of covered services rendered to Medicaid

recipients.

As interpretations of and changes to this program are made,
appropriate revigions of this manual will be furnished to each
provider and interested parties. Care should be taken to insure

that revisions to the Plan are promptly inserted.

Questions relating to the implementation of this program or
relating to the interpretation of any of the provisions included in

this plan should be addressed to:

Bureau of Reimbursement
Division of Medicaid
Suite 801, Robert E. Lee Building
239 North Lamar Street
Jackson, Mississippi 39201-1399
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CHAPTER 1
PRINCIPLES AND PROCEDURES
1-1  REIMBURSEMENT PRINCIPIES AND PROCEDURES
All Federally Qualified Health Centers (FQHC’s) will be reimbursed
according to the principles and procedures specified in this plan.
Allowable costs are those costs necessary and reasonable for

performance of covered services required by Medicaid recipients.

A. General Principles

A PQHC's direct and indirect allowable costs related to covered
services will be considered in the findings and allocation of costs
to the Medicaid Program for its eligible recipients. Total
allowable, reasonable costs for a FQHC shall be apportioned between
third party payors and other patients so that the share borne by
Medicaid under Title XIX is based upon actual services and cost

related to medical assistance recipients.

A visit is defined as a face-to-face encounter between a FQHC
patient and a health professional during which a FQHC service is
furnished. Encounters with more than one health professional and
multiple encounters with the same health professional which take
place on the same day and at a single location constitute a single
visit, except for cases in which the patient, subsequent to the
first encounter, suffers illness or injury requiring additional

diagnosis or treatment.
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B. Reporting Reguirements
All FQHC's will submit to the Division of Medicaid one copy of the

Medicare cost report for information purposes using the appropriate
Medicare forms postmarked on or before the last day of the fifth
month following the close of its Medicare cost reporting year. The
yvear-end adopted for this plan shall be the éame as for Title
XVIII. All other filing requirements:shall be the same as for
Title XVIII. Should the due date fall oﬁ a weekend, a State of
Mississippi holiday or a federal holiday, the due date shall be the
first business day following such weekend or holiday. Extensions
of time for filing cost reports will not be granted by the Division
of Medicaid except for those supported by written notification of

the extension granted by Title XVIII.

The Medicare cost report should be mailed to:
Bureau of Reimbursement
Division of Medicaid
Suite 801, Robert E. Lee Building
239 North Lamar Street

Jackson, Mississippi 39201-1399

If the Medicare cost report is not received within thirty (30) days
of the due date, payment of claims will be suspended until receipt
of the reguired report. This penalty may only be waived by the

‘Executive Director of the Division of Medicaid.
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A FQHC that does not file a Medicare cost report within six (6)
calendar months after the close of its Medicare cost reporting vear
may be subject to cancellation of its provider agreement at the

Division of Medicaid'’s discretion.

C. Reimbursement Rates

The Medicaid Prospective Payment System (PPS) for FQHC's was

enacted into law under Section 702 of the Medicare, Medicaid, and

SCHIP Benefits Improvement and Protection Act (BIPA) of 2000

effective January 1, 2001. Beginning January 1, 2001, the rate

vear will be January 1 through December 31. In accordance with

Section 702 of the BIPA 2000 legislation, reimbursement rates shall

be established as follows: |

(1) For services provided on and after January 1, 2001, during
calendar year 2001, payment for services shall be calculated
(on a per vigit basisg) in an amount eqgual to 100% of the
average of the FQHC'’s reasonable costs of providing Medicaid
ccvéred services during fiscal vears 1999 and 2000. The
average rate will be computed from the FQHC Medicaid cost
reports by applying a forty percent (40%) weight to fiscal
vear 1999 and a sixty percent (60%) weight to fiscal vear 2000
and adding those rates together. If a FQHC first qualifies
during fiscal year 2000, the rate will only be computed fronm
the fiscal year 2000 Medicaid cost report. The PPS baseline

calculation shall include the cost of all Medicaid covered
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services including other ambulatory services that were
previously paid under a fee-for-service basis. This'rate will
be adjusted to take into account any increase or decrease
in the scope of servicés furnished by the FQHC during fiscal
year 2001. When the PPS methodology is approved by CMS, all
qlaimé with dates of service on and after January 1, 2001 will
be retroactively adjusted and paid at the PPS rate.
Beginning in calendar year 2002, and for each calendar year
thereafter, the FQHC is entitled to the payment amount (on a
per visit basis) to which the FQHC was entitled to in thé
previaﬁs year, increased by the percentage increase in the
Medicare Economic Index (MEI) for primary care services for
that calendar year, and adjusted to take into account any
increase or decrease in the scope of services furnished by the
FQHC  during that calendar vear. The rate will be
retroactively adjusted to reflect the MEI.
For purposes of this plan, a change in the scope of service is
defined as a change in the type, intensity, duration and/or
amount of service as follows:
(a) the addition of a new service (i.e. dental, EPSDT,
optometry) not previously provided by the FQHC:; and
(b) the elimination of an existing service provided by the
FQHC,
However, a change in the scope of service does not mean the

addition or reduction of staff members to or from an existing
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service. Also, a change in the cost of a service is not
considered in and of itself a change in the scope of service.
It is the responsibility of the FQHC to notify the Division of
Medicaid of any chénge in the scope of service and provide
proper documentation of said change.

{4) When a néw*pfoviaer first qualifies as a FQHC after fiscal
year 2000, payment for services shall be calculated (on a per
visit basis) in an amount equal to 100% of the FQHC's
reasonable costs of providing Medicaid covered services during
such calendar year based on the rates established for other
FQHC's in the same or adjacent area with a similar case load.
In the absence of such a FQHC, the rate for the new provider
will be based on projected costs (estimated expenditures).
After the FQHC's initial year, a Medicaid cost report must be
filed in accordance with this plan. The cost report will be
desk reviewed and a rate shéll be calculated (on a per wvisit
basis) in an amount equal to 100% of the FQHC's reasonable
costs of providing Medicaid covered services. The FQHC may be
subject to a retroactive adjustment based on the difference
between projected and actual allowable costs. After the
initial vyear, payment for servi;es shall be calculated in

accordance with paragraph (2).

Reimbursement rates may be changed during the calendar vear in

accordance with other provisions described within this plan.
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Payment rates may be adjusted by the State pursuant to changes in
Federal and/or State laws or regulations. All plan changes must be

approved by the Center for Medicaid Services.

D. Public Notification

The Division of Medicaid will provide an opportunity for interested
members of the public to review and comment on the rate methodology
before it is implemented. This will be accomplished by publicizing
in a newspaper with statewide circulation at least thirty (30} days
prior to implementing the rate methodology or prior to making
changes thereto. A period of thirty (30) days will be allowed for

commeant .

E. Plan Amendments |

Amendments to the Mississippi Medicaid State Plan will be made in
accordance with Section 43-13-117 of the Mississippi Code of 1972.
The state has in place a public process which complies with the

requirements of Section 1902(a) (13) (A) of the Social Security Act.

1-2 " DESK REVIEW FOR NEW PROVIDERS
The purpose of the desk review is to determine the necessity and
reasonableness of FQHC costs in - order-to determine- the allowable

costs used in the calculation of the prospective reimbursement

rate.
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The desk review will be directed toward the review and evaluation.
of cost reports prepared by FQHC’s in accordance with the State
Plan.- The Division of Medicaid has adopted the percentile
limitation of reported overhead «costs of the facility,
administration and management of the FQHC as the basis Ffor
screening'unreasonably high costs for providing FQHC services. The
Division of Medicaid has also adopted the health care staff
productivity screening guideline as the basis for screening

unreasonably high staffing levels or low productivity of staff.

The desk review procedures will consist of, but not be limited to,
testing cost reports for completeness, accuracy, consistency and
compliance with the program objectives. Limited adjustments may be
made to rates reported by FQHC's based upon desk review findings.
Other adjustments may be made to the reported rate based on
administrative decisions of the Executive Director of the Division
of Medicaid and audit findings based upon "on-site" field audits.
Providers will be notified of all proposed adjustments and will be
allowed 30 days from the date of such notice to furnish additional
information to the desk auditor. The concurrence of the individual
FQHC will be requested when adjustments are indicated; however,
their non-concurrence will not prevent adjustments from being
accomplished. Facilities will have the right of appeal in "non-
concurrence" circumstances if they desire to do so, in accordance
with provisions of Paragraph 1-5.
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Desk review procedures consist of the following broad steps:

(1) Cost reports will be reviewed for completeness, accuracy,
consistency and compliance with the State Plan. Necessary
adjustments will be made. All findings and adjustments will
be summarized in writing.

(2) All desk review findings will bejpreparedband.sent to the FQHC

indicating all adjustments and changes.

1-3 AUDIT PROCEDURES

Pursuant to the provider agreement, the audit procedures will
consist of, but not be limited to:

A. Appropriate audits, utilizing generally accepted auditing
standards, shall be conducted by the Division of Medicaid or
contract auditors, to verify accuracy and reasonableness of
information contained in all financial and statistical reports.
Generally speaking, the Division of Medicaid will follow the audit
standards specified by the American Institute of Certified Public

Accountants (AICPA).

B. All participating FQHC’'s will receive a field audit of their
initial Medicaid cost report to verify  the accuracy and
reasonableness of the financial and statistical information

contained in the Medicaid cost report.

C. auditing personnel will analyze and audit cost reports,
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financial records, and patiént records to verify that:
(1) only allowable costs have been included in computations;
(2) costs are properly allocated to cost centérs and are
reasonable; and
(3) wvisits and full-time equivalents reported are actual and

agree with center medical records.

D. The Division of Medicaid staff or contract auditors will review
all financial and statistical reports to verify (to the extent
possible) that all facilities have submitted reports properly and
timely. When a facility has not complied, the auditors will

conduct auditing as deemed appropriate.

FE. Upon completion of each audit, the auditors will submit to the
Division of Medicaid a report of audit which meets generally

accepted auditing standards.

F. The audit report will be sent to the FQHC indicating all
adjustments and changes. The FQHC may be subject to a retroactive
adjustment based on the difference between projected and actual

allowable costs.

G. All audit reports will be retained by the Division of Medicaid

for five (5) vears following the date of completion.
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1-4 RECORD KEEPING REQUIREMENTS

FQHC'’s are required to maintain adequate financial recorxrds and
statistical data for proper determination of costs payable under
the program. The required cost report must be prepared on the
accrual basis of accounting and based on financial and statistical
records maintained by the provider. Cost information must be
current, accurate, and in sufficient detail to sﬁpport cost set
forth in the report. This includes all ledgers, books, records and
original evidence of cost (purchase requisitions for supplies,
invoices, paid checks, inventories, time cards, payrolls, basis of
apportioning costs, etc.) which pertain to the determination of
reasonable costs. Statistical data should be maintained to provide

for proper determination of provider visits.

All required cost reports and supporting files will be maintained
by the FQHC and the Division of Medicaid for a period of five (5)
vears after submission. The FQHC will consider for cost finding
allowable direct, indirect and related organization costs applying
to Medicaid recipient care. The reasonableness of all allowable
costs will be based on HCFA Pub. 15-1 standards except as otherwise
described in this plan. Allowable costs will be accounted for in
accordance with generally accepted accounting principles. All
financial and statistical records must be made available to State

and Federal audit authorities.
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