
STATE PLAN UilDER TITLE XIX OF THE SOC1{IL SECI!r~lTY ACl

STANDARDS FOR INSTITUTIONS

1. The types of insti1utions in VJhich medical can:~ and -:;ervicc<, 'lr1y be
provided under the Plan are as follows:

A. Institutions, Ot' identifiablr parts of institutions, li "Ised v
approved under the rules, regulations, and standards applicable to IH'spital,
including:

1. General and special hospitals, bnth plJblic and pt'hldie;

2. Mental Hospitals, both public and private.

B. Institutions, or identifiablp parts of institutions, liCEnsed or
approveJ urder the rules, regulations, Jnd standards applicable to '0ng term
care facilities, including:

1. Skilled Nursing Facilities (SNF)

2. Intermediate Care Facilities (ICF)

3. Intermediate Care Facilities/Mental Retardation (ICF/MR)

II. The ~L~ Jersey State Department of Health has been designated in a
written agrc~ment between the New Jersey Department of Human Services and the
r~ew ,lrrsey Department of Health as the State Authority responsible for
establishing and maintaining health standards for private or public institu' ions
that provide services to Medicaid recipients. The Department of Human Services
has authority over public psychiatric hospitals.

Regulations concerning the Manual of· Standards For Licensure of Lon0 Tr,1r

Care Faciliti~s appear in the New Jersey Administrative Code, Titl~ 8, Subtitle
Chapter 39, as authorized by New Jersey Statutes Annotated 26:2H-l et seq.

Regulations concerning the Manual of Standards for Hospital Facilities
appear in the New Jersey Administrative Code, Title 8, Subtitle D, Chapter 43.8,
as authorized by New Jersey Statutes, Annotated 30:11-1 et seq.

III. Made 3 part hereof are copies of the standards previJusly forwarded LO be
utilized by such State authority for these medical institutions, which include
standards related to the factors specified in I, cited above.

IV. The State agency shall abide by the Standards for Utilization Control
promulgated by the SCCl'etary of Hcalth and Human Services.

NOTE: The New Jersey Medicaid Program is operating under a Section 1861
waiver of the UC requirements

Rcgulations concerning the Licensing of Nursing Home Administrators appear
in the New Jersey Administrative Code, Title 8, Subtitle D, Chapter 34 as
duthorized by New Jersey Statutes Annotated 26:2H-27 and 26:2H-28.
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V. The State agency will provide for cooperative arrangements with the
standard-setting authority to upgrade and extend needed institutional cale.

VI. Periodic Medical Review and Medical Inspection in Long Term Care
Facilities and Mental Hospitals.

A. With respect to patients eligible under this State Plan who
are admitted to a skilled nursing facility, intermediate care facility, or
institution for mental disease or who make application for assistance under
the plan while in such a facility, the State agency will:

1. Provide for a medical review (including medical evaluation)
of the need for care in such a facility, a written plan of care, and, where
applicable, a plan of rehabilitation. Such review and plan will be made by
the patient's attending physician. Methods and procedures will be followed
in each case which assure that, prior to admission or to authorization of
payment, as may be appropriate, the requirements of 42 CFR 456.160 (Mental
Hospitals), 456.280 (SNF's), and 456.360 (ICF's) with respect to complete
medical evaluation, plan of care, and written report are met.

2. Provide for periodic inspections to be made in all facilitie~

caring for patients under the plan by one or more medical review teams which
are composed of one or more physicians and other appropriate health and
social service personnel, functioning under the physician member's supervision
and having no member employed by or with any financial interest in any nursing
home.

3. Provide for methods and procedures in accordance with
Subpart 1. 42 CFR 456.600 which will assure that:

a. Inspections can be made at appropriate intervals in
all facilities caring for such patient, with at least one inspection made in
each facility not less often than annually;

b. No physician member of a team inspects the care of
patients for whom he is attending physician;

c. No facility is notified of inspection more than 41:
hours before team arrival; and

d. The inspection includes personal contact with and
cbservation of each patient and review of his medical record.

4. Provide for methods and procedures in accordance with
42 CFR 456.611 which will assure that requirements for content, prompt
submittal and processing of reports are met and that State agency takes
appropriate follow-up action.

80-.25-MA
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VII. The State agency will provide for consultative services by health
agencies and other appropriate agencies of the State to hospitals,
nursing homes, home health agencies, clinics, laboratories, and other
appropriate institutions to assist them (a) to qualify for payment for
authorized services rendered to persons eligible for medical assistance;
(b) to establish and maintain appropriate fiscal records, and (c) to
provide information needed to determine the amounts of payments properly
due for services rendered.

80-25-MA
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STATE PLAN UNUEI( TITLE XIX OF THE SOCIAL SECUHITY ;\CT

COOPERATIVE: AIUL\.NGEl';EiTTS InTIl STATE BEALTH AND STATE VOCATIONAL REHI\BILITATIOi'i

AGENCIES AND \UTE TITLE V GRANTEES

1. The State agc'ncy has TIk'lde cooperative arrangements "Jith State health
and State vocational rehabilitation agencies (including agencies which ad
minister or supervise health or vocational rehabilitation services) directed
tow"rd maximum uti.lIza Lion of such f3ervices in the provision of medical
assistance under the plan.

2. The State ai,ency haf:; m£,de coopenltLve ,::rrrangements with grantees under
Title V of the Social Security Act to provide for utilizing such grantee
agencies in furnishing, to medical assistance recipients, care and services
,,,hieh are available under Title V plans or proj(;cLs and are included in the
State plan for Title XIX. Such s include, \~lere requested by the
Title V grantee, provision for re~nburs the Title V grantee for care or
services furnished by or through such to individuals eligible there-
for under the Title XIX plan, and art? in ,'!cLting.

3. The arr s vJith State health and State vocational rehabilit:JLLon
a , and v;:ith TitLe V cos that reque'~t provif.>:i.on for reirnburr3(;ment
include a deser tio~ as appropriate, of the items ied in 45 eFR 251.
10 (a)(3),
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

COOPERATIVE ARRANGEMENT WITH NEW JERSEY WIC PROGRAM

4. The State agency has made cooperative arrangements with the
Supplemental Food Programs for Women, Infants and Children (WIC) in order to
coordinate services to all Medicaid recipients who are either pregnant
women, postpartum women during the six months after termination of
pregnancy, women up to one year postpartum who arebreastfeeding thaif·
infants or who have children below the age of five~ Both the Medicaid
Program of New Jersey and the New Jersey WIC Supplemental Food Program agree.
to inform their respective recipients and clients about the availability of
benefits for those individuals and families who may be eligible for the
other program. The WIC agencies will provide information and referrals to
WIC applicants who appear Medicaid eligible but are not participating.
The Division will encourage county boards of social serVices/welfare
agencies to refer potential WIC recipients to WIC local agencies. Both WIC
of New Jersey and New Jersey Medicaid will coordinate services and outreach
activities where possible.

91-11-MA (NJ)
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STATE PlAN UNDER TITlE XIX of the SOCIAL SECURITY ACT

COOPERATIVE ARRANGEMENT with STATE DEPARlMENT of EDUCATION

School-Based Rehabilitative Services:

5. The State agency has cooperative arrangements with the New Jersey
Department of Education to permit Medicaid reimbursement for certain
medical services provided to Medicaid-eligible children in school
settings pursuant to Part 8 of the federal Individuals with Disabilities
Educat ion Act.

.'

93-26-MA (NJ)
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STATE PlAN UNOER TITLE XIX of the SOCIAL SECURITY ACT

COOPERATIVE ARRANGEMENT with STATE OEPARTMENT of HEALTH

Multidisciplinary Rehabilitative Services, Early Intervention:

6. The State agency has cooperative arrangements with the New Jersey
Department of Health to permit Medicaid reimbursement for certain
medical and case management services provided to infants and toddlers
with disabilities under the provisions of Part H of the federal
Individuals with Disabilities Education Act.

93-29-HA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Interagency Agreement Between the Department of Human Services and
the Department of Health and Senior Services

The Single State agency, the New Jersey Department of Human Services (DHS), has
made an interagency agreement with the New Jersey Department of Health and Senior
Services (DHSS), in order to enhance access by consolidating all senior services within
DHSS.

The agreement allows DHSS to exercise policy and budgetary responsibility for the
following programs, services, and functions:

*

*

*

*

*

*

*

Community Care Program for the Elderly and Disabled Waiver (CCPED);

Assisted Living/Alternate and Family Care Waiver;

Medical Day Care program;

Pre-Admission Screening; Pre-Admission Screening Annual Resident
Review (PAS/PASARR);

Clinical audits of Nursing Facility level services providers;

Rate setting, rate policy and provider support for nursing facilities; and

Peer Grouping.

The agreement also allows DHSS to process SLMB eligibility applications to DHS for
eligibility determination.

96-31-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Staterrerritory: New Jersey

LIENS AND ADJUSTMENTS OR RECOVERIES

1. The State uses the following process for determining that an
institutionalized individual cannot reasonably be expected to be
discharged from the medical institution and return home:

2. The following criteria are used for establishing that a permanently
institutionalized individual's son or daughter provided care as specified
under regulations at 42 CFR 433.36(f):

3. The State defines the terms below as follows:

a Estate: The term "estate" with respect to a deceased individual shall
include all real and personal property and other assets included within the
individual's estate, as defined in New Jersey statutes, as well as any other
real and personal property and other assets in which the individual had
any legal title or interest at the time of death, to the extent of that interest,
including assets conveyed to a survivor, heir or assign of the individual
through joint tenancy, tenancy in common, survivorship, life estate, living
trust or other arrangement as well as any proceeds from the sale of such
property which remains in the estate of the survivor, heir or assign of the
individual, to the extent of the individual's interest.

a The term "other arrangement" shall include, but not be limited to, any trust
or annuity in which the beneficiary had an interest at the time of death,
including a trust or annuity established by a third party, subject to certain
exclusions and conditions set forth in State regulations.

a individual's home

a equity interest in the home

a residing in the home for at least one or two years on a continuous basis,
and

o lawfully residing.

00-7-MA(NJ)

200t

ZODI

.... f ..~_

tAUG 4
....... Supersedes TN 95-43



Revision: HCFA-PM-95-3 (MBl
May 1995 Attachment4.17-A r...~.r... fl~... 'Ail

Page 2 ~UI . ilUUi

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Staterrerritory: New Jersey

4. The State defines undue hardship as follows:

Please see Addendum to attachment 4. 17-A, number 4.

5. The following standards and procedures are used by the State for waiving estate
recoveries when recovery would cause an undue hardship, and when recovery is not
cost-effective:

Please see Addendum to Attachment 4.17-A, number 5.

6. The State defines cost-effective as folloVJs (include methodology/thresholds used to
determine cost-effectiveness): "

The amount to be recovered is in excess of $500.00; and the gross estate is in
excess of $3000. In the case of an individual who became deceased on or after April
1, 1995, cost-effectiveness shall be found to exist when the expense of the process
of collection of the Division's claim does not exceed the amount likely to be collected.
The term "expense" shall include but not necessarily be limited to: Division staff
salary and benefits; salary and benefits of any ancillary staff, to include the
Department of Law and Public Safety, County Welfare Agencies, etc.; indirect costs,
including overhead; the costs of anticipated legal, quasi-legal, or administrative
proceedings; and any other incurred or anticipated costs that the Division, in its sole
discretion, determines are likely to be incurred.

7. The State uses the following collection procedures (include specific elements
contained in the advance notice requirement, the method for applying for a waiver,
hearing and appeals procedures, and time frames involved):

Please see Addendum to Attachment 4.17-A, number 5.

:,;,Q5- Lf3 fl.pprov(ll Date...!,_E_B_1_21_996
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OFFICIAL
4. Undue hardship can be demonstrated only if the estate subject to recovery is or
would becqme the sole income-producing asset of tbe survivors, and pursuit of recovery
is likely to result in one or more of those survivors becoming eligible for public
assistance and/or Medicaid benefits.

There·shall be a rebuttable presumption that no undue hardship exists if the hard
ship resulted from estate planning methods under which assets were divested in order
to avoid estate recovery.

5. Upon receipt of written notice that the estate is subject to a recovery claim by
the Division, the estate representative shall have 20 days from the date of receipt
of the notice to file a request for a waiver or compromise of the DivisionIs claim
based upon undue harship, together with evidence in support of the request. If that
request is not received by the Division within the time limit specified, the Division
will not grant a waiver or compromise based upon undue hardship. Upon receipt of c
timely request, the Division will evaluate the request and the evidence submitted,
and will notify the applicant in writing of its decision within 45 days from the date
that the request was received. If the estate representative wishes to contest the
Division's decision, a written request for a hearing must be submitted to the Division
. 5thin 20 days from the date of receipt of that decision. This request will be for-

~\rded by the Division to the Office of Administrative law, which will notify the par
~ies of the hearing date and venue, and will provide a description of the hearing

process. Subsequent to the hearing, the formal decision of the Office of Administra
tive law will include a description of the process leading to the final agency decision
as well as the appeal rights available to both parties.

95-22-MA
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: NEl~ JERSEY

A. The following charges are imposed on the categorically needy for services othe~ than those provided
under section 1905(a)(1) throu~h (5) and (7) of the Act:

~

Effective Date OCT. 'I '1985

HCFA 10: 0053C/0061E

v

Approval Date ore 'I 3 1985

!
Type of Charge

Amount andl Basis for DeterminationService Deduct. Coins. Copay.
I
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C)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: NE\~ JERSEy

(

B. The method used to collect cost sharing charges for categorically needy
individuals:

L-/ Providers are responsible for collecting the cost sharing charges
from individuals.

L-/ The agency reimburses providers the full Medicaid rate for a services
and collects the cost sharing charges from individuals.

C. The basis for determining whether an individual is unable to pay the
charge. and the means by which such an individual is identified to
providers, is described below:

-OffreiAt~-··---~-----------_·-

l
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STATE PLAY UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: NEW JERSEY

(

D. The procedures for implementing and enforcing the exclusions from cost
sharing contained in 42 CFR 447.53(b) are described below:

E. Cumulative maximums on charges:

L-/ State policy does not provide for cumulative maximums.

L-/ Cumulative maximums have been established as described below:

OFFICI.Al
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

state: NEW JERSEY

A. The following charges are imposed on the medically needy for services:

1 1985OCT.
Effective DateApproval Date ncr 1 3 1985

I
Type of Charge

I

Amount and ~~SiS for DeterminationService Deduct. Coins. Copay.
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(

B. The method used to collect cost sharing charges for medically needy
individuals:

L-I Providers are responsible for collecting the cost sharing charges
from individuals.

L-/ The agency reimburses providers the full Medicaid rate for services
and collects the cost sharing charges from individuals.

C. The basis for determining whether an individual is unable to pay the
charge, and the means by which such an individual is identified to
providers. is described bAlow:

OFFIC'~I
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(

D. The procedures for implementing and enforcing the exclusions from cost
sharing contained in 42 CFR 447.53(b) are described below:

E. Cumulative maximums on charges:

L-/ State policy does not provide for cumulative maximums.

L-/ Cumulative maximums have been established as described below.

OFFICJ.~t
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

S~ate/Territory: N_e_w__J_e_r_s_e~y __

Premiums Imposed on Low Income Pregnant Women and Infants

A. The following method is used to determine the monthly premium imposed on
optional categorically needy pregnant women and infants covered under
section 1902(a)(10)(A)(ii)(IX)(A) and (B) of the Act:

B. A description of the billing method used is as follows (include due date
for premium payment, notification of the consequences of nonpayment, and
notice of procedures for requesting waiver of premium payment):

*Description provided on attachment.

TN No. 17-,~ 9 ~JAN 15 1992
supersedes Approval Date
TN No. -NeW;

Effective Date OCT 0 1 1991
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S~ate/Territory:

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

New Jersey

C. State or local funds under other programs are used to pay for premiums:

Yes No

D. The criteria used for determining whether the agency will waive payment of
a premium because it would cause an undue hardship on an individual are
described below:

*Description provided on attachment.

TN No.
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TN No.

Approval Date JA.N 1 S 1992 Effective Date OCT 0 1 1991

HCFA 1D: 7986E



Revision: HCFA-PM-91- 4
AUGUST 1991

(BPD)OFf1&\ ATTACHMENT 4.18-E
Page 1
OMB No.: 0938-

~tate /Terr i tory:

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

New Jersey

Optional Sliding Scale Premiums Imposed on
Qualified Disabled and Working Individuals

A. The following method is used to determine the monthly premium imposed on
qualified disabled and working individuals covered under section
1902(a)(10)(E)(ii) of the Act:

B. A description of the billing method used is as follows (include due date
for premium payment, notification of the consequences of nonpayment, and
notice of procedures for requesting waiver of premium payment) :

*Description provided on attachment.

TN No.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New Jersey

C. State or local funds under other programs are used to pay for premiums:

L/ Yes L/ No

D. The criteria used for determining whether the agency will waive payment of
a premium because it would cause an undue hardship on an individual are
described below:

*Description provided on attachment.

TN No. 9'7-3~
supersede~1 __'~_~proval
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State Of New Jersey

Inpatient Reimbursement for General Acute Care Hospital Based on DRG Weights
And a Statewide Base Rate

1. Effective date

(a) Effective for inpatient services with discharge dates effective on and after October 1,
2018 general acute care hospitals will be paid in accordance with New Jersey Medicaid
Diagnosis Related Groups (DRG) Reimbursement System described in this subchapter.

(b) If the initial rate year is a partial year, all rate setting components used to calculate
inpatient reimbursement delineated below will remain the same for the second rate

year, except that the final rates will be increased by the economic factor applicable to
that rate year as described in Section 6(c).

18-0007 MA(NJ)

TN: 18-0007

Supersedes: 10-07

Approval Date: JAN 16 20)9

Effective Date: oc~r<(izoia
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Section 2, Definitions

The following words and terms, as used in this subchapter, shall have the following
meanings, unless the context clearly indicates otherwise.

"Add-on amount" means an amount, calculated as a percentage of the Statewide base
rate, which is added to the Statewide base rate, and which is determined on a hospital-
specific basis using criteria established by the Division that recognizes the additional
costs associated with treating a high volume of Medicaid and other low income patients.

"Calibration" means the adjustment factor effective on and after October 1, 2018,
multiplied by All Patient Refined Diagnosis Related Groups (APR-DRG) national
weights to reflect New Jersey-specific weights. Calibration assures SFY 2016 Dates of
Discharge Fee-For-Service claim volume will be budget neutral with the previous DRG
based system.

"Calibration factor" means the factor by which all national weights are multiplied to
determine New Jersey specific weights. The factor is 1.604.

"Delegated" means Quality Improvement Organization's process by which hospitals are
authorized to have in-house medical staff conduct utilization review. A delegated
hospital would be subject to oversight by the QIO for compliance and continued
authority.

"Diagnosis Related Groups (DRGs)" means a patient classification system in which
cases are grouped by shared characteristics of principal diagnosis, secondary
diagnosis, procedures, age, sex and discharge status. DRG's are a four digit code
where the first three digits are the diagnosis / disorder grouping and the fourth digit is
severity of illness (SOI).

"DRG weight" means the New Jersey specific DRG weight that equals the national
APR-DRG weight developed by 3M Health Information Systems, Inc., version 34,
multiplied by the calibration factor. Calibrated DRG weights, and the version number of
the 3M weights in use, will be accessible on the New Jersey Medicaid Management
Information System website at:

httDS://www. nimmis. com/documentDownload. asDX?document=APR-

DRGDescriDtionAndWeiahts34. Ddf effective on and after October 1, 2018.

18-0007 MA(NJ)

TN: 18-0007

Supersedes: 09-02

Approval Date: JAN 16
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Final rate" means a hospital's inpatient rate per case, which includes the Statewide
base rate and the hospital's add-on amounts, if applicable, trended for inflation to a
given rate year.

"Geometric mean length of stay" is the value derived by multiplying all of the lengths of
stay for a DRG and then taking the nlh root of that number, where "n" equals the number
of discharges, For the purposes of calculating the "DRG daily rate" this calculation is
done using trimmed 3M values(rounded to a whole number); for the purposes of
calculating the "day outlier payment for alternative level of care days" this calculation is
done using untrimmed (non-rounded) 3M values. Geometric mean lengths of stay by
DRG can be found on the New Jersey Medicaid Management Information System
website:

httDS://www. nimmis. com/documentDownload. aspx?document=APR-
DRGDescriptionAndWeiahts34.Ddf effective on and after October 1, 2018.

"Non-delegated" means the Quality Improvement Organization retains responsibility to
perform all of the utilization review activities in a hospital.

"Quality Improvement Organization" or "QIO" means an organization, which is
composed of or governed by active physician, and other professionals where
appropriate, who are representative of the active physicians in the area in which the
review mechanism operates and which is organized in a manner that insures
professional competence in the review of services; formerly known as a peer review
organization or a utilization review organization.

"Rebasing" means setting the Statewide base rate using a more current year's claim
payment data.

18-0007 MA(NJ)

TN: 18-0007

Supersedes: 09-02

Approval Date: JAN 162019
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"Statewide base rate" means a rate per case, which applies to all general acute care

hospitals based on the total Medicaid inpatient fee-for-service payment amount estimated

for a given rate year.

"Utilization review" means: 1. A review of medical necessity and/or appropriateness

conducted during a patient's hospitalization, consisting of admission and continued stay

certification; or 2. A medical record review performed after a patient has been discharged.

09-02-MA (NJ)
TN: 09·02·MA (NJ)
Supersedes 93-11; 95-07; 96-23; 98-26;
01·26; 02·05; 04-04

Approval Date AUG 19 2009
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3.. Calculation of the DRG payments

For discharges on or after October 1, 2018 the following methodology is used:

(a) The DRG weight is:

the national DRG weight developed by 3M Health Information Systems, Inc.,
multiplied by a calibration factor.

Current calibrated weights can be found at the Division's website:

https://www. nimmis. com/documentDownload. asDx?document=APR-
DRGDescriDtionAndWeiahts34. Ddf effective on and after October 1, 2018.

Historical calibrated weights can be found at the Division's website:

https://www. nimmis. com/documentDownload. aspx?document=Final DRG Weights V2
7. pdf

(b) The calibrated DRG weight is multiplied by the hospital's final rate, as described in
Section 6 in order to determine DRG reimbursement.

18-0007 MA(NJ)
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4. List of DRG Weights

Final current PRO weights are accessible on the New Jersey Medicaid Management
Information System website:

httDS://www. nimmis. com/documentDownload. asDX?document=APR-
DRGDescriDtionAndWeiahts34^df effective on and after October 1, 2018.

Historical DRG weights can be found at the Division's website:

httDs://www. nimmis. com/documentDownload. asDX?document=Final DRG Weights V27.
Edf

.
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5. Statewide base rate

(a) The Division determined a single Statewide base rate, referred to as the "Statewide

base rate," for all general acute care hospitals as described in Section 6.

(b) The Statewide base rate is used in conjunction with increases to the Statewide base

rate referred to as add-on amounts, DRG relative weights and other components defined

in this subchapter which were developed for the New Jersey DRG reimbursement system

to determine the total payment for each discharge.

(c) Except for the initial rate year and in rate years in which rebasing occurs, the

Statewide base rate will not change except for inflation increases as described in Section

6(c).
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6. Determination of the Statewide base rate

(a) The Division established an initial Statewide base rate, which applies to all hospitals.

Those hospitals meeting the criteria for add-on amounts in accordance with Section 7

have rates higher than the Statewide base rate. The initial Statewide base rate is

established as follows:

1. For the initial rate year, the Division used the actual payments made for claims paid

during calendar year 2006. Total payments include all DRG and outlier payments.

Payments for hospital-based physicians were removed since hospital-based physician

groups will bill for these services separately beginning August 3, 2009. These

historical 2006 payments were inflated to the rate year by applying the excluded

hospital inflation factor, also referred to as the economic factor recognized under the

Center for Medicare and Medicaid Services (CMS) Tax Equity and Fiscal

Responsibility Act, Pub. L. 97-248 (TEFRA) target limitations, which is published

annually in the Federal Register by CMS, These adjusted payments were used to

establish the total budgeted amount for inpatient acute hospital services for the rate

year.

2. The amount calculated in (a) above is reduced to account for the following DRG

system payments: add-on amounts under Section 7, outlier payments, payments for

alternate levels of care and the effect on payments where Medicaid is not the primary

payer (that is, Medicare claims partially paid by Medicaid and third party liability

11-05-MA(NJ]

TN: 11-05-MA{NJ) Approval Date JUL 1 1 2012

Supersedes 09-02-MA (NJ) Effective Date JAN -1 2012





ATTACHMENT 4. 19A
Page 1-26

(d) The initial Statewide base rate calculated in this section is $4,479. The Statewide
base rate will not be changed, except for annual inflation as noted in (c) above.
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7. Criteria to qualify for add-on amounts to the Statewide base rate

(a) Each rate year, the Division will determine if each general acute hospital participating

in the New Jersey Medicaid program is eligible for add-on amounts. The Division

determined hospital eligibility for add-on amounts in the initial rate year as described in (c)

below and eligibility and add-ons will be calculated each rate year thereafter using the

most recent year for which there is 24 months of Medicaid paid claims data. However, if

the initial rate year is a partial year, add-on amounts will remain the same for the second

rate year.

(b) Each hospital will receive written notification of its final rate annually, which includes

any add-on amounts for which the hospital qualifies. 2006 cost report and claim data was

used to set the rates and will be used to determine add-on amounts in the initial rate year.

Effective August 3, 2009, the eligibility of hospitals for add-on amounts will be determined

based on the methodology in (c) below.

(c) Add-on amounts were developed to provide additional payments for high volumes of

inpatient services to Medicaid and other low income patients. These add-on amounts

increase the Statewide base rate for qualifying hospitals as a percentage add-on to the

Statewide base rate. These add-on amounts are based on high volume Medicaid

inpatient services or low income access.
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1. High volume Medicaid inpatient services, referred to as critical services, are
comprised of two categories; the first category is maternity and neonates, and the
second category is mental health and substance abuse. The data used to determine
eligibility as a critical service provider is patient days from the Medicaid fee-for-services
claims for all DRGs in Major Diagnostic Categories (MDCs) 14, 15 (maternity and
neonates), 19 and 20 (mental health and substance abuse), as specified in the
Diagnosis Related Groups Patient Classification System Definitions Manual published
by 3M Health Systems. The methodology determines eligibility for add-on amounts
separately for each of the two categories, ranks patient day volume from high to low,
and deems eligible those hospitals with patient days in the top 25 percent (referred to as
the first quartile) of the total number of hospitals. Hospitals ranked in the first quartile for
either category qualify for a 10 percent add-on to the Statewide base rate, and those
hospitals that ranked in the first quartile of both categories qualify for a 15 percent add-
on to the Statewide base rate.

2. High volume low income utilization, referred to as critical access, is expressed as a
percentage and is defined as the sum of Medicaid fee-for-service days, Medicaid
managed care days and charity care days, divided by total patient days. The data
sources are Medicaid fee-for-service and charity care claims adjudicated by the New
Jersey Medicaid fiscal agent and Medicaid HMO and total patient days as reported on
the Medicare cost reports. Each hospital's low income utilization percentage is ranked
from high to low, and hospitals in the first quartile are classified as access critical
access hospitals. Critical access hospitals qualify for a 10 percent add-on to the
Statewide base rate. However, those hospitals with the highest low income utilization
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percentages for the top 10 percent of the total number of hospitals qualify for an additional
five percent, which equals 15 percent add-on to the Statewide base rate.

3. High volume pediatric utilization is referred to as critical pediatric service. The data
used to determine eligibility as a critical pediatric service provider is patient days from the
Medicaid/NJ FamilyCare fee-for-service claims and Medicaid/NJ FamilyCare MCOs
claims for pediatric beneficiaries who are 20 years old or younger. The methodology
determines eligibility for the add-on amount by ranking pediatric patient days and deems
eligible hospitals with pediatric patient days in the top 25 percent (referred to as the first
quartile) of the total number of hospitals. Hospitals ranked in the top 10 percent qualify
for a 15 percent add-on to the Statewide base rate, and hospitals ranked between 10 and
25 percent qualify for a 10 percent add-on to the Statewide base rate.

4. The Medicaid claims data used to calculate the add-on amounts as defined in (c)1,2
and 3 above, will be the most recent data available for which the Division has 24 months
of Medicaid paid claims data as of July 1 of the year prior to the rate year. For each year
the add-on amounts are calculated, the Medicaid claims will have DRGs assigned using
the version of the DRGs Grouper that was used to pay the claims in that year.

5. The total number of hospitals reference in the (c)1, 2 and 3 above is all hospitals that
are open at the beginning of the rate year. The total number of hospitals is used in the
hospital counts in the calculation of add-on amounts under (c)1 above, regardless of
whether or not the hospitals have data in the relevant MDCs. The number of hospitals as
calculated in (c)1, 2 and 3 above are rounded to the nearest whole number.

(d) Regarding the treatment of closed hospitals, the calculation of add-on amounts will be
determined as follows:

1. Hospitals expected to be closed by December 31 of the year prior to the rate year
will be excluded from the add-on calculations. Only those hospitals with a Certificate
of Need for closure approved by the Department of Health and a closure date set by
Department of Health of December 31 or earlier will be excluded from the add-on
calculations. The Division will only use hospital closure information available up to
October 1 of the year prior to the rate year for add-on calculations; and
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The add-on amounts will be calculated only once prior to the beginning of each
rate year. If hospital closures occur before the December 31 prior to the rate year
without prior notification as described in (d)1 above, the Division will not
recalculate the add-on amounts. Hospital closures during the rate year will not
result in a recalculation of the add-on amounts.
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8. DRG daily rates

(a) The Division will calculate DRG daily rates for each DRG for each hospital. These

rates are used for calculating reimbursement in cases involving transfers, same-day

discharges and for cases in which Medicaid eligibility began or ended during the inpatient

stay.

(b) The DRG daily rate is calculated for each DRG as follows: the hospital's final rate

multiplied by the DRG weight divided by the geometric mean length of stay. The

geometric mean length of stay is rounded to the nearest whole number.
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9. Hospital specific Medicaid cost-to-charge ratios

(a) For the initial rate year and every year thereafter, the Division will calculate hospital-

specific initial inpatient cost-to-charge ratios (CCR) using the most recent available

submitted Medicare cost report data.

(b) The hospital-specific CCRs are calculated using total cost, total inpatient charges and

total charges by cost center from the most recent available submitted Medicare cost report

Worksheet C. Inpatient costs are estimated by developing the percent of inpatient

charges to total charges for each cost center and multiplying that percentage times the

total costs in that cost center; total inpatient costs are the sum of the inpatient costs for all

cost centers. The inpatient CCR is calculated by dividing total inpatient costs by total

inpatient charges.

(c) The hospital-specific CCRs are used to estimate the cost of claims for determining

whether the hospital's inpatient claims exceed the cost outlier threshold in accordance

with Section 11 and also to calculate the cost outlier payments.

(d) The Division will monitor charges and payments from current claims on an ongoing

basis and adjust the CCRs and payments as needed during the rate year to ensure

appropriate payments. Adjustment of payments would include repricing Medicaid claims

for the rate year.
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(e) Hospitals shall notify the Division of any changes made to the hospital's charge

structure or cost-to-charge ratios. Notice shall be given 30 days prior to implementation of

the change, in writing, addressed to:

Office of Reimbursement

Division of Medical Assistance and Health Services

Mail Code #44

P.O. Box 712

Trenton, NJ 08625-0712

(f) In cases in which a hospital failed to notify the Division of changes in the hospital's

charge structure, 30 days prior to implementation, the hospital shall pay for all costs

associated with reprocessing its claims, as well as the recovery of the related

overpayments and interest related to those overpayments. Reprocessing shall apply to

both Medicaid and charity care claims. Repeated occurrences of the failure to timely

notify the Division of hospital changes in the hospital's charge structure will be forwarded

to the State's Medicaid Inspector General for review and possible referral to the Office of

the Attorney General's Division of Criminal Justice for legal action.
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10. Standard DRG payment calculation

The standard DRG payment is the hospital's final rate multiplied by the DRG weight.

11. Cost oytNerBayment calculation

(a) A cost outlier is defined as an inpatient stay with an estimated cost, which exceeds
the greater of the State designated cost outlier threshold or the cost outlier statistical
limit for a certain DRG. The cost outlier calculation is set forth in (e) below.

(b) The cost outlier statistical limit is the statistical limit for each DRG, defined as the
sum of the Statewide average cost per stay for that DRG plus 1.96 times the standard
deviation of the Statewide average cost per stay for that DRG posted on njmmis. com
website effective on and after October 1, 2018.

https://www. nimmis. com/documentDownload. aspx?document=APR-

DRGDescriDtionAndWeiahts34. Ddf

(c) The cost outlier threshold is the fixed dollar amount cost outlier limit established by
the Division which applies to all DRGs. Applying this threshold in the cost outlier
calculation assures that no cost outlier payments will be made for any DRG with a cost
outlier statistical limit less than the threshold amount. The dollar amount of the cost

outlier threshold can never fall below $25, 000.

(d) The marginal cost percentage is the State-designated percentage used to determine
the proportion of estimated cost that will be reimbursed as a cost outlier payment as
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described in (e) below. The State-designated marginal cost percentage, which is 75%,

applies to all DRGs and all hospitals.

(e) To calculate the estimated cost of a claim, the hospital's cost-to-charge ratio (CCR) is

multiplied by the total covered charges on the claim. If the estimated cost amount

exceeds the higher of the statistical cost outlier limit for the assigned DRG or the State-

designated cost outlier threshold amount, the hospital will receive a cost outlier payment.

The amount of the estimated cost in excess of the applicable cost outlier threshold or cost

outlier statistical limit is multiplied by the marginal cost percentage. The resulting amount

is the cost outlier payment.

(f) The cost outlier payment is made to the hospital in addition to the standard DRG

payment amount.

(g) For claims with alternate level of care days, charges used to calculate cost outlier

payments do not include routine per diem charges for alternate level of care days.

(h) The hospital specific CCRs used to develop the final rates were calculated using 2003

audited Medicare cost report data and 2003 claims data. Specifically, the 2003 CCRs

were derived from the process used to convert charges to cost for calculating the DRG

weights, as described in Section 3. In the initial rate year, the hospital specific CCRs
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used to calculate cost outlier payments were calculated using the most recent available

submitted Medicare cost report data, subject to review and adjustment by the Division if

necessary,

12. Day outlier payment calculation for alternate level of care days

(a) The day outlier calculation only applies to claims in which there are alternate level of

care days (for example, skilled nursing facility, intermediate care facility). This calculation

is only used to determine qualification for payment of nursing facility days for those claims

with days at an alternate level of care awaiting placement in a non-acute facility.

(b) For a total length of stay on the claim, which is higher than the day outlier limit for the

assigned DRG, a day outlier payment will be made to the hospital for only those days that

both exceed the day outlier limit and are classified as days awaiting placement in an

alternative level of care.

(c) The day outlier payment is the number of alternate level of care days frorn the formula

in (b) above multiplied by the statewide average nursing facility per diem rate calculated

annually pursuant to Attachment 4.19-0 of the State Plan by the Facility Rate Setting

program of the Division of Senior Benefits and Utilization Management in the Department

of Health and Senior Services_
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(d) The day outlier limit is calculated for each DRG as follows: the geometric mean length

of stay of the DRG plus 1.96 standard deviations of the geometric mean length of stay of

the DRG, excluding any altemate level of care days. The day outlier limit is rounded to the

nearest whole number.

(e) The day outlier payment is made to the hospital in addition to the standard DRG

payment amount.

13. Simultaneous cost outlier and day outlier payments

If a covered hospital inpatient stay is determined to be eligible for both a cost outlier and a

day outlier payment, the total reimbursement will be the sum of the standard DRG

payment, the cost outlier payment and the day outlier payment.
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14. Payment for transfers

(a) When a patient is transferred during a covered general acute care hospital inpatient

stay from one hospital to another hospital. the reimbursement to the general acute care

hospitals involved in the transfer(s) will be calculated as follows:

1. The reimbursement to each transferring general hospital will be the DRG daily rate

for each covered day of stay. Total payment to each transferring hospital will be no

greater than the standard DRG payment, except where the transferring hospital is

eligible for an outlier payment;

2. The receiving acute care general hospital will be reimbursed the standard DRG

payment. If the claim qualifies as an outlier, the receiving hospital will be eligible for

outlier payments based solely on the stay at the receiving hospital; and

3. Transfer cases, both transferring and receiving, that are cost or day outliers shall be

subject to the Division's utilization review to determine whether the outlier payment is

medically necessary.

15. Payment for same day discharges

In cases where the patient has been admitted and is discharged on the same day,

reimbursement will be paid at the DRG daily rate.
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i. The letter from the QIO or PA shall also include the beneficiary's name, Medicaid

identification number, dates of service for the paid and denied claims and the

hospital's Medicaid provider number.

ii. The discharge summary shall be provided for both the paid and denied claims.

For stays less than 48 hours, progress notes may be used in lieu of discharge

summaries.

3. The Division's fiscal agent will forward appeals that meet the requirements in (b)1

and 2 above to the Division's Office of the Medical Director. Each admission will be

evaluated by New Jersey licensed physicians on a case-by-case basis to determine

whether the admission and readmission to the same hospital should be combined.

(c) The requirements in (a) and (b) above apply to New York hospitals for readmissions

within 30 days and apply to Pennsylvania hospitals for readmissions within 31 days. New

York and Pennsylvania appeal requests shall be mailed to:

Division of Medical Assistance and Health Services

Attention: Hospital Discharge/Readmit Appeals

Mail Code #44

P.O. Box 712

Building 7, Room 302

Trenton, NJ 08625-0712
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17. Appeal of the hospital's Medicaid final rate

(a) For the purposes of submitting and adjudicating calculation error and rate appeals, a

hospital may designate an individual or firm to represent it. This designation shall be in

writing, signed by the chief executive officer of the hospital, and shall contain the

representative's name, address and telephone number. This written notification shall be

sent to the Division's Office of Reimbursement.

(b) Each hospital, within 15 working days of receipt of its Medicaid inpatient rate package

including its final rate and applicable add-on amounts, shall notify the Division of any

calculation errors in its final rate. For years after the initial year that rates are set under

this system, and for which no recalibration or rebasing has occurred, only calculation

errors that relate to adjustments that have been made to the rates since the previously

announced schedule of rates shall be permitted. For subsequent years, calculation error

appeals will be limited to the mathematical accuracy or data used for recalibration,

rebasing or both. Calculation errors are defined as mathematical errors in the calculatbns,

or data not matching the actual source documents used to calculate the DRG weights and

rates as specified in this subchapter. Hospitals shall not use the calculation error appeal

process to revise data used to calculate the DRG weights and rates. Calculation error

appeals that challenge the methodology used to calculate DRG weights and rates shall

not be adjudicated as calculation error appeals, but hospitals are permitted to file such
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appeals as rate appeals delineated in (c) below. If upon review it is determined by the

Division that the error would constitute at least a one percent change in the hospital's final

rate, a revised final rate will be issued to the hospital within 10 working days. If the

discrepancy meets the one percent requirement above and a revised Schedule of Rates is

not issued by the Division within 10 working days, notification time frames to appeal

calculation errors noted above will not become effective until the hospital receives a

revised Schedule of Rates. The Division will issue a written decision regarding all

calculation error appeal issues timely submitted in accordance with (d) below.

(c) Any hospital which seeks an adjustment to its final rate shall submit a rate appeal

request.

1. A hospital shall notify the Division in writing of its intent to submit a rate appeal. The

notice of appeal shall be submitted to the Department of Human Services, Division of

Medical Assistance and Health Services, Office of Hospital Reimbursement, Mail Code

#44, PO Box 712, Trenton, New Jersey 08625-0712 within 20 calendar days of receipt

by the hospital of its Medicaid inpatient final rate, including applicable add-on amounts.

2. A hospital shall identify its rate appeal issues and submit supporting documentation

in writing to the Division within 80 calendar days of receipt by the hospital of its

Medicaid inpatient final rate, including applicable add-on amounts.
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3. In order to be considered a valid rate appeal, the hospital's submission shall meet

the following requirements:

i. A detailed description of the rate appeal issue shall be provided, including, but

not limited to, the basis of the issue, such as whether certain portions of the

Division's rate setting methodology are being challenged; and

ii. Detailed calculations showing the financial impact of the rate appeal issue on the

hospital's final rate and its estimated impact on the hospital's Medicaid inpatient

reimbursement for the rate year.

4. If the Division finds the rate appeal issue to have merit, a financial review shall be

undertaken by the Division to determine whether the hospital is efficiently operated in

order to qualify for a rate adjustment. The financial review shall include, but not be

limited to, the following:

i. Financial ratios;

ii. Efficiency indexes;

iii. Occupancy and length of stay;

iv. Debt structure;

v. Changes in cost, revenue and services;

vi. Analysis of the hospital's audited financial statements, including all related

entities; and

vii. Comparison to appropriate state and national norms.
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(d) The Division shall review the documentation and determine if an adjustment is

warranted.

(e) The Division shall issue a written detennination with an explanation as to each

calculation error appeal, or request for a rate adjustment. If a hospital is not satisfied with

the Division's determination, the hospital may request an Office of Administrative Law

healing pursuant to N.JAC. 10:49-10. If a hospital elects to request an OAL hearing, the

request must be made within 20 calendar days from the date the Division's determination

was received by the hospital. The Administrative Law Judge will review the

reasonableness of the Division's reason for denying the requested rate adjustment based

on the documentation that was presented to the Division. Additional evidence and

documentation shall not be considered. The Director of the Division of Medical Assistance

and Health Services shall thereafter issue the final agency decision either adopting,

modifying, rejecting or remanding the Administrative Law Judge's initial decision.

Thereafter, review may be had in the Appellate Division of New Jersey Superior Court.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of New Jersey

Inpatient Reimbursement for General Acute Care Hospitals

18. HOSPITAL CAPITAL PROJECT PAYMENT ADJUSTMENT

(a) Any qualifying general acute care hospital that has completed a capital facilities

construction project with an approved certificate of need from the New Jersey Department

of Health and Senior Services, which meet the both conditions in (a)1 below will be

eligible for increased payments for capital project funding related to its Medicaid and NJ

Family Care-Plan A managed care utilization.

1. The conditions reqUired in (a) above are:

i. The approval is for a single capital project in excess of $20 million, which is for

replacement beds, which reduce the number of hospital beds available in the State

as of September 15, 1997; and

ii. The hospital has a 1995 percentage of low income revenue greater than 50

percent. The low income revenue percentage shall be based on revenue data as

reported on the submitted 1995 New Jersey Hospital Cost Report, after desk audit.

The low income revenue percentage shall be based on the sum of the Medicaid

revenue as reported on Forms E-5 and E-6, line 1, column E, plus the Charity Care

revenue as reported on Forms E-5 and E-6, line 1, column J, divided by the sum of

the total revenue as reported on Forms E-5 and E-6, line 1, column M.

=---:::-::-:::-=-=-:-:-=-:::-- --:-__-:-::~.......:..09;;..-.:..02::.r-MA(;",;N;c..;J),,=:;:--_
TN: 09-02-MA (NJ) Approval Date,__...::.A~un-"--'~9"__=_20~O~9_
Supersedes 93-11; 95-07; 96-23; 98-26;
01-26; 02-05; 04-04



ATTACHMENT 4.19A
Page 1-46

2. Payments to eligible hospitals shall begin upon project completion and facility

operation.

3. The hospital-specific capital project funding annual amount shall be equal to the

principal and interest cost associated with the capital project, multiplied by the

Medicaid and NJ FamilyCare-Plan A managed care percent for inpatient services, less

any capital costs included in the managed care rates.
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10. 1 Additional Payments for Medicaid and NJ FamilyCare - Plan A
Beneficiaries: Hospital Relief Subsidy Fund/ Hospital Relief Offset
Payments

a) Effective July 1, 2012, The Hospital Relief Subsidy Fund / Hospital Relief Offset
Payments (HRSF/HROP) shall be distributed using the hospital specific allocation
established and adjusted during the preceding fiscal year. Qualifying hospitals will
receive $41, 650, 000 in SF13 HRSF/HROPs, distributed to hospitals in proportion to
the supplemental payments that each hospital received from the Hospital Relief
Subsidy Fund / Hospital Relief Offset Payments in SFY12 as described in 10. 1 (b).
The State intends to remove all supplemental payments for inpatient and outpatient
hospital services from its State Plan, with an effective date the same as the approval
date for the State's corresponding 1115 waiver. The supplemental payments will
sunset on October 1, 2012.

b) Effective July 1, 2011 through June 30, 2012, all acute care hospitals are eligible to
receive a Hospital Relief Subsidy Fund (HRSF) payment and shall receive enhanced
payments from the Medicaid program for providing specific services to Medicaid and
NJ FamilyCare - Plan A beneficiaries as defined in the new formula below. The total
HRSF allocation amount shall total $166, 6M, an amount approved by the Director of
the Division of Budget and Accounting, determined for Acute Care hospitals and is to
be distributed using a new formula effective July 1, 2011. The new formula shall be
based on hospital Medicaid utilization compared to industry-wide utilization for
behavioral health, substance abuse, pregnancy, childbirth, and newborn services.

1. ) Methodology for determining this payment is based on a HRSF factor for all
acute care general hospitals, expressed as a percentage, and is defined as
the sum of Medicaid primary discharges for Medicaid and NJ FamilyCare -
Plan A program (Title XIX and Title XXI respectively from the Social Security
Act) fee-for-service and encounter (HMO) claims for all DRGs in Major
Diagnostic Categories (MDCs) 14, 15, 19, and 20 (as specified in the All
Patient Diagnosis Related Groups Patient Classification Systems Definitions
Manual published by 3M Health Information Systems), excluding discharges
from Medicaid Excluded Units, divided by the industry-wide sum of these
discharges. A Medicaid Excluded unit is defined as an entity in which the
hospital has elected to be paid a cost per discharge based on Medicare
TEFRA (see Tax Equity and Fiscal Responsibility Act of 1982, Pub. L. 97-248,
U. S.C. sec. 1395ww(b)) rules rather than on a diagnosis related group (DRG)
basis. The discharge count will be obtained for each hospital using the most
recent calendar year of data available for which the Division has 24 months of
paid claims data as of February 1 the year prior to the subsidy payment year.
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The HRSF factor for each hospital is then multiplied by the total HRSF
amount authorized in this Section, to arrive at the hospital's individual
allocation.

2) The Division will use a phase-in process to transition to this methodology
during SFY 2012 During the transition period, the allocation amount will be
determined using a sum of the previous three SFY payment amounts plus the
allocation amount calculated for the new year using the new formula. The
hospital's four year sum is divided by the sum of the four year allocation for
all hospitals to arrive at a percent to total. This percentage is multiplied by
the total appropriated subsidy amount to determine the hospital's allocation
amount.

c) Payments for HRSF shall be made monthly in equal lump sum amounts, based on
the calculated enhanced amount payable to a qualifying hospital.

d) In the event of a hospital closure, HRSF allocations that would have been provided to
the dosed hospital are to be redistributed to eligible hospitals.

1. To be eligible for a portion of the closed hospital's HRSF, a hospital shall
satisfy all three of the following criteria:

i. A hospital shall have received a HRSF allocation during the State
Fiscal Year in which the closed hospital ceased operations as a
general hospital;

ii. A hospital shall draw its patients from the same market area, identified
by United States Postal Service zip codes, which the closed hospital
served. The market area served by the closed hospital shall be
determined, based on the most recent complete calendar year of
Medicaid managed care and fee-for-service data as follows:

a, Rank zip codes from highest to lowest, based on the
percentage of total discharges drawn from each Medicaid
patient's zip code by the closed hospital; and

b. Include the ranked zip codes in the closed hospital's market
area (beginning with the highest-ranked zip code) until the
percentage of discharges, when added together, constitutes
75 percent of the closed hospitals total discharges; and
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c.

iii) A receiving hospital shall have a market share of 25 percent or more of
HRSF identified discharges as defined at 10. 1 b) 1. The market share
of HRSF identified discharges shall be based on the number of
discharges from the same market area, identified by zip codes that the
closed hospital served as referenced above d) 1 ii.

2. The available HRSF payments to be reallocated shall be distributed among
eligible hospitals based upon each eligible hospital's market share of HRSF
identified discharges as a percentage of the market share of HRSF identified
discharges of all eligible hospitals, as determined from the results of the
calculations in (c) 1) iii above.

e) In the event that a hospital elects to appeal the subsidy allocation, the following
procedure is to be adhered to:

1. A hospital which suspects that the subsidy payment schedule reflects a
calculation error shall notify the Commissioner of the Department of Human
Services for the SFY 2012 allocation, or the Commissioner of the Department
of Health for the SFY 2013 allocation in writing of the suspected calculation
error within 15 days of issuance of the schedule. Failure by the subsidy
payment schedule to reflect specific subsidy related claims or hospital cost
report data, including corrections, shall not constitute a calculation error. If
upon review, the Commissioner determines that a calculation error did occur,
a revised subsidy payment schedule shall be issued.

2. A notice by a hospital of an intent to appeal the amount of its allocation
indicated on the subsidy payment schedule, for reasons other than a
calculation error, shall be submitted in writing to the Commissioner the
Department of Human Services for the SFY 2012 allocation, or the
Commissioner of the Department of Health for the SFY 2013 allocation within
15 calendar days of issuance of the particular subsidy payment schedule.
Within 30 calendar days of issuance of the subsidy payment schedule, the
hospital shall submit to the Commissioner two copies of its appeal, describing
in detail the basis of its appeal of the aforementioned payment schedule.
Appeals shall not include new submissions pertaining to claims and/or cost
report data that was not previously submitted in accordance with time frames
and procedures established for submission of the data utilized in the subsidy
allocation calculation.
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i. The appeal document shall list all factual and legal issues, including
citation to the applicable provisions of the Department's rules, and
shall include written documentation supporting each appeal issue.

ii. If .the hospital fails to submit the required documentation within the
prescribed tims frame, such hospital shall have forfeited its right of
appeal and the subsidy payment schedule shall be deemed to have
been accepted by the hospital.

3. The Commissioner of the Department of Human Services for the SFY 2012,
or the Commissioner of the Department of Health for the SFY 2013 allocation
shall schedule a detailed review to be conducted by the Department with the
hospital not more than 45 calendar days following receipt of the appeal
document. If the hospital fails to appeal on the established date, it shall have
forfeited its right of appeal and the subsidy payment schedule shall be
deemed to have been accepted by the hospital.

4. At the detailed review with the hospital, the Department representative shall
indicate whether the appeal is supported by sufficient documentation to
permit a resolution, and the hospital shall be permitted 10 calendar days after
the date of the review in which to submit the additional documentation which
the Department indicates is needed for resolution.

i. Following receipt of this documentation, the Department shall neither
request nor require further documentation.

ii. The Commissioner shall give consideration only to documentation
submitted pursuant to the deadlines set forth in this section in
deciding upon any of the hospital's appeal issues.

5. Within 30 calendar days of the review with the hospital, the Commissioner will
render detailed findings on the factual and legal issues concerning whether
an adjustment to the subsidy payment schedule is warranted. The
Commissioner's decision shall constitute the final agency adjudication.
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12.1 Hospital fee-for-service
Education (GME)

reimbursement for Graduate

/

Medical

a) GME payments shall be distributed in 12 monthly lump sum

payments during the State Fiscal Year. The amount distributed shall

, . be considered the final GME payment and shall not be reconciled.

The GME payment shall not exceed the amount appropriated for

GME eaeh State Fiscal Year, This GME payment represents both

direct GME and Indirect Medical Education (IME).

b) The source of the data used to allocate the GME payment is the most

ieeent Medicare submitted cost report with corresponding 24-month Title

XIX fee-far-service inpatient paid claims data as of February 'I prior to the

year of distribution. GME resident full-time-equivalents and total hospital

days shall come from the Medicare submitted cost report, The hospital-

specific Title XIX fee-far-service days shall come from the 24-month data

Title XIX fee-for-service inpatient paid claims data.

c) The intern and resident full-time equivalents (FTEs) as reported on

the Medicare submitted cost report may be audited by the Division of

"
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Medical Assistance and Health Services or its agent prior to

payment. An adjustment, if necessary. to the submitted intern and

resident FTEs shall be made in accordance with the audit.

12.2 Distribution of Graduate Medical Education (GME) . ~

The amount appropriated for GME shall be distributed to all eligible acute

care teaching hospitals. An eligible acute care teaching hospital is defined

as an acute care teaching hospital that has a combined Title XIX fee-for-

service utilization at or above the median of all New Jersey acute care

hospitals. The Title XIX fee-for-service utilization is calculated using the

hospital-specific Medicaid and NJ KidCare-PIan A fee-for-service days

divided by the hospital-specific total days,

-'
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I

a) The distribution of the GME payment to eligible acute care teaching

hospitals is based on the hospital-specific percentage of total

weighted GME FTEs, where weighted GME FTEs equals. the

hospital-specific GME FTEs times the hospital-specific Title XIX fee-

for-service days divided by the total Title XIX hospital fee-far-service

days for all eligible hospitals.

i) The combined GME and Hospital Relief Subsidy Fund

(HRSF) for each eligible acute care teaching hospital which

receives a direct State appropriation shall be contained at its

calendar year 1997 HRSF plus its calendar year 1997 interim

GMEIIME payment. The balance shall be distributed

proportionately to the remaining qualifying GME hospitals.

. -
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12.3 Revised GME Distribution Methodology

a) Effective July 1, 2012 Medicaid Hospital Reimbursement for Graduate Medical
Education (GME) payments shall be distributed using the hospital specific allocation
established and adjusted during the preceding fiscal year. Qualifying hospitals will
receive $22, 500, 000 in SFY13 Graduate Medical Education payments, distributed to
hospitals in proportion to the supplemental payments that each hospital received
from the Graduate Medical Education Fund in SFf'12 as described in 12. 3 (b), The
State intends to remove all supplemental payments for inpatient and outpatient
hospital services from its State plan, with an effective date the same as the approval
date for the State's corresponding 1115 waiver. The supplemental payments will
sunset on October 1, 2012.

b) Effective July 1, 2011 through June 30, 2012, The GME allocation shall be calculated
based on the hospital's most recent submitted cost report available as of February 1
the year prior to the subsidy payment year for acute care general hospitals and the
sum of Medicaid Primary (Title XIX of the Social Security Act) and Enhanced
FamilyCare Part A Inpatient fee-for service payments (Net of Administrative
Payments and Medicaid Excluded unit payments). A Medicaid Excluded unit is
defined as an entity in which the hospital has elected to be paid a cost per discharge
based on Medicare TEFRA (see Tax Equity and Fiscal Responsibility Act of 1982,
Pub.L. 97-248, U. S.C. see. 1395ww(b)) rules rather than on a diagnosis related
group (DRG) basis. The hospital payments are obtained using the hospital's most
recent fiscal year of data for which the Division has 24 months of paid claims data
prior to February 1 the year prior to the rate year. Qualifying hospitals will receive
$80,466, 136 in total ($35,466, 136 between July - December 2011 and $45M from
January - June 2012) in SFY12 Graduate Medical Education payments.

c) An Indirect Medical Education (IME) Factor is calculated for each Medicaid identified
acute care general hospital using a ratio of submitted 1MB Resident Full Time
Equivalencies (FTEs) to net available beds (less nursery beds) and the Medicare
IME Formula. This IME Factor is applied to the above mentioned Medicaid and
FamilyCare Part A payments to obtain a hospital specific IME payment. Each
Medicaid identified acute care general hospital's IME payment amount is then
divided by the sum of all Medicaid identified acute care general hospitals' payments
to arrive at a percent to total. This percentage is multiplied by the total GME
allocation amount distributed for each period specified above, which determines the
hospital's individual allocation.
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d) The Division will use a phase-in process to transition to this methodology during SFY
2012. During the transition period, the allocation amount will be determined using a
sum of the previous three SFY payment amounts plus the allocation amount
calculated for the new year using the new formula. The hospital's four year sum is
divided by the sum of the four year allocation for all hospitals to arrive at a percent to
total. This percentage is multiplied by the total appropriated subsidy amount to
determine the hospital's allocation amount.

e) Payments for GME shall be made monthly In equal lump sum amounts, based on the
calculated enhanced amount payable to a qualifying hospital.

f) In the event of a hospital closure, GME allocations that would have been provided to
closed hospitals are to be redistributed to eligible hospitals within an established
geographic area.

1) To be eligible for a portion of the closed hospital's GME, a hospital shall
satisfy all three of the following criteria:

I. A hospital shall have received a GME allocation during the State Fiscal
Year in which the closed hospital ceased operations as a general hospital;

ii. A hospital shall reside in the same region which the closed hospital served.
Regions and the corresponding counties are defined below

a. Skyland (Hunterdon, Morris, Somerset, Sussex, and Warren
counties), Gateway (Bergen, Essex, Hudson, Middlesex, Passaic,
and Union counties), Delaware River (Burlington, Camden,
Gloucester, Mercer, and Salem counties), Shore (Monmouth and
Ocean counties), Southern Shore (Atlantic, Cape May and
Cumberland counties)

iii. The division will use the GME FTE's reported on the hospital cost report
used in determining the GME allocation in which there was a determination
of a closed hospital.

2) The available GME payments to be reallocated shall be distributed among
eligible hospitals as defined in (e) i., ii. and iii. above, as a percentage of the
individual hospital identified GME f~TE count compared to the total of all
eligible hospitals' GME FTE count.
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3) A hospital shall not receive amounts in redistributed funds that would cause
collective payments to be in excess of the cost incurred by the hospital during
the year serving Medicaid beneficiaries.

g) In the event that a hospital elects to appeal the GME subsidy allocation, the appropriate
appeal procedure is defined at Attachment 4. 19-A pages I -158.3 and 1-158.4.
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12.4 Distribution of Graduate Medical Education (GME) Made on Behalf of
Individuals enrolled in New Jersey's Comprehensive Waiver (NJCW)

Demonstration.

(a) Effective for State Fiscal Year (SFY) 2025, $218, 000, 000 in GME payments (paid
in 12 equal monthly payments) made on behalf of individuals enrolled in the NJCW
Demonstration shall be distributed to all eligible acute care teaching hospitals
according to the following table. An eligible acute care teaching hospital is defined
as any acute care hospital with GME interns and residents Full Time Eauivalencii
(FTEs).

HOSP SFY 2025

NO HOSPITAL NAME GME

640 Atlanticare Regional Medical Center $3, 749, 400
44 Capital Health Medical Center - Hopewell $1, 487, 707
92 Capital Health Regional Medical Center

$4, 582, 967
25 CarePoint Health - Bayonne Medical Center $1, 045, 190
16 CarePoint Health - Christ Hospital

$808, 812
40 CarePoint Health - Hoboken University Medical Center $1, 925, 741
111 CentraState Medical Center

$341, 025
41 Community Medical Center $799, 043
14 Cooper Hospital/University MC

$33, 725, 142
31 Deborah Heart and Lung Center $900, 676
45 Englewood Hospital and Medical Center

$1, 730, 034
Hackensack UMC- Palisades

$2, 575, 586
54 Hackensack University MC - Mountainside $1, 813, 548

Hackensack University Medical Center
$9, 708, 289

Hunterdon Medical Center
$331, 314

69 nspira Medical Center - Elmer
1. 647, 296

324 nspira Medical Center - Vineland
. 8, 232, 160

860 Jefferson Hospitals 5, 220. 692
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74 Jersey City Medical Center
$5, 897, 790

73 Jersey Shore University Medical Center
$6,651,737

108 JFK Medical Center/A M Yelencsics
$1, 544, 515

75 Monmouth Medical Center
$6,619,751

15 Morristown Medical Center
$4.522, 088

58 New Bridge Medical Center
$1, 495, 332

Newark Beth Israel Medical Center
$16, 675, 194

52 Ocean Medical Center
$1,726,854

51 Overlook Medical Center
$1,969,919

10 Penn Medicine Princeton Medical Center
$464, 197

390 Raritan Bay Medical Center
$1, 139. 850

38 Robert Wood Johnson University Hospital
14, 190, 887

48 RWJ University Hospital - Somerset
$468,098

76 St. Bamabas Medical Center
.6, 529, 876

50 St. Clare's Hospital - Denville
1, 093,920

19 St. Joseph's University Medical Center
$14, 308, 227

60 it. Luke's Warren Hospital
498, 489

it. Mary's General Hospital
1, 823, 435

96 it. Michael's Medical Center
>4, 350,051

70 it. Peter's University Hospital
>5.505,003

27 rinitas Regional Medical Center
2, 284, 322

119 University Hospital
33, 938, 396

220 irtua -West Jersey Health System
913,287

29 irtua Our Lady of Lourdes Hospital
2, 220,241

61 Irtua Willingboro Hospital (Lourdes MC of Burlington)
59, 008
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57 Vlrtua-Mem. Hospital of Burlington County
$484. 911

TOTAL $218, 000, 000

(b)^ Distribution ofGME in the Event of a Hospital Closure or Hospital Acquisition During or After SFY
2025: In the event of a hospital closure or hospital acquisition, GME allocations that would have been
provided to the closed hospital are to be redistributed to the acquiring hospital. If the acquiring hospital
is not receiving GME FTEs from the closed or acquired hospital, the GME amount will be redistributed
to all eligible hospitals by applying the current SFY GME payment formula excluding the closed or
acquired hospital from the payment formula.

(c) Appeal process for distribution of GME.
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(a) In the event that a hospital elects to appeal the subsidy allocation, the following
procedure is to be adhered to:

1. A hospital which suspects that the subsidy payment schedule reflects a
calculation error shall notify the New Jersey Department of Health Executive
Director of the Office of Healthcare Financing in writing of the suspected
calculation error within 15 working days of issuance of the schedule. A
calculation error is limited to a mathematical mistake made by the Department or
data not matching the actual source documents used to calculate the GME
payment. If upon review it is determined by the Department of Health that the
appeal finds an error was made and the error is confirmed and would constitute
at least a five percent change in the hospital's allocation amount, a revised
industry-wide subsidy payment schedule will be issued.

2. A notice by a hospital of an intent to appeal the amount of its allocation indicated
on the subsidy payment schedule, for reasons other than a calculation error, shall
be submitted in writing to the New Jersey Department of Health Executive
Director of the Office of Healthcare Financing within 15 working days of issuance
of the particular subsidy payment schedule. Within 30 working days of issuance
of the subsidy payment schedule, the hospital shall submit to the Executive
Director two copies of its appeal, describing in
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1 detail the baaia of l(e appeal of the ateremerrtiDned psyment schedule. Appeals
Shall not Include new submissions pertaining to claims and/or cost report data
that was not pravtausly submitted In accordanca with time framss and
procedures estaUiahed for submission of the data utilized in the subsidy
allocation calculation.

i. The appeal document shall list all fachial and legal issues, including
cKation to the applicable provisions of (tie Department's rutes, and snail
Include written documentation supporting each appeal issue.
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GME Supplemental Program

Effective for State Fiscal Year (SFY) 2025, the GME Supplemental (GME-S) Subsidy equals
$34, 000, 000. Payments in substantially equal monthly payments shall be made to eligible
hospitals in the following manner:

HOSP SFY 2025

NO HOSPITAL NAME GME-S

Newark Beth Israel Medical Center $4. 190, 134
St. Mary's General Hospital $454, 471

14 Cooper Hospital/University MC $8,499, 218
16 CarePoint Health - Christ Hospital $200, 093
19 St. Joseph's University Medical Center $3, 574, 538
27 Trinitas Regional Medical Center $571, 386
40 CarePoint Health - Hoboken University Medical Center $479, 452
58 New Bridge Medical Center (Bergen Regional) $367, 692
70 St. Peter's University Hospital $1, 375, 290
74 Jersey City Medical Center $1,472, 426
92 Capital Health Regional Medical Center $1, 152, 513
96 St. Michael's Medical Center $1, 078, 103
119 University Hospital $8, 526, 800
324 Inspira Medical Center - Vineland $2, 057, 883

TOTAL $34,000,000

Distribution of GME-S in the Event of a Hospital Closure or Hospital Acquisition During or After
SFY 2025: In the event of a hospital closure or hospital acquisition, GME-S allocations that would
have been provided to the closed hospital are to be redistributed to the acquiring hospital. If the
acquiring hospital is not receiving GME-S FTEs from the closed or acquired hospital, the GME-S
amount will be redistributed to all eligible hospitals by applying the current SFY GME-S payment
formula excluding the closed or acquired hospital from the payment formula.

The appeal process for distribution of GME-S is the same as the appeal process for GME.
24-0010 MA NJ

TN: 24-0010 MA(NJ)

Supersedes: 23-0015 MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of New Jersey

Reimbursement for In-State Acute Care Inpatient Hospital Services Graduate Medical
Education Trauma (GME-T)

Effective for State Fiscal Year (SFY) 2025, $84, 500,000 in GME-T payments (paid in 12
equal monthly payments) shall be distributed to all eligible State's Level I and Level II
Trauma Centers according to the following table

HOSP SFY 2025
NO HOSPITAL NAME GME-T
640 Atlanticare Regional Medical Center

$2,399,014
92 Capital Health Regional Medical Center

$2, 955, 558
14 ICooper Hospital/University MC

$21, 822, 311
Hackensack University Medical Center

$6,241,987
74 klersey City Medical Center

$3, 760, 238
73 |Jersey Shore University Medical Center

$4,287, 372
15 Morristown Medical Center

$2, 907, 927
38 Robert Wood Johnson University Hospital

$9, 138, 631
19 St. Joseph's University Medical Center $9, 132, 066

119 University Hospital
$21, 854, 897

TOTAL $84,500, 0001

Djstnbution of GME-T in the Event of a Hospital Closure or Hospital Acquisition During or After
SFY 2025: In the event of a hospital closure or hospital acquisition, GME-t allocations that would
have been provided to the closed hospital are to be redistributed to the acquiring hospital. If the
acquiring hospitahsjiot receiving GME-T full-time equivalents (FTEs) from the closed or acquired
^?.s?lt^l;. tJ1 1GME-T amount wil1 be redistributed to all eligible hospitals by applying the current

SFY GME-T payment formula excluding the closed or acquired hospital from the payment
formula.

The appeal process for distribution of GME-T is the same as the appeal process for GME.

24-0011
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Instate Acute Care Inpatient Hospital Services

Disproportionate Share Hospital Adjustment

Definitions:

For purposes of this Plan Amendment:

"Hospital" means an acute care inpatient hospital located in New Jersey.

"Low-Income Utilization Rate" means for a hospital, the sum of the following two
fractions:

A fraction (expressed as a percentage), the numerator of which is the sum of
the total revenues paid the hospital for patient services under a State Plan
approved under this title and the amount of cash subsidies for patient
services received from State and local governments in a period, and the
denominator of which is the total amount of revenues of the hospital for
patient services (including the amount of such cash subsidies) in the period.

A fraction (expressed as a percentage), the numerator of which is the total
amount of the hospital's charge for inpatient hospital services which are
attributable to charity care in a period, less the portion of any cash subsidies
described in the above fraction in the period reasonably attributable to
inpatient hospital services, and the denominator of which is the total amount
of the hospital's charges for inpatient services in the period.

"Medicaid Inpatient Utilization Rate" means a fraction (expressed as a percentage),
the numerator of which is the hospital's number of inpatient days attributable to
patients who (for such days) were eligible for medical assistance under a State Plan
approved under this title in a period, and the denominator of which is the total
number of the hospital's inpatient days in that period. The term "inpatient day"
includes each day in which an individual (including a newborn) is an inpatient in the
hospital, whether or not the individual is in a specialized ward and whether or not
the individual remains in the hospital for lack of suitable placement elsewhere.

"Other uncompensated care" means any cost not reimbursed by hospital payers
excluding Charity Care, Graduate Medical Education, discounts, bad debt, and the
reduction in Medicaid payments.

95-10-JIIIA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Instate Acute Care Inpatient Hospital Services

Disproportionate Share Hospital Adjustment

1. Disproportionate Share Hospital Eligibility

A disproportionate share hospital (DSH) shall be an acute care hospital designated
by the Commissioner of Human Services or the Department of Health. No hospital
shall be defined or deemed as a DSH unless the hospital has at least two
obstetricians who have staff privileges at the hospital and who have agreed to
provide obstetric serVices to individuals who are entitled to medical assistance for
such services. At a minimum, each hospital with a Medicaid utilization rate that is
one standard deviation above the mean Medicaid utilization for the hospitals
receiving Medicaid payments in the state or has a low-income utilization rate that is
above 25 percent, shall be treated as a DSH.

The provision that a hospital have at least two obstetricians does not apply to a
hospital, the inpatients of which are predominately individuals under 18 years of age
or which does not offer non-emergency obstetric services to the general population.
Each acute care hospital that meets the obstetric provision or the exception as of
December 22, 1987 that has a Medicaid inpatient hospital utilization rate which
exceeds one (1) percent shall be considered a DSH if the hospital meets anyone of
the following subsidy eligibility criteria. A hospital will receive a subsidy payment for
all subsidies for which it is eligible.

95-10-MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Instate Acute Care Inpatient Hospital Services

Disproportionate Share Hospital Adjustment
2. Method of Payment

The DSH adjustment shall include the amount annually determined by the Essential
Health Services Commission or its successor to be utilized for payments for Charity
Care and Other Uncompensated Care from the Health Care Subsidy Fund.

Hospitals that are deemed eligible to receive DSH payments on the basis of low
income utilization will, at a minimum, receive annually a DSH payment that is equal
to one-hundredth of one percent of non-DSH Medicaid payments for inpatient
services for each percentage point by which the hospital's low-income utilization
exceeds 25 percent (i.e., the number of percentage points multiplied by 0.01 percent
multiplied by the hospital's non-DSH Medicaid payments for inpatient services).

A hospital that is deemed eligible to receive DSH payments on the basis of its
Medicaid inpatient utilization rate but has a low-income utilization rate that is less
than or equal to 25 percent, will at a minimum, receive annually a DSH payment that
is equal to one-hundredth of one percent of non-DSH Medicaid payments for
inpatient services for each percentage point by which the Medicaid inpatient
utilization rate exceeds one standard deviation above the mean Medicaid inpatient
utilization for all hospitals in New Jersey (i.e., the number of percentage points
multiplied by 0.01 percent multiplied by the hospital's non-DSH Medicaid payments
for inpatient services).

Hospitals with a Medicaid utilization rate that is equal to one standard deviation
above the mean Medicaid inpatient utilization rate for all hospitals in New Jersey
shall be considered as haVing a rate that equals one percentage point plus one
standard deviation above the mean Medicaid inpatient utilization for the purposes of
calculating a DSH payment.

95-10-MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for In-State Acute Care Inpatient Hospital Services

Disproportionate Share Hospital Adjustment

Pursuant to Section 13621 of the "Omnibus Budget Reconciliation Act
of 1993" (OBRA 93) (Public Law 103-66, codified in U.S.C. 1396r4), the
State is limiting disproportionate share hospital (DSH) payments to
hospitals.

a) Section 13621 of OBRA 93 establishes hospital-specific limits on
the amount of payment adjustments that the State may make to a
hospital during the State Fiscal Year (SFY). Beginning with SFY
ending June 30, 1996, the State's annual DSH payments to each
hospital will not exceed the respective hospital-specific limit. The
hospital-specific limit is the sum of two parts:

i)

ii)

The first part is termed "Medicaid shortfall." Medicaid short
fall is the cost of providing services to Medicaid patients
using Medicare principles of cost reimbursement, less the
non-DSH payments made under a State Plan.

The second part is termed "Uninsured Patient Cost."
Uninsured Patient Cost is the cost of services, based on the
Medicare principles of cost reimbursement, provided to
those without health insurance (or other third party
coverage), less any cash payments made by them on their
own behalf. Payments made to a hospital for services
provided to the above patients made by the State or unit of
local government shall not be considered third party
reimbursement.

95-36-MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Instate Acute Care Inpatient Hospital Services

Disproportionate Share Hospital

3. Health Care Subsidy Fund - Charity Care Subsidy

a) The Charity Care subsidy totaling $ 137, 221, 891 shall be distributed

according to the following table in State Fiscal Year (SFY) 2025:

Hosp I ~ ISFY 2025
NO HOSPITAL NAME Subsidy Amounts

Newark Beth Israel Medical Center $5, 491, 40
Hackensack UMC - Palisades $4, 838, 70

St. Mary's Medical Center $2, 154, 71
;lara Maass Medical Center $1,996, 07

14 ;ooper Hospital/University MC $7, 021, 296
16 :arePoint Health - Christ Hospital $4, 243, 01!
19 St. Joseph's University Medical Center $16, 250, 062
21 St. Francis Medical Center $1, 127, 525
27 Trinitas Regional Medical Center $7, 311,288
31 Deborah Heart and Lung Center $923,76!
38 Robert Wood Johnson University $10, 718, 289
40 :arePoint Health - Hoboken University Medical Center $4, 188, 043
58 Mew Bridge Medical Center $7, 778, 621
61 /irtua Willingboro Hospital $501, 861
70 St. Peter's University Hospital $7, 972, 497
74 ersey City Medical Center $4, 485, 654,
83 weWell Health Medical Center $1, 254, 337
84 /lonmouth University - Southern $971, 984
92 apital Health Regional Medical Center $6.424.980,
96 t. Michael's Medical Center $2, 324, 427
119 Jniversity Hospital $35, 085.344
324 nspira Medical Center - Vineland $1,318.821

TN: 24-0008 MA (NJ)

Supersedes: 23-0013 MA (NJ)

24-0008-MA (NJ)

Approval Date: December 18, 2024

Effective Date: July 1, 2024



Attachment 4. 19-A

Page 1-262.1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Instate Acute Care Inpatient Hospital Services

Disproportionate Share Hospital

391 Raritan Bay Perth Amboy $599.40&
642 AtlantiCare Regional MC - City $2,239, 780

TOTAL $137, 221, 891

The appropriation for the Health Care Subsidy Fund Payments is subject to the following
condition: (a) the distribution of charity care subsidy payments shall be calculated using
the following methodology:

(1) each hospital shall be ranked in order of its hospital-specific, relative charity
care percentage, or RCCP, based on the submitted 2022 Acute Care Hospital (ACH) Cost
Reports, by dividing the amount of hospital-specific gross revenue for charity care
patients by the hospital's total gross revenue for all patients;

(2) the ten hospitals with the highest RCCP shall receive a charity care payment
equal to 40 percent of each hospital's hospital-specific reimbursed documented charity
care, except that such a hospital with an operating margin less than or equal to -15
percent shall receive a Charity Care reimbursement equal to 50 percent of their hospital-
specific documented Charity Care, with operating margins being calculated using 2022
audited ACH cost reports with a numerator of Form L3, Line 34 minus Line 12, and a
denominator of Form L3, Line 15 minus Line 1 2 minus Line 31:

(3) notwithstanding the provisions of clause (2), the hospital with the highest
hospital-specific reimbursed documented charity care in calendar year (CY) 2022 located
in each of the ten municipalities in the State containing a hospital, with the lowest median
annual household income according to the 2022 5-Year American Community Survey,
shall receive a charity care payment equal to 30 percent of its hospital-specific reimbursed
documented charity care;

(4) an acute care hospital that is deemed to be a Disproportionate Share Hospital
(DSH), according to §1923(b) of the Social Security Act, as reported in Medicaid State
Plan Rate Year ended June 30, 2018, shall also receive 30 percent of its CY 2022

24-0008-MA (NJ)

TN: 24-0008 MA (NJ)

Supersedes: 23-0013

Approval Date: December 18, 2024

Effective Date: July 1, 2024
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Instate Acute Care Inpatient Hospital Services

Disproportionate Share Hospital

hospital-specific documented charity care; and

(5) a specialty heart hospital shall also receive 30 percent of its CY 2022 hospital-
specific documented charity care. Any hospital that meets more than one of the
categories pursuant to this paragraph shall only receive a Charity Care subsidy equal to
the percentage of documented charity care that is the highest.

(b) a disproportionate share hospital eligible for funding through the Charity Care
program may decline all or a part of its Charity Care payments for the fiscal year by
notifying the Commissioner of Health on a form designated by the Department of Health
on or before the fifteenth day following enactment of the SFY 2025 Appropriations Act. If
a disproportionate share hospital declines Charity Care payments for the'fiscal year the
amount declmed shall be redistributed to the remaining eligible hospitals in proportion to
its share of the original subsidy total to the other remaining eligible'hospitals in
accordance with the allocation in the chart above.

In a_manner determined by the Commissioner of Health and subject to the approval of
the Director of the Division of Budget and Accounting, eligible hospitals shall receive

(1) their charity care subsidy payments beginning in July 2024, and

(2) in two six months payments (August and January). If an eligible hospital closes
before June 3d, 2025, the hospital shall reimburse to the State upon closure any subsidy
payments attributed on the normal monthly payment basis to after the hospitaFs date of
closure.

24-0008-MA (NJ)

TN: 24-0008 MA (NJ)

Supersedes: 23-0013

Approval Date: December 18, 2024
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Supplemental Payment

Effective for State fiscal year 2022, the Health Care Subsidy Fund-Charity Care Subsidy
equals $349, 000, 000, which includes the one-time supplemental appropriation of
$30, 000, 000. Payments for the one-time $30, 000, 000 Charity Care supplemental
payment shall be made to eligible hospitals in the following manner:

Hackensack University Medical Center 980, 115. 73

Newark Beth Israel Medical Center 2, 281, 666. 28
Hackensack UMC - Palisades

Hunterdon Medical Center 109, 989. 02

St. Mary's General Hospital

Holy Name Medical Center 138, 526. 71
Clara Maass Medical Center 532, 245. 94
Penn Medicine Princeton Medical Center

Cape Regional Medical Center 16, 566. 10

Valley Hospital 133, 825. 23

Cooper Hospital/University MC
Morristown Medical Center 490. 282. 92

CarePoint Health - Christ Hospital
Chilton Medical Center 30, 014. 64

St. Joseph's University Medical Center
St. Francis Medical Center 357. 993. 50

RWJ University Hospital - Rahway 66, 388. 17

CarePoint Health - Bayonne Medical Center 124, 160. 93

Trinitas Regional Medical Center
Newton Medical Center 27. 898. 98

Virtua Our Lady of Lourdes Hospital 288, 781. 45

Deborah Heart and Lung Center 182, 579. 29

Riverview Medical Center 81, 057. 82

22-0001-MA(NJ)

TN: 22-0001 MA (NJ)

Supersedes: New

Approval Date: March 29, 2022
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Supplemental Payment

Hackensack UMC - Pascack Valley
Robert Wood Johnson University Hospital
CarePoint Health - Hoboken University Medical Center
Community Medical Center

Capital Health Medical Center - Hopewell
Englewood Hospital and Medical Center
Shore Medical Center

RWJ University Hospital - Somerset
St. Clare's Hospital - Denville
Overlook Medical Center

Ocean Medical Center

Hackensack UMC - Mountainside

Virtua Memorial Hospital
New Bridge Medical Center

St. Luke's Warren Hosgjtal^
Virtua Willingboro Hosgita^
Inspira Medical Center - Elmer

St. Peter's University Hospital
Jersey Shore University Medical Center
Jersey City Medical Center
Mpnmouth Medical Center

St. Barnabas Medical Center

Inspira Medical Center - Mullica Hill

East Orange General Hospital
Monmouth Medical Center - Southern
Salem Medical Center

Capital Health Regional Medical Center
St. Michael's Medical Center

JFK Medical Center

9 ?c;Q

1. 592. 899 fifi

121, 721.

525, 658. 1'

477. 079. 68

f^9 1RR R

1!

100. 292. 92

9?^ ci79 7fl

115. 289

40. 743. 39

254, 961. 71

46,

162, 426. 2:

19, 825. 84

12. 790. 747. 38

i86, 398. 74

1, 950,629.44

609. 970. 16

292, 601. 98

44. 296, 05

297. 126.32

15,408.43

Sf^ filfi fir;

439, 097. 05

TN: 22-0001 MA (NJ)
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Supplemental Payment

RWJ University Hospital - Hamilton 85, 906. 56
CentraState Medical Center 127, 322. 23

Bayshore Community Hospital 33. 240. 67

Southern Ocean Medical Center 32, 503. 47

Hackettstown Regional Medical Center 14, 194. 92

St. Joseph's Wayne Medical Center 209, 510. 12

Hudson Regional Hospital 14. 745. 15

University Hospital

Virtua Voorhees Hospital 29, 434. 08

Virtua Marlton Hospital 354, 810. 16

Inspira Medical Center-Vineland 233, 338. 48

Raritan Bay Medical Center - Perth Amboy 173, 882. 40

Raritan Bay Medical Center - Old Bridge 19, 929. 25

St. Clare's Hospital - Dover 179, 082. 77

AtlantiCare Regional MC - Mainland 857, 737. 70

AtlantiCare Regional MC - City

Jeffer3on Washington Twp Hospital 70, 761. 74

Jefferson Cherry Hill Hospital 84, 692. 83

Jefferson Stratford Hospital 55, 652. 37
Total Appropriation 30, 000, 000

22-0001-MA(NJ)

TN: 22-0001 MA (NJ)
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5. Payments for the University of Medicine and Dentistry

a) The Commissioner of Human Services shall designate as a DSH and
make a DSH payment to teaching hospitals whose medical programs are
established by the Department of Education and whose board of trustees
include the Commissioner of Health and Senior Services or his or her
successor.

b) Payments shall be calculated in the following manner:

i) The DSH payments for UMDNJ shall equal the total operating cost
of the hospital, less any third party amounts, including all other
Medicaid payments, (other than DSH payments) and payments
from non-governmental sources for services provided by the
hospital to individuals who are either eligible for medical
assistance or uninsured. The following formula illustrates the
payment adjustment to be made to eligible hospitals:

Payment = Total Operating Cost - [(Medicaid Payments excluding
DSH) + (Third Party Payments and Non-State Sourced
Payments)]

c) Effective with the State Fiscal Year that begins on or after September 30,
2002, and ends on the last day of the succeeding State Fiscal Year, DSH
payments for UMDNJ shall equal 175 percent of the total operating cost
of the hospital, less any third party amounts, including ail other Medicaid
payments and payments from non-governmental sources, for services
provided by the hospital to individuals who are either eligible for medical
assistance or uninsured. Payments shall be calculated in the following
manner:

Payment = 1.75 X {Total Operating Cost -
[Medicaid Payments excluding DSH +
(Third Party Payments and Non-State Sourced
Payments)]}

04-08-MA (NJ)
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Disproportionate Share Hospital Adjustment

8. Hospital Relief Subsidy Fund for the Mentally III and Developmentally
Disabled

a) A hospital that provides inpatient services and has a contract with the
Division of Mental Health and Hospitals (DMHH) or its successor to
provide services to low-income mentally ill or deveiopmentally disabled
beneficiaries shall be deemed by the Commissioner of Human Services
as a DSH which serves a large number of mentally ill and deveiopmentally
disabled beneficiaries and shall be designated eligible for DSH payments
with the following exceptions:

i) Hospitals that receive money under the 90/10 program - a program
in which the State pays 90% of the unreimbursed maintenance
costs for indigent patients in State and county psychiatric hospitals
in accordance with State statutes and the county pays the
remaining 10 percent - are not eligible for payments from the
HRSF.

ii) Hospitals shall only be eligible for a payment from the HRSF for the
mentally ill and deveiopmentally disabled if they are recognized by
the DMHH or its successor, as a Short Term Care Facility (STCF)
or a Child Crisis Intervention Service(CCIS) provider or are under
contract with the DMHH or its successor, to provide hospital-based
mental health services. CCIS and STCF providers provide inpatient
services.

95-10-MA(NJ)
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b) The amount of payment to hospitals for the mentally ill and
developmentally disabled beneficiaries shall be based upon a
recommendation made by the DMHH or its successor, within the
Department of Human Services to the Commissioner of the Department of
Human Services. The funds shall be allocated in the following manner:

i) Payments to hospitals that are recognized by the DMHH as a
STCF or CCIS provider from the Hospital Relief Subsidy Fund shall
be based upon the distribution of beds for these services times a
projection of the cost of providing the service in a State facility.

a) The base period used in the payment formula to determine
the distribution of beds is 1991. The "Cost of Psychiatric
Bed" is the yearly, projected cost of providing a psychiatric
bed in a State facility. The following formula illustrates the
payment adjustment for eligible facilities:

(1) Cost of Psychiatric Bed X Beds = Payment
Adjustment

ii) Payment shall be allocated based upon the amount of outpatient
services provided by the hospital as a percentage of outpatient
services provided by all eligible hospitals.

a) As an example, if a hospital provides 10% of the services
overall, it receives 10% of the funding.

iii) Payment shall be made as prescribed by DMHH or its successor.

95-10-MA(NJ)
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7.2-1. Disproportionate Share Hospital (DSH) Redistribution Methodology in the
Event of a Hospital Closure

a} DSH payments to a closed hospital shall cease immediately upon the date of closure.
In the year of closure and each year after closure in which there is at least 6 months of
hospital data, a DSH allocation that would have gone to the closed hospital shall be
initially calculated. Then the reallocation of the closed hospital's calculated aSH
allocation shall be calculated and distributed to eligible hospitals, using the methodology
set forth below.

b) Charity care and supplemental charity care allocations are to be redistributed as follows:

1. To be eligible for a portion of the closed hospital's charity care allocation and/or
supplemental charity care allocation, a hos~ital shall satisfy all three of the following
criteria:

i. The hospital shall have received a charity care subsidy allocation and/or a
supplemental charity care allocation during the State f'seal year in which the
closed hospital ceased operations as a general hospital:

ii. The hospital shall draw its patients from the same market a~ 3a, id8r,!ifiuJ by
United States Postal Service zip codes, which the c~osed hospital served.
The market area served by the closed hospital shall be cetu:,lim:d, based on
the most recent complete calendar year Uniform·Bill·Patlent Summary (UB)
data as follows:

a. Rank zip codes from highest to lowest, based on the percentage of total
admissions drawn from each zip code by the closed hospital; and

b. Include the ranked zip codes in the closed hospital's market area
(beginning with the highest-ranked zip code) until the percentage of
admissions, when added together, constitutes 75 percent of the closed
hospitals total admissions; and

iii. The hospital shall demonstrate that it has a market share of 25 percent or
more of admissions from the market area served by the closed hospital. This
determination shall be made based on the most recent available complete
calendar year UB data, exclUding the closed hospital's US data.

The available charity care and/or supplemental charity care funds to be reallocated shaJl be
distributed among eligible hospitals based upon each eligible hospit<J:'~. ;;-:~,kr<: )'clJ'_' (,~

admissions as a percentage of the market share of admissions of all eligible hospiti1is as
determined from the results of the calculations in (b}1.iii above.
:-:---:~ -",-01.23-MA (N_ll.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURin' ACT
State of New Jersey

Reimbursement for In-State Acute Care Inpatient Hospital Services
Disproportionate Share Hospital
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
ReImbursement for Disproportionate Share Hospital (DSH) Payments

10. Disproportionate Share Hospital (DSH) payments to acute care
hospitals shall include payments by any agency of the State of New
Jersey for health care services provided to Medicaid beneficiaries
and uninsured individuals. These payments shall be made to each
hospital at the amount of the payment by the State agency for
Medicaid and uninsured individuals not to exceed 100 percent: of the
costs incurred by the hospital during the year serving Medicaid
beneficiaries and uninsured Individuals less Medicaid payments
inclUding any other DSH payment methodology and payments from or
on behalf of uninsured patients.· The DSH payments shall replace the
portion of total State agency payments to each hospital supporting
services to MedicaId benefi6iaries and uninsured patients. These
payments from other agencies do not represent payments for prisoner
inmate care.

"
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Instate Acute Care Inpatient Hospital Services

Disproportionate Share Adjustment

11. DSH payments for governmental acute care hospitals shall equal the total
operating cost of the facility. less any third party amounts, including all other
Medicaid payments, as well as payments from non-governmental sources for
services provided by the hospital during the facility's fiscal year.

98-13-MA(NJ)
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REIMBURSEMENT FOR GOVERNMENTAL (STATE AND COUNTY) HOSPITALS
PROVIDING INPATIENT PSYCHIATRIC SERVICES OR ACUTE CARE PATIENT

'-" SERVICES FOR THE DEVELOPMENTALLY DISABLED

I. A. Governmental hospitals are hospitals owned or operated by State or County
governmental agencies that provide long-term inpatient psychiatric services or acute
care services for developmentally disabled patients.

B. Private Psychiatric Hospitals are those psychiatric hospitals not owned or operated~by
State or County government agencies.

C. Long Term Care Psychiatric Hospitals are governmental or private psychiatric
hospitals enrolled in the New Jersey Medicaid program as a long term care provider
based on the average length of stay of its patients.

II. Reimbursement for governmental inpatient hospital psychiatric services and acute care
inpatient hospital services for the developmentally disabled is based upon Medicare
principles for determining reasonable. cost reimbursement described in 42 CFR Part
413.

For Long Term Care Psychiatric Hospitals, clothing, indicated in a patient's plan of care
is an allowable cost for Medicaid patients.

III. Upper limits of reimbursement will be the lower of reasonable costs of services
described above or the provider's customary charges to the general public.

IV A retrospective reimbursement system is being utilized.

Interim per diem rates are based upon actual cost and statistical data contained in the
most current Medicare/Medicaid Cost Report (HCFA 2552) plus a factor for inflation. In
those instances where the prior year cost report data plus an inflation factor does not
serve as an accurate base for the billing period rate, a base year adjustment (cost
and/or statistical) shall be made to more accurately reflect the anticipated rate for the
billing periods.

Final reimbursement (settlement) amounts are based on actual cost and statistical data
for the service period which reflect the standards and principles identified in Paragraph
II. These amounts will reflect the difference between the reimbursement received by the
provider based on the interim rates in effect for the service period and the final rates
which are based on the actual Medicare/Medicaid Cost Report (HCFA 2552) for the
service period.

Interim rates and final settlement amounts are approved by the Director of Division of
Medical Assistance and Health Services or his/her designee.

95-32-MA (NJ)

Supersedes 90-12-MA (NJ)

TN ._9_~:_~~~ J\ pr; ~",: ',' ,~~: D2t.~ ~~_N0 5Zm»



Attachment 4.19-A
Pages 11-2 through .-25

Pages 11-2 through 11-25

Intentionally left blank

Off\t\

88-29(d)MA

Jl)li 3D J881TN ~~ - ~~ f'.. Ai1nrO\f --1 D:;t"Q ".~r,.. ;. -:-------..;:-----~- __ .i~ I-' ' • (! _ .~••,. c__ .

S~persedes TN .NeW-Effective Date -. - \ ~.~8



~
'

.,:\",' •.....,/.. r' '(/)~\"' __ .'" _".;-" 'h"' . .'
".' .. ..' ~ .. .. ," ..

, ,

Attachment 4.19A
Page 11-26

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Governmental Psychiatric Hospitals and Governmental Acute

Care Hospitals for Developmentally Disabled Patients
Reimbursement for Hospital Administrative Days

Effective JUly 1, 1985, reduction in reimbursement for patients awaiting post
hospital extended care services in governmental long term care psychiatric hospitals will
be applicable in those instances where the hospital or the area (as specified on pages 11
27 and 11-28 of this attachment) maintains for purposes of this test an occupancy of less
than 80 percent. Patients who require post-hospital extended care services will be
excluded for the 80 percent computation.

For those patients awaiting post-hospital extended care in governmental long term
care psychiatric hospitals during the twelve month period ending June 30, 1986, the
reduction in reimbursement for those governmental long term care psychiatric hospitals
whose occupancy level falls below 80 percent will be one-third of the difference between
the prOVider's rate for inpatient (psychiatric) services and the statewide average NF rate.

For the twelve month period ending June 30, 1987, the reduction in reimbursement
will be two-thirds of the cited difference for the patient for which reduced reimbursement is
required. After June 30, 1987, for those whose occupancy level falls below 80 percent,
the facility will be reimbursed at the State-wide average NF rate for patients requiring NF
level of care.

The following pages describe the area determinations of State and county
governmental long term care psychiatric hospitals and describes the payment for
Administrative Days for Other Psychiatric Facilities and Governmental Acute Care
Hospitals for Developmentally Disabled Patients.

ec
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GOVERNMENTAL PSYCHIATRIC HOSPITAL SERVICES

Reimbursement for Hospital Administrative Days

The state board shall establish geographic districts within the State of

New Jersey, each consisting of one or more of the several counties, and shall

designate the state hospital which shall receive persons admitted or committed

from the several counties comprising each such district. The current dis-

tricts, or catchment areas, for th~ four state psychiatric hospitals, are:

GREYSTONE PARK PSYCHIATRIC HOSPITAL

Bergen

Warren

Sussex

Passaic

Hudson

Morris

MARLBORO PSYCHIATRIC HOSPITAL

Essex

Somerset

Middlesex

Monmouth

Ocean

Union

ANCORA PSYCHIATRIC HOSPITAL

Burlington

Camden

Atlantic

Salem

Gloucester

Cape May

Cumberland

TRENTON PSYCHIATRIC HOSPITAL

(,

.. ( i" {,

Mercer

DEC. 1 1 1986

Hunterdon
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Governmental Psychiatric Hospitals and Governmental Acute

Care Hospitals for Developmentally Disabled Patients
Reimbursement for Hospital Administrative Days

GARRETT W, HAGEDQRN FOR GERIATRICS QHE CENTER)

The Center receives Statewide referrals from Trenton, Greystone Park, Marlboro and
Ancora State Psychiatric Hospitals. Some patients are referred directly from the
community, Patients referred to the Genter require an inpatient level of care.

The Center provides a specialized focus on the gero-psychiatric population unlike the
other adult facilities.

CQUNTY PSYCHIATRIC FACILITIES

The catchment area for the county psychiatric facilities will be the county in which the
facility is located.

OTHER PSYCHIATRIC fACILITIES ANP GOVERNMENTAL ACUTE CARE
HOSPITALS FOR DEVELOPMENTALLY PISABLED PATIENTS.

Other Psychiatric Facilities, such as short-term psychiatric care facilities, are those
governmental psychiatric facilities that do not fall in one of the above categories. Other
Psychiatric Facilities and and Governmental Acute Care Hospitals for Devetopmentally
Disabled Patients are not assigned districts or catchment areas, Payment rates for
services provided by these facilities for those patients awaiting post-hospital extended
care are made at the State-wide average NF rate for patients requiring NF level of care.

94-20-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Governmental Psychiatric Hospitals and Governmental Acute

Care Hospitals for the Developmentally Disabled Patients
Disproportionate Share Hospital Adjustment

Reimbursement for governmental (State, County or instrumentality of local government)
hospitals providing psychiatric care or acute care services to developmentally disabled
patients.

I. Eligibility ReqUirements

Governmental hospitals providing psychiatric care or acute care services to
developmentally disabled patients will qualify as disproportionate share hospitals if
they meet the following requirements:

A. The hospital must have on staff two obstetricians who accept Medicaid
patients, unless the patients are predominately individuals under 18 years
of age or the hospital does not offer non-emergency obstetrical services to
the general population as of December 21, 1987, and

B. The hospital's Medicaid inpatient utilization rate is at least one percent.

II. Payment Adjustment Methodology

A. A governmental hospital providing psychiatric care or acute care
services to developmentally disabled clients that meets the requirements of
I. above, will receive an additional payment calculated as foUows~_.,r,.

94-20-MA (NJ)
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STATE PLAN UNDER TiTlE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Govemmental Psychiatric Hospitals and Governmental Acute

Care Hospitals for the Developmentally Disabled Patients
Disproportionate Share Hospital Adjustment

With the exception of high disproportionate share hospitals in State
Fiscal Year (8FY) 1995, the payment adjustment wilt not exceed the
cost of services furnished to Medicaid patients, less the amount paid
under the non-DSH payment method under the New Jersey State
Plan, added to the cost of services provided to patients who are
uninsured for services provided during the SFY, less the amount of
payments made by those patients. Thus, the payment adjustment to
these providers is the limit established by Section 13621 (g) (1) (A)
of the Omnibus Budget Reconciliation Act of 1993 (OBRA 93). A
retrospective system will be used to determine the adjustment
amounts. Prior year actual patient care related costs and payments
from the period with the most current data available will be inflated to
the estimated billing period levels"'. The result of this calculation,
which reflects an annual figure, will be divided and paid in equal
amounts on a quarterly basis. Subsequent to the billing period, the
estimated amounts will be adjusted (upward or downward) based
upon the actual costs and payments applicable to the billing period.
In unusual circumstances, where actual payments can not be
matched to the applicable service cost, a reasonable estimate of the
payment amount will be made.

Off\C\~l
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STATE PLAN UNDER TITlE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Governmental Psychiatric Hospitals and Govemmental Acute

Care Hospitals for the Developmentally Disabled Patients
Disproportionate Share Hospital Adjustment

For high disproportionate share hospitals, the payment adjustment
for State Fiscal Year 1995 shall equal 200 percent of the cost of
furnishing hospital services by the hospital to individuals who either
are eligible for medical assistance under the State Plan or have no
health insurance for services provided during the year. These
payment adjustments will be determined using the same
retrospective system identified in the preceding paragraph with the
calculated amount being doubled. This paragraph expires June 3D,
1995.

B. Disproportionate share payment adjustments will be made on a
quarterly basis.

C. To qualify as a high disproportionate share hospital, the
governmental hospital must have the highest number of inpatient
days attributable to individuals entitled to Medicaid benefits of any
hospital in the state for the previous State Fiscal Year (1994), or the
hospital's Medicaid inpatient utilization rate must be at least one (1)
standard deviation above the mean Medicaid inpatient utilization rate
for hospitals receiving Medicaid payments in the state. This
paragraph expires June 30, 1995.

-I< When base year costs or payments (after inflationary increments) do not reasonably
reflect the anticipated costs or payments for the payment year, an adjustment may be
made to the base year data to reflect the anticipated costs or payments. The anticipated
costs and payments are subject to retrospective adjustment.

94-20-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Governmental Psychiatric Hospitals and Govemmental

Acute Care Hospitals for the Developmentally Disabled Patients

Pages 11-39 through 11-40 are intentionally left blank.
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Attachment 4.19 - A

Out of State Hospitals
Section 111-2

STATE PLAN UNDER XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Out-of-State Hospitals

is a copy of the letter sent by the State Medicaid Agency to the
hospital specifying the Medicaid rate.

c) In the event an out-of-State acute care general hospital does not participate
in the Medicaid program in the state where the hospital is located or has not
established a rate with the State Medicaid agency, reimbursement for
inpatient services shall be at the lesser of the established DRG payment
rate for NJ acute care hospitals as described at Attachment 4. 19-A Section
I, (excluding add-on amounts), a rate negotiated with the Division at the time
of enrollment for inpatient hospital services, or the total charges reflected
on the claim.

d) For services beginning on July 1, 2023 payments to out-of-state pediatric
hospitals whose number of discharges were within the first quartile of New
Jersey Medicaid pediatric patient days in calendar year 2021 and that would
otherwise be reimbursed at the established Diagnosis Related Groups
payment rate described in N.J.A. C. 10:52-14 shall be reimbursed at 100

percent of the established Medicaid claim-specific reimbursement
methodology in the state in which the hospital is licensed, not to exceed a
50 percent increase above the established New Jersey fee-for-service
payment amount.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Out-of-State Hospitals
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ATTACHMENT 4.19-A..-
PAGE 111-11

OUT-OF-STATE HOSPITALS

(Disproportionate Share)

The New Jersey Medicaid Program will not reimburse disproportionate
share hospitals located in a state other than New Jersey.
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7. For each cost center where non-physician services are being re
bundled, a ~lete breakcut of the 1982 base year costs will be
required. This is being requested so as to ensure that the rebundled
items are not in the 1982 base. Subseqeuntly, verification that ti'.e
rebundled it.errs are· rot in the base will be provided tcithe third
party payers, by the Department.

'!he review to be perfonned by the 1"x:>spital rate analysts and the HRSC
is as follows:

~

1. The rate analyst will ensure that the reiq? -ned services
are not in the base. '!he analyst will need ;;.0 !;·c-rntiJ.dze
the cost infonnation provided to the Department by the
hospital. This, in sane cases, may require further docu
mention fran the hospital. nus verification will occur
during the appeals process. .

2. The charges (as provided by the oospital) for the rebundled
services, wi11 be c;::acp3.red against ~care's 1983 charge
data provided by thefiscalintennecliaries. 'n1e hospital
will be all<:::Med the lower of its own charges or the 75th
percentile of Medicare's prevailing rate. 'l11is calcula
tion will be performed at Final Reconciliation with the dis
incentive being part of the over/ (under) oollection at year
end. It will be treated as an indirect adjuscrent, similar
to MICU' 5 and CAT Scans.

E:<AMl?LE:

REV.
CODE REEUNDLED SERV.

MEDICARE
PREVAILING

KlSP _ COST CHARGE
DISIN- # OF PRO

CFNI'IVE CEIXJRES 'It.''rA:..
_-eo

1.7883
2.7519

cxr Scan
Digital An
giogram

250
400

300
350

o
50

10
5

o
250

$250

3. The Depa.rbnent will provide, to the payers and the HRSC, a
list of the approved rehmdled services as soon as this
list can be carpiled.

'This rrethodology will ensure that the oospital receives an equitable pay
ment rate for the rebundled services and that the rate for payers is
reasonable.
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Objectives of the Hospital Rate Review Program

The rate review program is charged with establishing reimbursement rates
for hospitals which reflect reasonable costs for the health care facilities involved.

The two basic principles upon which the Guidelines are formulated are that
the Department shall establish that for each hospital:

1. The costs currently incurred are reasonable for the level of services
currently provided and

2. Any increases in those costs are reasonable.

The methodology is formulated in accordance with these principles.

For the year 19831 for specialized and rehabilitation hospitals not covered
under N.J.A.C. 8:31B-l et seq. in the State of New Jersey, it is the Department's
objective to limit the average incre.ase in hospital inpatient expenditures (both cost
and volume) which are reimbursed by hospital service corporations, the State's
medical assistance program, and other covered governmental agencies, referred to
hereafter as "payors," to a maximum of one and one-half percent 0.5%) above the
Department's established Economic Factor.

1 :\11 year numbers in this rule will automatically increase by one beginning
January 1, i 98/t.



Rules Concerning 1983 Hosoital Rate Review Guidelines

Allen N. Koplin, Acting Commissioner of Health, pursuant to the authority of
N.J.S.A. 26:2H-1, et seq. N.J.S.A. 17:2H-l et seq. and with the approval of Health
Care Administration Board, adopts the following rules concerning the 1983 rate
review for hospitals.

1. Authority

In accordance with N.J.S.A. 26:2H-l et seq., payment by hospital
service corporations and government agencies for health care services
provided by a hospital shall be at rates approved as to reasonableness by
the Commissioner of Health taking into consideration the total costs of
the hospital.

2. Scope of Rules

Unless otherwise provided by rule or statute, the following shall
constitute the rules of practice and procedure for determining hospital
payment rates relative to 1983 admissions only, and for appeals from an
administrative rate determination.

In accordance with N.J.S.A. 26:2H-18, the elements of cost will be
those defined by the Commissioner of Health.

3. Definitions

In addition to those definitions outlined in N.J.A.C. 8:3-1.4, the
folloWing definitions shall apply:

A. "Director" is the Director of Health Economics Services.

B. "Analyst" is the Analyst, Health Economics Services, to whom an
individual hospital's cost submission has been assigned.

C. "Payors" are hospital service corporations and government agen
cies that are contractual purchasers of health care services.

D. "Approved Rate" is the current rate in effect establlshed by the
Rate Review Program. The approved rate provides reasonable
reimbursement for covered inpatient hospital costs. Costs which
are attributed to non-eligible or outpatient services are not
reviewed and are not pan of the approved reimbursement rate
under the SHARE Program.

E. "Global Rate" is the Final Administrative Payment Rate for 1983
determined by adjusting the 1982 Global Budget by an increment,
as described in Section 5.A. below.

F. "Alternate Rate" is the 1983 rate determined by applying these
ra te review guidelines to the lower of the 1981 actual costs or
1981 approved costs, as described in Section 6 and all subsequent
sections below.
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G. "Proposed Alternate Rate" is the payment rate developed by
applying these rate review guidelines to the elements of cost
reported on the 1981 Actual SHARE Forms.

-- 7

H. "Administrative Payment Rate" is the payment rate developed
following a detailed review with the Analyst of the Proposed
Alternate Rate.

I. "Final Administrative Rate" is the payment rate developed as a
result of:

1. Acceptance by the hospital of the Global Rate, or

2. Acceptance by the hospital of the Proposed Alternate Rate,
or

3. Acceptance by the hospital of the Administrative Payment 
Rate, or

4-. The rate established following an appeal to the Hearing
Officer from the administrative rate determination.

J. "Final Rate" is the payment rate developed from the Final
Administrative Rate following the certification of actual costs of
providing health care services as reported by hospitals, by making
the retroactive adjustments descr ibed under Section 15.

K. "Forms" are the data collection forms which a hospital uses to
report actual costs. These forms must be completed using the
cost center definitions in Section B of the SHARE Manual, the
statistical definitions in Section D of the Manual, and the cost
reporting and allocation methodology prescribed in Section E of
the Manual. No other allocation method is acceptable.

L. "Schedules" refers to the schedules used to test the reasonable
ness of actual expenses and to determine reasonable increases.

M. "Level I Appeal" is the appeal held with a Department Analyst.
This appeal will be held within 60 working days from the issuance
of the Proposed Alternate Rate.

N. "Level II Appeal" is the appeal held before a hearing officer in
which the hospital or the payors appeal the Administrative
Payment Rate based on the Analyst Review (Level I Appeal). The
purpose of the Level II appeal is to determine if the Guidelines
were properly interpreted and executed by the analyst at the
Level I Appeal based on only information and documentation made
available at the time of the analyst review.

4-. Time Tables

A. At the request of the Commissioner, hospitals shall furnish to the
Department of Health such reports and information as the Department
may require to establish reasonable rates for payment by payors for



health care services provided by a hospital, excluding confidential
communications from patients. The information shall be used to
establish 1983 inpatient per diem rates according to the following
schedule:

-.I..
\.

Activity

SHARE 1981 Actual Submission

Projections for 1983 Volumes and
other items as required

Request for additional Depreciation,
Malpractice and In terest to be included
in the Payment Rates

Global Rate Established

Request for 1983 Alternate Rate

Form B-2 submitted for
Quarter Ending:

December 31, 1982
March 31, 1983
June 30, 1983
September 30, 1983
December 31, 1983

Date to submit 1982 actual costs
on SHARE Forms

Date to submit 1982 Audited Financial
Statement

Date

April 30, 1982

July 31, 1982

July 31, 1982

October 1, 1982

November 1, 1982

February 15, 1983
May 15, 1983
August 15, 1983
November 15, 1983
February 15, 1984-

April 30, 1983

June 30, 1983

B. Hospitals shall submit their 1981 actuals to the Department no later
than April 30, 1982. Volume projections, documentation of depreciation
and interest costs required for 1983 and other information needed to
establish reasonable payment rates for 1983 shall be submitted by
July 31, 1982. Any errors in the ac!uals or supplemental information
submitted must be corrected within ten (IO) working days of notificat
ion of the error. Once the Department has determined that the actual
cost submission is suitable for entry into the data base, it sh3.11 be so
entered; no further substitutions or rearrangement of costs will be
accepted unless it is deemed necessary by those performing the
detailed, on-site review pursuant to Paragraph E below.

Hospitals that fail to submit the actl,laf costs in a condition that would
. render them suitable for entry into the data base by June 30, 1982
and/or those that fail to submit volume projections and any other
supplemental information in a condition that would render them suit
able for entry into the data base by August 15, 1982, shall forfeit their
right to proceed under the normal methodology for determining a
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reasonable reimbursement rate. These hospitals shall have their rates
calculated according to the following method:

1. Hospitals failing to comply with the above deadlines shall submit
their actual costs and/or volume projections and other required
information to the Department in a condition suitable for entry
into the data base no later than thirty calendar days subsequent to
the respective deadlines. No Global Rate shall be calculated for
these hospitals. The hospital's Proposed Alternative Rate shall be
devoid of any of the automatic management increases that
normally will be calculated for other hospitals receiving an
Alternate Rate in accordance with Section 11 of these Guidelines.
In lieu of these normally allowed management increases, the
hospital will be required to document the need for each manage
ment increase at the detailed review with the Analyst before such
increases may be included in the Administrative Payment Rate.
The hospital may appeal the rate so established to the Hearing ~

Officer in accordance with Section IIJ. (below). The Proposed
Alternate Rate will not be calculated for the hospitals having late
submissions until after all other hospitals proceeding under normal
review process have received their rate.

2. Should the hospital fail to submit its actual costs and/or volume
projections, and other required information to the Department in
a condition suitable for entry into the data base as stipulated in l.
above, its 1982 latest approved budget (Global Rate, Proposed
Alternative Rate, Administrative Payment Rate or Final Adminis
trative Rate) increased by Y2 of the 1983 economic factor shall
become its Final Administrative Rate for 1983. The hospital will
not be entitled to an appeal of this rate. The 1983 Final Approved
Rate will be adjusted for the items specified in Section 15.

C. For any hospital proceeding under the normal methodology which has
requested an Alternate Rate, a date for the detailed review with the
Analyst shall be set within sixty (60) working days of the issuance of the
Proposed Alternate Rate. At least ten (0) working days prior to the
date so established the hospital must submit written documentation of
all items to be discussed. This documentation will specify each item,
the costs associated with the item, and the hospital's rationale for the
request. Should the hospital fail to submit the documentation in the
allotted time or fail to appear on the established date, it shall have
forfeited its right to an appeal, and the Proposed Alternate Rate will
become the Final Administrative Rate.

At the Analyst Review, the Analyst shall indicate which items are not
supported by sufficient documentation. The hospital must furnish the
necessary documentation within ten (0) working days for it to be
considered. Following receipt of this documentation, the Department
shall neither request nor require further documentation and shall issue
the Administrative Payment Rate within thirty (30) working days.

Should the hospital pursue an appeal of the Administrative Payment
Rate provided for below (Section IIJ.), the hospital may not submit
documentation other than that provided to the Analyst unless the
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hospital can dem9nstrate the existence of good cause f9r failure to
provide the documentation to the Analyst within the deadlines set forth
above.

Requests for additional costs for management changes must be justified
by a full presentation of the dollar value of the cost, the dollar value of
the benefits and a complete explanation of any other benefits resulting
from the program which cannot be given a dollar value.

In all cases in· 'whkh an Administrative Payment Rate is issued
following the detailed review, the hospital shall have five (5) working
days after notification in which to verify the accuracy of the calcula
tion on the rate schedules and to notify the Department of any
corrections to be made. After this time the Administrative Payment
Rate shall be issued pursuant to Section 6, B., 12.

D.. If a hospital fails to submit its 1982 Actual data by April 30, 1983, and
is unable to justify the delay or non-submission, its 1983 per diem will
be reduced by five percent (5%) effective the first day of each month,
until the submission is received by the Department. This reduced rate
shall remain in effect until the Actual data has been processed and
found suitable for entry into the 1982 Actual data base., Once the data
is approved for entry into the data base the reduced per diem rate will
be retroactively increased to the latest rate approved by the Depart
ment. The hospital is allowed to submit corrections and changes to its
1982 actual data, resulting from the certified actual audit, subsequent
to April 30, 1983, but prior to the date established for determination of
the 1984 data base.

E. Auditing of Costs

At a mutually agreed upon time, the Department may perform a
detailed on-site. review of costs and statistics to verify consistent
reporting of data and extraordinary variations in data. The hospital
may ask the Department to reconsider its findings, and the Director of
Health Economics Services will render a decision. This decision maybe
appealed according to the Administrative· appeal process as defined in
Section 14 below. Nothing in this Section modifies, in any way, the
rights of any third party to conduct its own audit per contract
agreement and/or legal requirements.

5. Methodology for Calculating Global Rates

A. A 1983 Global Rate will be developed from the hospital's 1982 Global
Budget established pursuant to the 1982 SHARE Guidelines. Accept
ance of the 1983 Global Rate shall constitute a waiver of any right of
appeal concerning the 1983 rate and no adjustments to any prior year
shall affect th~ 1983 Global Rate.

1. Hospitals eligible for a Global Rate (see Section 4.8. above) will
be given an automatic percentage increase to its adjusted approv
ed 1982 Global Budget. The percentage increase will provide for:

a. General economic factors that will be common to all
hospitals, plus,

.~,-.I . rj-6
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b. An additional factor to provide for the increases in manage
ment changes (they will vary by hospital as described tn
Section 5.A. (6) below).

2. The adjusted approved 1982 Global Budget will be calculated by
adjusting the 1982 Global Budget established for the hospitals on
December 1, 1981, by the follow factors:

a. A volume adjustment will be calculated on the variances
between 1982 budgeted volumes and the 1983 projected
volumes using volume variances as detailed in Exhibit 1.

b. The reasonable costs for legally required changes made in
1982 that were or were not included in the approved 1982
Global approved budget.

c. Difference between the 1982 approved and the 1983 reason
able costs for:

Interest
Non-department Depreciation and lease
Malpractice
Utilities

d.

e.

The amounts that were or were not to be incorporated in the
1982 or 1983 Global Rates toprovide for special and/or non
recurr ing situat ions.

Shifts in cost to/from hospitals from/to other providers of
health care.

{

3. The percentage adjustment described in Paragraph 1 will be
applied to all expense items except interest, non-departmental
depreciation and lease, malpractice, and utilities. Hospitals
desiring additional adjustments for interest and depreciation
above the amount approved in the 1982 Global Rate should submit
a forrnal request to the Department of Health together with
appropriate supporting data by July 31, 1982.

4. Separate adjustments also will be made to annualize the effect of
approved Certificate of Need items not already covered in 2.c.
above and other legal changes not included in the 1982 Global
Rate.



5. The hospital's specific adjustments carried out in accordance with
Section 5.A,l.b. above establishes the reasonable increase in costs
for management chang~s in lie~ of the management request and
approval procedure that existed in prevIous Rate Review
Guidelines.

a. For hospitals having 1931 actual costs equal to or less than
95.0% of the median in all three Level I clusters {statewide
patient care cluster costs per patient day, statewide general
services cluster costS per patient day, and ca,::egory ancil
lary cluster costs per admIssion), the non-ohysician costs
will be increased ~y twO percent (2%).

b. For hospitals haVing 1931 actual costs ecual to or less than
the median in all three Level I cluster, the non-Dhysician
costs will be increased by one and one-nalf percent t l~/z'?6).

c. For hospiTals having! 931 actual costs equal :0 or less than
105% of the median in all three Level I clL:sters. the non
physician costs will be ir.creased by one percent (l %).

d. Fer hosoirals haVing 1931 actual costs equal to or less than
110% of ~he median in all three Level I clusters. the non
physician costs will :,e increasea by one-half percent (Yz%).

e. For all other hospitals, the non-physician costs will not be
increased.

/

.J

6.

f. The ohysician portion of the hospital's costs will be increas
ed by one-naif (Y.:) uf the ractor applied to the nOI1
physician's portlOn.

6. The budgets for ohysician and ~on-physician cost£ will be adjusted
separateiy. Individual ceilings will appiy, and there will ~e no
netting of costs !::len....een these twO portions.

Me!hodo 102:'/ ~or 4.[ terna ,e ?3. res

A. A hOSiJI,al :7:ay re-::ues: ::.n :\1 :er:-:a!:e Rate based on the 5HAR~ rate
r~view me:~ocology uy r.otlfying !:he Ccordinator. HC's~r:""l ~ate Setting
cnit, Heal~h economiCS SerVIces, New Jersev State DED2r:ment 0i
Health, C~ 360, Trenton, :",lew Jersey 08625, 'by cer:i:ied mail on oX

before November 1, 1982. The DeDartment will notifv each such
hospital of its Prcposea Alternate Rate established under' the SHARE
methodology on or tlefore December 15, 1982. The Alternate Rate win f.-

....,I
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B.

be developed in accordance with the process described in the paragraph
below and can be appealed as provided in this regulation. There is no
assurance that the Alternate Rate so developed will be equal to or
greater than the Global Rate initially developed. Once the hospital has
requested an Alternate Rate, this rate will be established and imple
mented.

A Proposed Alternate Rate will be developed from the following:

1. Tests at the cost center level of the 1981 actual costs for
presumptive reasonableness will be done using peer comparisons
of 1981 actual data. The 1981 costs that are not accepted as
presumptively reasonable will be deducted from the base period
costs before performing subsequent review steps.

2. The 1981 Actual costs revised for base period challenges, will be
adjusted for volume projections for 1983 admissions and patient
days in accordance with Section 9 below.

3. An industry-wide economic factor as described in Section 10
below, will be applied globally to actual expenses, adjusted In

accordance with 1 and 2 above.

4. The hospital will be given an automatic adjustment to its 1981
Actual costs, adjusted in accordance with 1 and 3 above, to
provide for management increases in accordance with Section 11
below. Should the hospital determine that the allowed increase is
insufficient, the hospital will be required to document the need
for additional costs. No further adjustment will be allowed until
the hospital can justify the need for all of the management
increases allowed in the total approved costs. Should the hospital
attempt to document the need for additional monies for manage
ment increase, and/or seek an increase of its covered inpatient
costs, except as described in Section G-16, it is at risk for the
monies allowed through the automatic adjustment.

For example, a hospital may determine it requires an increase
of $100,000 in a particular cost center which has only been given
an increase of $30,000 through the normal methodology. That
same hospital may have been given an automatic global manage
ment increase totaling $250,000. No additional costs will be given
in the center requiring the $100,000 adjustment until the need for
all of the allowed .5250,000 has been explained. Should the
hospital substantiate the need for only $200,000 of the automatic
adjustment, the remaining $50,000 will be deducted from the
approved costs.

--
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Information relating to the documentation of the need for addit
ional monies for management changes must be submitted to the
Analyst in accordance with the time frame established for the
detailed review (Section 4.C.). ~

Any request for additional costs related to legal/management
changes approved in 1982 Administrative Payment Rate and not
included in the amounts for the automatic adjustments descnbed
above will be considered by the .'\nalyst. A presL:mption of
reasonableness of these costs will prevail in those instances where
all conditions remain equal.

The 1981 AdjListed Approved amount will be determined by adjust
ing the most recent 1981 approved amount (Final Administrative
Rate, Administrative Payment Rate, or Proposed :\dministratlve
Rate) for actual volume variances, relevant certificate of need
and other legal changes, and excluding depreciation and lease
costs in the Plant cost center, "interest, malpractice and utility
costs. This Adjusted Approved amount will be compared to the
1981 actual costs less peer comparison challenges and exclUSive of
depreciation and lease costs in the Plant cost center, malpractice
and utility costs. If the actual costs are in excess of the .-\djusted
Approved amount, the amount of excess is the overspending
challenge. The overspending challenge will be increased ~y the
economic factor and deducted from the reasonable costs for 1933.
This adjustment will be made separately for the non-physician and
physician portions. :'-Jo trade-ofis will be allowed.

Over-expenditures in 1981 which are incurred by the hospital
without the approval of the Department cannot be appealed in
1933. These expenditures were determined to be unreasonable in
1981 and the hospital had the opportunity to apneal these cha1- _
lenges at the detailed Analyst review and the hearing officer
appeal. These expenditures may be specifically identiiied item by
item and requested as new management requests at the 1983
analyst review.__'7

5.

6. Separate analysis will be made of the reasonableness of emer
gency services costs for inclusion in inpatient rates. Clinic Cind
outpatient costs will not be included in the inpatient rates.

7. Physicians' compensation will be evaluated separately as desG"ib
ed in Section 12 below. and.that portion of a hospital's cost will be
subjec~ to a separate COSt ceiling.

8. Any planning regulation iIT'.Diemen~ated suring 1981, 1982. or 1933
will be accoL:med for by appropnate adjustments to these rates.

h [n!B .
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10. A hospital may either ~ccept. its Proposed Alternate Rate or
proceed to a review with ~he) Analyst. Request for additional
costs for management ch~nges'must be justified by a full presen
taton of the dollar value oHthe benefits and a complete explana
tion of any other benefit;; resulting from the program which
cannot be given a dollar value. If the hospital accepts the
Proposed Alternate Rate, this becomes the Final Administrative
Rate. ,

11. The Department may perform a detailed on-site review of costs
and statistics to verify consistent reporting of data and extraordi
nary variations in data. The hospital may ask the Department to
reconsider its findings. The decision will be made by the Director
of Health Economics Services and may be appealed according to
Section 14- below.

12. A hospital's Administrative Payment Rate (APR) will be issued
subsequent to the completion of the review with the Analyst. The
review will be undertaken in accordance with procedures estab
lished by Health Economics Services. If the hospital accepts the
Administrative Payment Rate, this becomes the Final Admin
istrative Payment Rate.

13. A hospital may appeal its Administrative Payment Rate as
outlined in Section 14-, Appeals.

7. Computational Technigues

A. For the purpose of detailed analysis of hospital costs, cost centers are
separated into four levels:

1.

2.

3.

Level I cost centers are those that can be grouped for aggregate
tests of reasonableness. These ·are cost centers for which a good
deal of commonality exists among similar hospitals and for which
reasonable units of service can be defined.

Level 2 cost centers are those for which commonality exists
among similar hospitals and units of service are available.

Level 3 cost centers include those that are not readily comparable
among similar hospitals. These cost centers will be reviewed only
for the reasonableness of proposed cost increases.

Level 4. cost centers are those that have no bearing on determina
tion of inpatient payment rates.

Exhibit I, "Cost Center Record" shows cost centers and their analysis
level.

B. In order to eliminate the effects of geographic compensation differen
tials among hospitals in various areas, compensation costs will be
equalized in analyZing and comparing cost centers costs.

1. Compensation equalizing will be done separately utilizing the
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ten (10) labor market areas. (See Exhibit II).

Each hospital's actual total employee compensation will be equali
zed by multiplying total employee compensq.tion by an index that
is the ratio of the state-wide to the area-wide median rates.
Total employee compensation includes salaries and fringe bene
fits. Included in fringe benefits is the value of :free and subsidized
meals and the imputed value of self-insurance. ,

3. The total equalized costs of each cost cen'ter' are calculated by
adding supplies, services, other expenses, depreciation and leases
to equalized total compensation and subtracting expense recover
ies. This total is then divided by the unit of service specified in
Exhibit I to calculate unit costs for Level I apd II cost centers.
These unit costs are used to quantify present cost levels that will
be questioned as presumptively unreasonable.

Unit costs for each cost center in each hospital are calculated and
analyzed within appropriate peer groupings specified in Exhibit 1.

For each cost center in a hospital, the amount to be challenged
will be all costs above the reasonableness J limit established in
Exhibit I. In order to explain a challenged amount, the hospital
must explain total costs within the cost center.

The amounts disallowed are converted from a compensation
equalized basis to the hospital's reported basis so that the
amounts disallowed for a particular hospital are consistent with
the actual dollars reported on the SHARE Actual Forms.

8. Reasonableness Test-Peer Comparisons

A. If the equalized actual costs of Level I General Services COSt centers
are less than 110 percent the state-wide median costs per patient day,
then this segment of the actual costs will be presumed reasonable.

B. If the equalized actual cost of Level I Ancillary Services cost centers
are less than 110 percent the category median cost per admission, then
this segment of the projected costs will be presumed reasonable.

C. If the equalized actual costs of the Level I Inpatient Care cost centers
are less than 11a percent the state-wide median costs per patient day,
then this segment of the actual costs will be presumed reasonable.

,-J
\

D. If the equalized Level I unit costs of any of the above clusters exceeds
the reasonableness screen, then the costs in excess of that screen shall
be considered presumptively unreasonable. Peer comparisons shall be
made at the cost center level in order to provide detailed support for
the amounts challenged in the cluster. These category and reasonable
ness limits are specified in Exhibit 1, "Cost Center Record". The costs
reviewed are covered inpatient costs as given by SHARE Form F, 1981
actual.

E. Level II cost centers and physician costs (including fringe benefits but



not equalized) will be analyzed separately. will not be included in
the cluster totals nor in the analysis by cost center of cluster
challenges. The challenge ratio will be that specified on Exhibit I for
each cost center.

F. Base Period Challenges will be deducted from the actual base before
making subsequent review steps.

9. Volume Changes

Reasonable changes in expenses resulting from volume changes will be
determined by calculating for each cost center in each hospital, the portion
of the budgeted change that is accounted for by changes in volume, using the
volume variability factors specified in Exhibit I, and the following units of
service.

A. Inpatient admissions will be used for the following cost centers:

Anesthesia
Blood Bank
Cardiac Catherization
Central Sterile Supply
Delivery and Labor
Dialysis
Electrodiagnosis
Laboratory
Nuclear Medicine

Operating and Recovery Rooms
Other Physical Medicine
Pharmacy
Physical Therapy
Radiology
Respiratory Therapy
Therapeutic Radiology
Fiscal
Medical Records

Admissions from the emergency room will be used for the inpatient
portion of the emergency room cost center.

B. Patient days will be used for all other cost centers.

C. In making these calculations physicians fees will be considered variable
and physician salaries fixed.

D. The base of making these calculations for the proposed Alternative
Rate will be 1981 actual costs less any base period challenges. The
volume change will be calculated on the basis of the increase/decrease
of 1983 projected patient days or admissions compared to 1981 actuals.

10. Reasonableness Tests-Increases Due to Economic Factors

i\. The Commissioner will develop and promulgate an industry-wide eco
nomic factor to account for presumptively reasonable increases in
expenses due to inflation, compensation increases, and other factors
increasing costs.

B. In establishing reimbursement rates, the Commissioner subscribes to
the view that determination of compensation rates is a management
prerogative. Accordingly, the Commissioner is taking the position that
compensation increases in excess of the economic factor should be
made only through improved utilization of personnel, upgrading of the
quality of employees, increases in productivity, and other cost contain
ment efforts.



c. This economic factor will be applied globally to total covered inpatient
costs exclusive of:

1. Mortgage, and other facility interest charged to the Plant cost
center.

2. Depreciation and lease costs for building, major moveable and
other miscellaneous equipment reported in the Plant cost center.

3. Base period challenges.

4-. Malpractice Insurance and Utility Costs.

D. Interest rates will be screened against the prevailing interest rate
available through refinancing of debt and the cost of refinancing.

11. Management Increases

Increases in the intensity of a particular service or for other programatic
changes deemed necessary by the management of the hospital will be allowed
automatically in accordance with the formula outlined below. The amount to
be allowed will be determined using a cost center by cost center analysis;
however, the management of the hospital should use its own discretion in
determining how to allocate these monies to the various departments of the
hospital in order to best meet the needs of the patients.

For each hospital a comparison shall be made of the unit cost of each Level I
and Level II cost center to the median cost and adjustments will be made to
increase the base year costs as follows:

Hospital's Unit Cost is:

equal to or greater than the median

equal to or greater than 95% of the median,
but less than the median

equal to or greater than 90% of the median,
but less than 95% of the median

equal to or greater than 80% of the median,
but less than 90% of the median

less than 80% of the median

Allowance

o

2

3

This adjustment shall be made separately for physician and non-physician
sectors, and the management of the hospital should not trade-off the allowed
costs between these two sectors.

These allowances may be appealed in accordance with Section 6.B, Item 4-,
above. Should the hospital pursue such an appeal, it will be at risk for the
adjustments made in accordance with the formula given above.
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12. Reasonableness Tests - Education/PhysiGian< Coverage

A. The reasonableness of all physiCian compensation will be tested in
the following SHARE cost centers:

1. Physician Coverage
2. Residents
3. Education and Research

B. This test will involve calculating the average 1981 actual compen
sation per physician in each cost center, and ranking with
categories as defined in Section 13. Costs will be deemed
presumptively reasonable to the extent that they do not exceed
one-hundred and ten percent (110%) of category median value.

13. Peer GrouPings Used

A. Four groupings will be used for analysis and comparison of
functional costs. These are:

1. Category based on spectrum of services provided

a. rehabilita'tion hospitals
b. special functio~ hospitals

2. Catchment area character

a.
b.
c.
d.

inner city
urban
suburban <
rural

3. Labor Equalization Areas

4-. Statewide (includes only specialized and rehabilitation
hospitals not covered under N.J.A.C. 8:31B-l et seq.

\:f ¢-lS---



B. Factors considered in grouping hospitals for analysis of patient
care costs include:

1. Inpatient services licensed in the "New Jersey State Plan for
Hospital and Related Health Care Services," such as:

a. specialized acute services, for example:

-rehabilitation
-self-care
-long-term care
-orthopedic

2. Statewide special health care services provided, such as:

a. renal dialysis
b. cardiac catheterization
c. organ transplants
d. burn center
e. organ bank

C. Applying these factors, with respect to the base year data, New
Jersey hospitals have been grouped as follows:

1. Specialized hospitals, separated between:

a. rehabilitation centers
b. other specialized facilities such as:

orthopedic hospitals, neurological rehabili tation
center, specialized surgery centers, and so forth.

D. The determination of the characteristics of a hospital's catchment
area will be based on population information published in New
Jersey 1980 Census Counts of Population by Race and SpanISh
Origin, by the State of New Jersey Department of Labor and
Industry, area information published in New Jersey County and
Municipal Work Sheets - PT 1, January, 1976, by the Department
of Community Affairs, Division of State and Regional Planning,
and economic characteristics published in the latest official
United States Census. For purposes of classifying New Jersey's
hospitals by catchment area characteristics, the following criteria
are used:

.~ <t-16



1. Inner City - If a hospital is located in a city of more than
50,000 population (or in a city of more than lO,OOO popula
tion that is in a county whose population density is more
than 2,500 per square mile) and that city has more than lO
percent of families with income less than the poverty level,
that hospital shall be categorized as an "inner city" hospital
unless the hospital is located in a neighborhood that is
atypical of the city or services a patient mix that is atypical
of the city (e.g., less than twelve percent (12%) of patient
days are Medicaid patients).

2. Urban - Hospitals that are located in cItIes of more than
25,000 population that have high population density.

83-7

3. Suburban - Hospitals that are located in cities or towns of
more than 10,000 population that are characterized by
factors such as high percentage of single-family own"" 0

occupied housing and medium population density.

lj.. Rural - If a hospital is located in a place of less than 25,000
population in a county whose population density is less than
250 per square mile.

1lj.. Appeals Concerning the Determination of Costs

A. Appeals may be taken by hospitals, their payors and the Division
of Rate Counsel, Department of the Public Advocate (Under
N.J.S.A. 52:27 E-l8) subsequent to the determination of the
Administrative Payment Rate. Such appeals may only be taken if
the Administrative Payment Rate resulted from a review with the
Analyst or resulted from proceedings in accordance with Section
lj., B.1., above (page 5).

B. The request for an appeal must be filed with Health Economics
Services, Department of the Public Advocate (Under N.J.S.A.
52:27 E-l8) within thirty (30) days following receipt of notifica
tion of the Administrative Payment Rate (established in the
manner indicated above). Hospitals shall be notified of the date
of their appeal within thirty (30) days following receipt of the
request for an appeal.

C. Within thirty (30) days subsequent to the request for an appeal
before the hearing examiner, the hospital shall furnish to the
Department of Health and the Public Advocate a list of all items
to be appealed and the costs associated with those items.

As provided in Section 1.J..c. (above), no documentation other than
that provided to the Analyst in connection with the detailed
review can be presented to the hearing officer unless the party
can establish just cause for failure to provide the documentation
earlier. Should any of the parties desire to present any such
evidence, it must be sent to the other parties at least thirty (30)
days prior to the appeal.

~ 1-17



Should the hospital desire to bring witnesses to the appeal to
substantiate the written document already provided, the hospital
must notify the other parties involved of the name of the witness,
the item or items which will be the subject of the witness'
testimony. This notification must be made at least thirty (30)
days prior to the appeal.

D. After the hearing officer has filed his report, the Commissioner
of Health will determine and approve the Final Administrative
Rates and the hospital and its payors will be notified in the form
of an administrative order over the signature of the Commissioner
of Health.

15. Retroactive Adjustments

A. Since the Global Rate or the Alternate Rate will establish costs
which are reasonable for establishing 1983 Reimbursement Rates,
the Final Payment Rate will be adjusted for the following items
only:

1. Volume variances.
2. Actual economic factor.
3. Statutory adjustment, if any.
4-. Items excluded from the economic factors as listed In

Section 10 of these Guidelines.
5. Audited Blue Cross add-ons.

B. The adjustments will apply separately to Physician Costs. Under
lover expenditures in Physician Costs cannot be used to offset
over/under expenditures in other expenses.

16. Unpredictable and Uncontrollable Costs

Should a hospital be faced during the year with unpredictable and uncontroll
able changes in its costs, the hospital should notify the Commissioner of
Health who will consider the necessity for an adjustment to give relief from
such occurrences. This notification must be in writing and received by the
Commissioner within thirty (30) days of the occurrence.

17. Time- Phased Plans (I983)

This provision establishes the procedure to develop a plan by which the
hospital eliminates unreasonable costs. The plan will phase out those costs
deemed unreasonable based on the SH,",RE comparisons with peer hospitals
(based-period challenges). The hospital had the opportunity to appeal these
challenges of unreasonable costs at the detailed review with the Analyst. If
the hospital did not justify the reasonableness of these base-period costs
(which are based on the 1981 actual spending), there exists two alternatives.
The first alternative is that the hospital recognizes the costs are unreason
able and submits a plan of action designed to eliminate them. The second
alternative is that the hospital pursues an appeal to the Hearing Officer and
does not submit a plan to reduce unreasonable expenditures.
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This regulation sets forth the manner if! which each alternative is handled.
The expenditures that are to be eliminated are those which are actually being
incurred by the hospital. Thus, it does not apply to cost increases over the

. base year. Such costs should not be ihclIrred by the hospital without the
approval of the Department. This section· applies only to new base-period
challenges (eligible base-period challenges) in 1983 for which the hospital did
not receive a time-phase adjustment in any prior year's approved rate. If the
hospital received a time-phase adjustment for a cost center in a previous
year, then the hospital had the opportunity-to reduce the unreasonable costs
and may not receive additional monies in 1983 to phase out the same costs
for a second time.

Any overspending of the 1981 budget (minimum base-period challenge)
relates either to unanticipated and uncontrollable costs or to expenditures
not approved by the Department. The.re exist two means of including
unanticipated and uncontrollable costs to a hospital's budget. The first is
Section 17 of the 1981 Guidelines which allows a hospital to petition the'
Commissioner for relief from such expenditures. The second is a request in
the 1981 actual submission to include legally mandated and Certificate of
Need related expenditures in the 1981 approved budget base (K Form
adjustment). Over-expenditures in 1981 which are incurred by the hospital
without the approval of the Department cannot be appealed in 1983. These
expenditures were determined to be unr~asonable in 1981 and the hospi tal had
the opportunity to appeal these challeng'es at the detailed analyst review and
the hearing officer appeal. These expenditures may be requested as new
management requests at the 1983 analyst review.

Where the above defined actual expenditures are to be reduced, the following
procedures shall apply:

A. All 1983 expenditures that are considered eligible for a time
phase adjustment, per the aforementioned definitions, may be
allowed in the 1983 approved costs. All expenditures incurred
prior to the receipt of the Administrative Payment Rate (APR)
will be allowed in the 1983 approved costs.

The hospital will receive this adjustment either 1n the revised
APR or the Final Administrative Rate (FAR).

For example: A hospital incurs a base period challenge in a cost
center in 1983 for which it did not receive a time-phase adjust
ment in a prior year. If the base period challenge is $100,000 and
the hospital recieves the .APR on June 30, 1983 the time-phase
adjustment (per this section) will include 50 percent (50%) of the
challenged dollars because six months of the year have elapsed. If
the same hospital received its APR on August 1, 1983 the
time-phase adjustment would include fifty eight percent (58%) of
the challenge dollars because seven months of the year elapsed.

For hospitals that submit a plan of action, these costs will be
allowed in a revised APR in addition to all other expenditures
approved through a time-phase plan.



If the hospital does not submit a plan or does not appeal to the
Hearing Officer, then the time-phase adjustment, as described in .....,j
the example, must include only the expenditures incurred up to
the date of the APR. This will be considered its time-phase plan
and the approved costs will be included in the hospital's FAR.

B. Following receipt of the Administrative Payment Rate, with
respect to eligible base period challenges which the hospital does
not intend to appeal to the Hearing Officer, the hospital shall
submit a detailed plan leading to the elimination of the challenged
expenditure within a reasonable period of time. Such plans shall
set forth in detail the costs necessarily incurred in eliminating the
challenged expenditure within the time period set forth.

C. The Hospital Submits a Plan

1. The hospital may submit a time-phase plan for any eligible
base-period challenge which was discussed with the Analyst
at the detailed review. Where a plan is submitted, the
following procedures shall apply:

a. Notice' that the hospital will submit a plan to phase
out a base period challenge shall be made to the
Analyst no later than ten (l0) working days following
receipt of the Administrative Payment Rate.

b. The submission of such a plan by a hospital shall
indicate that the hospital does not wish to contest the
challenge to a Hearing Off icer Appeal. The hospi tal
shall submit the plan within twenty (20) working days
following receipt of the Administrative Payment Rate.

c. Health Economics Services (HES) will make a written
recommendation to this plan no later than fifteen (15)
working days following the receipt of the plan. The
hospital shall receive a copy of the recommendation.

d. If the hospital accepts the recommendation of Health
Economics Services, the Hospital shall notify the De
partment within ten (lO) working days of the receipt
of the recommendation. The recommended plan shall
be made a part of the hospital's rate file, appropriate
adjustments shall be made to the Administrative Pay
ment Rate and all such expenditures shall be removed
from the base for all succeeding years.

e. If the hospital fails to implement the approved plan,
the Department shall treat these expenditures in suc
ceeding years as if the plan had been implemented.

f. If the hospital does not accept the recommendation of
Health Economics Sevices, the hospital may appeal
this decision and shall proceed as under Section C.2.
below. The hospital must notify the Department

~ t-20



within ten (10) working days of the receipt of the
recommendation that the hospital intends to appeal
the decision of the Department to the Hearing Offi
cer. No adjustment will be made to the !\dminis
trative Payment Rate under these circumstances.
Hospitals shall be notified of the date of their appeal
within thirty (30) days following the receipt of the
request for this appeal. Where possible, this appeal
will be heard in conjunction with any other appeals
scheduled for that hospital under Section G-14: Ao
peals.

2. When an institution appeals the time-phased plan to the
Hearing Officer (Section c.l.f. above), the following pro
cedure shall apply:

a. The Hearing Officer shall make a recommendation as
to which time-phased plan should be approved (i.e.,
either the hospital's plan as proposed under Section
C.l.b. above or the recommendation of Health Econ
omics Services as proposed under Section C.l.c.
above). The approved plan shall be made part of the
hospital's rate file, appropriate adjustment shall be
made to the payment rate (APR/FAR) and all such
expenditures shall be removed from the base for all
succeeding years.

D. The Hospital Does Not Submit a Plan

l. Where a hospital does not submit a time-phased plan for an
eligible base period challenge, the following procedures shall
apply:

a. When the Hearing Officer recommends that a base
period challenge be included in the hospital's budget as
reasonable cost, such cost shall be paid and allowed in
the Final Administrative Rate (FAR) only upon the
waiver by the hospital of all further appeals for that
cost center.

b. Where the Hearing Officer sustains the base period
challenge, an adjustment shall be made in accordance
with Section 17.A. above, and this adjustment will
constitute an approved time-phased plan. The 1983
approved costs shall include costs actually incurred up
to the da te of the hearing, where such appeals involve
colorable issues and are taken in good faith. Whenever
the Hearing Officer shall determine that non
colorable issues have been pursued or the issues were
not pursued in good faith, only those expenditures
covered in Section 17.A. above shall be included in the
1983 approved costs. This adjustment shall be made to
the Final Administrative Rate and all such
expenditures shall be removed from the base for all
succeeding years .
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c.

I

If the hospital fails to implement the approved plan,
the Department shall treat these expenditures in suc
ceeding years as if the plan has been implemented.

E. For hospitals receiving a time-phased adjustment (Sections B, C,
and D above), the foHowing provisions shall apply in aH future
years:

1. Where a hospital has been granted an adjustment for the
purpose of reducing unreasonable costs (base period chal
lenges) in any cost center in 1983 no similar adjustment
shaH be made in 1984. The hospital may appeal a situation
in which the reasonableness screen is lower in 1984 than it
was in 1983.

2. The hospital may request legal or management changes in
any cost center. The hospital has the right to a hearing with ,
respect to the denial of any legal or management request.

3. the department of 1983 rates, there shaH be no adjust
ment through a time-phased plan of the overspending of the
1982 approved budget. The hospital had the opportunity to
appeal its 1982 approved budget at the Detailed Analyst
Review and in Appeal before a Hearing Officer. AH
reasonable costs were included in the hospital's approved
budget. The hospital can appeal prior year overspending as
it relates to Section 15, Retroactive Adjustments. Addi
tionaHy, Section 16, unpredictable and uncontrollable costs,
allows the hospital to petition the Commissioner for relief
of unpredictable changes in its cost•

.~ ~-22
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Function

Inpatient Care

Outpatient Care

Ancillary Service

EXHIBIT I

Cost Center Record
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Page 2 of 3
EXHIBIT I

Cost Center Record
Cost Increase

Analysis
Reason- Varia-

Cost Center Peer Units of ableness bility Factor
Function (Abbr.) Level Group Services Limit Personnel ~1ies

Physician PHY II Statewide Fee & Sal. Hrs. 1.1 0 0
RSD II Statewide Fee & Sal. Hrs. 1.1 0 0

General Serv ices A&G I Category Patient Days 1.1 0 0
DTY I Statewide Patient Days *0* 1.1 50 100
FlS I Category Admission 1.1 50 100
HI<P I Statewide Sq. Ft. * 1.1 0 a
MAL 111 Category Patient Days --- a 0
MRD I Category Adm iss ions 1.1 50 50~

PCC II Category Admissions 1.1 0 0
...-

PLT I Character Sq. Ft. * 1.1 0 0
UTC III Statewide Sq. Ft. ll --- 0 0
OGS II Character Patient Days 1.3 0 0
L&L I Statewide Patient Days 1.1 50 50

Other EDR 1Il Category - - - - - --- 0 0

Fringe Benefits LFS - Statewide Hours
PFS - Statewide Hours
PEN - Statewide Hours
INT III Statewide Patient Days
DEP III Statewide Patient Days

*
**

Inpatient % for this cost center
Excluding "In & Out" same day

(.

~
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Abbreviation

ACU
ICU
NBN
SAC

EMR

ANS
CSS
DEL
DIA
EDG
LAB
ORR
PHM
PHT
RAD
RSP
CCA
BBK
OPM
PHY
RSD

A&:G
DTY
FIS
HKP
MAL
MRD
PCC
PLT
UTC
OGS
L&:L

EDR

LFB
PFB
PE:--J
INT
DEP

EXHIBIT I

Cost Center Description

Acute Care Unit
Intensive Care Unit
Newborn Nursery
Sub-Acute Care

Emergency Room

Anesthesia
Central and Sterile Supply
Delivery
Dialysis
Electrodiagnosis
Laboratory
Operating and Recovery Rooms
Pharmacy
Physical Therapy
Radiology
Respiratory Therapy
Cardiac Catheterization
Blood Bank
Other Physical Medicine
Physician
Resident

Administrative and General
Dietary
Fiscal
Housekeeping
Malpractice
Medical Records
Patient Care Coordination
Plant
Utilities
Other General Services
Laundry &. Linen

Education

Legal Fringe Benefits
Policy Fringe Benefits
Pension
Interest
Depreciation

Page 3 of 3



EXHIBIT II

Labor Market Areas Used in Calculating Equalization Factors

Area Abbreviation Counties Included

L PASSA Passaic

2. HACK Bergen

3. NEWT Sussex, Warren

4.. TRE~T Mercer, Hunterdon

5. NEWARK Union, Essex, Somerset, ~or.-is

,- JERCIT Hudsono.

7. NEBRU Middlesex

8. LBRAN Monmouth, Ocean

9. ATCIT Atlantic, Cape May

10. CAM/BURL Burlington, Camden, Gloucester,
Salem, Cumberland .J
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ST'r\TE PLAN 'UimER TITLE EX
of the SOCiAL SECURITY ACT

Reinmbursement for Inpatient Ho?pitalization

ALLOW\BLE COSTS

Allo\'iable costs are those defined by the Title XVIII

principles of n~'imbul'sernc:ntexcludingthe nursing salary

cost differential as per 42 CFR 447.261(c)(1).
.
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Attachment 4.19-A

" I

Medicaid Inpatient Hospital Cost Settlement Procedure Nf90-IB

The SHARE system is designed to conform with the Blue Cross contract cost
principles. There are substantial differences in the cost principles between
the Blue Cross contract and SHARE system and the Medicare Cost Principles"
The Program bridges the difference between the two systems by the final
settlement process" The prospective SHARE rates established for Medicaid
are used for interim payments. The SHARE Final Payment Rate for Blue Cross
is used as a capping mechanism to determine reasonable costs from the audited
Medicare cost reports, Form SSA-2552. The following is a step-by~step

explanation of this process: "

1. The inpatient cost apportioned to Title XIX from Form SSA-2552
or 2551, Worksheet E-5, Part III, Line 3 1S reviewed to determine
if there are any Medicare limitations.

lao If no limitations exist, the process begins with this
amount..

lb. If there are limitations, the amount apportioned to
Title XIX prior to the limitation is used. This is because
the hospital may incur a SHARE limitation which in addition
to a Medicare limitation would be analogous to a IIdouble
jeopardyll situation. This will be seen after review of the
following steps. .

2. Determine the approved per diem and the audited per diem for
~ Blue Cross reimbursement from FormHES 4a, prepared by the Depart

ment of Health (lines Mand L respectively).

3. Determine the allowable Blue Cross costs and the Blue Cross
ceiling cost by multiplying the number of Blue Cross patient days
by the allowable Blue Cross rate and the Blue Cross ceiling rate,
respectively.

4. Determine the Medicaid Allowable Cost from Form SSA-2552 or
2551 :

40. From Worksheet C, Column 3, Line 29a, determine the
Ancillary Cost.

4b. From I-Jorksheet D-l, Part II, Line 35, determine the
Allowable Inpatient Routine Costs.

4c. From Worksheet 0-1, Part II, Line 43, determine the
Allowable Nursery (osts.

4d. Determine the Hospital Based Physicians costs by
multiplying the ratio of inpatient charges to total charges
(from Worksheet C) by the Radiology, Pathology, Emergency
Room and any other physicians costs on Worksheet 0-3,
Column 1.

do o.ppn:i'l'ed·- TuJi 2.cJ) ,e130 '
QB\\,k::. (:::kl+e- J"anua\l.1 \) ,gZ;C.
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,
4e. Determi~e the cost of Interns and Residents from
\·Jorksheet 0-2.

4f. Determine any other allowable costs from appropriate
forms i.e., Renal Dialysis, Return on Equity Capitol, etc.

5. Sum the amounts from Steps 4a through 4f above to determine
the total allowable costs.

6. Determine the allowable cost ceiling by dividing the Blue Cross
Approved Costs by the Blue Cross Certified Costs and multiplying
this by the total allowable costs from Step 5 above.

7. Subtract the allowable cost from Step 6 above from total
allowable costs to determine total excess costs.

J '

8. Determine the Medicaid Inpatient Reimbursable Cost pQrtion of
total allowable costs by dividing the Medicaid Inpatient Costs from
Worksheet E-5 by total allowable costs.

9. Multiply the resultant percentage from Step 8 above by the excess
cost from Step 7 above to determine the Medicaid portion of excess costs.

10. Subtract the greater of the .excess costs or the eligible charge
limitation from Worksheet E-5, Part II, Line 17 to determine Medicaid
Allowable Inpatient Costs .

. 3/27/79
JHH: er

,1DIr 0\) proved -rul~ 2q 1 1(180
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SERVICES PROGRJ~~ - TITLE XIX
Attachment 4.19-A

. .

~OVIDEP. NAliE : _ PROVIDER NO.

PERIOD F?O:-l TO -=-- _

CL\Il-1S PAID FRO:-l:..- TO__~ _

PREPA...'U:D BY DATE------------------- ------------- ----_.,

In-Patient Reibbursable Cost:1.

FINAL SETIL.E:·[E:NT B;.SED O~ 19 75 CO~~lISSIOUERS I APPROVED RATE

Level I Appeal

In-Patients Cost apportioned to Title XL~ (W/S E-5 Pt. III Line 3) $-~---

Carryover: Unre~burs~ble Charge LiQitation for Prior Year
(w/S E-5 Pt.III, Line 6)

Less: The Greate= of:
(a) Eligible charge liIClitatio'n e~/S ~-5 Pt. .II Line 17 ) $------(b) E:-::cess cost r~sulting from lbitation i=posed by

CO:::.::llssioner

Inpatient re~burGa~le'cost allowed under Progra~

Amot:nt........ Paid by Contractor
Voucher PuYD~,ts

Interim Rate Adj.
RetrO":

$----_.

Other

Total Payocnts by contractors'

Final settleccnc: Balancc Due Hospital (Plan) $=====
II. Out-patient ~0~bursable Cost:, $.

Out-patient cost appor~ioned to Title XIX (W/S DLine 30) $'
===--===

Out-Patic~t Program churges(total charges: settlement duta) $
=====

Out-Patient Rei::lburGcment-Th,e lower of cos t" or charges $------
Less a~o~'ts paid by Contractor: Voucher Payments

~ :-3)~

~+=£l lWt (NJ)

Finul Settlcr:lent: Balance Due Hospital (Plan)
I

NetInp~:i~,t/Outpatient Final Settleoent

ocrtt approvEd - ~:ru I~ z.q ))q 80
etTcctlve d01e - IJ0/1ULa.'1l I 19 f(;,

(

'r==========
$==========



ATTACHMENT 4.19-A
Page IV-31

Reimbursement for New Jersey Private Psychiatric, All Special (Non-Acute), and All
Rehabilitation Hospitals (excluding Distinct Units of All Hospitals) Disproportionate
Share Hospital Payments

(DISPROPORTIONATE SHARE)

DEFINITIONS:

For the purpose of this State Plan Amendment, "hospital' means all private psychiatric, all
special (non-acute) and all rehabilitation hospitals (excluding distinct units of all hospitals)
located in the State.

"Low-Income Utilization Rate" means for a hospital, the sum of the following two fractions:

A fraction (expressed as a percentage), the numerator of which is the sum of the total
revenues paid the hospital for patient services under a State plan approved under this title
and the amount of cash subsidies for patient services received from State and local
governments in a period, and the denominator of which is the total amount of revenues of
the hospital for patient services (including the amount of such cash subsidies) in the
period.

A fraction (expressed as a percentage), the numerator of which is the total amount of
the hospital's charge for inpatient hospital services which are attributable to charity care in
a period, less the portion of any cash subsidies described in the above fraction in the
period reasonably attributable to inpatient hospital services, and the denominator of which
is the total amount of the hospital's charges for inpatient services in the period.

"Medicaid Inpatient Utilization Rate" means a fraction (expressed as a percentage), the
numerator of which is the hospital's number of inpatient days attributable to patients who (for
such days) were eligible for medical assistance under a State plan approved under this title in a
period, and the denominator of which is the total number of the hospital's inpatient days in that
period. The term "inpatient day" includes each day in which an individual (including a newborn)
is an inpatient in the hospital, whether or not the individual is in a specialized ward and whether
or not the individual remains in the hospital for lack of suitable placement elsewhere.

96-34-MA
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ATTACHMENT 4.19-A
Page IV-32

I. ELIGIBILITY

A. At a minimum, any New Jersey private psychiatric, any special (non-acute) or
any rehabilitation hospital will be deemed eligible to receive a DSH payment if it has a
New Jersey Medicaid utilization that is at least one (1) percent of the annual hospital
inpatient days using the most recent available data; and has on staff two obstetricians
who accept Medicaid patients unless the patients are predominately individuals under
18 years of age or the hospital does not offer non-emergency obstetrical services to the
general population as of December 21, 1987 and either:

(i) has a New Jersey Medicaid Inpatient Utilization Rate that is equal to or greater
than one standard deviation above the mean New Jersey Medicaid inpatient
utilization rate for all hospitals in New Jersey as calculated by the Division of
Medical Assistance and Health Services using the most recent available data; or

(ii) has a low-income utilization rate that exceeds 25 percent as shown by the
most recent available data; or

(iii) is owned by the State of New Jersey or a local government agency within the
State of New Jersey (governmental); or

(iv) is under contract with the Division of Mental Health Services, Department of
Human Services, to provide community mental health services.

96-34-MA
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II. METHOD OF PAYMENT

DEPT. OF HEALTH.EDue. D 14I 009

ATIACHMENT 4.1g~A

Page IV-33

A.

B.

c.

Hospitals that are deemed eligible to receive DSH payments on the basis
of Low Income Utilization or both Low Income And Medicaid Utilization will
receive annually a DSH payment that is equal to one-hundredth of one
percent of non-DSH Medicaid payments for inpatient services for each
percentage point by which the hospital's low income utilization exceeds 25
percent (i.e.. the number of percentage points multiplied by 0.01 percent
multiplied by the hospital's non-DSH Medicaid payments for inpatient
services).

A hospital that is deemed eligible to receive DSH payments on the basis
of its Medicaid Inpatient Utilization Rate but has a Low-Income Utilization
rate that is less than or equal to 25 percent will receive annually a DSH
payment that is equal to one-hundredth of one percent of non-DSH
Medicaid payments for inpatient services for each percentage point b
which the Medicaid inpatient utilization rate exceeds one standard
deviation above the mean Medicaid inpatient utilization for all hospitals in
New .Jersey (i.e.. the number of percentage points mUltiplied by 0.01
percent multiplied by the hospital's non-DSH Medic8.id payments for
inpatiEmt services).

(i) Hospitals with a Medicaid Utilization Rate that is equal to one
standard deviation above the mean Medicaid inpatient utilization rate for
all hospitals in New Jersey shall be considered as having a rate that
equal~; one percentage point plus one standard deviation above the mean
Medic8id inpatient utilization for the purposes of calculating a DSH
payment.

Governmental special (non-acute), or governmental rehabilitation
hospitals will receive a DSH payment equal to the hospital's cost of
providing care to Medicaid eligible and uninsured patients using Medicare
principles of reimbursement, less payments received for Medicaid and
Uninsured patients.

"n\! 03-09

Supersedes 96··34

03-09-MA

Approval Date AUG 2 4 2004-

Effective Date AUG 10 2003
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ATIACHMENT 4.19-A
Page IV-34

D.

(i) Effective with the State fiscal y~ar that begins on or after
September 30, 2002, and ends on the last day of the succeeding State
fiscal year, DSH payments for qualifying high OSH governmental hospitals
shall equal up to 175 percent of total operating cost of the hospital, less
any tl1ird party amounts, including all other Medicaid payments and
paym~mts from non-governmental sources. for services provided by the
hospital to individuals who are either eligible fOi medical assistance or
uninsured. Qualifying high DSH hospitals are those that have at least a
20% Medicaid utilization based on inpatient days from the most recent
audited Medicaid cost reports available at the effective date of this
amendment, as determined by the Division of Medical Assistance and
Health Services.

Payments by the Division of Mental Health Services, Department of
Human Services, under a contract for community care services to private
psychiatric, special (non-acute). and rehabilitation hospitals, that have a
New .Jersey Medicaid utilization that is at least one (1) percent. shall also
be considered Medicaid DSH payments. These payments relate to the
cost of selVices provided to low income patients in accordance with
Section 1923 (c)(3) of the Social Security Act. This payment shall not
affect a hospital's eligibility for or the amount of any other Medicaid DSH
paymE'nt as set forth in A or B above.

03-09-MA

Effective Date
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ATTACHMENT 4.19-A
Page IV-37

I. ELIGIBILITY:

A. At a minimum, any New Jersey private psychiatric, any special
(non-acute) or any rehabilitation hospital will be deemed eligibleeto receive
a DSH payment if it has a New Jersey utilization rate that is one percent
of the annual hospital inpatient days using the most recent data available,
and has on staff two obstetricians who accept Medicaid patients unless
the patients are predominately individuals under 18 years of age or the
hospital does not offer non-emergency obstetrical services to the general
population as of December 21, 1987 and either:

(i) has a New Jersey Medicaid inpatient utilization rate that is equal
to or greater than one standard deviation above the mean New
Jersey Medicaid inpatient utilization rate for all hospitals in New
Jersey as calculated by the Division of Medical Assistance and
Health Services using the most recent available data; or

(ii) has a low-income utilization rate that exceeds 25 percent as
shown by the most recent available data; or

(iii) is owned by the State of New Jersey or a local government
agency within the State of New Jersey (governmental); or

(iv) is under contract with the Division of Mental Health Services,
Department of Human Services, to provide community mental
health services; or

(v) receives payments from the State of New Jersey for the
provision of health care services.

II. METHOD OF PAYMENT

A. Hospitals that are deemed eligible to receive DSH payments on the
basis of low Income utilization or both low Income and Medicaid utilization
will receive annually a DSH payment that is equal to one-hundredth of one
percent of non-DSH Medicaid payments for inpatient services for each
percentage point by which the hospital's low income utilization exceeds 25
percent (i.e., the number of percentage points multiplied by 0.01 percent
multiplied by the hospital's non-DSH Medicaid payments for inpatient
services).

97-13-MA (NJ)
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Page IV-39

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for New Jersey Private Psychiatric, All Special

(Non-Acute), and All Rehabilitation Hospitals (Excluding Distinct Units of
All Hospitals) Disproportionate Share Hospital (DSH) Payments

E. Disproportionate Share Hospital (DSH) payments to New Jersey private
psychiatric, special (non-acute) and rehabilitation hospitals (excluding distinct
units of all hospitals), that have a Medicaid utilization rate of at least one (1)
percent, shall include payments by any agency of the State of New Jersey for
health care services provided to Medicaid beneficiaries and uninsured
individuals. These DSH payments shall be the amount of the payment by the
State agency for Medicaid and uninsured individuals not to exceed 100 percent
of the costs incurred during the year serving Medicaid beneficiaries and
uninsured individuals less Medicaid payments including any other DSH payment
methodology and payments from or on behalf of uninsured patients. The DSH
payments shall replace the portion of total State agency payments to each
hospital supporting services to Medicaid beneficiaries and uninsured patients.
These payments from other agencies do not represent payments for prisoner
inmate care.

97-13-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Specialized Pediatric Facilities Licensed to

Provide Pediatric Comprehensive Rehabilitation Services

PROCEDURES AND METHODOLOGY

Inpatient and Outpatient Reimbursement

(a) A licensed pediatric rehabilitation hospital with 30 or fewer beds shall be reimbursed
100% of its Medicaid allowable reimbursable costs as defined by Medicare principles of
reimbursement, subject to the TEFRA target limits at 42 U.S.C. 1395ww(b), and adjusted
for occupancy, if applicable. Any settlements for 2001, 2002 or 2003 cost reports
processed after July 1, 2004 shall be prospectively settled, based on Medicaid allowable
reimbursable costs as defined by Medicare principles of reimbursement, subject to
TEFRA, and adjusted for occupancy, if applicable. The occupancy adjustment shall be
calculated upon the lesser of:
1.) the total Medicaid inpatient reimbursable costs or;
2.) 50% of the Medicaid per diem rate multiplied by the difference between the number
of actual Medicaid patient days and Medicaid's share of days at 90% total occupancy.

(b) A licensed pediatric rehabilitation hospital with more than 30 beds shall be reimbursed
a prospective per diem rate. The per diem rate established by the Division of Medical
Assistance and Health Services (the Division) shall be based on the total allowable
Medicaid inpatient costs divided by the total Medicaid days for Fiscal Year (FY) 1999,
using the hospital's finalized audited FY 1999 cost report. If the hospital has been in
operation less than two full years prior to FY 1999, the prospective per diem rate will be
set using its first finalized audited FY 2000 cost report. This rate shall be subject to an
annual adjustment based on an economic factor recognized under the TEFRA target
limitations at 42 U.S.C. 1395ww(b).

(c) A hospital may request a change to its prospective per diem rate as either an
adjustment to its base year costs or assignment of a new base year if the hospital can
provide documentation that the hospital has experienced an increase in its operating
costs, net of capital costs, which would impact the existing per diem rate greater than five
percent. The Division must receive the hospital's request within 180 days from the end of
the fiscal year for which the change is requested. The Division may grant an interim
adjustment. Final determination shall be based on the hospital's audited cost report for the
year for which the change is requested.

04-06-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Specialized Pediatric Facilities Licensed to

Provide Pediatric Comprehensive Rehabilitation Services

(d) The Division's determination is subject to an appeals process. If a hospital is not satisfied
with the Division's determination, the hospital may request an administrative hearing
within 20 days. An Administrative Law Judge in the Office of Administrative Law will
review the reasonableness of the Division's decision based on the documentation that
was presented to the Division. The Division Director shall then render a final agency
decision. Further appeal is available in the New Jersey Superior Court Appellate Division.

(e) A licensed pediatric rehabilitation hospital, regardless of number of beds, shall be
reimbursed for outpatient services based on its Medicaid allowable reimbursable
outpatient costs according to cost-based Medicare principles of reimbursement.

(f) A licensed pediatric rehabilitation hospital shall be entitled to receive a per diem
adjustment to account f or increases i nits capital expenditures. Adjusted p er diem
payments shall begin upon project completion and facility operation. The capital payment
adjustment shall be calculated based on the Medicaid share of the inpatient costs for any
capital expenditures made on or after December 31,2003. The Medicaid share shall be
determined by dividing the total number of Medicaid days by the total number of inpatient
days; and the inpatient costs for capital expenditures shall be determined by dividing the
hospital's inpatient costs by its total costs and multiplying that number by its total
additional capital costs.

(g) A licensed pediatric rehabilitation hospital shall be entitled to receive a per diem
adjustment for its graduate medical education (GME) program costs. The Medicaid share
of GME costs shall be calculated by dividing the Medicaid inpatient days by the total
number of inpatient days and multiplying that number by the total amount of GME costs
as reported on the Medicare/Medicaid cost report.

TN: 04-06-MA (NJ)
Supersedes: 02-05-MA (NJ)
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Page IV-41.1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Certain Specialized hospitals

PROCEDURES AND METHODOLOGY

Reimbursement

(a) Special hospitals (a hospital licensed by the Department of Health which maintains and
operates facilities and services for the diagnosis, treatment or care of persons suffering
from acute illness, injury or deformity in which comprehensive specialized diagnosis, care,
treatment and rehabilitation are administered or performed) with more than 60 but less
than 102 special beds shall be reimbursed as follows:

I, For services rendered prior to July 1, 2017, cost reports will be settled In .
accordance with Medicare principles of reimbursement and subject to TEFRA
target limitations.

ii. For services rendered July 1, 2017 and after, a per diem rate of $981 will be
provided. The per diem rate will be updated annually by trending it using the
Medicare market basket percentaga Increase at 42 CFR 413. <IO(a)(3).

III. Each time after July 1, 2017 the Division becomes aware the number of licensed
beds available for usa (maintained beds) as reported on the CMS 2552,
Worksheet S-3, Part I, Column 2, Line 1 has increased or decreased by a
cumulative 20%, the hosfxtal's prospective per dtem will be re-detennlned.

iv. The re-determlned per diem rats shall be calculated using finalized and audited
dats from the CMS-2552 reported In the year subsequent to ths one used in (iii)
above. The rate will be computed using ths total allowable Medlcaid Inpatient
costs from the CMS-2552. Worksheet D-1, Line 49 for Tide XIX-I/P divided by the
total Medlcakj days from Worksheet D-1, Line 9 of the same worksheet.

v. The rs-determined per diem will be effective (he first day of the hospital's fiscal year
for the cost report fiscal year used in (iv) above.

(b) The Division's determination Is subject to an appeals process. If a hospital is not
satisfied with the Division's determination, the hospital may request an administrative
hearing within 20 days. An Administrative Law Judge In the Office of Administrative
Law will review the reasonableness of the Division's decision based on the
documentation thai was presented to the Division. The Division Director shall then
render a final agency decision. Further appeal Is available In the New Jersey Superior
Court Appellate Division.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NON-STATE, GOVERNMENTAL MAJOR TEACHING HOSPITALS

The Department of Human Services intends to make additional payments to non
State, governmental major teaching hospitals. Major teaching hospitals are defined
as those hospitals which had a minimum of 45 intern and resident full-time
equivalents in all approved and accredited residencies from the 1997 Medicare first
finalized audited cost report.

The Department will use the following methodology to calculate and pay additional
Medicaid payments to qualifying non-State, governmental major teaching hospitals:

1. For each State fiscal year, the Department will calculate the
maximum additional payments that it can make to the qualifying
facility(ies) in conformance with 42 CFR 447.272.

2. The total of all additional payments will be apportioned to each
qualifying facility based on the number of Medicaid days for each
facility compared to the total Medicaid days for all qualifying facilities.

3. The applicable portion of the additional payment will be made to each
qualifying facility on a monthly basis.

01-16-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON-
INSTITUTIONAL SERVICES

collection are reimbursed separately. Except as otherwise noted in the plan, state
developed fee schedule rates are the same for both governmental and private
providers of lab/pathology services. The effective date of the applicable fee
schedule as well as a link to its electronic publication can be found on page 36 of
Attachment 4. 19-B of the State Plan.

6. Outpatient Mental Health Services: Most outpatient mental health services are
reimbursed utilizing a fee schedule. Exceptions are Revenue code range 900-904
that are reimbursed using a cost-to-charge ratio as outlined in section 7 below.
State developed fee schedule rates are the same for both governmental and
private providers of mental health services. The effective date of the applicable
fee schedule as well as a link to its electronic publication can be found on page 36
of Attachment 4. 19-B of the State Plan.

7. Emergency Room Triage Reimbursement: Emergency Room (ER) services with
a low acuity will be reimbursed a fee of $140. Acuity is defined as the
measurement of the intensity of nursing care required by a patient. A combination
of ER revenue, level of intensity procedure and a combination of diagnosis codes
ultimately determine the level of acuity for the purpose of applying this fee. The
yearly updated list of low acuity/ non-emergent commissioner approved diagnosis
codes are published on NJMMIS. com under the Rate and Code page November
1st of each year.

8. All other outpatient hospital services shall be reimbursed according to the cost-to-
charge reimbursement methodology. The cost-to-charge-ratio is a retrospective
cost reimbursement rate and is an interim payment. Payments will be compared
to each facility's final settlement. The only exceptions are those listed at 1 -6 above.
Final settlements shall be reduced for hospital outpatient capital costs by 10
percent and reasonable cost of hospital outpatient services (net of outpatient
capital cost) shall be reduced by 5. 8 percent as reported in the Medicare Cost
Report (HCFA-2552). This reduction shall be calculated when the Medicare Cost
Report (HCFA-2552) is finalized and if the report is amended.

9. In no event shall the payment for any service listed above exceed the charge by
the provider for identical services to other governmental agencies, or other
groups or individuals in the community.

18-0011 MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
GRADUATE MEDICAL EDUCATION AND INDIRECT MEDICAL EDUCATION

8.5 Additional GME Payments for Medicaid Outpatient Fee-for-Service
for Medicaid and NJ FamilyCare - Plan A Beneficiaries

a) The Division of Medical Assistance and Health Services shall make
additional GME outpatient payments up to the amount the hospital
would have received under Medicare principles of reimbursement=
for this group of beneficiaries for services rendered after August 4,
2000.

New Page

i.

ii.

iii.

IV.

Eligibility for these additional outpatient GME payments
(payments) shall be limited to those hospitals eligible to
receive HRSF payments.

The payments shall be calculated based on the hospitals'
first finalized 1996 Medicare cost reports.

The payments shall be distributed to the eligible hospitals in
monthly increments up to the total amount the hospitals
would have been eligible to receive from the HRSF fund in
the State fiscal year.

The total amount of these payments shall not exceed the
amount of State and Federal funds appropriated in the State
fiscal year.

00-21-MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Outpatient Hospital Services - In-State Specialized Pediatric Hospitals

In order for services to be reimbursed as outpatient services, outpatient facilities
of in-State specialized pediatric facilities licensed to provide pediatric
comprehensive rehabilitation services:

1. Shall be an integral and subordinate part of the hospital, and as such, shall
be operated with other departments of that hospital under the common hospital
licensure issued by the New Jersey Department of Health and Senior Services,
or under the certification provi?ions of the appropriate State agency;

2. The outpatient facility shall be included under the accreditation of the hospital
and the accrediting body shall have recognized the outpatient facility as 'part of
the hospital;

3. The outpatient facility shall be operated under common ownership and
control (such as common governance) by the hospital, as evidenced by the
following:

i. The outpatient facility shall be subject to common bylaws and operating
decisions of the hospital's governing body;

ii. The hospital shall have final responsibility for administrative decisions, final
approval for personnel actions, and final approval for medical staff appointments;
and

iii. The outpatient facility shall function as a department of the hospital with
significant common resource usage of buildings, equipment and service
personnel on a daily basis;

4. The outpatient facility director shall be under the direct day-to-day
supervision of the hospital, as evidenced by the following:

i. The director or individual responsible for the day-to-day operations at the
outpatient facility shall maintain a daily reporting relationship and be accountable
to the chief executive officer of the hospital, and report through that individual to
the governing body of the hospital; and

02-07-MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Outpatient Hospital Services - In-State Specialized Pediatric Hospitals

ii. Administrative functions of the outpatient facility, such as, but not limited to,
records, billing, laundry, housekeeping, and purchasing shall be integrated with
those of the hospital;

5. Clinical services of the outpatient facility and the hospital shall be integrated
as evidenced by the following:

i. Professional staff of the outpatient facility shall have clinical privileges in the
hospital;

ii. The medical director of the outpati~nt facility, if the outpatient facility has a
medical director, shall maintain a day-to-day reporting relationship to the chief
medical officer or similar official of the hospital;

iii. All medical staff committees or other professional committees at the hospital
shall be responsible for all medical activities in the outpatient facility;

iv. Medical records for patients treated in the outpatient facility shall be
integrated into the unified records system of the hospital;

.'-'" v. Patients treated at the outpatient facility shall be considered patients of the
hospital and shall have full access to all hospital services; and

vi. Patient services provided in the outpatient facility shall be integrated into
corresponding inpatient and/or outpatient services, as appropriate, by the
hospital;

6. The outpatient facility shall be held out to the public as a part of the hospital,
such that patients shall know that they are entering the hospital and shall be
billed accordingly; and

7 The outpatient facility and the hospital shall be financially integrated as
evidenced by the following:

i. The outpatient facility and the hospital shall have an agreement for the
sharing of income and expenses; and

ii. The outpatient facility shall report its costs in the cost report of the hospital
using the same accounting system for the same cost reporting period as the
hospital's.

02-07-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON-
INSTITUTIONAL SERVICES

PHYSICIAN SERVICFS
(Includes Dentists, Osteopaths and Optometrists)

Reimbursement for. c°vered services shall be made in accordance with a fee schedule. Except
as otherwise noted in the plan, state developed fee schedule rates are the same fo7both
governmental and private providers of physician services. In no event shall the payment exceed
the charge by the provider for identical services to other governmental agencies^ or other i
or individuals in the community.

^.h.!.^r.T-,p.hysicia" services includes services of the type which an optometrist is also legally
authorized to perform and such services are reimbursed whether furnished by a physician'oTan
optometrist under this plan.

Physicians^who are HealthStart providers will be reimbursed in accordance with a fee schedule
util'zin9-HCPCS codes devel°Ped for HealthStart. Physicians practicing in hospitaFoutpatient
departments may be reimbursed in accordance with a fee schedule if they are unbundted"i. e."
allowed to bill independently for professional services.

The effective date of the applicable fee schedule as well as a link to its electronic publication can
be found on page 36 of Attachment 4 19-B of the State Plan.

Reimbursement for immunizations services will be based on the Whotesale Acquisition Cost
(WAC) price of the NDC, less 1%. An adult vaccine administration fee is reimbursed when'the
vaccine is administered. A counseling fee is reimbursed when counseling is provided and no
vaccine is administered. The effective date of the applicable fee schedules as well as a link to
their electronic publication can be found on page 36 (See Medicaid Fee Schedules) of Attachment
4. 19-B of the State Plan.

Payment for Part B co-insurance and deductible shall be paid only up to the Title XIX maximum
allowable (less any other third party payments).

24-0017 MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON-
INSTITUTIONAL SERVICES

PHYSICIAN SERVICES (cont'd)

Advance Care Plannjna Services

Advance Care Planning (ACP) services for physicians are paid at 50% of the current published
Medicare rate in the year the service was provided in. The rates are the same for both
governmental and private providers.

18-0008 MA(NJ)
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(b)

Attachment 4.19-8
PageS

If the approved purchase price is less than $100.00, monthly rental is
twenty (20) percent of this price. After six (6) monthly payments,
equipment is considered purchased and paid in full.

(c) Used DME is reimbursed in the same manner but calculated on a fair
market value of used items.

. (d) If a rented item is purchased before the rental to purchase conversion
time is reached, payment is based on the difference between the sum of
rental payments previously paid and the approved purchase price.

i. Respiratory equipment such as ventilators, respirators, etc., are
not purchased according to the rental to purchase policy. (See (d)
above.)

3. Repair Policy

(a) Medical equipment items may be repaired and suppliers reimbursed for
replacement parts and/or labor charges when the medical need for the
item will continue to exist for a period of time and repair is more
economical than purchase.

(b) Payments for repairs are generally allowed at a rate established by the
Medicaid program. Providers will be reimbursed their usual and
customary price for replacement parts.

4. Recycling Policy

(a) Recyclable DME which includes, but is not limited to commodes,
communication devices, durable bathroom equipment, hospital beds,
walkers, and wheelchairs and wheelchair components, is reimbursed at a
sliding scale percentage of reimbursement costs of new equipment. This
reimbursement includes pick-up, cleaning, repair, storage, and delivery.

(b) Medical equipment shall be recycled by a recycling contractor when the
aggregate cost to recycle does not exceed the Medicaid maximum fee
allowance for new equipment.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Services

DURABLE MEDICAL EQUIPMENT

Payment for Part B co-insurance and deductible shall be paid only up to the Title
XIX maximum allowable (less any other third party payments).
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON-
INSTITUTIONAL SERVICES

INDEPENDENT CLINIC SERVICES

Payment for Independent Clinic Services shall be as follows:

(1) Independent Clinic Services Generally

(a) Reimbursement for covered services shall be made in accordance with a fee
schedule. Except where a set fee schedule exists, reimbursement to independent
clinics shall be based on the same fees, conditions and definitions, for corresponding
services, utilized for the reimbursement of the individual Title XIX practitioners and
providers in "private" practice.

Except as otherwise noted in the plan, state-developed fee schedule rates for services
provided in Independent Clinics are the same for both governmental and private
providers of these services.

(b) In no event shall the charge to the Title XIX programs exceed the charge by the
provider for identical services to other governmental agencies or other groups or
individuals in the community.

The effective date of the applicable fee schedule as well as a link to its electronic
publication can be found on page 36 of Attachment 4. 19-B of the State Plan.

(c) Payment for Part B co-insurance and deductible shall be paid only to the Title XIX
maximum allowable (less any third party payments).

(2) Adult Day Health Services (ADHS) and Pediatric Day Health Services (PDHS)

Reimbursement for rehabilitation services for Medical Day Care Services (Adult Day
Health Services (ADHS) and Pediatric Day Health Services (PDHS) Services) shall
be made in accordance with a per diem rate established yearly by the State for each
ADHS or PDHS clinic. All adult Medical Day Care providers, regardless of the setting,
shall receive a per diem reimbursement rate equal to $89. 55, effective July 1, 2023.
A per diem unit of service shall be equal to at least five continuous hours of service
for adults or at least six continuous hours of service for children on-site at the clinic.

23-0017 MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

Methods and Standards for Establishing Payment Rates for
Non- Institutional Services

INDEPENDENT CLINIC SERVICES

Adult Day Health Services (ADHS) and Pediatric Day Health Services (PDHS) (continued)

Prior to July 14, 2023 Dates of Service, Pediatric Medical Day Care Centers, regardless
of the setting, shall receive a per diem reimbursement rate of $321. 07, equal to the
reimbursement rate that was in effect beginning July 1, 2009.

Starting with July 14, 2023 Dates of Service, the rate for Pediatric Medical Day care
providers offering on-site pediatric medical day care services is 45% of the average
prevailing Medicaid fee-for-sen/ice per diem rate for all pediatric Skilled Care Nursing
Facilities (SCNFs) in the state. These rates will be updated annually to continue to
align the fee-for-service reimbursement rates at 45% of the average prevailing
Medicaid fee-for-service per diem rate.

The effective date of the applicable fee schedules as well as a link to their
electronic publication can be found on page 36 ofAttachment4. 19-B of the
State Plan.
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(3) Ambulatory Surgical Services--.Effective with services rendered on
or after November 29, 1991, reimbursement for ambulatory surgical services
in an approved ambulatory care center will be based on an all inclusive
fee(s) for each approved surgical procedure. If more than one surgical
procedure is performed on a patient in a single operative session. payment
si limited to two procedures, provided that the second procedure is at a
separate operative site on the patient. Full payment will be made for the
procedure with the highest reimbursement rate. Payment for the other
procedure will be at 50 percent of the applicable reimbursement rate for
that procedure.

(4) Ambulatory Surgical Services provided by an ambulatory care/family
planning/surgical facility licensed and authorized by the New Jersey
Department of Health shall be as follows:

Reimbursement for ambulatory surgical procedures will be based on
an all inclusive fee schedule established by the Commissioner. If more than
one surgical procedure is performed on a patient in a single operative
session, payment is limited to two procedures,s provided that the second
procedure is at a separate operative site on the patient. Full payment will
be made for the procedure with the highest reimbursement rate. Payment for
the other procedure will abe at 50 percent of applicable reimbursement rate
for that procedure.

(5) Narcotic and Drug Abuse Treatment Centers Reimbursement for
narcotic and drug abuse treatment centers will be on a fee-far-service
basis. Reimbursement will be limited to those services eligible for federal
financial participation under Title XIX.

(6) Out-of-State Clinics--Payment to out-of-state clinics shall be the
same as for in-state clinics, depending on the service provided.

7) HealthStart Providers--
~

(a) Independent clinics, including local health departments, that
are fre standing, licensed and certified ambulatory care clinics may provide
all HealthStart services. They will be reimbursed on a fee-for-service
basis using HCPCS codes developed for HealthStart.

(b) Independent clinics, which are local health departments, and
which have been certified by the New Jersey Department of Health as
HealthStart Pediatric or HealthStart Support Services providers, will be
reimbursed on a fee-for-service basis using HCPCS codes developed for
HealthStart.

95-1-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Reimbursement for Non-lnstitutional Services

State of New Jersey

FEDERALLY QUALIFIED HEALTH CENTERS

I. General Provision in Establishing Payment Rates

a) The Payment Methodology for services performed on or after January 1, 2001 by
Federally Qualified Health Centers (including FQHC look-alikes as approved by the
Centers for Medicare and Medicaid Services) shall conform to:

A. Section 702 of the Benefits Improvement and Protection Act (BIPA) legislation
B. BIPA 2000 requirements for a Prospective Payment System (PPS).

b) The Alternative Payment Methodology for services performed by Federally Qualified
Health Centers (including FQHC look-alikes as approved by the Centers for Medicare
and Medicaid Services) will conform to:

A. BIPA 2000 requirements for an alternative payment methodology (APM).
B. The payment methodology determined under this methodology:

1) Will result in a payment to the clinic of an amount which is at least equal to
the PPS payment rate and satisfies the BIPA requirements.

2) To qualify for an APM, FQHC must sign a written agreement with the State.
FQHCs that have elected an alternative methodology have a single
opportunity to request this alterative payment to the PPS methodology,
which will be applied prospectively. Once an FQHC has opted out of an
APM, it is no longer eligible to receive an APM.

It. Prospective Payment Rate System Methodology

Medicaid reimbursement for services provided by FQHCs or FQHCs look-alikes are
reimbursed under either the prospective payment system (PPS) or an alternative payment
methodology (APM) as selected by the Center.

a) Prospective Payment System - Existing FQHCs prior to October 1, 2000

A. Effective on or after January 1, 2001 and for each year thereafter, Medicaid
payments to the FQHCs will be based on PPS. The PPS shall be computed as
follow:

Approval Date September 15, 2023TN: 20-0015
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Reimbursement for Non-lnstrtutional Services

State of New Jersey

FEDERALLY QUALIFIED HEALTH CENTERS

1) Add the final settled Medicaid costs of the FY 1999 and FY 2000 cost
reports together and dividing the total by the number of final settled
encounters provided to Medicaid beneficiaries during the FY 1999 and
FY 2000 fiscal years.

2) The final settled Medicaid costs for the FY 1 999 and FY 2000 cost reports
will be adjusted as follow:

a. FQHC administrative reimbursement shall be based on total

allowable costs rather than allowable direct patient care costs,
subject to an administrative cost limit of 30% of total allowable
cost;

b. FQHC reimbursement for productivity standards shall be based
on those standards applied by Medicare for cost reporting
purposes;

c. the overall per encounter limit on FQHC Medicaid costs shall be
increased from 110% of the Medicare limit to the Medicare limit
plus $14.42; and

d. allowable costs shall be determined by following Medicare
principles of reasonable cost reimbursement.

3) The encounter rate may be adjusted for a change in scope of services
(as defined in Section III); and

4) The encounter rate shall be adjusted for inflation using the percentage
increase in the Medicare Economic Index (MEI) as defined in section
1842(i)(3) of the Social Security Act) applicable to primary care services
(as defined in section 1842(i)(4)) furnished through December 31, 2000

b) Prospective Payment System - For New Providers (entities first qualifying as FQHCs
after December 31, 2000) on or after January 1 , 2001

A. Effective on or after January 1, 2001 and for each year thereafter, for new
providers, the interim PPS encounter rates shall be the Statewide average PPS
encounter rate.

B. The final PPS rate shall be computed as follow:

TN: 20-0015
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Reimbursement for Non-lnstitutional Services

State of New Jersey

FEDERALLY QUALIFIED HEALTH CENTERS

1) Add the final settled Medicaid costs of the first year and the second
year cost reports together and dividing the total by the number of final
settled encounters provided to Medicaid beneficiaries during the first
year and second year operations.

2) The final settled Medicaid costs for the first year and second year cost
reports will be adjusted as follow:
a. FQHC administrative reimbursement shall be based on total allowable

costs rather than allowable direct patient care costs, subject to an
administrative cost limit of 30% of total allowable cost;

b. FQHC reimbursement for productivity standards shall be based on
those standards applied by Medicare for cost reporting purposes;

c. the overall per encounter limit on FQHC Medicaid costs shall be
increased from 110% of the Medicare limit to the Medicare limit plus
$14. 42; and

d. allowable costs shall be determined by following Medicare
principles of reasonable cost reimbursement

3) The encounter rate may be adjusted for a change in scope of services
(as defined in Section III); and

4) The encounter rate shall be adjusted for inflation using the percentage
increase in the Medicare Economic Index (MEI) as defined in section
1842(i)(3) of the Social Security Act) applicable to primary care services
(as defined in section 1842(i)(4)) furnished through December 31,
2000.

Change in Scope of Services

An FQHC may apply for an adjustment to its PPS and APM rate.

a) Adjustment For Changes To Scope of Services - on or After January 1, 2001

The PPS encounter payment rates may be adjusted for increases or decreases in the
scope of services furnished by the clinic during that fiscal year. A change in scope of
service is defined as a change in the type, intensity, duration and/or amount of
services. A change in the cost of a service is not considered in and of itself a change

TN: 20-0015
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Reimbursement for Non-lnstitutional Services

State of New Jersey

FEDERALLY QUALIFIED HEALTH CENTERS

in the scope of services. The state will implement scope of service changes as follows:
(i) the addition of a new FQHC covered service that is not incorporated in the baseline
PPS rate or a deletion of a FQHC covered service that is incorporated in the baseline
PPS rate; (ii) a change in scope of service due to amended regulatory requirements
or regulations; (iii) a change in the volume or amount of services as a result of of
relocation, remodeling, opening a new clinic or closing an existing clinic site. ; and/or
(iv) a change in scope of service due to changes in technology and medical practice.
The process for a change of scope adjustment is as follows; Providers must follow the
Change in Scope of Service Application Requirements, as specified in State
regulation. Providers must notify the Division of Medical Assistance and Health

Services (DMAHS) in writing at least 60 days prior to the effective date of any changes
and explain the reasons for the change.

A. Providers must submit documentation/schedules which substantiate the

changes and the increase/decrease in services and costs (reasonable costs
following the tests of reasonableness used in developing the baseline rates)
related to these changes. The changes must be significant with substantial
increases/decreases in costs, as defined in (3) below, and documentation must
include data to support the calculation of an adjustment to the PPS rate.

It is recognized that the change of scope will be time-limited in most cases, due
to start-up or phase-in costs associated with the change of scope. As the
utilization level phases in, the need for the enhanced rate will diminish. The
provider must address this in the change of scope request.

B. Providers may submit requests for scope of service changes either:
1) once during a calendar year, by October 1, with an effective date of

January 1 of the following year; or
2) when the scope of service change(s) exceed(s) 2. 5% of the allowable

per encounter rate as determined for the fiscal period. The effective
date shall be the implementation date of the change of scope that
exceeds the 2. 5% minimum threshold for a mid-year adjustment.

C. The provider will be notified by DMAHS of any adjustment to the rate by written
notification following a review of the submitted documentations.

TN: 20-0015
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Reimbursement for Non-lnstitutional Services

State of New Jersey

FEDERALLY QUALIFIED HEALTH CENTERS

D. The provider will be paid its PPS rate as initially determined by DMAHS,
pending the determination as to whether an adjustment is necessary and if so,
the amount of the adjustment. A payment recovery will be made for the period
from the effective date of the adjustment to the date the revised rate is
incorporated into the claims payment system.

b) Adjustment For Changes To Scope of Services under APM II - On or After October 1,
2020

Effective October 1, 2020 and thereafter, the encounter rate established under the APM

II may be adjusted if an FQHC believes there has been a significant change in its scope
of services. A change will not be considered significant unless it impacts the APM II base
rate by 5% or more. The FQHC may submit a request for review of its APM rate. The
request for a change in scope of service will be reviewed according to the process (as
defined in Section III).

IV. Alternative Payment Methodology

a) Alternative Payment Methodology to PPS Encounter Rate - Existing Providers prior to
October 1st2000

A. Effective on or after January 1, 2001 and for each year thereafter, FQHCs in
existence during the calculation of initial FY 1999 and FY 2000 PPS were offered

an APM. The APM rate paid under this methodology must be agreed to by the
individual FQHCs and will be at least equal to the PPS encounter rate.

B. Medicaid payments to the FQHC based on alternative methodology to PPS
encounter shall be computed as follow:

1) The greater of the FY 1999 or FY 2000 final settled Medicaid cost
report.

2) The final settled Medicaid costs for the FY 1999 and FY 2000 cost
reports will be adjusted as follow:

TN: 20-0015
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FEDERALLY QUALIFIED HEALTH CENTERS

a. FQHC administrative reimbursement shall be based on total

allowable costs rather than allowable direct patient care costs,
subject to an administrative cost limit of 30% of total allowable cost;

b. FQHC reimbursement for productivity standards shall be based on
those standards applied by Medicare for cost reporting purposes;

c. the overall per encounter limit on FQHC Medicaid costs shall be

increased from 110% of the Medicare limit to the Medicare limit plus
$14. 42; and

d. allowable costs shall be determined by following Medicare
principles of reasonable cost reimbursement;

The state will compare the amount paid under this APM to what would
have been reimbursed under the PPS per visit encounter rate. This
payment will be calculated annually, at the time the next year's MEI is
published. If it is determined that the APM encounter rate is less than

the PPS encounter rate, a one-time payment will be issued within 60
days of the date the MEI is published.

The alternative methodology encounter rate may be adjusted for a3)
change in scope of services (as defined in Section III); and

4) The alternative methodology encounter rate shall be adjusted for
inflation using the percentage increase in the MEI (as defined in section
1842(i)(3) of the Social Security Act) applicable to primary care services
(as defined in section 1842(i)(4)) furnished through December 31,
2000.

b) Alternative Payment Methodology II for Deliveries and Ob/Gyn Surgeries - On or After
July 11, 2008

A. Effective for service dates on or after July 1 1, 2008 for Medicaid/NJ FamilyCare
fee-for-service beneficiaries, FQHCs that elect to be paid under this
methodology shall receive reimbursement for deliveries and Ob/Gyn surgeries,
at the higher of the Medicaid fee schedule rate for the particular code or the
FQHC's PPS encounter rate. Reimbursement for surgical assistants will be at
the Medicaid fee schedule rate for the particular code. In no event shall the

TN: 20-0015
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payment exceed the charge by the provider for identical services to other

governmental agencies, or other groups or individuals in the community.
Except as otherwise noted in the plan, state developed fee schedule rates are
the same for both governmental and private providers of these services.

The effective date of the applicable fee schedules as well as a link to their
electronic publication can be found on page 36 of Amendment 4. 19-B of the
State Plan.

1) Antepartum and Postpartum encounters provided to Medicaid/NJ
FamilyCare fee-for-service beneficiaries that are not included in the
delivery code reimbursement, will be reimbursed to the FQHC at the
PPS encounter rate.

2) Post-surgical encounters provided to the Medicaid/NJ FamilyCare fee-
for-service beneficiaries that are not included in the Ob/Gyn surgical
code reimbursement, will be reimbursed to the FQHC at the PPS
encounter rate.

3) FQHCs shall receive reimbursement for deliveries and Ob/Gyn
surgeries specified on the fiscal agent's website at www.njmmis. com

c) Alternative Payment Methodology III - On or After October 1, 2020

A. Effective on or after service dates on or after October 1, 2020. FQHCs
providing services to Medicaid/NJ FamilyCare fee-for-service beneficiaries
who elect to be paid under this methodology, shall be reimbursed with the
Alternative Payment Methodology III (APM III).

1) The APM III will pay a rate equivalent to 100 percent of the Medicare
FQHC base payment rate, adjusted for each FQHC based on the
facility's location (referred to as FQHC geographic adjustment or FQHC
GAF) plus $19. 35 in accordance to Section 1834(o)(1)(A) of the Social
Security Act.

2) FQHCs located in following counties are considered Northern Jersey
(Bergen, Essex, Hudson, Hunterdon, Middlesex, Morris, Passaic.

TN: 20-0015
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Somerset, Sussex, Union and Warren. FQHCs located in the following
counties are considered Rest of Jersey (Atlantic, Burlington, Camden,
Cape May, Cumberland, Gloucester, Mercer, Monmouth, Ocean and
Salem)

The FQHC APM III rate will be calculated as follows:

(Medicare Base PPS payment rate x FQHC GAF) + $19. 35 = APM rate

3) The alternative methodology encounter rate shall be updated annually
using the MEI (as defined in section 1842(i)(3) of the Social Security
Act) and the FQHC geographic adjustment factor.

1. DMAHS will compare the amount paid under this APM to what
would have been reimbursed under the PPS per visit encounter
rate. This payment will be calculated annually, at the time the
next year's MEI is published. If it is determined that the APM
encounter rate is less than the PPS encounter rate. a one-

time payment will be issued within 60 days of the date the MEI
is published.

4) The alternative methodology encounter rate may be adjusted for a
change in scope of services (as defined in Section III)

B. New FQHC Providers on or after October 1, 2020

1) A new provider will become eligible to be considered for the APM III
established above in the first year if the new FQHC agrees to the APM
III. The APM III will be effective on or after the new FQHC has a signed
agreement with the State. For new providers the interim rate shall be
the State-wide average FQHC encounter rate where the FQHC is
located (Northern Region or the Rest of New Jersey).

2) If the new provider elected to change to the PPS encounter rate,
DMAHS will compare the amount paid under this APM versus the
amount to be paid under the PPS per visit encounter rate. This payment
will be calculated based on the second year of cost report. If it is

TN: 20-0015
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determined that the APM III encounter rate is less than the PPS

encounter rate, a payment will be issued to the FQHC following the
second year cost report calculations.

V. Managed Care Wraparound Payments:

a) FQHCs that provide services under a contract with a Medicaid managed care
organizations (MCO) will receive quarterly wraparound payments for the costs of
furnishing such services. The amount of wraparound payment shall equal the
difference between the payments received from the MCO and the total payment the
FQHC would receive under the PPS/APM methodology. In cases where an FQHC
has a capitation payment contract with the MCO whereby it receives a PMPM, the
amount payable to the FQHC shall be offset by the capitation payment, but in no case
will the payment be less than the PPS/APM rate the FQHC would be entitled to

receive on a per encounters basis. The FQHC shall report the aggregate of monthly
capitation payments received covered for each quarterly wraparound submission.
The quarterly wraparound payment submission effective July 1, 2021 are as follow:

A. FQHC may submit an initial wraparound request to DMAHS for wraparound
reimbursement for the preceding quarter the first day after the quarter has
ended and no later than 45 days after the end of the quarter (for example,
FQHC may request first quarter initial wraparound payment on April 1st of each
year and no later than May 15) The FQHC's Chief Financial Officer ("CFO")
shall attest to the submission, that the claims are submitted in good faith and
in accordance with regular business practices, and that they are believed and
intended to represent payable claims. The initial wraparound request shall be
reviewed to ensure that the initial request are payable encounters for initial
wraparound payment. The initial wraparound payment shall equal to 100% of
the FQHC's PPS rate or APM rate times the number of payable encounters
minus the estimated MCO payments per encounter paid to the FQHC in the
previous calendar year times the payable encounter. DMAHS shall issue initial
wraparound payments within 30 days of receiving a clean and workable quarterly
wraparound file and all required documentation.

B. FQHC shall submit an electronic support claim data Excel file for reconciliation
no sooner than 90 days and no later than 120 days following the end of each
quarter (for example, for the first quarter of each year, this submission is due

TN: 20-0015
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no sooner than July 1 and no later than July 30). The electronic support claim
data Excel file will be reviewed to ensure that encounters are payable and
eligible for wraparound reconciliation payment. The wraparound reconciliation
will be calculated at 100% of the FQHC's PPS rate or APM III rate times the
number of payable and eligible encounters minus the MCO payments per
encounter paid to the FQHC. Within 60 days of receipt of a wraparound
reconciliation submission, a reconciliation shall be made between the initial

wrap payment issued and the calculated wrap reconciliation payment. DMAHS
will provide the FQHC with notice of the additional wrap payment due to the
FQHC or the wrap overpayment due from the FQHC DMAHS shall issue any
additional wrap payment due to the FQHC or any amount due shall be placed
on hold against future payments to the FQHC.

TN: 20-0015
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INDEPENDENT CLINIC - NORPLANT SYSTEM REIMBURSEMENT

OFFICIAL
Attachment 4.19B

1. Reimbursement for the Norp1ant System provided in an independent clinic
will be a global fee-for-service which includes a component for the
package price and a component for the surgical services. The fee-for
serv ice will be peri od icall y increased to ref1 ect the increase in the
price by the manufacturer when provided by physician in his or her office
or by an independent clinic (except for an ASC).

2. Reimbursement to a Federally Qualified health center for the insertion,
reinsertion, and/or removal of the NPS is at the encounter rate.

~~ 9..3-33 _Approval Date NOV 241993

Supersedes TN New· Effect i ve Date JUt 1 - 1993
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE OF NEW JERSEY

REIMBURSEMENT FOR PHARMACEUTICAL SERVICES

1.16 Covered Outpatient Drug - 340B Payment Methodologies

Select prescribed drugs that do not meet the definition of covered outpatient drugs will be
reimbursed at the same rate as covered outpatient drugs

(a) The Department shall reimburse 340B purchased drugs at no more than the ceiling price,
plus a professional dispensing fee. In the absence of a ceiling price, the Department shall

reimburse 340B purchased drugs at Wholesale Acquisition Cost (WAC) less twenty-five (25)
percent for the NDC of the drug.

(b) Drugs acquired through the federal 340B drug pricing program and dispensed by 340B-
contract pharmacies are not covered.

(c) Reimbursement to covered entities for drugs purchased outside of the 340B drug pricing
program shall be the Actual Acquisition Cost (AAC) plus a professional dispensing fee.

24-0023 MA (NJ1
TN: 24-0023

Supersedes: 17-0002

Approval Date: 3/11/2025
Effective Date: 10/1/24
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1.19 Professional dispensing fee

(a) The professional dispensing fee for all drugs dispensed by providers having retail pharmacy
permits are established by State regulations. /

/
/

(b) The professional dispensing fee is $10.92 for all retail prescriptions, including compounds,

hemophilia drugs, specialty drugs and long-term-care prescriptions.

is limited to(c) Payment of the professional dispensing fee is limited to those pharmacy claims in which

Medicaid is the primary payer. When Medicaid is othpr than the primary payer, the professional
./

fee is included in the calculation used to determine the "lower of claim payment.
/

/

(d) The professional dispensing fee shall be paid to 340B covered entities for 340B purchased

drugs, as well as drugs purchased by 340B covered entities outside of the 340B program.
/
/
/

17-0002 MAfNJ)
TN: 17-0002
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1.23 Physician-Administered Drugs-lngredient Cost

(a) Reimbursement for physician and outpatient-administered drugs shall be the

lowest price determined by the payment formulas described below:

. a drug or Long-Acting Reversible Contraceptive (LARC) Wholesale Acquisition

Cost (WAC) less a discount of one (1) percent,

. the Federal Upper Limit (FUL) price for covered outpatient drugs (see

https://www.medicaid.gov/medicaid/prescription-drugs/pharmacy-

pricing/index. html),

. the State Upper Limit (SUL) price for covered outpatient drugs (see

http://www. njsul. com/), or

. the actual drug acquisition cost, as billed in the submitted charge field (in the case

of a drug dispensed from 340B inventory, this will be the 340B acquisition price).

21-0014 MA(NJ)

TN: 21-0014

Supersedes: 17-0002
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Services

HEARING AIDS

(a) Reimbursement for a new hearing aid is based on the lesser of the following:

The provider's usual and customary charges; or the wholesale cost of the
instrument and earmold, plus batteries, plus insurance, shipping, and
handling costs included as a component of the manufacturer's cost, plus
dispensing fee.

-
. (b) Reimbursement for a returned hearing aid is based on the.l.esser of the following:

The provider's usual and customary charge; or the wholesale cost of the
earmold; plus batteries, cord and garment bag, plus manufacturer's
restocking fee, if any, plus a service fee.

(c) Replacement of an aid within one year from date of orig.inal dispensing, if not
covered by the manufacturer's warranty, is based on the lesser of the following:

The provider's usual and customary charge; or the wholesale cost of the
'-" instrument and earmold, plus the insurance, shipping, and handling costs

included as a component of the manufacturer's cost, plus a dispensing fee.

(d) Reimbursement for repair of a hearing aid, if not covered by the manufacturer's
warranty, is based on the lesser of the following:

The provider's usual and customary charge; or the manufacturer's cost of
repair, plus a 50 percent service fee.

(e) Reimbursement for earmolds, if not covered by the manufacturer's warranty, is
based on the lesser of the following:

The provider's usual and customary charge; or the wholesale cost, as per
laboratory invoice or laboratory price list, plus a servicing fee.

(f) Reimbursement for batteries and supplies is based on the lesser of the provider's
usual and customary charge or the manufacturer's list price less 20 percent.

Payment for Part B co-insurance and deductible shall be paid only up to the Title
XIX maximum allowable (less any other third party payments).

~ ~\~-~-~-:-[;"':"""}--....-"~~-,--K-=_-\~~--,,_,-_.._-_~<-J'-.----'.. ~.----fM~~YH-.<~.."""_~TII"Ill9yi1l"""8_9_8_-1_8-M_A_(_NJ_)

JUL 2019gB"





Attachment 4.19B
Page 14.1

STATE PlAN UNDER TITLE XIX of the SOCIAL SECURITY ACT
Reimbursement for Services

Transportation Services:

New Jersey Medicaid will pay for medically related transportation for
EPSDT-eligible children with disabilities when the transportation is
necessary to obtain Medicaid-covered rehabilitation services included in
the child's treatment plan. Payment for medically related transportation
services through EPSDT is limited to those days that a child receives a
Medicaid-covered service. Payment for medically related transportation
services through EPSDT is on a fee-for-service basis. The effective date
for day training School-based Medically Related transportation is July
1, 1993.

..

93-31(al-MA (NJ)
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Reimbursement for Services

Transportation Services, Cant.

School-Based Rehabilitation Services associated with Education other than
Day Training:

New Jersey Medicaid will pay for medically related transportation for EPSOT eligible
children with disabilities when the transportation is necessary to obtain Medicaid
covered rehabilitation services included in the child's treatment plan.

-Payment for medically related transportation services through EPSOT is limited to
those days that a child receives a Medicaid covered service. Payment for medically
related transportation services through EPSOT is on a fee-for-service basis.

The effective date for medically related transportation other than that associated
with Day Training is September 3, 1993.

93-31(b)-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON
INSTITUTIONAL SERVICES

PERSONAL CARE SERVICES

Effective July 1, 2023, weekday and weekend hourly rates for fee-for-service (FFS)
personal care assistant (PCA) services have been set at $25. 16 per hour.

The effective date of the applicable fee schedules for all other Personal Care Services
outside of this flat rate as well as a link to their electronic publication can be found on
page 36 (See Medicaid Fee Schedules) of Attachment 4. 19-B of the State Plan.

23-0012 MA (NJ)

TN: 23-0012 MAfNJt

SUPERCEDES: TN: 22-0017 MA (NJ)
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NURSE MIDWIFERY SERVICES

Reimbursement for nurse midwifery services shall be made in accordance with a fee schedule
using the HCPCS procedure code system and is based on payment of 100 percent of the
physician's specialist fee for the same procedure.

Reimbursement for nurse midwives who participate as HealthStart providers shall be made in
accordance with a fee schedule utilizing the HCPCS codes developed for HealthStart.

Except as otherwise noted in the plan, state developed fee schedule rates are the same for both
governmental and private providers of Nurse Midwifery services. In no event shall the payment
exceed the charge by the provider for identical services to other governmental agencies, or other
groups or individuals in the community.

The effective date of the applicable fee schedules as well as a link to their electronic publication
can be found on page 36 of Attachment 4. 19-B of the State Plan.

Payment for Part B co-insurance and deductible shall be paid only up to the Title XIX maximum
allowable (less any other third party payments).

22-0020 MA (NJ)
TN: 22-0020 MA (NJ)
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Reimbursement for Other Practitioners' Services: Pharmacists

Rei.mbursement for licensed pharmacists is based on payment of 100 percent of the
physician's specialist fee for the same service.

Theeffectlve date' the. appli.c.able fee schedules, and link to their electronic publication,
can be found on page 36 of Attachment 4. 19-B of the State Plan. The rates' a re'the'same
foLbot-hgovemmentalar'd private Providers- A" applicable procedure code'lis'tings'anci/or
rates^are published on the State's website at wwwjijimrnis. rom underthe link"for" "Rate's
and Code Information" and Medicaid fee for services sections.

_24-0019-MA (NJ1
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON
INSTITUTIONAL SERVICES

Reimbursement for Other Practitioners' Services: Pharmacists (cont'd)

An additional payment of $20.60 for providing education and consultation related to self-
administered hormonal contraceptives is paid when the claim indicates the required
education and consultation have been provided pursuant to standing order and in
compliance with NJ Board of Pharmacy and Board Of Medical Examiner protocols.

The effective date, the applicable fee schedules, and link to their electronic publication,
can be found on page 36 of Attachment 4. 19-B of the State Plan. The rates are the same
for both governmental and private providers. All applicable procedure code listings and/or
rates are published on the State's website atwww. nimmis. com under the link for "Rates
and Code Information" and Medicaid fee for services sections.

24-0016-MA (NJ)
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Reimbursement for Other Practitioners' Services: Licensed Clinical Social Workers
(LCSWs), Licensed Professional Counselors (LPCs). and Licensed Marriaae_and
Family Therapists (LMFTs)

Reimbursement for licensed LCSWs, LPCs, and LMFTs will be based on of 85% of the
current specialist rate for the same service.

The effective date, the applicable fee schedules, and link to their electronic publication,
can be found on page 36 of Attachment 4. 19-B of the State Plan. The rates are the same
for both governmental and private providers. All applicable procedure code listings and/or
rates are published on the State's website at www. nimmis. com under the link for "Rates
and Code Information" and Medicaid fee for services sections.

24-0020-MA INJ)

TN: 24-0020

Supersedes TN: NEW
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REIM BURSM ENT FOR RESIDENTIAL TREATMENT CENTERS 

Reimbursement for inpatient psychiatric services for indi'-1duals under age 21 pro-.;ded in 
residential treatment centers accredited by the Joint Commission on Accreditation of Hospitals shall 
be based as follows: 

Maximum rates are established through the state's acti-.;ty-based costing methodology and 
advertised as a maximum rate ceiling for a service in a request for proposal (RFP). Rates are then 

established through the State's procurement and contracting process to ensure that pro'-1ders 
eligible for an award have the necessary resources to meet the service requirements. Cost of li'-1ng 
adjustments are determined by the state legislature through the state budget appropriations act. 

DCF awards pro'-1der service contracts through a competitive bidding process. The ser-.;ces 
and pro-.;der qualifications are included in published requests for proposals. After pro-.;ders submit 
bids based on the RFP criteria, proposals are evaluated for community and organizational fit, 
organization capacity and supports, program approach, staff qualifications and retention, and 
budget. 

DCF issues an award letter to the prospective contracted pro'-1ders ndtifying them of the 
award and indicating that this funding will be available upon successful establishment of a contract 
for services and payment rates with the office of contracting. The post-selection process entails 
clarification and confirmation that all deliverables outlined in the proposal will be met or exceeded by 
the contracted pro'-1der. This ensures that the pro'-1der will meet all of the deliverables and 
requirements included in the published RFP rate prior to contract execution. 

Payment for inpatient psychiatric services for indi'-1duals under 21 pro-.;ded in State operated 
residential treatment centers accredited by the Joint Commission on Accreditation of Hospitals shall 
be based on reasonable costs reported on quarterly costs reports prepared based on a Cost 
Allocation Plan for administrative costs of the New Jersey Department of Human Services, Di'-1sion 
of Youth and Family Service. This Cost Allocation Plan is in accordance with Federal rules and 
regulations contained in 45 CFR, Part 95 and is approved by the Federal Department of Health and 
Human Services. After the costs attributed to litle XIX residential treatment program services have 
been determined for each quarter for each residential treatment center, these costs will be di'-1ded 
by the total number of days that clients have receil,ed services. The resulting reimbursement rate 
will be used for monthly billings and is based on actual costs incurred. 

Clothing will be an allowable service for Medicaid patients residing in residential treatment 
centers. 

Medicaid enrolled in-state pro'-1ders for non-state operated residential treatment centers, 
which meet the above criteria, that achie-.e a level of service about 85 percent will be eligible to 
receive a one-time incentive payment equal to one-half the difference between the actual level of 
service percentage and 85 percent. Any level of service above 90.5 percent does not quality for this 
incentive payment. These incentive payments will take the form of an adjustment to the amount paid 
in excess of the pro'-1der's reimbursement contract ceiling and will be determined at contract 
closeout. The base used for determining the incentives will be the actual audited contract closeout 
data, limited to include service acti'-1ty beginning on or after January 1, 2001 through the last date of 
the contract term ending on or prior to December 31, 2001, and will be pro-.;ded one time only. 
Future costs will not be adjusted to reflect the one time payment. 

Authorizations for the incentive payments will be contingent on the Department's approval of 
the pro-.;der's submitted incentive spending plan. Pro'-1ders will receive formal notification of such 
approval. Reimbursement for these services shall not exceed federal upper payment limits as 
defined in 42 CFR 447. 325. 

TN 21-0001 

Supersedes SPA 02-08 
Effective Date: 1/1/21 
Approval Date: 7/28/21 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Methods and Standards for Establishing Payment Rates
For Non-lnstitutional Services

Reimbursement for Hospice Services:

Reimbursement for hospice services is dependent upon satisfaction of federal requirements
regarding written certification/recertification of the patient's terminal illness within specified
time periods, by licensed physician's (M. D. or D. O.)
New Jersey Medicaid fee-for-service hospice services are reimbursed on a per diem basis as
follows. New Jersey pays the Medicaid Hospice rates developed annually by the Centers for
Medicare and Medicaid Services and also applies the "appropriate local hospice wage index"
for the five categories or levels of care provided (routine home care, continuous home care,
inpatient respite care, general inpatient care and service intensity add-on 7 days pre death).
The "appropriate local hospice wage index" is published annually in the Federal Register and
is effective October 1 through September 30 of each year.

Medicaid reimbursement for hospice care will be made at predetermined rates for each day
the individual receives care under one of the following five categories of levels of hospice
care. Except as otherwise noted in the plan, fee schedule rates are the same for both
governmental and private providers. The hospice service payment methodology for each
category of care is below.

A) Routine Home Care (RHC): Hospice providers are paid at one of two tiers (levels) of
RHC. Effective for dates of service on or after October 1, 2018 the two tiers are based
on number of days in care:

Tier 1 RHC: Days 1-60 of hospice care (Higher rate)
Tier 2 RHC: Days 61 + Beyond (decreased rate)

$(1 unit= 1 day)
$(1 unit=1 day)

There is a 60 days minimum gap in Hospice Services that must elapse to reset the Hospice
day count and be eligible for the higher level of RHC reimbursement.

B) Continuous Home Care Rate (CHC): $Full Rate , 24 hours or (1unit=1 hour)
C) Inpatient Respite Care Rate: $(1 unit=1 day)
D) General Inpatient Care Rate: $(1 unit=1 day)
E) Service Intensity Add-on, 7 days Pre-Death $(1unit=15 minutes)

Reimbursement may be made to the hospice provider to cover nursing facility room and
board costs (R&B) of hospice members at the following rate:

Hospice NF R&B Per Diem Rate 95% of the NF Per Diem (1 unit=1 day)

18-0013-MA(NJ)
TN No: 18-0013
Supersedes TN No. : 08-09-MA (NJ) Approval Date: 01/03/2019

Effective Date: 10/01/2018
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
 

Methods and Standards for Establishing Payment Rates
 
For Non-Institutional Services
 

Reimbursement for Hospice Services:
 

Limitation on payment for inpatient hospice care: 

Reimbursement to the hospice for inpatient care is limited according to the number of 
Medicaid inpatient hospice care days furnished by the hospice in relation to the total number 
of all Medicaid hospice care days furnished by the hospice. During the twelve month period 
beginning November 1 of each year and ending October 31 of the next year CLimitation 
Period ft the hospice's aggregate number of inpatient respite and general inpatient care days ), 

may not exceed 20 percent of the aggregate total number of days of hospice care provided 
by the hospice to all Medicaid recipients during the Limitation Period. The New Jersey 
Medicaid Program will calculate the inpatient care limitation for the hospice using the 
Medicare methodology. If the hospice exceeds the maximum allowable number of inpatient 
care days during the Limitation Period, any excess payments must be refunded to the New 
Jersey Medicaid Program by the hospice. 

Cap on overall hospice reimbursement: 

Overall reimbursement to the hospice is subject to an aggregate cap amount, revised 
annually by the Centers for Medicare and Medicaid Services. During the twelve month 
period beginning November 1 of each year and ending October 31 of the next year ("Cap 
Period"), aggregate Medicaid reimbursement to the hospice for services rendered within the 
Cap Period (exclusive of room and board per diem amounts reimbursed to the hospice for 
services provided in a nursing facility, which are not subject to the cap) may not exceed the 
cap calculated for that hospice. The New Jersey Medicaid Program will calculate the cap on 
overall hospice reimbursement using the Medicare methodology specified in Section 
1814(i)(2)(B) of the Act. The hospice's cap is detennined by multiplying the number of its 
Medicaid beneficiaries electing hospice care during the Cap Period by the aggregate cap 
amount. The total payment made to the hospice for services furnished to Medicaid 
beneficiaries during the Cap Period (exclusive of nursing facility room and board per diem 
amounts) is compared to the cap calculated for the hospice. Any payments in excess of the 
cap must be refunded to the New Jersey Medicaid Program by the hospice. 

10-04-MA (NJ) 
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STATE OF NEW JERSEY

Obstetrical and Pediatric Reimbursement
in a Health Maintenance Organization (HMO) Setting

HMOs with a contract with the State Medicaid agency are paid a fixed capitation rate
premium for services which include obstetrical and pediatric services. The premium rate
is (a) calculated at a rate which shall be less than 100% of the calculated upper payment
limit for the HMO service package for the actuarially equivalent population, and (b)
consistent with efficiency, economy, and quality of care. The cost of all obstetrical and
pediatric care is included in the agreed-upon capitation rate. The amount, duration and
scope of obstetrical and pediatric services provided through the HMOs are the same as for
the regular Medicaid program.

97-7-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
FOR NON-INSTITUTIONAL SERVICES
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARD FOR ESTABILISHING PAYMENT RATES FOR NON.
INSTITUTIONAL SERVICES

CASE MANAGEMENT SERVICES

1. Reimbursement for clinical care management services and liaison case
management services under the case management program/mental
health (CMP/MH) program shall be made in accordance with the
negotiated rate as described below.

2. Reimbursement for early intervention case management services for
EPSDT eligible infants and toddlers shall be made in accordance with the
negotiated rate as described below.

3. Reimbursement for case management organization services under the
Children's System of Care Initiative shall be made in accordance uw'th the
negotiated rate as described below.

Maximum rates are established through the state's activity-based costing methodology and
advertised as a maximum rate ceiling for a service in a request for proposal (RFP). Rates are
then established through the State's procurement and contracting process to ensure that
providers eligible for an award have the necessary resources to meet the service requirements.
Cost of living adjustments are determined by the state legislature through the state budget
appropriations act.

DCF awards provider service contracts through a competitive bidding process. The services and
provider qualifications are included in published requests for proposals. After providers submit
bids based on the RFP criteria, proposals are evaluated for community and organizational fit,
organization capacity and supports, program approach, staff qualifications a nd retention, and
budget.

TN:21-0001

Supersedes: TN 13-14

Approval Date: 7/28/21

Effective Date: 1/1/21



Attachment 4. 19-B
Page 21 a

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIFT ACT
STATE OF NEW JERSEY

METHODS AND STANDARD FOR ESTABILISHING PAYMENT RATES FOR
NONINSTITUTIONAL SERVICES

Case Management Services, continued,

Section 3.a. Care Management Organization Reimbursement:

DC:,FJSSUes an awa. rd lettert° the prospective contracted providers notifying them of the awa rd
arld. "1d":at"1,9 that thls fundin9 .wi" be available upon successful establBhmentofa'contraci~fo'r
sen/Jcesand_paymen.t. rates with theoffice of contracting. The post-selection'pFocessentaiis

and confirmation that all deliverables outlined in'the proposal will-be~met''or
exceeded by the contracted provider. This ensures that the provider'wilF'meet'all'of'the
deliverables and requirements included in the published RFP rate prior to contra'ct'execution.'

TN:21-0001

Supersedes: 17-0009
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Reimbursement for Services

Reimbursement described on this page will apply through June 30, 2024.

REIMBURSEMENT FOR EPSDT SERVICES: SchooI-Based Health Servic

A. Reimbursement Methodology for School-Based Health and Related Services

The School-JBased Health Services program, known as the Special Education Medicaid
(SEMI) in New^Jersey, includes covered services provided by or through'tiie

New Jersey Department of Education (DOE) or a Local Education Agency'(LEA)"?ere'i'n
after referred to as "providers" for this section of the State Plan, °to children w'i'tFor
suspected of having disabilities, who attend public school in New Jersey, recommended

l..aphysieian, or othe1' l":ensed Practitioners of the healing arts to EPSDT'eligiblespe^iE
education Medicaid enrolled students from age 3 to age 21. These SE~MI diFect'mTdic'^l
services^are prodded pursuant to an Individual Education Program (IEP) or Individual
Family Service Plan (IFSP). SEMI includes the following MedTcaid services', as"defm"eud
under Section 3. 1A of the State Plan: " --..-,

2.
3.
4.
5.
6.
7.
8.
9.

Audiology Services
Nutrition Services

Occupational Therapy Services
Orientation and Mobility Services
Physical Therapy Services
Evaluation Services

Psychological Counseling Services
Nursing Services
Speech-Language Pathology Services

B. Direct Medical Services Payment Methodology

Effect!ve_for dates ofservice^" or after July 1, 2011, through June 30, 2024, providers
.vill be paid on a cost basis. Providers will be reimbursed on an interim basis for SEMI
direct medical ^services provided pursuant to an IEP or IFSP according to a fixed fee

schedule. SEMI providers must maintain organized and confidential documentation
regarding the services provided, including written orders; session notes;~and"stu<ie nte''

On an annual basis a district-specific cost reconciliation and cost settlement for all over
and under payments will be processed.

TNNo. : 11-13
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Reimbursement for Services

Reimbursement described on this page will apply through June 30. 2024.
C. Data Capture for the Cost of Providing HeaIth-Related Services

Data capture for the cost of providing health-related services will be accomplished
utilizing the following data sources:

1. Total direct and indirect costs, less any federal non-Medicaid payments or other
revenue offsets for these costs, will be captured utilizing the following data:

a. SEMI cost reports received from LEAs in the State of New Jersey, inclusive
of the Allowable cost categories defined in paragraphs D. I and D. 2 of this
section;

b. New Jersey Department of Education (NJ DOE) Unrestricted Indirect Cost
Rate (UICR);

c. Random Moment Time Study (RMTS) Activity Code 1200 (Direct Medical
Services) and Activity Code 3100 (General Administration):

i. Direct medical RMTS percentage;

d. LEA specific Medicaid IEP Ratios.

D. Data Sources and Cost Finding Steps

The following provides a description of the data sources and steps to complete the cost
finding and reconciliation:

1. Allowable Costs: Direct costs for direct medical services include payroll and general
ledger cost data^ that can be directly charged to direct medical services using time
study^ results. Direct payroll costs include total compensation (i.e., salaries and
benefits and contract compensation) of direct services personnel listed in the
descriptions of the covered Medicaid services delivered by LEAs under Attachment
3. 1 A of the State Plan. Costs for administrative staff are not included in the annual
cost report. These direct costs will be calculated on a district-specific level and will
be reduced by any federal payments for these costs, resulting in adjusted direct costs".

Other direct costs include costs directly related to the direct services personnel for the
delivery of medical services, such as medically related purchased services, supplies
and materials. Additional direct costs include payments made for out of district health
reated services, including Medicaid covered health related services provided through
private schools and special LEAs. These direct costs are accumulated on the annual0
School-Based Health Services Cost Report and are reduced by any federal payments
for these costs, resulting in adjusted direct costs. The cost report contains the scope of
cost and methods of cost allocation.

TN No. : 11-13
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The source of this financial data will be audited district-level payroll and general
ledger records kept at the LEA level.

a. Direct Medical Services

Cost pool for allowable providers consists of:
I.

11.

III.

IV.

V.

Salaries;
Benefits;

Medically-related purchased services; and
Medically-related supplies and materials
Out of District provided health related services

b. Contracted Service Costs

Contracted service costs represent the costs incurred by the LEA for [EP direct
medical services rendered by a contracted service provider. Total contracted
service costs are inclusive of only those costs for the provision of IEP direct
medical services.

Total contracted service costs are reduced by the applicable revenue offsets, and
further reduced by the application of the LEA IEP Ratio in order to determine "the
Medicaid IEP direct medical service contract costs.

c. New Jersey Department of Education Approved Private Schools for Students with
Disabilities (APSSD) Tuition Costs
APSSDs focused on special education and rehabilitation are heavily regulated and
monitored by New Jersey Department of Education (NJDOE) for fiscafand
program excellence. Tuition is set annually by NJDOE. Tuition rates are based on
a set of costs that NJDOE deems to be allowable. Any cost that is not allowable"
cannot be counted toward tuition. Tuition costs represent the costs incurred by the
LEA for a student placed in an out-of-district (APSSD and special LEA) setting.
Tuition costs will be reflective of only those costs related to the provision of lEP
direct medical services. The health-related portion of the tuition costs will be
determined through the application of a health related tuition percentage (HRTP)
to the annual tuition costs reported by the LEA.
The HRTP will be specific to each out of district provider and will be calculated
annually based on annual financial reports. The HRTP is applied to all reported
tL'Itlo". costs to calculate the health-related tuition payments. Each AP'SSD's
HRTP is calculated by dividing the sum of all health-rela'ted costs (health workers
salaries) by the total expenditures/appropriations. The reports used in calculating

TNNo. : 11-13
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Reimbursement described on this page will apply through June 30, 2024.

the health related tuition percentage will be those from the most current..
year available. -----

2. Indirect Costs:^ Indirect costs are determined by applying the LEA specific
unrestricted indirect cost rate to the Direct Medical'Service Costs, "defined "in
paragraph D. I .a, following the application of the Direct Medical Service T'ime"
Percentage^defined in paragraph D.3. New Jersey public LEAs'use'predetermined

rates for indirect^costs. New Jersey Department of Education (NJDOE)-has'in
cooperation with the United States Department of Education (ED), developed'an

; cost plan to be used by public LEAs. Pursuant to the authorization in 34'CFR
75_56. '. (b):. New Jersey DePartment of Education (NJ DOE), as the'cognizant age
approves unrestricted indirect cost rates in cooperation with the ED. The indirect cost

ra,te.are reviewed and updated annually. Providers are permitted only to'certif
Medicaid-allowabk costs and are not permitted to certify any indirect'costs"thatare
outside their unrestricted indirect cost rate.

When a W DOE calculated unrestricted indirect cost rate is not available, LEAs will
use a flat 10% indirect cost rate. LEAs with a NJ DOE calculated unrestric'ted'i'ndirect
cost rate niust use the calculated rate and cannot choose the Hat 10% indirect'cost
rate.

3.

4.

Ime_study:, A CMS-aPProved time study is used to determine the percentage of time
^medical service personnel spend on direct medical services, gene ral 'and

or non-productive time and all other activities to account for 100
percent of time to assure that there is no duplicate claiming. The RMTS methodolos
will utilize one cost pool for Direct Medical Services. The Direct" M~edicaT"Servi^e
tmw study percentage for the Direct Medical Service cost pool will beappl'iedonly'to

costs associated with direct medical services.

lEP^Ratio Determination: A district. specific IEP Ratio will be established for each
participating LEA. When applied, this IEP Ratio will discount the Direct Medical cost
pool by the percentage oflEP Medicaid students.

The IEP ratio will be based on child count reporting required for IDEA on the first of
December of the Fiscal Year for which the report is completed. -The"names'and

of students with a health related IEP will be identified from the Decembei1
1st Count Report and matched against the Medicaid eligibility file'to determme'the
percentage of those that are enrolled in and eligible for Medicaid. The numerator'will

the number of Medicaid enrolled IEP students in the LEA with a SE'MI "covered
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Reimbursement described on this page will apply through June 30. 2024.

service in their IEP who received Medicaid services, and the denominator will be the
total number of students in the LEA with an IEP. The IEP ratio will be calculated for
e'lchLEA ParticiPating i" SEMI on an annual basis using student count data from the
NJ SMART data warehouse as of the 1st of December for the fiscal year for "which
the cost report is completed.

5. Total Medicaid Reimbursable Cost: The result of the previous steps will be a total
Medicaid reimbursable cost for each LEA for Direct Medical Services.

E. Certification Process

Each^provider certifies on an annual basis, through its cost report, 100% of their total
actual, incurred allowable cost/expenditures. including the federal share and non'-federal
share. Certification is conducted on an annual basis.

Providers are permitted only to certify Medicaid-allowable costs and are not permitted to
certify any indirect costs that are outside their unrestricted indirect cost rate.

F. Annual Cost Report Process

Each provider will complete an annual cost report for all school health services delivered
during the previous state fiscal year covering'July I through June 30. The cost "report'is
due on or before December 31st of the same year as the reporting period. The prir
purposes of the cost report are to:

1. School-based rehabilitative services as school-based health services document the
p.r,OT^e,r's t?tal, CMS-aPProved. Medicaid allowable scope of costs for delivering
school-based rehabilitative services, including direct costs and indirect costs, based
on CMS-approved cost allocation methodology procedures; and

2. School-Based Rehabilitative Services Cost Reports as SEMI Cost Reports reconcile
its mtenmpayments to its total CMS-approved. Medicaid-allowable scope of costs
based on CMS-approved cost allocation methodology procedures.

The annual School-Based Rehabilitative Services Cost Report includes a certification
stateme"t to becomPkted- certifying the provider's actual, 'incurred costs/expenditures.'
All filed annual Cost Reports are subject to a desk review by the Department of Human
Services (DHS), Division of Medical Assistance and Health Services (DMAHS) or its
designee.
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G. The Cost Reconciliation Process

The cost reconciliation process must be completed within twenty-four months of the end
ofjhe rePor,tine Pel'io(l '-overed by the annual Cost Report. 'There willbe'separate
settlements for every Medicaid provider. The total Medicaid allowable scope ofrcosts
based on cost allocation methodology procedures are compared to the provider's
Medicaid interim payments for school health services delivered during th/report'ing
period as documented in the Medicaid Management Information Sy"stem (MMI'S)0
resulting inmost reconciliation. The results of the cost reconciliation and cost settlement
process will be^documented on the CMS-64 for the purpose of supporting the claim'for
federal financial participation.

For^he purposes of cost reconciliation, the state may not modify the scope of costs, the
£MS-iiPProvedcost allocation methodology procedures, or its CMS approved time study
for ̂ cost-reporting purposes. Any modification to the scope of cost, cost allocation
meth(xtobgy procedures, or time study for cost-reporting purposes requires'approval
from CMS prior to implementation.

H. The Cost Settlement Process

For services delivered for a period covering July 1st through June 30th, the annual SEMI
Cost Report is due on or before December 31 st of the same year.
If a providers interim payments exceed the actual, certified costs of the provider for

school-based health services to Medicaid clients, the provider will return an amount equal
to^the overpayment. Overpayments will be recouped within one year of the identification
of the overpayment.

DMAHS shall issue a notice of interim settlement that denotes the amount due to or from
the provider. DMAHS shall also issue a notice of final settlement that denotes'the final
amount due to or from the provider upon completion of the final cost reconciliation.

J. Awareness of Federal Audit and Documentation Regulations: The State Medicaid agency and
any contractors used to help administer any part of the SEMI program are aware of federal
regulations listed below for audits and documentation, and will provide
documentation needed to support SEMI claims:
a. 42 CFR 43}. 107 Reqwrcd provider agreement
b. 45 CFR 447. 202 Audits
c. 45 CFR 75. 302 Financial management and standards for financial management
systems
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REIMBURSEMENT FOR EPSDT SERVICES: School-Based Health Services

A. Reimbursement Methodology for SchooI-Based Health and Related Services

The School-Based Health Services program, known as the Special Education Medicaid
Initiative (SEMI) in New Jersey, includes covered services provided by or through the New
Jersey Department of Education (DOE) or a Local Education Agency (LEA), hereinafter
referred to as "providers" for this section of the State Plan, to children with or suspected of
having disabilities, who attend public school in New Jersey, recommended by a physician
or other licensed practitioners of the healing arts to EPSDT eligible special education
?tu "te up_to age 21- These SEMI d"'ect medical services are provided pursuant to an
Individual Education Program (IEP) or Individual Family Service Plan (IFSP). SEMI
includes the following Medicaid services. as defined under Section 3. IA of the State Plan:

I. Audiology Services
2. Nutrition Services

3. Occupational Therapy Services
4. Orientation and Mobility Services
5. Physical Therapy Services
6. Evaluation Services

7. Psychological Counseling Services
8. Nursing Services
9. Speech-Language Pathology Services
10. IEP Specialized Transportation

B. Direct Medical Services Payment Methodology

Providers will be paid on a cost basis. Providers will be reimbursed on an interim basis for
SEMI direct medical services provided pursuant to an IEP or IFSP according to a School-
based health services fixed fee schedule. SEMI providers must maintain organized
documentation regarding the services provided, including written orders; session notes:
and students' 1EP.

The effective date of the applicable fee schedules as well as a link to their electronic
publication can be found on page 36 of Attachment 4. 19-B of the Slate Plan.

On an annual basis a district-specific cost reconciliation and cost settlement for all over
and under payments will be processed.
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C. Data Capture for the Cost of Providing Health-Related Services

Data capture for the cost of providing health-related services will be accomplished
utilizing the following data sources:

1. Total direct and indirect costs, less any federal non-Medicaid payments or other
revenue offsets for these costs, will be captured utilizing the following data:

a. SEMI cost reports received from school districts in the State of New Jersey.
inclusive of the Allowable cost categories defined in paragraphs D. 1 and D. 2 of
this section;

b. New Jersey Department of Education (NJ DOE) Unrestricted Indirect Cost Rate
(UICR);

c. Random Moment Time Study (RMTS) Activity Code 1200 (Direct Medical
Services) and Activity Code 3100 (General Administration):

i. Direct medical RMTS percentage;
d. School District specific Medicaid IEP Ratios.

D. Data Sources and Cost Finding Steps

The following provides a description of the data sources and steps to complete the cost
finding and reconciliation:

1. Allowable Costs: Direct costs for direct medical services include payroll and general
ledger cost data that can be directly charged to direct medical services using time
study^ results. Direct payroll costs include total compensation (i. e., salaried and
benefits and contract compensation) of direct services personnel listed in the
descriptions of the covered Medicaid services delivered by school districts under
Attachment 3. 1 A of the State Plan, excluding transportation personnel costs which
are to be reported under Special Transportation Services Payment Methodology
section as described in paragraph E of this section. Costs for administrative staff are
not included in the annual cost report. These direct costs will be calculated on~a
district-speciflc level and will be reduced by any federal payments for these costs,
resulting in adjusted direct costs.

Other direct costs include costs directly related to the approved direct services
personnel for the delivery of medical services, such as medically-related purchased
services, supplies and materials. Additional direct costs include payments made for
out of district health related services, including Medicaid covered health related
services provided through approved private schools and special school districts.
These direct costs are accumulated on the annual School-Based Health Services
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Cost Report and are reduced by any federal payments for these costs, resulting in
adjusted direct costs. The cost report contains the scope of cost and methods of
cost allocation that have been reviewed by the Centers for Medicare & Medicaid
Services (CMS).

The source of this financial data will be audited district-level payroll and general ledger
records kept at the school district level.

a. Direct Medical Services

Non-federal cost pool for allowable providers consists of:
I.

II.

III.

IV.

V.

Salaries;
Benefits;
Medically-related purchased services; and
Medically-related supplies and materials
Out of District provided health related services

Direct Contracted Service Costs

Contracted service costs represent the costs incurred by the LEA for IEP direct
medical services rendered by a contracted service provider. Total contracted service
costs are inclusive of only those costs for the provision of 1EP direct medical
services provided by non-APSSD contractors.

Total contracted service costs are reduced for any federal fund or other reduction.
including revenue offsets, and further reduced by the application of the LEA IEP
Ratio in order to determine the Medicaid IEP direct medical service contract costs.

Approved Private Schools for Students with Disabilities (APSSD) Contracted
Costs:

New Jersey will implement an APSSD interim fixed fee schedule for Medicaid
enrolled IEP students receiving health services in private school settings effective
for services provided on or after July I, 2024. All such claims will be paid through
the Medicaid Management Information System (MMIS). The effective date of the
applicable fee schedules as well as a link to their electronic publication can be found on
page 36 of Attachment 4. 19-B of the State Plan.

i. After the end of the fiscal year, the interim rates will be reconciled to the
LEA s actual cost of making contracted per diem payments to the APSSDs
for Medicaid reimbursable direct medical services. The per diem payments
cover both medical and educational services; the portion of the LEA'S per
diem payments that are for Medicaid reimbursable direct medical services
will be calculated by identifying allowable health care related expenditures
as follows:
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a) Step One - The contracted cost will be reduced by any federal funding
received by the LEA.

b) Step Two - An APSSD-specific "health care-related percentage" will be
calculated by dividing the APSSD's health care-related expenditures by
the APSSD's total expenditures, as shown on the APSSD's cost report.

c) Step Three - The APSSD's "health care-related percentage" is applied to
the total per diem payments that the LEA made to the APSSD in the
fiscal year. This will yield a net dollar total of the amount of the LEA'S
per diem payments to the APSSD that are attributable to health care-
related expenditures for the fiscal year.

d) Step Four - This APSSD-specific net dollar total will be multiplied by
an LEA specific APSSD IEP ratio, to calculate the total amount the LEA
spent on Medicaid-reimbursable payments to the APSSD. The State
may claim FFP in this total amount. An indirect cost rate will not be
applied.

i. LEA specific APSSD IEP ratio calculation: Numerator: LEA
specific APSSD Medicaid-enrolled IEP students (per FERPA who
have parental consent to release information to Medicaid) /
Denominator- All LEA specific APSSD IEP students.

e) The financial reductions in the above steps will ensure FFP is only
available in payments made that are a percentage of total payments that
the LEA makes to the APSSD.

ii. APSSDs will be excluded in the random moment time study since these
specific type of contracted providers exclusively provide direct medical
services and do not perform any other administrative functions.

2. Indirect Costs: New Jersey Department of Education (NJDOE) has in cooperation with
the United States Department of Education (ED), developed an indirect cost planto be
used by public school districts. New Jersey Department of Education (N.I DOE)
approves unrestricted indirect cost rates in cooperation with the ED. The indirect cost
rates are reviewed and updated annually. Providers are permitted only to certify
Medicaid-allowable costs and are not permitted to certify any indirect costs that are
outside their unrestricted indirect cost rate.

3. Cost Pools: All staff will be reported into one of three cost pools. The three cost pools
are mutually exclusive, i. e., no staff can be included in more than one cost pool.

a. Cost Pool I (Direct Service & Administrative Providers) - these providers may
perform administrative claiming activities as well as direct services. Only these
providers types included in the approved state plan will be included in the cost pool
and time study.
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. Licensed Audiologist

. State Certified Social Worker

. State Certified Psychologist

. Licensed Dietician

. Orientation & Mobility Specialist

. Licensed Certified Occupational Therapist

. Licensed Certified Occupational Therapy Assistant

. Licensed Certified Physical Therapist

. Licensed Physical Therapy Assistant

. Speech Language Pathologist (with professional certificate from
N.I DOE and Certificate of Clinical Competence in Speech
Language Pathology by ASHA or NJ state licensure)

. Speech Therapy Assistant

b. Cost Pool 2 (Direct Service & Administrative Providers) - these providers
may perform administrative claiming activities as well as direct services.
Only these provider types included in the approved state plan will be
included in the cost pool and time study.

. Licensed Registered Nurse (RN)
* Licensed Practical Nurse (LPN)

c. Cost Pool 3 (Administrative Service Providers Only) -this cost pool is comfinsed
of administrative claiming staff and the respective costs for these staff.

. School Administrators - Principals and Assistant Principals.

. State Certified Counselor

. Non-certified Psychologist/Psychologist Intern

. Non-certified Social Worker

. Psychologist Intern

. Special Education - Support Technician

. Pupil Support - Technician

. Special Education Administrator

. Pupil Support Services Administrator

. School Bilingual Assistant

. Health Services Special Education Teacher

. Interpreter & Interpreter Assistant

. Speech Language Pathologist (Non-Masters Level and Non-Licensed)

. Program Specialist

. Special Education Coordinators

. Diagnosticians
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4. Time Study Percentages: A CMS-approved time study implementation plan (TSIP) is
used to determine the percentage of time that medical service personnel spend on direct
medical services. general and administrative time and all other activities to account
for 100 percentof time to assure that there is no duplicate claiming. The RMTS
methodology will utilize two cost pools for Direct Medical Services. A minimum
number of completed moments will be sampled each period in accordance with the
TSIP. The Direct Medical Service time study percentage for the Direct Medical Service
cost pool will be applied only to those costs associated with direct medical services.
The CMS approval letter for the time study will be maintained by the State of New
Jersey and CMS. The RMTS direct medical service percentages will be calculated
using 100% of the time school is in session. A summer vacation period (months when
most students are not attending school according to the LEA calendar) will use a
weighted average of other periods that is pro-rated to supply compensation to providers
paid during this quarter (no Medicaid services will be claimed for the summer vacation
period).

Effective on 7/1/2024: The sampling periods are defined as follows for NewJersey:
Period I = mid-August-December 31*
Period 2 = January 1 - March 31
Period 3 - April 1 - June 30
Period 4 = July 1 - mid-August (the summer sample period)
*the time study period will begin with the first regular school day when any
participating district returns from the summer break and will continue until the end
ofDecember.

Direct Medical Service RMTS Percentage
a. Fee-For-Service RMTS Percentage

i. Direct Medical Service Cost Pool: Apply the Direct Medical Service
percentage from the Random Moment Time Study (Activity Code 4. b. ). The
direct medical service costs and time study results must be aligned to assure
appropriate cost allocation.

b. General Administrative Percentage Allocation
i. Direct Medical Service Therapy Cost Pool: Apply the General

Administrative time applicable to the Direct Medical Services percentage
from the Random Moment Time Study (Activity Code 10). The direct
medical services costs and time study results must be aligned to assure
appropriate cost allocation.

5. IEP Ratio Determination: A district-specific IEP Ratio will be established for each
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participating school district. When applied, this IEP Ratio will discount the Direct
Medical cost pool by the percentage of IEP students enrolled in Medicaid.

The IEP ratio will be based on child count reporting required for IDEA on the first
of December of the Fiscal Year for which the report is completed. The names and
birthdates of students with a health related IEP will be identified from the December
1 st Count Report and matched against the Medicaid eligibility file to determine the
percentage of those that are enrolled in Medicaid. The numerator will be the number
of'Medicaid enrolled IEP students in the LEA per FERPA who have parental consent
to release information to Medicaid (as defined under Section 3. 1A of the State Plan)
in their IEP and the denominator will be the total number of students in the LEA
with an [EP. The IEP ratio will be calculated for each LEA participating in SEMI on
an annual basis using student count data from the NJ SMART data warehouse as of
the federal ED Facts reporting snapshot date for the fiscal year for which the cost
report is completed.

6. Total Medicaid Reimbursable Cost: The result of the previous steps will be a total
Medicaid reimbursable cost for each school district for Direct Medical Services.

E. IEP Specialized Transportation Services Payment Methodology
Effective dates of service on or after July I, 2024, providers will be paid on a cost basis.
Providers will be reimbursed interim rates for School-Based IEP Specialized
Transportation services according to a School-based health services fixed fee schedule: no
indirect costs will be applied. The effective date of the applicable fee schedules as well as
a link to their electronic publication can be found on page 36 of Attachment 4. 19-B of the
State Plan. On an annual basis a cost reconciliation and cost settlement will be processed
for all over and under payments.

IEP Specialized transportation may be reimbursable for each one-way trip provided to
and from the location of an IEP direct medical service.

School based IEP specialized transportation is defined in 3. 1-a. to and from school (or
other direct service location) may be claimed as a Transportation Medicaid service when
the following conditions are met:

I. Specialized transportation is specifically listed in the IEP as a required service;

2. The child required IEP specialized transportation in a vehicle specially adapted
to serve the needs of an individual with a disability;

3. A SEMI Medicaid 1EP direct medical service (other than transportation) is
provided on the day that IEP specialized transportation is billed; and
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4. The service billed only represents the costs associated with the one-way trip on
the specially adapted transportation for direct medical services as listed in the
IEP.

5. The child is enrolled in Medicaid and per FERPA who have parental consent to release
information to Medicaid.

Transportation costs included on the cost report worksheet will only include those
personnel and non-personnel costs associated with special education reduced by any
federal payments for these costs, resulting in adjusted costs for transportation. The cost
identified on the cost report includes the following:

I. Bus Drivers

2. Mechanics

3. Substitute Drivers

4. Fuel
5. Repairs & Maintenance
6. Rentals/Lease costs

7. Insurance

8. Contracted-Transportation Services and Transportation Equipment cost
9. Depreciation for transportation equipment costing more than $5,000

The specialized transportation cost-pool will include only those costs above associated with
the specialized transportation program described above and step down those costs based
on allowable Medicaid one-way trips.

The source of these costs will be audited payroll and general ledger data kept at the school
district level. LEAs will also maintain bus logs for IEP specialized transportation services
in order to document that the students received the transportation services to and/or from
the location of the SEMI 1EP direct medical services.

LEAs may report their transportation costs as IEP special education transportation only
costs when the costs can be discretely identified as pertaining only to IEP special education
transportation or as general transportation costs when the costs cannot be discretely
identified as pertaining only to IEP special education transportation.

All special education transportation costs reported on the annual cost report as general
transportation costs will be apportioned through the Medicaid One Way Trip Ratio. All
special education transportation costs reported on the annual cost report as special
education transportation only will only be subject to the Medicaid One Way Trip Ratio.
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Medicaid One Way Trip Ratio- An LEA-specific Medicaid One Way Trip Ratio will be
established for each participating LEA. When applied, this Medicaid One Way Trip ratio
will discount the transportation costs by the percentage ofMedicaid enrolled students with
an IEP one way trips. This ratio ensures that only Medicaid allowable transportation costs
are included in the cost settlement calculation.

The Medicaid One Way Trip Ratio will be calculated based on the total number of one way
trips provided to Medicaid enrolled students per FERPA who have parental consent to release
information to Medicaid requiring special education transportation services pertheir 1EP on
specially adapted vehicles. Each LEA will be responsible for maintaining written
documentation, such as trip logs. for individual health related trips and alt trips provided.
Numerator: Medicaid-eligible IEP one-way trips / Denominator: all one-
way trips on the specially adapted vehicles in the cost pool (including any IEP and non-
IEP trips taken in the vehicles).

F. Certification of Funds Process

Each provider certifies on an annual basis, through its cost report, their total actual,
incurred allowable cost/expenditures, including the federal share and non-federal share.
Certification is conducted on an annual basis.

Providers are permitted only to certify Medicaid-allowable costs and are not permitted to
certify any indirect costs that are outside their unrestricted indirect cost rate.

G. Annual Cost Report Process

Each provider will complete an annual cost report for all school health services delivered
during the previous state fiscal year covering July I through June 30. The cost report is due
on or before December 3 1 st of the same year as the reporting period. The primary purposes
of the cost report are to:

I. School-based rehabilitative services as school-based health services document the
provider's total CMS-approved, Medicaid allowable scope of costs for delivering
school-based rehabilitative services, including direct costs and indirect costs, based on
CMS-approved cost allocation methodology procedures; and

2. School-Based Rehabilitative Services Cost Reports as SEMI Cost Reports reconcile
its interim payments to its total CMS-approved, Medicaid-allowable scope of costs
based on CMS-approved cost allocation methodology procedures.

The annual School-Based Rehabilitative Services Cost Report includes a certification of
funds statement to be completed, certifying the provider's actual, and incurred
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costs/expenditures. All filed annual Cost Reports are subject to a desk review by the
Department of Human Services (DHS). Division of Medical Assistance and Health
Services (DMAHS) or its designee.

H. The Cost Reconciliation Process

The cost reconciliation process must be completed within twenty-four months of the end
of the reporting period covered by the annual Cost Report. There will be separate
settlements for every Medicaid provider. The total CMS-approved, Medicaid allowable
scope of costs based on CMS-approved cost allocation methodology procedures are
compared to the provider's Medicaid interim payments for school health services delivered
during the reporting period as documented in MMIS, resulting in a cost reconciliation. The
results of the cost reconciliation and cost settlement process will be documented on the
CMS-64 for the purpose of supporting the claim for federal matching funds.

For the purposes of cost reconciliation, the state may not modify the CMS-approved
scope of costs, the CMS-approved cost allocation methodology procedures, or its approved
time study for cost-reporting purposes. Any modification to the scope of cost, cost
allocation methodology procedures, or time study for cost-reporting purposes requires
approval from CMS prior to implementation.

I. The Cost Settlement Process

For services delivered for a period covering July 1st through June 30th, the annual SEMI
Cost Report is due on or before December 31st of the same year. A tentative settlement
may be processed within nine (9) months of the fiscal year end with the final cost
reconciliation and settlement processes completed no later than twenty four (24) months
after the end of the fiscal period to ensure all claims are paid through MMIS for the dates
of service in the reporting period.

If a provider's interim payments exceed the actual, certified costs of the provider for
school-based health services to Medicaid clients, the provider will return an amount equal
to the overpayment. Overpayments will be recouped within one year of the identification
of the overpayment.

If the actual, certified costs of a provider for school-based health services exceed the
interim Medicaid payments. DMAHS will pay the federal share of the difference to the
provider in accordance with the final actual certification agreement and submit claims to
the CMS for reimbursement of payments in the federal fiscal quarter corresponding to the
date of payment.
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DMAHS shall issue a notice of interim settlement that denotes the amount due to or from
the provider. DMAHS shall also issue a notice of final settlement that denotes the final
amount due to or from the provider upon completion of the final cost reconciliation.

Awareness of Federal Audit and Documentation Regulations: The Stale Medicaid agency
and any contractors used to help administer any part of the SEMI program are aware of
federal regulations listed below for audits and documentation, and will provide
documentation needed to support SEMI claims:

a. 42 CFR 431. 107 Required provider agreement
b. 45 CFR 447.202 Audits

c. 45 CFR 75. 302 Financial management and standards for financial management
systems
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Residential Child Care Facilities, Children's Group Home, and
Community Psychiatric Residence for Youth

Mental Health rehabilitation services in residential child care facilities (as defined in N. J.A. C.
10:127) and children's group homes (as defined in N. J. A. C 10:128), both of which are licensed
by the Division of Youth and Family Services, or community psychiatric residences for youth (as
defined in N. J. A. C. 10:37B), that are licensed by the Division of Mental Health Services will be
reimbursed for mental health rehabilitation services as follows:

Reimbursement for mental health rehabilitation services for Medicaid eligible children under the
age of 21 and NJ KidCare-Plan A children, provided in a psychiatry community residences for
youth, residential child care facilities, or children's group homes shall be based on reasonable,
negotiated, contracted costs. Maximum rates are establishedthrough the state's activity-based
costing methodology and advertised as a maximum rate ceiling for a service in a request for
proposal (RFP). Rates are then established through the State's procurement and contracting
process to ensure that providers eligible for an award have the necessary resources to meet the
service requirements. Cost of living adjustments are determined by the state legislature through
the state budget appropriations act.

DCF awards provider service contracts through a competitive bidding process. The services and
provider qualifications are included in published requests for proposals. After providers submit
bids based on the RFP criteria, proposals are evaluated for community and organizational fit,
organization capacity and supports, program approach, staff qualifications a nd retention, and
budget.

DCF issues an award letter to the prospective contracted providers notifying them of the award
and indicating that this funding will be available upon successful establishment of a contract fo r
services and payment rates with the office of contracting. The post-selection process entails
clarification and confirmation that all deliverables outlined in the proposal will be met or
exceeded by the contracted provider. This ensures that the provider will meet all of the
deliverables and requirements included in the published RFP rate prior to contract execution.
Treatment homes serve five or fewer children who are capable of community living but who
need a small group environment
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Residential Children Care Facilities, Children's Group Home, and
Community Psychiatric Residence for Youth

Programs certified by non-Department of Human Services state governmental agencies, are
reimbursed on a per diem basis for Medicaid allowable costs only. Rates do not include the
costs of room and board.

Reimbursement for clothing that is required as part of a treatmentregimen and included in the
Plan of Care will be included in the Title XIX reasonable costs.

Reimbursement for transportation for medically necessary purposes will also be included in the
per diem rates. Costofnon-patient related care travel, such as commuting, shall be excluded
from the per diem rate. Patient related transportation costs incurred mil be included in the
allowable Title XIX costs of the provider if reasonable and necessary. This would include
amounts paid to or on the behalf of an employee for necessary patient care transportation and
reasonable costs of owned or leased vehicles used to transport a child for medically necessary
patient care. Transportation costs related to meetings and conferences will be included in the
per diem rate when the primary purpose of such meetings and conferences is the dissemination
of information for the advancement of patient care or efficient operations of the facility. This
policy for transportation costs is in accordance m'th Medicare cost principles as defined in the
Medicare Provider Reimbursement Manual. HIM Pub 15-1.

In no case vw'll the federal claim for these services exceed the federal upper payment limit as
defined n 42 C. F. R. 447. 325, which precludes the claiming for costs that exceed the prevailing
charges in the locality for comparable services.
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The crisis bed will bepaidperdiemfee-for-serviceforupto7days. The fee for the crisis bed,
paid to the crisis bed provider, is the reasonable and customary per diem rate established under
the_precedin9. pages ,24 throu9h 24. 1 of Attachment 4. 19-B'pius an additionaTdaIlylfee'that

the provider for the reasonable costs for additional professional staff above and
beyond the required staffing ratios to supervise and manage the child through the crisis event.

I e fe,e f?r the reasonable costs for professional staff to supervise and manage the child
thrcu9hJ,he. cr.is's event .is a .methodology employing the following primary Jndicators of
reasonable and appropriate behavioral healthcare costs in New Jersey's regionalhealthcare
markets is established as follows:

-fl?)a'?^m ,rates are. established .. throu9h the state's activity-based costing methodology and
?L. -v.er!??_(? ?s. a maximum rate ceiling for a service in a request for proposal (RFP). Rates are
then established through the State's procurement and contractjng process to ensure that
providers eligible for an award have the necessary resources to meet the service requirefnents
Cost of living adjustments are determined by the state legislature through the state
appropriations act.

DCF awards provider service contracts through a competitive bidding process. The services and
provider qualifications are included in published requests for proposals. After providers submit
bids based on the RFP criteria, proposals are evaluated for community and organizationalfit,
organization capacity and supports, program approach, staff qualificationsand retention, and
budget.

DCF issues an award letter to the prospective contracted providers notifying them of the award
and indicating that this funding will be available upon successful establishment of a contract for
services and payment rates m'th the office of contracting. The post-selection process entails
clarification and confirmation that all deliverabtes outlined in'the proposal will'be'meFor
exceeded by the contracted provider. This ensures that the provider will meet all of the
deliverables and requirements included in the published RFP rate prior to'contract'execution.'

Rates for the additional reasonable costs for the use of crisis beds have been established based
on a survey of current market rates and reflected reasonable and customary rates paid to
providers of similar services. Crisis beds are located in regulated facilities that do not exceed
16 beds.
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Residential Child Care Facilities, Children's Group HOlnes, Community
Psychiatric Residences for Youth

Me jicaid enrolled in-state providers of non-state-operated resi( lential and group home
ser lices, who meet the above licensing criteria, that achieve a Illvel of service above 85
per ::ent will bE~ eligible to receive a one time incentive paymei1t equal to one-half the
diff 3rence between the actual level of service percentage and 85 percent. Any level of
ser lice above 90.5 percent does not qualify for this incentive pcyment. These incentive
pa) rnents will take the form of an adjustment to the amount paid ir: excess of the provider's
reinbursable contract ceiling and will be determined at contract closeout. The base used
for determining the incentives will be the actual audited contract closeout data, limited to
incl L1de service activity beginning on or after January 1, 2001 thn )ugh the last date of the
cor tract term ending on or prior to December 31, 2001. Incentive i>ayments are limited to a
one time payment. Future cost reports will not be adjusted to retlel:t the one time payment.

Au1 horization for the incentive payments will be contingent on the )epartment's approval of
the provider's submitted incentive spending plan. Providers will r ~ceive formal notification
of ~ uch approv,al.

In rio case will the federal claim for these services exceed the fedt lral upper payment limits
as :Iefined in 42 C.F.R. 447.325, which precludes the claiming f)r costs that exceed the
pre lailing chaqJes in the locality for comparable services.
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Residential Children Care Facilities, Children's Group Home, and
Community Psychiatric Residence for Youth

For programs certified by non-Department of Human Services state governmental agencies,
services for youth/young adults will be reimbursed on a fee-for services basis for each dav of
service based as follows:

Maximum rates are established through the state's activity-based costing methodology and
advertised as a maximum rate ceiling for a service in a request for proposal (RFP). Rates are
then established through the State's procurement and contracting process to ensure that
providers eligible for an award have the necessary resources to meet the service requirements.
Cost of living adjustments are determined by the state legislature through the state
appropriations act.

DCF awards provider service contracts through a competitive bidding process. The serwces and
provider qualifications are included in published requests for proposals. After providers Submit
bids based on the RFP criteria, proposals are evaluated for community and organizational fit,
organization capacity and supports, program approach, staff qualifications and retention, and
budget.

DCF issues an award letter to the prospective contracted providers notifying them of the award
and indicating that this funding will be available upon successful establishment of a contract for
services and payment rates with the office of contracting. The post-selection process entails
clarification and confirmation that all deliverables outlined in the proposal will be met or
exceeded by the contracted provider. This ensures that the provider mil meet all of the
deliverables and requirements included in the published RFP rate prior to contract execution.

Programs certified by non-Department of Human Services state governmental agencies, are
reimbursed on a per diem basis for Medicaid allowable costs only. Rates do no? include the
costs of room and board.
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Programs of Assertive Community Treatment (PACT)

PACT services will be reimbursed at a monthly rate of $1,651.25 by NJ Medicaid for each
calendar month in which at least two hours of face-to-face contact was performed with,
or behalf of, the client. Providers cannot bill for services for any month during which the
minimum service level has not been achieved.

The monthly rate includes the provision of any, or all, of the range of services included in
the PACT service description, based on each individual's need for one or more of those
services in a given month, as indicated in the individual's treatment plan.

The PACT rate was developed based on an analysis and average of the reasonable costs
expected to be provided for the population during one month of service divided by the
anticipated number of recipients receiving the service. This included the cost of
personnel, which reflected the staffing make-up/credentials and the relative weight of
each staff person towards the service provision. Wage rates were determined using the
most recent U. S. Bureau of Labor Statistics and then indexed for inflation. These direct

care salary costs were grossed up by applying factors for fringe benefits and general and
administrative costs, the assumptions for which were based on available contract data
and a provider cost survey. The assumed staff to client ratio was 1:8. The State also
included a factor for "on-call" staffing, i. e. additional staff that would be needed, for
example, on weekends to deliver required services.

The effective date, the applicable fee schedules, and link to their electronic publication
for rates for any service received outside of the PACT bundled rate, can be found on page
36 of Attachment 4. 19-B of the State Plan.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same
for both governmental and private providers of Medicaid services listed above. Services
for both ABP and non-ABP beneficiaries utilize the same rates unless otherwise noted in

the plan. All applicable procedure code listings and/or rates are published on the State's
website at www. nimmis. com under the link for "Rates and Code Information" and
Medicaid fee for services sections.
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Residential Child Care Facilities, Children's Group Homes, Community
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Medicaid enrolled in-state providers of non-state-operated residential and group home
services, who meet the above licensing criteria, that achieve a level of service above 85
percent will be eligible to receive a one time incentive payment equal to one-half the
difference between the actual level of service percentage and 85 percent. Any level of
service above 90.5 percent does not qualify for this incentive payment. These incentive
payments will take the form of an adjustment to the amount paid in excess of the provider's
reimbursable contract ceiling and will be determined at contract closeout. The base used
for determining the incentives will be the actual audited contract closeout data, limited to
include service activity beginning on or after January 1, 2001 through the last date of the
contract term ending on or prior to December 31, 2001. Incentive payments are limited to a
one time payment. Future cost reports will not be adjusted to reflect the one time payment.

Authorization for the incentive payments will be contingent on the Department's approval of
the provider's submitted incentive spending plan. Providers will receive formal notification
of such approval.

In no case will the federal claim for these services exceed the federal upper payment limits
as defined in 42 C.F.R. 447.325, which precludes the claiming for costs that exceed the
prevailing charges in the locality for comparable services.
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13MY6 EPSDT Intensive In-Communitv Services

Reimbursement for EDSPT Intensive In-Community services is fee-for-service, based on an
approved plan of care. The fees-for-service are billed in fifteen minute units, and are based on
the credential of the practitioner providing the service, and the level of the service, including the
minimum education, experience, credentials and clinical supervision, needed to provide the
service, based on interventions included in the approved plan of care.

The fees are established using a market-based rate setting methodology employing the
followng primary indicators of reasonable and appropriate behavioral healthcare costs in New
Jersey's regional healthcare markets.

1. Regional median salary data obtained from various proprietary sources and the US
Bureau of Labor Statistics data specific to New Jersey for positions selected for
comparability and clinical appropriateness according to title, minimum education,
licensure and supervisory requirements, and description of duties.

2. Staffing patterns derived from service-specific clinical guidelines establishing
minimum, industry accepted standards for direct care staffjng^consumer access and
service frequency and clinical and administrative supervision.

Rates have been established based on a survey of current market rates and reflect reasonable
and customary community rates paid to providers of similar services.

The effective date of th^e applicable fee schedules as well as a link to its electronic publication
can be found on page 36 ofAttachment4. 19B of the State Plan.
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13(d). 7 Mobile Response Services

Reimbursement for under the Children's System of Care Initiative will be established fee-for-
servlce'_, For thefirst 72 hours of service, a flat fee per episode is established~fo7aTservices
provided during this time period.

Per crisis episode fee (for the first 72 hours) and the weekly fee for crisis stabilization
management are established as follows:

Ma'lmu. m-,rates_areestablishecl.. throu9h the statel s activity-based costing methodotogv and
^s.a^?<lmum. ra!e I:eilm9 for a service in a request for proposal (RFP). Rates are

the"., e_stab!'shedthl'ou9h the state's Procurement and contrac'ting" process to'ensui:e that
pr°.vide''se!'?ible. foran award have the necessary resources to meetThe se'rvice7equiremen't's.'
c°st-°f. liy.in9 adJustments are determined by the state legislature through'the st'ate"
appropriations act.

DCF awards provider service contracts through a competitive bidding process. The services and
provlder ciualificati°"sare included in published requests for proposals. After providars'subm'i't

based_°n-th_eRFP criteria. Proposals are evaluated for community and'"orgamzafional"flt
°.r9anizatio" caPacity and supports, program approach, staff qualifications and retention. 'and

D-c,F^sues an. award lettert° the prospective contracted providers notifying them of the awa rd
and indicating that this funding will be available upon successful establishment of a'contrac't'fo'r
sen/!ces, and payment rates *Mth the office of contracting. The post-selection'processen'talls

and confirmation that all deliverables outlined in'the proposal 'will "be" met'o'r
by the contracted provider. This ensures that the provi'de7wiir'meet'"all'of'the

; and requirements included in the published RFP rate prior to contract execution.'

Crises stabilization management, after the first 72 hours, is a weekly fee-for-service based on

t. _e, Mobite resP°nse asency's responsibility to develop, coordinate, secure authorization for.
I implement a crisis stabilization plan. The fee is defined as a 15 minute unit. The 'Dro'vider

ca"b'" for a rnaximum °f4 hours (1 6 units) per week. The provider can only bill for'the amount
oHjme actuaUy provided for stabilization management. The provider can bilffor a maximum"o'f
32 hours (128 units) over an 8-week period, for stabilization management actually provided.

TN 21-0001

Supersedes TN 13-14

Approval Date 7/28/21

Effective Date 1/1/21
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STATE PLAN UNDER TTILE XIX OF THE SOCIAL SECURITC ACT
Reimbursement for Mental Health Rehabilitation Services

13M1. 8 EPSDT Behavioral Health Assistance Rehabilitation Services

Reimbursement for Behavioral Assistance Rehabilitation Services under the Children's System
of Care Initiative provided under the treatment component of EPSDT will be fee-for-s'ervice
consistent with an approved plan of care, with a minimum service unit defined as 1 5 minutes.

The fees are established using a market-based rate setting methodology employing the
follow'ng primary indicators of reasonable and appropriate behavioral healthcare cost in New
Jersey's regional healthcare markets:

1. Regional median salary data obtained from various proprietary sources and the US
Bureau of Labor Statistics data specific to New Jersey for positions selected for
comparability and clinical appropriateness according to title, minimum education,
licensure and supervisory requirements, and description of duties.

2. Staffing patterns derived from servjce-specific clinical guidelines establishing minimum,
industry accepted standards for direct care staffing, consumer access and service
frequency and clinical and administrative supervision.

Rates have been established based on a survey of current market rates and reflect reasonable
and customary rates paid to providers of similar services. Except as otherwise noted in the
plan, state developed fee schedule rates are the same for both governmental and private
providers of EPSDT Behavioral Health Assistance Rehabilitation Services. In no event shall the
payment exceed the change by the provider for identical services to other governmental
agencies, or other groups or individuals in the community.

The effective date of the applicable fee schedules as well as a link to its electronic publication
can be found on page 36 of Attachment 4. 19 B of the State Plan.

TN 21-0001

Supersedes TN 13-14

Approval Date 7/28/21

Effective Date 1/1/21
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON-
INSTITUTIONAL SERVICES

Reimbursement for Community Mental Health Rehabilitation Services in/by
Community Residences Licensed by the Division of Mental Health Services and

Addiction Services

Reimbursement for community mental health rehabilitation services for eligible Medicaid and NJ
FamilyCare-Plan A individuals is based on site-specific levels of care delivered by each provider.
Licensed residences include group homes of 15 beds or less, supervised apartments and private
residences serving up to five individuals. Adult mental health rehabilitation services support and
encourage the development and maintenance of appropriate skills needed by the beneficiary to
ensure successful living within the community, reducing or eliminating the need for inpatient
psychiatric hospitalization. AMHR services shall include, at a minimum, but are not limited to
assessment and evaluation, individual services coordination, training in daily living skills,
residential counseling, support services, and crisis intervention counseling. Reimbursement is
only made on dates the recipients received services.

1. Level A+ means community mental health rehabilitation services available in the
community residence or in a community setting 24 hours per day delivered by the
provider. Rates are paid on a per diem basis based on the cost of required services
and using the service time of 24 hours in calculating the average daily cost of levelA+
services.

2. Level A means community mental health rehabilitation services available in the
community residence or in a community setting at least 12 hours per day, but less than
24 hours per day, delivered by the provider.

a. Rates are paid on a per diem basis based on the cost of required services and
using the service time of 18 hours (median of the minimum and maximum
required time) to determine the average daily cost of level A services.

3. Level B means community mental health rehabilitation services provided in the
community residence or in a community setting at least 4 hours per day, but less than 12
hours per day, delivered by the provider.

For services provided in a group home setting, rates are paid on a per diem basis based on the
cost of required services and using the service time of 8 hours (median of the minimum and
maximum required time) to determine the average daily cost of level B services. For services
provided in a supervised apartment setting, rates shall be based on a 15 minute service unit
payable for services actually provided. Rates are based on an analysis of the reasonable cost to
provide the service.

TN: 16-0009 MA(NJ)
SUPERCEDES: TN: 13-14 MA(NJ>

16-0009 MA(NJ)

Approval Date:Februarv 25, 2019
Effective Date: July 1, 2016
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITl' ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON-
INSTITUTIONAL SERVICES

Reimbursement for Community Mental Health Rehabilitation Services in/by
Community Residences Licensed by the Division of Mental Health Services and

Addiction Services (cont'd)

4. Level D means community mental health rehabilitation services available in the

community residence, in residences not to exceed five residents, or in a community
setting, 24 hours per day, delivered by the provider.

a. Level D rates are paid on a per diem basis based on the cost of required
services and using the anticipated service time of two hours to determine the
average daily cost of providing level D services.

Reimbursement for each level of care shall be made in accordance with a fee schedule. Rates

specific to each level of care were developed based on the average cost per billable unit. The
fees are all-inclusive and are based on the range of services delivered within the specific levels
of care.

The effective date for all rates, the applicable fee schedules as well as a link to their electronic
publication can be found on page 36 of Attachment 4. 1 9-B of the State Plan. Except as otherwise
noted in the plan, state-developed fee schedule rates are the same for both governmental and
private providers of Medicaid services listed above. Services for both ABP and non-ABP
beneficiaries utilize the same rates unless otherwise noted in the plan. All applicable procedure
code listings and/or rates are published on the State's website atwww. njmmis. com under the link
for "Rates and Code Information" and Medicaid fee for services sections.

16-0009 MA(NJ)
TN: 16-0009 MA(NJ)

SUPERCEDES: TN: 13-14 MA(NJ)

Approval Date: February 25, 2019

Effective Date: July 1. 2016
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIPT ACT
STATE OF NEW JERSEY

Reimbursement for Rehabilitation Services - Mental Health Community
Support Services

The effective date for all rates, the applicable fee schedules as well as a link to their
electronic publication can be found on page 36 of Attachment 4. 19-B of the State Plan.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same
for both governmental and private providers of Medicaid services listed above. Services
for both ABP and non-ABP beneficiaries utilize the same rates unless otherwise noted in

the plan. All applicable procedure code listings and/or rates are published on the State's
website at www. nimmis. com under the link for "Rates and Code Information" and

Medicaid fee for services sections.

TN: 16-0009 MAfNJt

SUPERCEDES:11-01

Approval Date: February 25. 2019

Effective Date: July 1. 2016
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIFT ACT
STATE OF NEW JERSEY

Reimbursement for Rehabilitation Services - Mental Health Community Support Services

DELETED

TN: 16-0009 MA(NJ)

SUPERCEDES: 11-01

Approval Date : February 25, 2019

Effective Date: July 1. 2016



Attachment 4. 19-B

Page 25.3
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIFT ACT

STATE OF NEW JERSEY
Reimbursement for Rehabilitation Services - Mental Health Community Support Services

DELETED

16-0009 MA(NJ)
TN: 16-0009 MA(NJ)

SUPERCEDES: TN: 13-14 MA (NJ>

Approval Date: February 25. 2019

Effective Date: July 1. 2016
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STATE PLAN UNDER TITLE XD< OF THE SOCIAL SECURFTY ACT
State of New Jersey

Methods and Standards for Establishing Payment Rates
For Non-lnstitutional Services

Reimbursement for 1915(j) Self-Directed Personal Care Assistance Services:

New Jersey's methodology for determining the participant's monthly budget is based
on the results of the nursing assessments) performed for all Medicaid personal care
assistant (PCA) recipients at least once every 12 months or more frequently if the
beneficiary's condition warrants. The total of the hours authorized are converted,
using the prevailing PCA agency reimbursement rate multiplied by the number of
hours, to arrive at the overall weekly amount. This amount is then multiplied by 4. 33
to derive a monthly individual budget amount for the Personal Preference participant.
It is adjusted to account for the self-directed service delivery model. Based on
historical utilization patterns and differences in set-up and oversight, the State will
use an adjustment factor of 87.5% of the expected state plan service reimbursement
to calculate the participant's service budget for self-directed personal assistance
services.

The effective date of the applicable fee schedules for all other Personal Care
Services as well as a link to their electronic publication can be found on page 36
(See Medicaid Fee Schedules) of Attachment 4. 19-B of the State Plan. _The rates
are the same for both governmental and private providers. All applicable procedure
code listings and/or rates are published on the State's website
at www. njmmis. com under the link for "Rates and Code Information" and Medicaid
fee for services sections.

22-0005 MA (NJ)
TN: 22-0005
Supersedes: 08-03

Approved: May 6, 2022
Effective: January 1, 2022





Attachment 4. 19-B
Page 28.2

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of New Jersey

Methods and Standards for Establishing Payment Rates For Non-
Institutional Services

Reimbursement for Diabetes Services

Reimbursement for Diabetes services shall be made in accordance with the

published "Medicaid fee schedule". The effective date, the applicable fee
schedules, and link to their electronic publication, can be found on page 36 of
Attachment 4. 19-B of the State Plan. Except as otherwise noted in the plan,
state-developed fee schedule rates are the same for both governmental and
private providers of Medicaid services listed above. Services for both ABP and
non-ABP beneficiaries utilize the same rates unless otherwise noted in the plan.
All applicable procedure code listings and/or rates are published on the State's
website at www.nimmis. com under the link for "Rates and Code Information" and
Medicaid fee for services sections.

18-0003-MA(NJ)

TN 18-0003

Supersedes: New

Approval Date 01/23/2020

Effective Date 07/01/2018
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTALISHING PAYMENT RATES FOR NON
INSTITUTIONAL SERVICES

Reimbursement for Preventive Services: NJ-lntearated Care for Kids (NJ InCK)
Services

Reimbursement for NJ InCK services is made to providers sen/ing beneficiaries residing
in Ocean and Monmouth counties.

Reimbursement of Comprehensive Needs Assessment service:

Primary care providers can receive one (1) $35 reimbursement for interpretation
of a completed NJ InCK Assessment Tool. Interpretation includes reviewing and
discussing answers with beneficiary/family/NJ InCK Care Integration Manager and
documentation for actions to address identified needs in the patient's medical
record and in the dedicated NJ InCK care coordination platform. Service must be
co-billed with another office visit, like an annual well-visit or E&M visit.

Primary care providers may receive additional reimbursements during the year if a
reassessment is determined as medically necessary to monitor changes in the
beneficiary's progress. Providers may receive one additional reimbursement, up
to (2) services per calendar year, for the following beneficiaries without
independent determination of medical necessity:

. Beneficiaries younger than 36 months old

. Beneficiaries assigned to Tier 3

23-0022-MA (NJ)

TN: 23-0022-MA

Supersedes: 21-0015

Approval Date: November 2, 2023

Effective Date:September 1, 2023
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTALISHING PAYMENT RATES FOR NON
INSTITUTIONAL SERVICES

Reimbursement for Preventive Services: NJ-lntearated Care for Kids (NJ InCK)
Services (con't)

Reimbursement of Preventive Care Coordination Service:

Providers participating in the CMMI NJ InCK Model can receive per-member per-
month payments for those beneficiaries identified as needing preventive care
coordination care and who choose to receive those services. Tier 3 services will

be paid at a higher rate ($160) than Tier 2 services ($80) to reflect the increased
intensity of care coordination services provided.

Once a beneficiary/family initiates Tier 2 or Tier 3 care coordination services, they
are eligible to continue to receive those services for twelve months without a new
re-assessment with the NJ InCK Needs Assessment Tool-as long as
beneficiary/family continues to choose to receive those services and any re-
assessment during the calendar year has not changed the beneficiary's identified
Tier.

The effective date, the applicable fee schedules, and link to their electronic publication,
can be found on page 36 of Attachment 4. 19-B of the State Plan. The rates are the same
for both governmental and private providers. All applicable procedure code listings and/or
rates are published on the State's website at www.nimmis. com under the link for "Rates
and Code Information" and Medicaid fee for services sections.

23-Q022-MA (NJ)

TN: 23-0022-MA

Supersedes: 21-0015

Approval Date: November 2, 2023

Effective Date:September 1, 2023
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURFTY ACT

METHODS AND STANDARDS FOR ESTALISHING PAYMENT RATES FOR NON
INSTITUTIONAL SERVICES

Reimbursement for Preventive Services: Lactation Consultant Services

Reimbursement for group lactation consultant services:

Group education classes will be reimbursed as a flat fee per participating
beneficiary. Each beneficiary is eligible to receive one (1) group education class
per 280 days.

Group peer support sessions will be reimbursed as a flat fee per participating
beneficiary. Each beneficiary is eligible to receive twelve (12) group peer support
sessions per 280 days.

Reimbursement for individual lactation consultant services:

Individual visits will be reimbursed in fifteen minute increments. For service
delivered to a beneficiary with a singleton birth, each visit can be a maximum of
eight units. For service delivered to a beneficiary with multiples, each visit can be
a maximum of twelve units. Each beneficiary is eligible to five (5) visits by a
lactation consultant per 365 days.

Each beneficiary is eligible to four (4) telephonic services by a lactation consultant
per 365 days. Reimbursement depends on call duration.

The effective date, the applicable fee schedules, and link to their electronic publication,
can be found on page 36 of Attachment 4. 19-B of the State Plan. The rates are the same
for both governmental and private providers. All applicable procedure code listings and/or
rates are published on the State's website at www. njmmis. com under the link for "Rates
and Code Information" and Medicaid fee for services sections.

23-0006-MA (NJ)

TN: 23-0006-MA

Supersedes: NEW

Approval Date: 05/04/2023

Effective Date: 03/01/2023
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STATE PLAN UNDER XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON-
INSTITUTIONAL SERVICES

Reimbursement for Rehabilitation Services- Community-Based Mobile Crisis
Response Team

Reimbursement for Communitv-Based Mobile Crisis Outreach Response Team

/R^mb^semenLfor. community:Based. Mob"e crisis outreach Response Team
), are paid based upon Medicaid rates established by the State of New Jersey'.'

Iheratedevelopment methodok)3y will primarily be comprised of provider cost modelin
Lhrou9t1. New. Jersey provider comPe"sation studies and cost'dat'a". 'Rates"fromTm'ill'^
stateMed":aidprograms may also be considered. The following list outline's"t'heom'a'^
components of the cost model to be used in rate development.

. Staffing assumptions and staff wages
* EmPloyee-related expenses-benefits, employer taxes (e. g., Federal Insurance

Contributions Act (FICA), unemployment, and workers compensation)"
. Program-related expenses (e. g., supplies)
. Provider overhead expenses
. Program billable units

The_rates wi"be developed as the ratio °ftotal annual modeled provider costs to the
estimated annual billable units.

The.effective date;the. applil:ab'e fee schedutes, and link to their electronic publication
Mn_befound on page36 "Attachment 4. 19 B of the State Plan:The"ratesl are' "e'sa^e
for bo"1. g°vernmental and Private Providers. All applicable procedure'codeli'sti'nara nd
^r-rates. are pub"shed on the state's website at www;nimmis. cnm''i, nri7r t'^T.Tr

and Code Information" and Medicaid fee for service sections.

TN:24-0021

Supersedes: NEW

Approval Date: 12/12/2024

Effective Date: 09/23/2024
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON
INSTITUTIONAL SERVICES

Reimbursement for Preventive Services: Doula Services

The Doula reimbursement timeframe can run from the date of confirmed conception
through 180 days (six months) after delivery, contingent on the client maintaining
Medicaid eligibility. New Jersey will reimburse up to $1, 065 for clients with up to 8 service
visits, and up to $1,331 for clients with 12 service visits.

Each perinatal service visit will be billed for and reimbursed separately. All visits are
reimbursed at fifteen (15) minute increments at $16.62 per unit rate. An initial prenatal
visit has a maximum unit capacity of six (6) units to account for assessment while all other
visits have a maximum capacity of four (4) units. Reimbursement for attendance during
delivery is set at a flat rate of $500. 00.

During the postpartum period, there will be a $100. 00 additional value-based incentive
payment made to the Doula if the Doula performs at least one (1) postpartum service visit
and the client is seen by an obstetric clinician for one (1) postpartum visit after a labor
and delivery claim.

The effective date, the applicable fee schedules, and link to their electronic publication,
can be found on page 36 of Attachment 4. 19-B of the State Plan. The rates are the same
for both governmental and private providers. All applicable procedure code listings and/or
rates are published on the State's website at www. njmmis. com under the link for "Rates
and Code Information" and Medicaid fee for services sections.

22-0020-MA (NJ)

TN: 22-0020-MA

Supersedes: 20-0011

Approval Date: October 24. 2022

Effective Date: J"IY 1, 2022
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
STA TE OF NEW JERSEY 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR NON
INSTITUTIONAL SERVICES 

FEE SCHEDULE EFFECTIVE DATES AND LINKS (Cont'd) 

• Outpatient Psychiatric Services Only:

Except where otherwise noted, the fees in the State's fee schedules referenced in Attachment 4.19-8 

below were set on March 1, 2025 and are effective for services provided on or after that date. Except as 

otherwise noted in the plan, state-developed fee schedule rates are the same for both governmental and 

private providers of the Medicaid services listed below. Services for both ASP and non-ASP beneficiaries 

utilize the same rates unless otherwise noted in the plan. 

All applicable procedure code listings and/or rates are published on the State's website at 

www.njmmis.com under the link for 'Rate and Code Information' and can be found in the following locations: 

• Location: Medicaid Fee Schedules:
• Location: Procedure Master Listing - Medicaid Fee for Service - CY 2025 (last updated in SPA

25-0002 effective 3/1/2025)
• Description: Main file of procedure codes billable to Medicaid for all services except as listed below.

Home Health Rates Only: 

Except where otherwise noted, the fees in the State's fee schedules referenced in Attachment 4.19-8 

below were set on January 1, 2025 and are effective for services provided on or after that date. Except 

as otherwise noted in the plan, state-developed fee schedule rates are the same for both governmental 

and private providers of the Medicaid services listed below. Services for both ASP and non-ABP 

beneficiaries utilize the same rates unless otherwise noted in the plan. 

All applicable procedure code listings and/or rates are published on the State's website at 

www.njmmis.com under the link for 'Rate and Code Information' and can be found in the following locations: 

• Location: Skilled Nursing Service Rates - Statewide and Provider Specific Rates
• Description: File containing Revenue Codes and rates for statewide Home Health services as

described on Page 6a of this Section.

TN: 25-0002 

SUPERCEDES: 25-0001 

25-0002 MA (NJ)

Approval Date: May 29, 2025 

Effective Date: March 1, 2025 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATEfTERRITORY: New Jersey

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES- OTHER
TYPES OF CARE

Payment of Medicare Part A and Part B Deductible/Coinsurance

Except for a nominal recipient copayment (as specified in Attachment 4.18 of this State
Plan), if applicable, the Medicaid agency uses the following general method for
payment:

1. Payments are limited to State Plan rates and payment methodologies for the groups
and payments listed below and designated with the letters "SP."

For specific Medicare services which are not otherwise covered by this State Plan,
the Medicaid agency uses Medicare payment rates unless a special rate or method
is set out on Page 3 in item __ of this attachment (see 3. below).

2. Payments are up to the full amount of the Medicare rate for the groups and
payments listed below, and designated with the letters "MR."

3. Payments are up to the amount of a special rate, or according to a special method,
described on Page 3 in item _ of this attachment, for those groups and payments
listed below and designated with the letters "NR."

4. Any exceptions to the general methods used for a particular group or payment are
specified on Page 3 in item _1_ of this attachment (see 3. above).

Supersedes 95-1
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New Jersey- ------~---------

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 
OTHER TYPES OF CARE
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Payment of Medicare Part A and Part B Deductible/Coinsurance
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OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATEITERRITORY: New Jersey

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER
TYPES OF CARE.

Payment of Medicare Part A and Part B Deductible/Coinsurance

Medicare-Medicaid Dual Eligibles

1. The Medical Assistance Program will pay on behalf of eligible Medical Assistance
recipients who are also eligible for Medicare the full amount of any Medicare deductible
and coinsurance costs for ambulance services provided to such Medicaid recipients.

2. For all other services, the Medical Assistance Program will pay on behalf of eligible
Medical Assistance recipients who are also eligible for Medicare the lesser of: (1) the
Medicaid allowed amount minus all Medicare payments and other third party liability
payment amounts; or (2) the patient liability, including Medicare denied charges,
deductible, co-insurance, co-pay, and non-covered charges.

05-02-MA (NJ)
Supersedes 03-06-MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY-New Jersey METHODS AND STANDARDS FOR

ESTABLISHING PAYMENT RATES.OTHER TYPES OF CARE

Supplemental Payments for Physician and Professional Services at Qualifying
Professional Services Practices - NJ Medicaid Access to Physician Services (MAPS)

1. Qualifying Criteria:

Physicians and other eligible professional service practitioners as specified in 1A and 1B
below will qualify for supplemental payments for services rendered to Medicaid
beneficiaries. To qualify for the supplemental payment, the physician or professional
service practitioner must be:

. licensed by the State of New Jersey;

. enrolled as a New Jersey Medicaid provider.

1A. Qualifying Providers Are those associated with the following medical schools:

. Rutgers New Jersey Medical School

. Rutgers Robert Wood Johnson Medical School

. Rutgers School of Dental Medicine

. Rutgers School of Nursing

. Cooper Medical School of Rowan University

. Rowan University School ofOsteopathic Medicine

. Hackensack Meridian School of Medicine

Practitioners eligible for payments under this Program are either employed by or
contracted with the Universities which operate the medical or dental schools or employed
by or contracted with one of the following hospital systems: Cooper University Health
Care, RWJBarnabas (affiliated with Rutgers), Bergen New Bridge Medical Center, or
University Hospital. This definition includes Rutgers University Behavioral Health Care.

22-0016 MA(NJ)

Supersedes: 19-0002

Approval Date: November 4, 2022

Effective Date: July 1, 2022
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY-New Jersey

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER
TYPES OF CARE

Supplemental Payments for Physician and Professional Services at Qualifying
Professional Services Practices (Con'tt

1B. Qualifying Practitioner Types

All qualifying providers, as specified in 1A.. who file CMS 1500 claims or the Medicaid/NJ
FamilyCare Dental Services Claim Form MC-10 (excluding certain CPT codes).

2. Payment Methodology

The supplemental payment will be determined in a manner to bring payments for these
services up to the average commercial rate level. The average commercial rate is defined
as the rates paid by commercial payers for the same service. Under this methodology
the terms physician and physician services include services provided by all qualifying
practitioner types as set forth in 18. above. The specific methodology to be used in
establishing the supplemental payment for physician services is as follows:

a. For services provided by physicians or other eligible providers meeting the criteria as
set forth in 1. above, the state will annually collect from each qualifying provider the
practice groups commercial physician fees by CPT code for the groups' top five
commercial payers by volume. If qualifying providers do not have five commercial payers
the top three commercial payers may be used.

b. The state will annually calculate the average commercial rate for each CPT code for
each qualifying provider, as defined under 1. above.

c. The state will collect the Medicaid paid claims history file for the preceding fiscal year
for those qualifying providers, as defined under 1. above and sum the amount of the
Medicaid payments. The state will align the average commercial rate for each CPT code
as determined in "b. " above to each Medicaid claim and calculate the amount that would
have been paid using the average commercial rate. The resulting amount is summed for
all claims. The state will calculate an average commercial rate conversion factor. The

22-0016 MA(NJ)

Supersedes: 19-0002

Approval Date: November 4, 2022

Effective Date: July 1, 2022



Supplement 1 to Attach ment4. 19-B

Page 4.2

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURin' ACT
STATE/TERRITORY-New Jersey

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER
TYPES OF CARE

Supplemental Payments for Physician
Professional Services Practices (Con't)

and Professional Services at Qualjfyjnfl

average commercial rate conversion factor is the ratio of the sum of the average
commercial rate payments to the sum of the Medicaid payments.

d. For each quarter the state will extract paid Medicaid claims for each qualifying provider
type, as defined under 1. above for that quarter. Until such time that claims paid under
the Office Based Addictions Treatment (OBAT) program are included in the base
calculation described in 4c, such claims will be excluded from this extract.

e. The total amount th at was paid for those claims is then multiplied by the average
commercial rate conversion factor as computed in 2c. above. The amount Medicaid
actually paid for those claims is subtracted to establish the supplemental payment amount
for the qualifying provider for that quarter.

5. Effective Date of Payment

The supplemental payment will be made effective for services provided on or after July
1, 2022. These rates can be found in the most current MAPS Operations Manual found
on NJMMIS. com/Rate & Code Tab.

22-0016 MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY-New Jersey

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER
TYPES OF CARE

Supplemental Payments for Physician and Professional Services at Qualifying
Professional Services Practices (Con't)

d. For each quarter the state will extract paid Medicaid claims for each qualifying provider
type, as defined under "2. " above for that quarter. Until such time that claims paid under
the Office Based Addictions Treatment (OBAT) program are included in the base
calculation described in 4c, such claims will be excluded from this extract.

e. The total amount that was paid for those claims is then multiplied by the average
commercial rate conversion factor as computed in "4c. " above. The amount Medicaid
actually paid for those claims is subtracted to establish the supplemental payment amount
for the qualifying provider for that quarter.

5. Effective Date of Payment

The supplemental payment will be made effective for services provided on or after
January 1, 2019. The procedure codes and fees with appropriate effective dates are
located at 4. 19B, Page 36 and 36b for additional clarification.

TN: 19-0002-MA(NJ)

19-0002-MA(NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY-New Jersey METHODS AND STANDARDS FOR ESTABLISHING

PAYMENT RATES-OTHER Ti'PES OF CARE

Medicaid Indirect Medical Education (IME) Payments for HEALS (Health Education,
Advancement, Learning, and Success) Program -

Fee for Service

New Jersey Medicaid HEALS FFS Indirect Medical Education (IME) payments will be
made directly to eligible Medicaid providers that meet the qualifications noted below.

Qualifications

To qualify for a HEALS FFS payment the provider must be either:

Category 1: A New Jersey Medicaid public psychiatric hospital that is owned by a New
Jersey public university;

OR

Category 2: A New Jersey Medicaid dental provider employed by a New Jersey public
school of dental medicine.

The HEALS FFS IME payments are in recognition of the New Jersey Medicaid fee for
service share of indirect costs related to the educational and clinical training activities of
health professionals and are intended to support the providers' affiliated health and
medical schools in interprofessional training of allied health and medical professionals.
Payments shall be made by the New Jersey Division of Medical Assistance and Health
Services (DMAHS) directly to eligible providers. The annual payments are considered
final and will not be reconciled.

The annual, computed HEALS FFS IME payments will be paid to eligible providers on a
quarterly basis. The annual HEALS FFS IME payment pool will total no more than $1 1 M.

TN: 24-0004 MA (NJ)
Supersedes: New

Approval Date: January 17, 2025
Effective Date: January 1, 2024
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY-New Jersey METHODS AND STANDARDS FOR ESTABLISHING

PAYMENT RATES-OTHER TYPES OF CARE

Medicaid Indirect Medical Education (IME) Payments for HEALS (Health Education,
Advancement, Learning, and Success) Program -

The total payment pool will be divided as follows:

1. Providers in Category 1 above will receive 50% ofthe annual HEALS FFS payment
pool, distributed equally amongst all eligible providers in Category 1 .

2. Providers in Category 2 above will receive 50% of the annual HEALS FFS payment
pool, distributed equally amongst all eligible providers in Category 2.

Managed Care

New Jersey Medicaid HEALS Managed Care Indirect Medical Education (IME) payments
will be made directly to eligible Medicaid providers that meet the qualifications noted
below.

Qualifications

To qualify for a HEALS Managed Care payment the provider must be either:

Category 1: A New Jersey Medicaid public psychiatric hospital that is owned by a New
Jersey public university;

OR

Category 2: A New Jersey Medicaid dental provider employed by a New Jersey public
school of dental medicine.

The HEALS Managed Care IME payments are in recognition of the New Jersey Medicaid
Managed Care share of indirect costs related to the educational and clinical training
activities of health professionals and are intended to support the providers' affiliated

TN: 24-0004 MA (NJ)
Supersedes: New

Approval Date: January 17, 2025
Effective Date: January 1, 2024
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY-New Jersey METHODS AND STANDARDS FOR ESTABLISHING

PAYMENT RATES-OTHER T»'PES OF CARE

Medicaid Indirect Medical Education (IME) Payments for HEALS (Health Education,
Advancement, Learning, and Success) Program -

health and medical schools in interprofessional training of allied health and medical
professionals. Payments shall be made by the New Jersey Division of Medical Assistance
and Health Services (DMAHS) directly to eligible providers and shall not be included in
the actuarially sound capitation rates paid to New Jersey Medicaid managed care plans
in accordance with provisions under 42 CFR 438. 60, which permit Medicaid GME
payments for managed care services to be made as direct payments to providers outside
of managed care capitation rates. The annual payments are considered final and will not
be reconciled.

The annual, computed HEALS Managed Care IME payments will be paid to eligible
providers on a quarterly basis. The annual HEALS Managed Care IME payment pool will
total no more than $21 OM.

The total payment pool will be divided as follows:

1. Providers in Category 1 above will receive 50% of the annual HEALS Managed
Care payment pool, distributed equally amongst all eligible providers in Category
1.

2. Providers in Category 2 above will receive 50% of the annual HEALS Managed
Care payment pool, distributed equally amongst all eligible providers in Category
2.

TN: 24-0004 MA (NJ)
Supersedes: New

Approval Date: January 17, 2025
Effective Date: January 1, 2024
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of New Jersey

Reimbursement for Rehabilitation Services - Psychiatric Emergency Services

Psychiatric Emergency Services in a Designated Screening Center

Psychiatric Emergency Services in an Affiliated Screening Center

Psychiatric Emergency Services - Mobile Outreach

The fee development methodology was built considering each component of provider costs as outlined
below. These reimbursement methodologies produced rates sufficient to enlist enough providers so that
services under the Plan are available to individuals at least to the extent that these services are available
to the general population, as required by 42 CFR 447.204. These rates comply with the requirements of
Section 1902(a)(3) of the Social Security Act 42 CFR 447.200, regarding payments and consistent with
economy, efficiency and quality of care. Provider enrollment and retention will be reviewed periodically to
ensure that access to care and adequacy of payments are maintained. The Medicaid fee schedule will be
equal to or less than the maximum allowable under the same Medicare rate, where there is a comparable
Medicare rate.

The fee development methodology is primarily composed of provider cost modeling, though cost data
and fees from similar State Medicaid programs were considered, as well. The following list outlines the
major components of the cost model used in fee development.

• Staff Wages developed from regional salary data from industry-sponsored proprietary
surveys of compensation standards for positions selected for comparability and clinical
appropriateness according to title, minimum education, licensure and supervisory
requirements and description of duties

• Employee-Related Expenses - Benefits, Employer Taxes (e.g., PICA, unemployment,
and workers compensation)

• Staffing Assumptions derived from service-specific clinical guidelines establishing
minimum, industry accepted standards for direct care staffing, consumer access and
service frequency and clinical and administrative supervision.

• Pro gram-Related Expenses (e.g., supplies)
• Provider Overhead Expenses

The site-based per crisis fee and any prior authorized fees beyond the first day for further crisis
stabilization management as well as the mobile outreach crisis rates were developed from this cost
model.

The fees in the referenced State's fee schedules were set on January 1, 2014 and are effective for
services provided on or after that date and are published on the Department's fiscal agent's website at
www.nimmis.com under the link for "rate and code information".

W A ~ 1 3 - _ 0 0 2 8 MA (NJ)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER
TYPES OF CARE

Reimbursement for Rehabilitation Services - Mental Health Community Services

Substance Use Disorder non-HosoitaLbased Detox

Substance Use Disorder Short-Term Residential

Substance Use Disorder Partial Care

Substance Use Disorder Intensive Outpatient (Non-Hospital)

Substance Use Disorder Outpatient (Non-Hospital)

Medication Assisted Treatment

Methodology of rates:

Substance abuse services listed above will be reimbursed on a fee-for-service basis utilizing
HCPCS codes. Outpatient services will be reimbursed utilizing the fee schedule for like outpatient
mental health services with common HCPCS codes rendered in an independent clinic setting.
Non-medical detox, short-term residential, partial care, and intensive outpatient services will be
reimbursed on a per diem basis and medication assisted treatment at a weekly bundled rate
(methadone $153. 11 and non-methadone at $210. 55) at rates that align reimbursement with the
cost of adherence to Division of Mental Health and Addiction Services (DMHAS) facility standards
for each level of care including staffing credentials, staff to client ratios, and clinical contact hours.

In order to support continuity of care, the preparation and delivery of Opioid Treatment Program
(OTP) medications to residential settings shall utilize a weekly bundled rate. For OTP medication
services provided to members in a substance use rehabilitation or long-term care setting, a
bundled rate shall be based on the preparation cost, medication cost and transportation costs of
the methadone. Transportation costs are established for trips totaling less than 50 miles one way
and over 50 miles one-way. The rate is based on the mileage standard per person and billed one
time per 7 days. The total cost consists of seven days of methadone and the estimated cost of
preparing the medication for transport. Driving time is the hourly rate of a driver divided by 2 (the
estimated number of members per facility) and a fixed mileage cost estimated for the round trip.
Mileage estimates are based on 30 miles average for the less than SOmile rate and 70 miles
average for over the over 50 miles rate. In order to bill the bundled rate, the member must receive
up to seven doses of medication per week. This bundled rate does not cover room and board or
any services that are included in the residential scope of service. Services included in the bundle
cannot be billed separately. Medicaid providers are free to bill for services outside of the services

TN: 25-0002

SUPERCEDES: 23-0021

Approval Date: May 29 2025
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
ST ATE OF NEW JERSEY 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER 
TYPES OF CARE 

Reimbursement for Rehabilitation Services - Mental Health Community Services 

included in the bundled rate. The state will periodically monitor the provision of services paid 

under ·the bunded rate to ensure beneficiaries receive the services required to meet their 

medication therapy needs and to ensure the rates remain economical and efficient based on the 

provision of medication assisted treatment. 

The effective date, the applicable fee schedules, and link to their electronic publication, can be 

found on page 36a of Attachment 4.19-B of the State Plan. Except as otherwise noted in the 

plan, state-developed fee schedule rates are the same for both governmental and private 

providers of Medicaid services listed above. Services for both ABP and non-ABP beneficiaries 

utilize the same rates unless otherwise noted in the plan. All applicable procedure code listings 

and/or rates are published on the State's website at www.njmmis.com under the link for "Rates 

and Code Information" and Medicaid fee for services sections. 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER
TYPES OF CARE

Reimbursement for Rehabilitation Services - Mental Health Community Services

1905(a)(29) Medication Assisted Treatment (MAT)

Unbundled prescribed drugs dispensed or administered for MAT shall be reimbursed using the
same methodology as described in Attachment 4. 19-B, pages 10-10(1), sections 1. 16-1. 28, for
pharmaceutical services.

The effective date, the applicable fee schedules, and link to their electronic publication, can be
found on page 36 of Attachment 4. 19-B of the State Plan.

For MAT providers, the applicable fee schedules, and link to their electronic publication, can be
found on page 36a of Attachment 4. 19-B of the State Plan.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both
governmental and private providers of Medicaid services listed above. Services for both ABP and
non-ABP beneficiaries utilize the same rates unless otherwise noted in the plan. All applicable
procedure code listings and/or rates are published on the State's website at www. nimmis. com
under the link for "Rates and Code Information" and Medicaid fee for services sections.

TN: 21-0003

SUPERCEDES:NEW

Approval Date: 09/23/2021
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER
TYPES OF CARE

Reimbursement for Rehabilitation Services - Mental Health Community Services

Office Based Addiction Treatment (OBAT)

Reimbursement for Office Based Addiction Treatment (OBAT) physician services, billed
with an Evaluation & Management code, are paid at 100% of the current published
Medicare rate the year the service was provided.

The OBAT practice shall be paid $152 for an initial navigator intake evaluation followed
by $76. 00 per week, up to 6 weeks, followed by $76 a month for as long as navigator
services continue.

The effective date, the applicable fee schedules, and link to their electronic publication,
can be found on page 36a of Attachment 4. 19-B of the State Plan. The rates are the
same for both governmental and private providers. Services for both ABP and non-ABP
beneficiaries utilize the same rates unless otherwise noted in the plan. All applicable
procedure code listings and/or rates are published on the State's website at
www.nimmis.com under the link for "Rates and Code Information" and Medicaid fee for
services sections.

19-0004-MA(NJ>
TN: 19-0004
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER
TYPES OF CARE

Reimbursement for Rehabilitation Services - Mental Health Community Services

Opioid Overdose Recovery Program (OORP)

The Opioid Overdose Recovery Program (OORP) is an 8 week peer support program.
A successful 8 week engagement shall consist of 15 peer support visits, 3 navigator
visits, and 2 care managemenVsupervision visits for a total cost of $440. 00 or $55. 00
per week.

The effective date, the applicable fee schedules, and link to their electronic publication,
can be found on page 36a of Attachment 4. 19-B of the State Plan. The rates are the
same for both governmental and private providers. Services for both ABP and non-ABP
beneficiaries utilize the same rates unless otherwise noted in the plan. All applicable
procedure code listings and/or rates are published on the State's website at
www. njmmis. com under the link for "Rates and Code Information" and Medicaid fee for

services sections.

TN: 19-0013
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-OTHER
TYPES OF CARE

Reimbursement for Rehabilitation Services - Mental Health Community Services

Peer Recovery Support Services

The Peer Recovery Support Services rate is $17. 57 per 15 minute unit. These services
are not payable while a recipient is receiving inpatient services in a personal care or
residential setting.

The effective date, the applicable fee schedules, and link to their electronic publication,
can be found on page 36a of Attachment 4. 19-B of the State Plan. The rates are the
same for both governmental and private providers. Services for both ABP and non-ABP
beneficiaries utilize the same rates unless otherwise noted in the plan. All applicable
procedure code listings and/or rates are published on the State's website at
www. nimmis. com under the link for "Rates and Code Information" and Medicaid fee for
services sections.

TN: 23-0021

SUPERCEDES: 22-0018
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ST~E PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Reservati OR of. Beds' ,in "ReS:idential'Treatment, Centers '"

Payment is made for reserving beds for residents of residential treatment
centers in those instances where a resident is temporarily absent from the
center. Reasons for absence include, but are not limited to, vacations with
parents, foster parents or guardians; attendance at a residential camp;
hospitalization; or residence in a temporary shelter. Payment is made up to 14
continuous days for such absences. .
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NURSING FACILITY REIMBURSEMENT
COST REPORT, RATE CALCULATION AND REPORTING SYSTEM

FOR LONG-TERM CARE FACILITIES

NURSING FACILITY REIMBURSEMENT

The State has in place a public process which complies with the requirements of
Section 1902(a)(13)(A) of the Social Security Act

CONTENTS

Section 1 Purpose and scope Page 2
Section 2 Cost report preparation and timing of submission
Section 3 Rate classes

Section 4 Resident rosters and case mix index calculation

Section 5 Fringed costs
Section 6 Inflation

Section 7 Case mix rate components
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Section 9 Limit and price calculation 11

Section 10 Direct care and operating and administrative rate component 13

Section 11 Fair rental value rate allowance 14
Section 12 Adjustments and pass-throughs 17
Section 13 Total adjusted case mix rate 17
Section 14 Full cost rates 21
Section 15 Special Care Nursing Facility (SCNF) rates 24

Section 16 Phase in of case mix rates 25

Section 17 Appeals process 25
Section 18 Transfer of ownership and new facilities 26
Section 19 Effect of Federal rules incorporated by reference 27

Section 20 Final audited rate calculation 27
Section 21 Payment Limitations 28

Section 22 Payments for Medical Assistance Recipients 29-48
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITT ACT
STATE OF NEW JERSEY

NURSING HOME REIMBURSEMENT

Section 22 cont'd. Payments for Medical Assistance Recipients

Payments for Medical Assistance Recipients - Nursing facilities for the period of
July 1, 2018, through June 30, 2019, are subject to the following conditions: (1) Class I
(private), Class II (county), and Class III (special care) nursing facilities being paid on a
fee-for-service basis, shall be reimbursed at the rate received on June 30, 2017 plus a
per diem adjustment that shall be calculated based upon an additional $4, 584, 392; (2)
no Class I, II, and III nursing facilities being paid on a fee-for-service basis shall receive
any additional per diem rate adjustment, with the exception of the provider tax add-on
set forth below; (3) the additional $4, 584, 392 shall be distributed to Class I, II and III
nursing facilities as a $2. 13 increase to each facility's per diem rate received on June
30, 2017.

For the purposes of this paragraph, the provider tax pass-through per diem as
set forth in Section 12 shall not be considered in either the nursing facility's per diem
reimbursement rate for June 30, 2018 nor the facility's per diem rate(s) for the period
July 1, 2018 through June 30, 2019. The provider tax pass-through per diem for the
period July 1, 2018 through September 30, 2018 shall be the same provider tax pass-
through per diem received by the facility on June 30, 2018. The provider tax pass-
through per diem for the period beginning October 1, 2018 shall be the provider tax
pass-through per diem as set forth in Section 12 as calculated for State Fiscal Year
2019.

18-0006 -MA (NJ)

TN: 18-0006-MA(NJ)

Supersedes: New

Effective Date: 07/01/18
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE OF NEW JERSEY

NURSING HOME REIMBURSEMENT

Section 22 cont'd. Payments for Medical Assistance Recipients

Payments for Medical Assistance Recipients - Nursing facilities for the period of
July 1, 2019, through June 30, 2020, are subject to the following conditions: (1) Class I
(private), Class II (county), and Class III (special care) nursing facilities being paid on a
fee-for-service basis, shall be reimbursed at the greater of the rate received on June 30.
2019, or the per diem rate, including the quality of care add-on, of $188.35 plus a per
diem adjustment that shall be calculated based upon an additional $13,200,000; (2) the
additional $13, 200, 000 shall be distributed to nursing facilities as a $3. 01 increase to
each facility's per diem rate received on July 1, 2019; (3) each Class I, Class II, and
Class III nursing facility with a performance score greater than or equal to the national
average performance score, as collected and published by the Centers for Medicare
and Medicaid Services, for reporting periods Q2 2017, Q3 2017, Q4 2017, and Q1
2018, for one or more of the following metrics shall receive a performance add-on of
$.60 for each metric where average facility performance across the four quarters of data
combined is greater than or equal to the national average performance for the same
twelve month period: antipsychotic medication use; incidence of pressure ulcers; use of
physical restraints; and falls with major injury; (4) each Class I, Class II, and Class III
nursing facility that received a composite score of 75 or greater on the Core Q Resident
and Family Experience Survey for Q2 2018 shall receive a $.60 performance add-on.

For the purposes of this paragraph, a nursing facility's per diem reimbursement
rate or negotiated rate shall not include, if the nursing facility is eligible for
reimbursement, the difference between the full calculated provider tax add-on and the
quality-of-care portion of the provider tax add-on, or any performance add-on amount as
set forth in Section 12. For State Fiscal Year 2020, the provider tax add-on payable as
an allowable cost shall be $13.67 and the quality of care portion of the provider tax add-
on shall be equivalent to the amount received by a nursing facility as of June 30, 2019.

TN: 19-0010-MA(NJ)

Supersedes: New
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section 22 cont'd. Payments for Medical Assistance Recipients

Payments for Medical Assistance Recipients - Nursing facilities for the period of July 1,
2021, through June 30, 2022, are subject to the following conditions:

(1) Class ̂ (private), Class II (county), and Class III (special care) nursing facilities being
paid on a fee-for-service basis shall be reimbursed at a per diem rate no less than the
rate received on June 30, 2020, plus ten percent, minus the first provider tax add-on and
any performance add-on amounts, plus a per diem adjustment that shall be calculated
based upon an additional $4, 071, 430;

(2) the additional $4, 071, 430 shall be distributed to nursing facilities as a $3. 60 increase
to each facility's per diem rate received on July 1, 2021;

(3) a facility that uses less than sixty percent of the ten percent rate adjustment for the
sole purpose of maintaining or increasing wages of staff providing direct care and fails
to provide wage and cost data in a manner and form prescribed by the Commissioner of
the Department of Human Services shall return any of the sixty percent amount not used
for such purpose;

(4) a facility that fails to use the remainder of the ten percent rate adjustment for the sole
purpose ofCOVID-19 infection control preparedness and response shall return twenty
percent of the ten percent increase if the facility is cited by the Department of Health for
two or more repeat infection control violations during the fiscal year; and

(5) each Class I, Class II, and Class III nursing facility that has, not later than November
17, 2020, submitted to the Department of Human Services (DHS) the DHS Fiscal Year
2022 CoreQ Long-Stay Survey Size Calculation Grid with affirmative answers. as
defined by the Department, to validated Hospital Utilization Tracking system use, CoreQ
vendor intent, and completion of the CoreQ Long-Stay Survey sample size calculation
and, if eligible for CoreQ, not later than November 27, 2020, submitted demographics to

Supersedes
TN NEW Approval Date: _ Decembers, 2021
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section 22 cont'd. Payments for Medical Assistance Recipients

the CoreQ vendor to initiate the CoreQ survey process:

(a) shall receive a performance add-on of $. 60 for each of the following CMS
nursing home long stay quality measures where the nursing facility has not failed to
report data for any of the reporting periods Q1 2019, Q2 2019, Q3 2019 and Q4 2019.
and the simple average of the quarters, as calculated by the Department with available
data, is at or below the national average, as calculated by CMS, for the percentage of
long stay residents who are: physically restrained, receiving antipsychotic medication,
experiencing one or more falls with major injury, and high risk residents with a pressure
ulcer:

(b) shall receive a performance add-on of $.60 if the percentage of long-stay
residents who are assessed and/or given, appropriately, the influenza vaccination is at
or above the national average for the 2019 CMS reporting year, and (c) shall receive a
performance add-on of $.60 if the nursing facility has been deemed eligible to participate
in the CoreQ survey process as determined by the Department and received a composite
score of 75 percent or greater on the CoreQ Resident and Family Experience Survey for
the fiscal year 2022 survey period.

For the purposes of this paragraph, a nursing facility's per diem reimbursement rate or
negotiated rate shall not include, if the nursing facility is eligible for reimbursement, the
difference between the full calculated provider tax add-on and the quality-of-care portion
of the provider tax add-on, which difference shall be payable as an allowable cost
pursuant to subsection d. of section 6 of P. L. 2003, c. 105 (C. 26:2H-97). The add-ons
used for fiscal year 2021 shall be applied from July 1, 2021, through September 30,
2021, and the first add-on shall be applied to both the facility's negotiated rates and fee-
for-service per diem reimbursement rates effective October 1, 2021

Supersedes
TN NEW Approval Date: _December 6, 2021
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section 22 cont'd. Payments for Medical Assistance Recipients

Payments for Medical Assistance Recipients - Nursing facilities for the period of July 1,
2022, through June 30, 2023, are subject to the following conditions:

(1) Class I (private), Class II (county), and Class III (special care) nursing facilities being
paid on a fee-for-service basis shall be reimbursed at a per diem rate no less than the
rate received on June 30, 2020, plus 10 percent, plus $3. 60, minus the first provider tax
add-on and any performance add-on amounts, subject to the condition that Class III
(special care) facilities shall be reimbursed the greater of this rate plus five percent or
$450 per diem;

(2) monies designated pursuant to subsection c. of section 6 of P. L.2003, c. 105
(C. 26:2H-97) for distribution to nursing facilities, less the portion of those funds to be
paid as pass-through payments in accordance with paragraph (1) of subsection d. of
section 6 of P.L.2003, c. 105 (C. 26:2H-97) and less the actual amounts expended during
fiscal year 2022 on performance add-ons and expenditures to establish a minimum per
diem of $188.35, shall be combined with amounts hereinabove appropriated for the
General Medical Services program classification for the purpose of calculating NJ
FamilyCare reimbursements for nursing facilities;

(3) for the purposes of this paragraph, a nursing facility's per diem reimbursement rate
or negotiated rate shall not include, if the nursing facility is eligible for reimbursement,
the difference between the full calculated provider tax add-on and the quality-of-care
portion of the provider tax add-on, which difference shall be payable as an allowable cost
pursuant to subsection d. of section 6 of P. L. 2003, c. 105 (C. 26:2H-97);

(4) the add-ons used for fiscal year 2022 shall be applied from July 1, 2022, through
September 30, 2022 and the first add-on as calculated in section 2 above shall be applied
to fee-for-service per diem reimbursement rates effective October 1, 2022;

TN 22-0015
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section 22 cont'd. Payments for Medical Assistance Recipients

(5) each Class I, Class II, and Class III nursing facility that has, not later than December
1, 2021, submitted to the Department of Human Services (DHS) the DHS Fiscal Year
2023 CoreQ Long-Stay Survey Sample Size Calculation Grid with affirmative answers,
as defined by the Department, to validated Hospital Utilization Tracking system use,
CoreQ vendor intent, and completion of the CoreQ Long-Stay Survey sample size
calculation and, if eligible for CoreQ, not later than December 10, 2021, submitted

demographics to the CoreQ vendor to initiate the CoreQ survey process, and, during
calendar year 2021, has not been included on the Centers for Medicare and Medicaid

Services (CMS) Special Focus Facility Lists A, B, E or F, ranked as a one-star facility by
the CMS Five-Star Quality Rating System, or cited by the Department of Health for two
or more Level G licensing violations

(a) shall receive a performance add-on of $1.80 for each of the following CMS
nursing home long stay quality measures where the nursing facility has not failed to
report data for any of the reporting periods Q3 2020, Q4 2020, Q1 2021 and Q2 2021,
and the simple average of the quarters, as calculated by the Department with available
data, is at or below the lower of the New Jersey or national average, as calculated by
CMS, for the percentage of long stay residents who are: physically restrained, receiving
antipsychotic medication, experiencing one or more falls with major injury, and high risk
residents with a pressure ulcer,

(b) shall receive a performance add-on of $1.80 for the following CMS nursing
home long stay quality measures where the nursing facility has not failed to report data
for any of the reporting periods Q2 2020, Q3 2020, Q4 2020 and Q1 2021, and the simple
average of the quarters, as calculated by the Department with available data, is at or
below the lower of the New Jersey or national average, as calculated by CMS, for the
number of hospitalizations per 1,000 long-stay resident days,

TN 22-0015
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section 22 cont'd. Payments for Medical Assistance Recipients

(c) shall receive a performance add-on of $1.80 if the percentage of long-stay
residents who are assessed and/or given, appropriately, the influenza vaccination is at
or above the higher of the New Jersey or national average for the CMS reporting
influenza season ending Q2 2021, and

(d) shall receive a performance add-on of $1.80 if the nursing facility has been
deemed eligible to participate in the CoreQ survey process as determined by the
Department and received a composite score of 75 percent or greater, as calculated by
the DHS vendor, on the CoreQ Resident and Family Experience Survey for the fiscal
year 2023 survey period; and

(6) each nursing facility shall receive a per diem adjustment that shall be calculated
based upon an additional $15, 000, 000 in State and $15, 000, 000 in federal
appropriations (amount includes fee-for-service and managed care).

(7) LTC-Behavioral Health nursing facilities approved pursuant to the Department of
Health's expedited certificate of need being paid on a fee-for-service basis for custodial
care shall be reimbursed at a per diem rate equal to eighty-five percent of the simple
average of the four Class III (special care) LTC-Specialized Behavior Modification
nursing facility rates minus any performance add-on amounts;

(a) for the purposes of this paragraph, a nursing facility's per diem reimbursement
rate or negotiated rate shall not include, if the nursing facility is eligible for
reimbursement, the difference between the full calculated provider tax add-on and the
quality-of-care portion of the provider tax add-on, which difference shall be payable as
an allowable cost pursuant to subsection d. of section 6 of P.L.2003, c. 105 (C.26:2H-
97); and

TN 22-0015
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section It cont'd. Payments for Medical Assistance Recipients

(b) the add-ons used for fiscal year 2022 shall be applied from July 1, 2022,
through September 30, 2022 and the first add-on as calculated in section 2 above shall
be applied to both MCO and fee-for-service per diem reimbursement rates effective
October 1, 2022.

TN 22-0015
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section 22 cont'd. Payments for Medical Assistance Recipients

payments for Medical Assistance Recipients - Nursing facilities for the period of July 1, 2023.
through June 30, 2024, are subject to the following conditions: ---. ----. ' " -
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIPi'ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section 22 cont'd. Payments for Medical Assistance Recipients

(5) each Class I, Class II, and Class III nursing facility that has, no later than the deadline
established by the Commissioner of Human Services, submitted to the Department of
Human Services (DHS) the DHS Fiscal Year 2024 CoreQ Long-Stay Survey Sample
Size Calculation Grid with affirmative answers, as defined by the Department, to
validated Hospital Utilization Tracking system use, CoreQ vendor intent, and completion
of the CoreQ Long-Stay Survey sample size calculation and, if eligible for CoreQ, no
later than the deadline established by the Commissioner of Human Services, submitted
demographics to the CoreQ vendor to initiate the CoreQ survey process, and, during
calendar year 2022, has not been included on the Centers for Medicare and Medicaid
Services (CMS) Special Focus Facility Lists A, B, E or F, ranked as a one-star facility by
the CMS Five-Star Quality Rating System, or cited by the Department of Health for two
or more Level G or higher licensing violations

(a) shall receive a performance add-on of $1. 80 for each of the following CMS
nursing home long stay quality measures where the nursing facility has not failed to
report data for any of the reporting periods Q3 2021 , Q4 2021, Q1 2022 and Q2 2022.
and the simple average of the quarters, as calculated by the Department with available
data, is at or below the lower of the New Jersey or national average, as calculated by
CMS, for the percentage of long stay residents who are: physically restrained, receiving
antipsychotic medication, experiencing one or more falls with major injury, and high risk
residents with a pressure ulcer,

(b) shall receive a performance add-on of $1. 80 for the following CMS nursing

Supersedes
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section 22 cont'd. Payments for Medical Assistance Recipients

home long stay quality measures where the nursing facility has not failed to report data
foranyofthe reporting periods Q2 2021 , Q3 2021, Q4 2021 and Q1 2022, and the simple
average of the quarters, as calculated by the Department with available data. is at or
below the lower of the New Jersey or national average, as calculated by CMS, for the
number of hospitalizations per 1 , 000 long-stay resident days,

(c) shall receive a performance add-on of $1.80 if the percentage of long-stay
residents who are assessed and/or given, appropriately, the influenza vaccination is at
or above the higher of the New Jersey or national average for the CMS reporting
influenza season ending Q2 2022, and

(d) shall receive a performance add-on of $1. 80 if the nursing facility has been
deemed eligible to participate in the CoreQ survey process as determined by the
Department and received a composite score of 75 percent or greater, as calculated by
the DHS vendor, on the CoreQ Resident and Family Experience Survey for the fiscal
year 2024 survey period;

(6) each nursing facility shall receive a per diem adjustment that shall be calculated
based upon an additional $60,000,000 in State and $60, 000,000 in federal
appropriations (amount includes fee-for-service and managed care);

(7) ) LTC-Behavioral Health nursing facilities approved pursuant to the Department of
Health's expedited certificate of need being paid on a fee-for-service basis for custodial
care shall be reimbursed at a per diem rate equal to eighty-five percent of the simple
average of all Class III (special care) LTC-Specialized Behavior Modification nursing
facility rates minus any performance add-on amounts

Supersedes
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
NURSING HOME REIMBURSEMENT

STATE: New Jersey

Section 22 cont'd. Payments for Medical Assistance Recipients

(a) for the purposes of this paragraph, a nursing facility's per diem reimbursement
rate or negotiated rate shall not include, if the nursing facility is eligible for
reimbursement, the difference between the full calculated provider tax add-on and the
quality-of-care portion of the provider tax add-on, which difference shall be payable as
an allowable cost pursuant to subsection d. of section 6 of P. L.2003, c. 105 (C. 26:2H-
97); and

(b) the add-ons used for fiscal year 2023 shall be applied from July 1, 2023,
through September 30, 2023 and the first add-on as calculated herein shall be applied
to fee-for-service per diem reimbursement rates effective October 1, 2023.
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A Guide For Intermediate Care Facilities for the Mentally Retarded

l.l Ilfl'RODUCTIOH
~

1.1

This manual describes the methodology (guidelines) to be used by the New Jersey
Department of Human Services, Division of Medical Assistance and Health Servic
es, to establish per diem rates for agencies providing care to residents of
Intermediate Care Facilities for the Mentally Retarded (ICF/MR) participating
in the Title XIX Medicaid program. These guidelines have been developed by the
New Jersey Department of Human Services Office of Finance and the Division of
Medical Assistance and Health Services, hereafter referred to as "the Depart
ment," in accordance with applicable Federal regulations as set forth in the
Code of Federal Regulations.

The Code of Federal Regulations is a codification of the general and permanent
rules published in the Federal Register by the Executive departments and
agencies of the Federal Government. The Code is divided into 50 titles which
represent broad areas subject to Federal regulation. Each title is divided
into chapters which are further subdivided into parts covering specific regula
tory areas. The rules and regulations governing the ICF/MR program are con
tained in Title 42-Public Health (Part 400 to 420). References to these
Federal regulations will be made throughout this manual.

Inquiries concerning technical aspects of the Code should be addressed to the
Director, Office of the Federal Register, National Archives and Records Admin
istration, Washington, D.C., 20402. Sales are handled exclusively by the
Superintendent of Documents, Government Printing Office, Washington, D.C.,
20402.

The Department believes that the application of these guidelines will generally
produce equitable rates for reimbursement to the Intermediate Care Facilities
for the Mentally Retarded (ICF/MR) for costs incurred in providing routine
resident care. The Department recognizes, however, that no set of guidelines
can be developed which might not result in some inequities if applied rigidly
and indiscriminately in all situations. Inequities can be in the form of rates
that are unduly low or rates that are unduly high.

Accordingly, in a case where an ICF/MR provider believes that, owing to an
unusual situation, the application of these guidelines results in an inequity,
the Department is prepared to review the particular circumstances with the
ICF/MR provider through the appeals process described in this Section. Appeals
on the grounds of inequities should be limited to circumstances peculiar to the
ICF/MR affected. They should not address the broader aspects of the guidelines
themselves.

The Department reserves the right to question and exclude from rates any
unreasonable costs.

Reimbursement rates established by the Department will be .ubject to on-site
verification of costs and statistics reported by ICFfs/MR.

TN No. 89-1
State of New Jersey supercedes
Department of Human Servicei'N No. 80-2
(Rev. May 1987)

Approval Date: 2/23/90

Effective Date: 10/1/89
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A Guide For Intermediate Care Facilities for the Mentally Retarded 1.1

The rCF IMR Reimbursement formula has been developed to meet the following
overall goal s:

• to provide sufficient reimbursement to assure adequate
levels of patient care; and

• to comply with Federal requirements for a reasonable
cost-related rate.

TN No. 89-1
State of New Jersey . supercedes
Department of Human Servlce'TN No. 80-2
(Rev. Kay 1987)

Approval Date: 2/23/90

Effective Date: 10/1/89
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A Guide For Intermediate Care Facilities for the Mentally Retarded

1.2 DETERMINATION OF ICF/MR COST-RELATED RATES

1.2

The ICF/MR rate setting process is a retrospective system as opposed to a
prospective system. Interim per diem rates are initially established to
reflect the estimated costs for a future reporting period (provider's fiscal
year). When the actual costs are reported for the period, a final rate is
established and retroactive adjustments (upward or downward) are made to the
provider's reimbursement to reflect the actual allowable costs incurred.

Allowable Costs for Reimbursement

Allowable costs are determined in accordance with Medicare principles of
reimbursement as set forth in 42 CFR Part 413. However, certain items of cost
considered allowable by the Federal Government in administering the Medicare
Program must be excluded when determining cost allowable and allocable to the
ICF/Hi program. Examples of these cost items are bad debts attributable to the
deductibles and coinsurance amounts peculiar to the Medicare Program and
Charity and Courtesy allowances.

The Federal Government has published a Medicare Provider Reimbursement Manual
referred to as HIM-1S. This manual contains informational and procedural
material on various aspects of the determination of cost and will assist
providers in preparing cost reports. For any cost situation that is not
covered by the manual's guidelines and policies, generally accepted accounting
principles should be applied.

As an additional aid to the provider in preparing rhe ICF/MR cost reports,
Section 3 of the ICF/MR Provider Manual contains "General Principles for
Determining Costs." These cost principles reflect generally accepted account
ing principles and should be used by the provider only as a guide. The Medi
care principles of reimbursement are the governing regulations applicable to
the ICF/MR program and must be used instead of the "General Principles for
Determining Costs," if any differences in the treatment of specific items of
cost exist.

Under generally accepted accounting principles, or under the Medicare princi
ples of reimbursement, there may be more than one method for handling a partic
ular item of cost. In such cases the method elected by the provider must be
approved in advance by the Department's Bureau of Rate Setting.

Throughout the Medicare principles of reimbursement, reference is made to an
intermediary. For purposes of the State's ICF/MR program, any reference to the
intermediary is the same as referring to the Department's Bureau of Rate
Setting.

Establishment of the Interim Rate

Interim payment rates will be established by the Bureau of Rate Setting and may
be related to the last year's per diem rate or to any other ready basis of
approximating reasonable costs under the Medicare principles of reimbursement.

~
State of New Jersey
Department of Human
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A Guide For Intermediate Care Facilities for the Mentally Retarded 1.2

An interim rate can be established by one of several methods. One method is
for the ICF/MR provider to prepare a cost report based on projected costs for
the specific future reporting period (agency's fiscal year>. This projected
cost report should be provided on the standard cost report format prescribed by
the Department of Human Services, Bureau of Rate Setting. The projected cost
report should be submitted no later than three (3) months prior to the first
day of the provider's fiscal year for which the rate will be used. The Bureau
of Rate Setting will perform a desk analysis of the provider's proposed interim
rate and establish a recommended interim rate based on the Medicare principles
of reimbursement. This approach for establishing an interim rate is used for
new ICF/MR providers in the program or for providers with changes in their
total organizational activities and operations and/or changes to the ICF/MR
program services.

A second method for establishing an interim per diem rate for the rCF /MR
program is to base the rate on the provider's actual expenditures as reported
on the annual cost report filed with the Bureau of Rate Setting. This annual
cost report is the basis for establishing the provider's final per diem rate
for a prior fiscal year. The provider's actual allowable expenditures may be
adjusted to reflect the appropriate inflationary increments for major catego
ries of costs. This method can only be used for providers already in the
program (at least one completed fiscal year) and whose total organizational
activities and operations do not significantly change.

The Bureau of Rate Setting will recommend the interim rate to the Director,
Division of Medical Assistance and Health Services. The Director, Division of
Medical Assistance and Health Services, will approve the rate and provide the
appropriate reimbursement to the provider based on this approved interim rCF/MR
per diem rate.

Interim per diem rates may be adjusted upward or downward during the fiscal
year to reflect changes in levels of expenditures or changes in program servic
es. Modifications to the initial interim rate may be based upon a request by
the provider or a recommendation of the Bureau of Rate Setting.

Establishment of the Final Rate Pending Audit

The final ICF/Hi per diem rate is established in two stages. The first stage
involves establishing the final rate prior to an audit. The reF/MR provider is
required to submit an annual cost report to the Bureau of Rate Setting within 6
months after the close of its fiscal year. The Bureau of Rate Setting performs
a desk analysis of the final cost report in accordance with the Medicare
principles of reimbursement and establishes a recommended final rate pending
audit. This recommended rate is furnished to the Director, Division of Medical
Assistance and Health Services, who affects the necessary adjustment to the
provider's reimbursement and the Federal claim for reimbursement. If an audit
of this rate is not planned for a particular provider, the rate will represent
the final settlement with the provider. An audit of the final rate will always
be conducted for provider agencies whose provider agreement has been
terminated.

~State of New Jersey
Department of Human Services
(Rev. May 1987)
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A Guide For Intermediate Care Facilities for the Mentally Retarded

Establishment of the Final Rate After Audit

1.2

The second stage involves the audit function. For those ICF/MR facilities that
participate in the Medicare program, the audit performed by the provider's
Medicare fiscal intermediary can be utilized to establish the final rate after
audi t. An audit of the provider's actual costs and statistical data may be
conducted by the Department of Human Services, Office of Audi ting, which has
the audit responsibility for providers of rCF/MR services under the Medicaid
program.

Audits will be conducted in accordance with applicable Federal audit require
ments and generally accepted auditing standards. The audit will ensure that
the rCF/MR provider is reporting costs in accordance with generally accepted
accounting principles and the Medicare principles for reimbursement.

When an audit is conducted by the Office of Auditing, an audit report will be
issued recommending to the Bureau of Rate Setting the final rCF /MR per diem
rate. The audit report will disclose each element of cost as reported by the
provider. For each element of cost, the report will show the auditor's recom
mended costs as follows:

Recommended Costs Per Audit

Allowable Questioned Unsupported
Expl.
Notes

Each audit adjustment will be adequately detailed in the auditor's explanatory
notes. The auditor will compute the recommended final rate and determine the
total allowable rCF/HR costs by multiplying the recommended per diem rate by
the total eligible rCF/HR resident days.

The Bureau of Rate Setting will review an audit report and utilize the audit
recommendations as a tool for setting a final audited rate and final settlement
with the provider agency. The Bureau of Rate Setting is responsible for
preparing a Negotiation Memorandum disclosing the details of the final rate
settlement with the provider agency. This Negotiation Memorandum must provide
adequate justification for each element of cost which differs from that recom
mended by the audit report. The Office of Auditing will be furnished a copy of
the Negotiation Memorandum applicable to audits performed by DHS or outside
audit agencies. If the Audit Manager feels the settlement made by the Bureau
of Rate Setting was inappropriate, he may request that the Director of Finance,
Department of Human Services, and the Director, Division of Medical Assistance
and Health Services, investigate the adequacy of the procedures, judgements and
decisions made by the Bureau of Rate Setting. This review process is a Depart
ment internal control procedure to provide the additional assurances that
actual allowable costs are properly accounted for.

The Bureau of Rate Setting will then recommend the final audited per diem rate
to the Director, Division of Medical Assistance and Health Services, for his
approval and final payment settlement with the rCF/Hi provider.

,-,.
State of New Jersey
Department of Human
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A Guide For Intermediate Care Facilities for the Mentally Retarded

Overpayments Due to Excessive Interim Rates

1.2

If, during the course of desk analysis or audit, it is determined that an
overpayment exists, the amount of the overpayment is a debt owed to the State
of New Jersey. The Bureau of Rate Setting will notify the Director, Division
of Medical Assistance and Health Services of the amount of the overpayment.

There are generally two ways in which repayment can be made: (1) refund of the
entire amount of the overpayment (2) reduction of the interim payments to
recapture the overpayment within a twelve-month period.

I

Refund of the entire overpayment is always preferred. However, where such a
refund would create a financial hardship for the provider, recapture of the
overpayment through a reduction of the interim payments or a combination of the
two methods is acceptable.

If the provider's agreement has been terminated, a final cost report must be
submitted within 45 days after the effective date of the termination of the
agreement. If an overpayment is determined during the course of desk analysis
or audit, the provider will be notified of the overpayment. Refund of the
overpayment will be required within 30 days of this notification.

If overpayments are not refunded, it will be necessary to take legal action to
collect the overpayment. If such legal action becomes necessary, interest at
the legal rate from the date of notification, will be assessed and collected as
part of any judgement by the court.

~State of New Jersey
Department of Human Services
(Rev. Kay 1987)

TN No. 89-1
supercedes
TN No. 80-2

Approval Date:
Effective Date:
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1.3 REASONABLE COSTS

1.3

~ The desk analysis performed by the Bureau of Rate Setting for the purpose of
establishing the interim or final rate will include appropriate tests to
determine reasonable costs as defined in the Medicare principles of reimburse
ment. Where appropriate, the Bureau of Rate Setting may request that the
Department's Division of Developmental Disabilities perform a program review of
staffing ratios and certain non-salary items of the provider's submission to
determine the reasonableness of the cost of program services, mainly to avoid
excessive costs.

A reasonable cost shall mean those costs of an individual facility for items,
goods and services, which when compared, will not exceed the costs of like
items, goods and services of facilities comparable in license and size.
Reasonable costs include the ordinary, necessary and proper costs of providing
the health care services.

ICF/HR providers are expected to establish operating practices which assure
that costs do not exceed what a prudent and cost-conscious buyer pays for a
given item or service. When it is determined that reported costs exceed those
levels, and in the absence of proof that the situation was unavoidable, the
excessive costs will not be reimbursed.

In determining reasonableness, all provider costs will be subject
limitation which may be imposed by the Medicaid program. The Bureau
Setting will inform the providers of the limitations enforced on a
basis and reflect these cost limitations into the rate setting process.

to the
of Rate
current
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1.4
~

~.""-~
~-

SUBMISSION OF COST REPORTS

The ICF/MR provider will be subject to a penalty reducing its total reimburs
able costs if it fails to comply with any of the reporting requirements indi
cated below.

Reporting Requirements

1. Submission of a budgetary cost report no later than three (3) months prior
to the start of the provider's fiscal year for the establishment of an
interim rate (if requested in writing by the Bureau of Rate Setting).

2. Submission of interim actual cost reports no later than thirty (30) days
after the end of the interim reporting period (if requested in writing by
the Bureau of Rate Setting).

3. Submission of the annual cost report within six months after the end of
the provider's reporting period (fiscal year).

4. For provider agencies, whose provider agreement has been terminated,
submission of the final cost report is required within 45 days after the
effective date of termination date of the agreement.

Late Submission of Cost Reports

To ensure the timely receipt of cost reports, the Bureau of Rate Setting will
send a reminder letter to the provider thirty (30) days prior to the date on
which the cost report is due.

If the provider has not filed its cost report by the first day after the due
date of the cost report (including extensions) the Bureau of Rate Setting will
send a first demand letter to the provider. The letter will inform the provid
er that if the cost report is not received within thirty (30) days of the date
of the first demand letter, the Bureau of Rate Setting will recommend that the
Director, Division of Medical Assistance and Health Services reduce the provid
er's interim per diem rate by 20%.

If the Bureau of Rate Setting does not receive the cost report or a response to
the first demand letter within thirty (30) days, a recommendation will be made
to reduce the provider's interim per diem rate, and a second demand letter will
be sent to the provider. The second demand letter will inform the provider of
the recommendation. The letter will also inform the provider that if the cost
report or a response is not received within thirty (30) days of the date of the
second demand letter, the Bureau of Rate Setting will recommend that the
Director, Division of Medical Assistance and Health Services suspend all
payments to the provider.

If the provider does not respond or submit a cost report by the thirtieth
(30th) day from the date of the second demand letter, a recommendation will be
made to suspend payments and declare all prior payments to the provider to be
overpayments. (See Overpayments Due to Excessive Interim Rates.)

.......
State of New Jersey
Department of Human
(Rev. May 1987)
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In the case of a terminated provider agreement, the Bureau of Rate Setting will
inform the terminated provider, by letter, that the final cost report is due
within forty-five (45) days after the effective date of the termination date.
If. the provider does not respond or submit a cost report within forty-five
(45) days after the effective date of the termination date, the Bureau of Rate
Setting will recommend that the Director, Division of Medical Assistance and
Heal th Services, declare an overpayment has been made to the provider. (See
Overpayments Due to Excessive Interim Rates.)

Extensions

The provider may request in writing to the Bureau of Rate Setting, one 30-day
extension for any of the reporting requirements listed above. The provider
must provide an appropriate justification for the requested extension of time.
The written request must be received by the Bureau of Rate Setting prior to the
required filing date. The Bureau of Rate Setting may accept or reject the
requested extension based on the written justification furnished by the
provider.

-.. State of New Jersey
Department of Human
(Rev. May 1987)

Service'rN No. 89-1
supercedes
TN No. 80-2
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1.5

.---
PAYMENT PROCESS

Payments to ICF/MR providers for services rendered will be made monthly based
on the appropriate billing claim submitted by the provider at the established
interim per diem rate. These interim rate payments and payments generated by
subsequent rate adjustments to the interim and final rate will be processed by
the Division of Medical Assistance and Health Services.

'-'State of New Jersey
Department of Human Services
(Rev. May 1987)
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1.6 R.ECORDKEEPING

Providers of care under the ICF/MR program are required to maintain detailed
records supporting expenditures incurred for services provided to recipients of
ICF IMR care. The records of the facit i ty must be audi table and capable of
substantiating tests of reasonableness for each specific item of cost.

A newly participating provider of services shall make available to the Depart
ment for examination its fiscal and other records for the purpose of determin
ing such provider's ongoing recordkeeping capability and inform the Department
of the date its initial cost reporting period will end (fiscal year). This
examination is intended to assure that (1) the provider has an adequate ongoing
system for furnishing the records needed to provide accurate cost data and
other information capable of verification by qualified auditors and adequate
for cost reporting purposes, and (2) no financial arrangements exist that
will thwart the commitment of the ICF/MR program to reimburse providers the
reasonable cost of services furnished beneficiaries. The data and information
to be examined includes cost, revenue, statistical and other information
pertinent to reimbursement.

The provider shall furnish such information to the Department as may be neces
sary (i) to assure proper payment by the program, including the extent to which
there is any common ownership or control between providers or other organiza
tions, and as may be needed to identify the parties responsible for submitting
program cost reports, (ii) to receive program payments, and (iii) to satisfy
program overpayment determinations.

The provider shall permit the Department to examine such records and documents
as are necessary to ascertain information pertinent to the determination of the
proper amount of program payments due. These records shall include, but not be
limited to, matters of provider ownership, organization, and operation; fiscal,
medical, and other recordkeeping systems; Federal income tax status; asset
acquisition, lease, sale, or other action; franchise or management arrange
ments; patient service charge schedules; matters pertaining to costs of opera
tions; amounts of income received by source and purpose; and flow of funds and
working capital.

The provider, when requested, shall furnish the Department copies of patient
service charge schedules and changes thereto as they are put into effect. The
Department shall evaluate such charge schedules to determine the extent to
which they may be used for determining program payment.

TN No. 89-1
~State of New Jersey

D £ H Services supercedes
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1.7 SUSPENSION OF PAYKEHTS TO PROVIDER

When the Department determines that a provider does not maintain or no longer
maintains adequate records for the determination of reasonable cost under the
ICF/HR program, payments to such provider shall be suspended until the Depart
ment is assured that adequate records are maintained. Before suspending
payments to a provider, the Department shall send written notice to such
provider of its intent to recommend suspension of payments. The notice shall
explain the basis for the Department's determination with respect to the
provider's records and shall identify the provider's recordkeeping deficien
cies. The provider will be given the opportunity to submit a statement (in
cluding any pertinent evidence) as to why the suspension should not be put into
effect.

The Bureau of Rate Setting may request the Director, Division of Hedical
Assistance and Health Services, to suspend payment to a provider for failure to
submit required reports.

~State of New Jersey
Department of Human
(Rev. Hay 1987)
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1.8 APPEALS PROCESS
'-"

1.8

Where and ICF/MR provider believes that owing to an unusual situation, the
application of these guidelines results in an inequity, the ICF/MR provider may
appeal the rate component(s) affected by the unusual situation(s). All appeals
must be submitted in writing to the Director, Division of Medical Assistance
and Health Services, within thirty (30) days of the rate modification. Two
levels of appeals are available to the ICF/MR providers.

Level I - The first level of appeal represents an informal administrative
process and can include two (2) stages. The first stage of a Level I
appeal will be heard by the Director of Finance, Department of Human
Services. The ICF/MR provider should be prepared to present such substan
tiating material as may be required for an informal discussion of the
subject matter. This level of appeal will attempt to reach equitable
resolutions of matters peculiar to individual ICF/MR providers. It will
not be expected to resolve items which have policy implications or broader
applicability. A recommendation will then be forwarded to the Director,
Division of Medical Assistance and Health Services, for his approval.

If the ICF/KR provider is not satisfied with the results of the first
stage of the Level I appeal, a second stage appeal may be requested. The
second stage appeal will be heard by a panel of designated representatives
from the Division of Medical Assistance and Health Services and the
Department of Human Services. This panel will be chaired by a senior
panel member from the Division of Medical Assistance and Health Services.
The Director, Division of Medical Assistance and Health Services, will
schedule an appropriate time and place for the aforementioned panel to
hear the provider's appeal. The panel will record and submit its recom
mendations to the Director, Division of Medical Assistance and Health
Services, for final resolution.

Level II - If the ICF/KR provider is still not satisfied with the results
of the Level I appeal, the contested rate issues will be referred to the
Office of Administrative Law for a formal hearing, pursuant to the Admin
istrative Procedure Act.

Professional fees related to legal actions against the State are nonallowable
costs to the ICF/KR program.

Adjustments resulting from the appeals will be effective:

•

•

The beginning of the reimbursement period if an error in computation was
made by the Department, or if the appeal was submitted within the speci
fied period.

The first of the month following the date of appeal for non-computational
matters, if the appeal is submitted after the specified period.

The date of submission is defined as the date received by the Department.

'-'
State of New Jersey
Department of Human Services
(Rev. May 1987)
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1.9 reF1MB. PROVIDER AGREEMENT

1.9

.'W' The Department of Human Services will not make payments to a provider for
rCF/Hi services without the benefit of a formal provider agreement.

The effective date of the provider agreement will not be earlier than the date
of certification. The provider agreement will be written in accordance with
the provisions of certification made by the New Jersey Department of Heal tho
The Department of Human Services may refuse to execute a provider agreement or
may cancel a provider agreement for good cause.

~State of New Jersey
Department of Human
(Rev. Kay 1987)
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1.10 CERTIFICATION OF ICF's/HR

1.10

...... The ICF/MR provider must obtain a notice of facility certification, from the
New Jersey Department of Heal th prior to entering into a provider agreement
wi th the Department, to render ICF /MR services. To obtain the notice of
facility certification, the provider must satisfy 1) State licensing standards
which include Safety and Sanitation standards, and 2) Federal standards for
program and staffing of ICF/MR facilities.

........ State of New Jersey
Department of Human
(Rev. Kay 1987)
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SECTION 2 - COST FINDING METHODOLOGY
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"-' 2.1 GENERAL

2.1

The Department engages the services of both public and private providers for
participation in the ICF!MR program. The Bureau of Rate Setting is responsible
for establishing a system which effectively provides for the determination of
reasonable cost-related per diem rates for the services rendered by providers
to its recipients. The Medicare principles of reimbursement (42 CFR Part 413)
are the basis for the determination of these per diem rates.

The Medicare principles of reimbursement are to be applied on behalf of the
ICF!MR program to public and private organizations. In consideration of the
wide variations in size and scope of services of providers and regional differ
ences that exist, the principles are flexible on many points.

An important role of the Bureau of Rate Setting is to furnish consultative
services to providers in development of accounting and cost-finding procedures
which will assure them equitable payment under the ICF!MR program.

In formulating methods for making fair and equitable reimbursement for services
rendered to recipients of the program, payment is to be made on the basis of
current costs of the individual provider, rather than costs of a past period or
a fixed negotiated rate. All necessary and proper expenses of an institution
in the production of services, including normal standby costs, are recognized.
Furthermore, the share of the total institutional costs that is borne by the
program is related to the care furnished recipients so that no part of their
cost would need to be borne by other patients. Conversely, cost attributable
to other patients of the institution are not to be borne by the ICF!MR program.
Thus, the application of this approach, with appropriate accounting support,
will result in meeting actual costs of services to recipients as such costs
vary from institution to institution.

Putting these several points together, certain tests have evolved for the
principles of reimbursement and certain goals have been established. In
general te~s, these are the tests or objectives:

(1) That the methods of reimbursement should result in current payment so that
institutions will not be disadvantaged, as they sometimes are under other
arrangements, by having to put up money for the purchase of goods and
services well before they receive reimbursement.

(2) That, in addition to current payment, there should be retroactive adjust
ment so that increases in costs are taken fully into account as they
actually occurred, not just prospectively.

(3) That there be a division of the allowable costs between the reClplents of
this program and other patients of the provider that takes account of the
actual use of services by the recipients of this program and that is fair
to each provider individually.

State of New Jersey
Department of Human
(Rev. Kay 1981)
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(4) That there be sufficient flexibility in the methods of reimbursement to be
used, particularly at the beginning of the program, to take account of the
great differences in the present state of development of recordkeeping.

(5) That the principles should result in the equitable treatment of public,
non-profit, and profit-making organizations.

(6) That there should be a recognition of the need of hospitals and other
providers to keep pace with growing needs and to make improvements.

"-'
State of New Jersey
Department of Human Services
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2.2 ADEQUATE COST DATA

2.2

~ Providers receiving payment on the basis of reimbursable cost must provide
adequate cost data. This must be based on their financial and statistical
records which must be capable of verification by qualified auditors. The cost
data must be based on an approved method of cost finding and on the accrual
basis of accounting. However, where governmental institutions operate on a
cash basis of accounting, cost data based on such basis of accounting will be
acceptable, subject to appropriate treatment of capital expenditures.

Defini tions:

(1) Cost Finding - Cost finding is the process of recasting the data derived
from the accounts ordinarily kept by a provider to ascertain costs of the
various types of services rendered. It is the determination of these
costs by the allocation of direct costs and proration of indirect costs.

(2) Accrual Basis of Accounting - Under the accrual basis of accounting,
revenue is reported in the period when it is earned, regardless of when it
is collected, and expenses are reported in the period in which they are
incurred, regardless of when they are paid.

Adequate cost information must be obtained from the provider's records to
support payments made for services rendered to recipients. The requirement of
adequacy of data implies that the data be accurate and in sufficient detail to
accomplish the purposes for which it is intended. Adequate data capable of
being audited is consistent with good business concepts and the effective and
efficient management of any organization, whether it is operated for profit or
on a non-profit basis. In order to provide the required cost data and not
impair comparability, financial and statistical records should be maintained in
a manner consistent from one period to another. However, a proper regard for
consistency need not preclude a desirable change in accounting procedures when"

. there is reason to affect such change.
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2.3 COST FINDING METHOD

2.3

When reporting costs the provider agency must meet the following minimum
~ requirements:

(1) Each group of costs represents a cost center as defined in HIM-1S, Section
2302.8, which is separately identified in the provider's charge and/or
book of accounts (general ledger, etc.) and where costs are assigned in
the normal accounting process.

(2) The statistical base used to allocate each cost center must measure the
service rendered by that center to other cost centers as accurately as
possible.

(3) The statistics used must be auditable and maintained on a continuous
basis. Periodic time studies would only be acceptable where the samples
are collected covering a minimum of two weeks in each quarter.

(4) Once a cost center is broken out, it must be handled in a consistent
manner in subsequent years. After a provider makes a more sophisticated
delineation of cost centers, it cannot revert to a less sophisticated
format.

HIM-1S, Section 2313 states that:

,
~,,-,

When a provider wishes to changes its allocation basis for a particular cost
center or the order in which the cost centers are allocated because it believes
the change will result in more appropriate and more accurate allocations, the
provider must make a written request to its intermediary for approval of the
change and submit reasonable justification for such change prior to the begin
ning of the cost reporting period for which the change is to apply.

The Bureau of Rate Setting's approval of a provider's request will be furnished
to the provider in writing. Where the Bureau of Rate Setting approves the
provider's request, the change must be applied to the cost reporting period for
which the request was made, and to all subsequent cost reporting periods unless
the Bureau of Rate Setting approves a subsequent request for change by the
provider. The effective date of the change will be the beginning of the cost
reporting period for which the request has been made.

Statistical Bases to be Used

The following Table includes bases classified as either allowable or non
allowable methods of allocating costs to the various cost centers or programs.
Provider may only use one of the alternative allocation bases where they can
demonstrate that the alternate bases will produce more appropriate and accurate
results, and these statistics are auditable. The use of more than one statis
tical basis for allocating any cost center is not permitted.

~ate of New Jersey
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Where a provider identifies certain other overhead cost centers and/or
statistical bases which are not listed below, the schedule must be submitted
to the Bureau of Rate Setting for approval of the non-standard cost
centers/bases.

O':ate of New Jersey
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TABLE

COST DISTRIBUTION BASES

~. 2.3,

Cost Centers Acceptable Bases Non-Acceptable Bases*

1. Depreciation - buildings and 1. Square feet for total depreciation
fixtures

2. Individual building depreciation
allocated on square feet (a sub-
schedule will be re3uired to show
these computations .

2. Depreciation - movable 1. Square feet
equipment

2. Actual depreciation by cost center

3. Employee Health &: Welfarel Gross salaries Average number of employees and
Fringe Benefits full-time equivalents

4. Administration and General 1. Accumulated Cost

2. Gross salaries

5. Telephone (allowable costs Number of non-client telephones
only)

6. Purchasing 1. Number of purchase orders

2. Dollar value of purchases (exclusive
of fixed assets purchases)

7. Admitting Accumulated inpatient revenue - ancillary Number of admissions (not
and routine (outpatient revenue should allowable as it docs not alloca te
be included if outpatient admitting any costs to ancillary departments)
functions are performed)

*This represents bases that have been determined to be unacceptable, it is not meant to be all inclusive.
TN No. 89-1 Approval Date: 2/23/90

3upercedes EFFECTIVE DATE: 10/1/89
TN No. 80-2
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~

TABLE (cont'd)

( 2.1

Cost Centers Acceptable Bases Non-Acceptable Bases·

8. Client/Patient Accounting Gross revenues 1. Number of documents posted

2. Number of client/patient days
(not allowable due to exclusion
of outpatients)

9. Operation of Plant Square feet

10. Maintenance of Plant Square feet Costed work orders

11. Laundry and Linen 1. Pounds of soiled laundry processed

2. Pounds of processed laundry issued

3. Itemized bills by department for
purchased serv ice

12. Housekeeping 1. Hours of service

2. Square feet of cost centers serviced

13. Dietary - raw food Number of meals served

14. Cafeteria (allowable costs 1. Number of meals served Salaries of employees
only)

2. Sales value of meals sold

3. Number of employees .,
15. Nursing Service Administration 1. Actual hours of nursing service 1. Time studies

supervised

2. Number of employees supervised 2. Salaries of employees

·This represents bases that have been determined to be unacceptable, it is not meant to be all inclusive.
TN No. 89-1 Approval Date: 2/23/90

supercedes Effective Date: 10/1/89
TN No. 80-2

89-1-MA (NJ)
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TABLE (cont'd)

(' 1.3

Cost Centers Acceptable Bases Non-Acceptable Bases·

16. Medical Supplies and Expenses 1. Costed requisitions
or Central Supplies and
Services 2. Other special analysis of supplies

usage based on auditable records

17. Pharmacy 1. Costed requisitions

2. Special study based on auditable
records

18. Medical Records 1. Percentage of time spent based on Number of admissions (not allow-
auditable records able since it does not reflect

potential for other activi ties such
2. Any other basis must include time as outpatient and nursery)

spent for outpatient, doctors,. nursery, and other special service
areas (e.g., ICU, CCU)

19. Social Services Time spent in providing casework service
for clients/patients in each center (in-
cluding outpatients and special care, if
applicable)

20. Nursing School Assigned time (hours) of student nursing
service by department

21. Intern and Resident School Assigned hours of service by the department
for interns and residents

*This represents bases that have been determined to be unacceptable, it is not meant to be all inclusive.
TN No. 89-1 Approval Date: 2/23/90
supercedes Effective Date: 10/1/89
TN No. 80-2

89-1-MA (NJ)
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After the close of provider's reporting period (fiscal year) the following
method of cost finding must be used by the ICF/MR provider for the determina
tion of actual costs of services rendered during that period.

Step-Down Method

This method recognizes that services rendered by certain non-revenue
producing departments or centers are utilized by certain other non
revenue-producing centers as well as by the revenue-producing centers.
All costs of non-revenue-producing centers are allocated to all centers
which they serve, regardless of whether or not these centers produce
revenue. The costs of the non-revenue-producing center serving the
greatest number of other centers, while receiving benefits from the least
number of centers, is apportioned first. Following the apportionment of
the cost of the non-revenue-producing center, that center will be consid
ered "closed" and no further costs are apportioned to that center. This
applies even though it may have received some service from a center whose
cost is apportioned later. Generally, when two centers render service to
an equal number of centers while receiving benefits from an equal number,
that center which has the greatest amount of expense should be allocated
first.

The Bureau of Rate Setting has developed a uniform COlt report for the cost
finding method described above. Section 5 of this ICF/MR manual provides a
sample cost report for the Step-Down Method.

~tate of New Jersey
Department of Human Services
(Rev. May 1987)
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SECTION 3 - GENERAL PRINCIPLES FOR DETERMINING COSTS

NOTE: THE COST PRINCIPLES CONTAINED IN THIS SECTION REFLECT
GENERALLY ACCEPTED ACCOUNTING PRINCIPLES AND SHOULD BE
USED BY THE PROVIDER Q!1! AS A GUIDE. THE MEDICARE
PRINCIPLES OF REIMBURSEMENT ARE THE GOVERNING REGULA
TIONS APPLICABLE TO THE ICF/KR PROGRAM AND MUST BE
USED INSTEAD OF THE "GENERAL PRINCIPLES FOR DETER
HINING COSTS," IF ANY DIFFERENCES IN THE TREATMENT
OF SPECIFIC ITEMS OF COSTS EXIST.

~tate of New Jersey
Department of Human Services
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PRINCIPLES FOR DETERMINING COSTS

~

3.1 Introduction

Scope
Policy Guides
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3.1 INTRODUCTION

3.1

'-" This section promulgates principles and standards for determining costs appli
cable to service programs sponsored by the Department of Human Services acting
through Divisions. They are designed to provide a basis for a uniform approach
to the problem of determining costs, and to promote greater efficiency and
better relationships between the Division and individual agencies from which
services are purchased.

These principles are confined to the subject of cost determination and make no
attempt to identify the circumstances or dictate the extent of agency and
Division participation in the financing of a particular program. The princi
ples are designed to provide recognition of the full allocated costs of work
under generally accepted accounting principles. No provision for profit or
other increment above cost is provided for in these principles.

Policy Guides

The successful application of these principles requires development of mutual
understanding between representatives of the agency and of the Division as' to
their scope, applicability, and interpretation. It is recognized that the
arrangements for the agency and Division participation in the financing of a
program are properly subject to negotiation between the agency and the Division
in accordance with such government wide criteria as may be applicable, that
each agency should be expected to employ sound management practice in the
fulfillment of its obligation, and that each provider organization in recogni
tion of its own unique combination of staff, facilities and experience should
be responsible for employing whatever form of organization and management
techniques as may be necessary to assure proper efficient administration.

Limitations

Acceptance of the provider agencies rate(s) is predicated on the conditions
that:

(1) No costs other than those costs incurred by the Agency were included in
its service program cost category as finally accepted and that such costs
are allowable under the governing cost principles.

(2) Similar types of costs have been accorded consistent accounting treatment.

(3) The information provided by the Agency which was used as a basis for
acceptance of the provider agency rate(s) is not subsequently found to be
materially incomplete or inaccurate.

~tate of New Jersey
Department of Human Services
(Rev. Kay 1987) TN No. 89-1
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3.2 Basic ConsideratioDs

Composition of total costs. The total cost of a program is the sum of the
allowable direct and indirect costs allocable to the program less any applica
ble credi ts. In ascertaining what constitutes costs, any generally accepted
accounting method of determining or estimating costs that is equitable under
the circumstances may be used.

Factors affecting allowabilitt of costs. Factors to be considered in determin
ing the allowability of individual items of cost include:

(I) reasonableness,

(2) allocability,

(J) application of those generally accepted accounting principles and practic
es appropriate to the particular circumstances, and

(4) any limitations or exclusions set forth in this document or otherwise
included in the contract as to types or amounts of cost items.

Defini tion of reasonableness. A cost is reasonable if, in its nature or
amount, it does Dot exceed that which would be incurred by an ordinarily
prudent person in the conduct of competitive business. The question of the
reasonableness of specific costs must be scrutinized with particular care in
connection with institutions or separate divisions thereof which may not be
subject to effective competitive restraints. What is reasonable depends upon a
variety of considerations and circumstances involving both the nature and
amount of the cost in question. In determining the reasonableness of a given
cost, consideration shall be given to:

(1) whether the cost is of a type generally recognized as ordinary and neces
sary for the operation of the institution or the performance of the
contract;

(2) the restraints or requirements imposed by such factors as generally
accepted sound business practices, arms length bargaining, Federal and
State laws and regulations, and contract terms and specifications;

(J) the action that a prudent businessman would take in the circumstances,
considering his responsibilities to the public at large, the Government,
his employees, his clients, shareholders or members and the fulfillment of
the purposes for which the institution was organized; and

(4) significant deviations from the established practices of the institution
which may unjustifiably increase the contract costs.

~ate of New Jersey
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A Guide for Intermediate Care Facilities for the Mentally Retarded 3.2

Definition of allocability. A cost is allocable if it is assignable or charge
able to a particular cost objective, such as a contract, project, product,
service, process, or other major activity, in accordance with the relative
benefits received or other equitable relationship. Subject to the foregoing a
cost is allocable to a Government contract if it:

(1) is incurred specifically for the contract;

(2) benefits both the contract and other work and can be distributed to them
1n reasonable proportion to the benefits received; or

(3) is necessary to the overall operation of the institution, although a
direct relationship to any particular cost objective cannot be shown •

•~ere an organization utilizes the Standards of Accounting and Financial
Reporting for Voluntary Health and Welfare Organizations (or comparable gener
ally accepted accounting standards ·peculiar to its particular organizational
structure or activi ty) to allocate costs to non-Government supported activi
ties, it must also use such standards to allocate costs to Government
contracts.

Applicable credits. The term applicable credits refers to those receipts or
negative expEnditure types of transactions which operate to offset or reduce
expense items that are allocable to contracts as direct or indirect costs.
Typical examples of such transactions are: purchase discounts, rebates or
allowances; recoveries or indemnities on losses; sales of scrap or incidental
services; and adjustments of overpayments or erroneous charges. The applicable
portion of any income, rebate, allowance, and other credit relating to any
allowable cost, received by or accruing to the provider shall be credited to
the Government either as a cost reduction or by cash refund, as appropriate.

Third-Party Liability. The term third-party refers to an individual, institu
tion, corporation, or public or private agency that is liable to pay all or
part of the medical cost of injury, disease, or disability for a client of the
institution. Examples of third-party resources are:

(l) Medicare

(2) Railroad Retirement Act

(3) Insurance policies (private health, group health, liability, automobile
medical insurance, family heal th insurance carried by an absent parent)

(4) Workman's Compensation

(5) Veterans' Administration

(6) CHAMPUS (Civilian Health and Medical Program of the Uniformed Services)

Services TN No. 89-1
supercedes
TN No. 80-2
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/
C'-w'; Objectives

3.3

For cost determination purposes, components of costs may be classified into two
types: direct and indirect. This subsection addresses these two types of
costs.

Direct Cost

A direct cost is any cost which can be identified specifically with a particu
lar cost objective. Direct costs are not limited to items which are incorpo
rated in the end product as material or labor. Costs identified specifically
with the contract are direct costs of the contract and may be charged directly
thereto. Costs identified specifically with other work of the institution are
direct costs of that work and are not to be charged to the contract either
directly or indirectly. Items charged as direct cost to Government-supported
projects must be charged in a uniform manner to all other work of the institu
tion in order to preclude an overcharge to the Government as a result of the
Government's participation in the indirect cost pool.

Conversely, where the institution's established accounting system provides for
the treatment of certain items of cost as direct costs of the institution, then
the same items must be considered direct costs to Government-supported projects
and may not be included in the indirect cost pool.

~ljCert&in types of cost, or costs associated with certain activities are not
reimbursable as a charge to & Government contract. Examples of such
unallowable costs or activities are identified in Section 3.6. Even though a
particular activity or cost is designated as unallowable for purposes of

~. computing costs charged to Government work, it nonetheless must be treated as a
direct cost or activity if & portion of the institution's indirect cost is
properly allocable to it. The amount of indirect cost allocated must be in
accordance with the principles let forth below. In general, an unallowable
institutional activity Ihall be treated al & direct function when it
(1) includes salaries of personnel, (2) occupies Ipace, and (3) is serviced by
an indirect cost grouping(s). Thus the COlts associated with the following
types of activities when normal or necessary to an institution's primary
mission lhall be treated as direct costl:

(1) Maintenance of membership rolls, subscriptions, publications and related
functions.

(2) Providing services and information to members, legislative or administra
tive bodies or the public.

(3) Promotion, lobbying, and other forms of public relations.

(4) Meetings and conferences except those held to conduct the general adminis
tration of the institution.

(
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(5) Fund raising.

3.3

(6) Maintenance, protection, and investment of special funds not used 1n
operation of institutions.

(7) Administration of group benefits on behalf of members or clients including
life and hospital insurance, annuity or retirement plans, financial aid,
etc.

(8) Other activities performed primarily as a service to a membership, cli
ents, or the public.

This definition shall be applied to all items of cost of significant amount
unless the institution demonstrates that the application of any different
current practice achieves substantially the same results. Direct cost items of
minor amount may be distributed as indirect costs as described below.

Indirect Costs

An indirect cost is one which, because of its incurrence for common or joint
objectives, is not readily subject to treatment as a direct cost. Minor direct
cost items may be considered to be indirect costs for reasons of practicality.
After direct costs have been determined and charged directly to the contract or
other work as appropriate, indirect costs are those remaining to be allocated
to the several classes of work. The overall objective of the allocation
process is to distribute the indirect costs of the institution to its various
major activities or cost objectives in reasonable proportions with the benefits
provided to those activities or cost objectives. Because of the diverse
natures and purposes of organizations it is impractical to specifically identi
fy those functions which constitute major activities for purposes of identify
ing and distributing indirect costs. Such identification will be dependent
upon an institution's purpose-in-being, the services it renders to the public,
its clients and/or members, the amount of effort devoted to fund raising
activities, public relations, and membership activities, etc., as explained
under Direct Costs above.

Indirect cost shall be accumulated by logical cost groupings with due consider
ation of the reasons for incurring the costs. Each grouping should be deter
mined so as to permit distribution of the grouping on the basis of the benefits
accruing to the several cost objectives. Sub-grouping may be required where
there is no single equitable distribution base for all the elements of cost
comprising a group. Actual conditions must be taken into account in selecting
the method or base to be used in distributing the expenses assembled under each
of the objectives. Where a distribution can be made by assignment of a cost
grouping directly to the area benefited, the distribution should be made in
that manner. Where the expenses under a cost grouping are more general in
nature, the distribution to the cost objectives should be made through use of a
selected base which will produce results which are equitable to both the
Department and the institution. In general, any cost element or cost-related
factor associated with the institution's work is potentially adaptable for use
as a distribution base provided (l) it can readily be expressed in terms of,..,

State of New Jersey
Department of Human
(Rev. May 1987)
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dollars or other quantitative measure (total direct expenditures, direct
salaries, man-hours applied, square feet utilized, hours of usage, number of
documents processed, population served, and the like); and (2) it is common to
the cost objectives during the base period. The essential consideration in
selection of the distribution base in each instance is that it be the one best
suited for assigning the pool of costs to the objectives in accord with the
relative benefits derived, the traceable cause and effect relationship, or
logic.

The number and composition of the groupings should be governed by practical
considerations and should be such as not to complicate unduly the allocation
where substantially the same results are achieved through less precise methods.

A base period for distribution of indirect costs is the period during which
such costs are incurred and accumulated for distribution to work performed
within that period. The base period normally should coincide with the fiscal
year established by the institution, but in any event the base period should be
so selected as to avoid inequities in the distribution of costs.

Indirect Cost Pools

Subject to the following paragraphs, indirect costs allocable to an institu
tion's direct functions should be treated as a common pool, and the costs in
such common pool should then be distributed to the individual projects benefit
ing therefrom by use of a single rate.

In some instances a single rate for use across the board on all activities at
an institution may not be appropriate, since it would not take into account
those different environmental factors which may affect substantially the
indirect costs applicable to a particular segment of work at the institution.
For this purpose, a particular segment of work may be that performed under a
single contract or it may consist of work under a group of contracts performed
in a common environment. The environmental factors are not limited to the
physical location of the work. Other important factors are the level of the
administrative support required, the nature of the facilities or other resourc
es employed, the scientific disciplines or technical skills involved, the
organizational arrangements used, or any combination thereof. Where a particu
lar segment of work is performed within an environment which appears to gener
ate a significantly different level of indirect costs, provision should be made
for a separate indirect cost pool applicable to such work. The separate
indirect cost pool should be developed during the course of the regular distri
bution process, and the separate indirect cost rate resulting therefrom should
be utilized provided it i. determined that (1) such indirect cost rate differs
significantly from that which would have been obtained under a common pool as
stated above and (2) the volume of work to which such rate would apply is
material in relation to other activity at the institution.
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The Distribution Base

3.3

Indirect costs should be distributed to each applicable project on the basis of
direct salaries and vages, total direct costs or other basis vhich results in
an equitable distribution. For this purpose, an indirect cost rate should be
determined for a single or each of the separate indirect cost pools. The rate
in each case should be stated as the percentage vhich the amount of the partic
ular indirect cost pool is of the base selected.

~State of Nev Jersey
Department of Human
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3.4 SELECTED ITEMS OF COSTS

Application of Principles and Procedures

3.4

Costs shall be allowed to the extent that they are reasonable, allocable, and
determined to be allowable in view of the factors set forth in Section 3.2.
These criteria apply to all of the selected items of cost which follow notwith
standing that particular guidance is provided in connection with certain
specific items for emphasis or clarity.

Cost under any subcontracts entered into by the institution are subject to the
same cost regulations and policies as the institution.

Selected items of cost are listed in the following sections entitled General
Standards for Allowable Costs. It should be noted that not every element of
cost nor every situation that might arise is covered. Failure to list any item
of cost is not intended to imply ehat it is either allowable Or unallowable.
With respect to all items, whether or not specifically covered, determination
of allowability shall be based on the principles and standards set forth in
this document and, where appropriate, the treatment of similar or related
selected items.

Selected Item1 of Cost

Subsections 3.5 an 3.6 provide standards to be applied in establishing the
allowability of certain items involved in determining costs. These standards
should apply irrespective of whether a particular item of cost is properly
treated as direct cost or indirect cost. In case of a discrepancy between the
provisions of a specific contract and the applicable standards provided, the
provisions of the contract shall govern. Under any given contract the reason
ableness and allocability of certain items of costs may be difficult to deter
mine. This is particularly true in connection with nonprofit institutions
which are .0 diverse in nature and not subject to effective competitive re
straints. In order to avoid possible subsequent disallowance or dispute based
on unreasonableness or nonallocability, it is important that institutions
entering into contracts with the Government seek agreement in advance of the
incurrence of special or unusual costs in catego~ies where reasonableness or
allocability are difficult to determine. Such action may also be initiated by
the Government. Examples of costs on which advance agreements may be particu
larly important are:

(1) Compensation for personal services

(2) Consultant fees

(3) Deferred maintenance costs

(4) Excess facility costs

(5) Material, services, and supplies sold between organizations or divisions
under common control

~
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(6) Pre-award costs

(7) Publication and public information costs

(8) Royalties

(9) Training and educational costs

3.4

(10) Travel costs, as related to special or mass personnel movement, and to the
class of air-travel accommodations allowable

(11) Negotiated use allowance for fully depreciated assets

(12) Depreciation or use charge on assets donated to the institution by third
parties

J

~~

'-"
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3.5 ALLOWABLE ITEMS OF COST

3.5

1. Advertising Costs
2. Bidding or Proposal Costs
3. Bonding Costs
4. Civil Defense Costs
5. Compensation for Personal Services
6. Depreciation and Use Allowances
7. Employee Morale, Health, Welfare Costs
8. Fringe Benefits
9. Insurance and Indemnification

10. Labor Relations Costs
11. Maintenance and Repair Costs
12. Materials Costs
13. Other Business Expenses
14. Overtime, Extra-Pay Shift and Multi-Shift Premiums
15. Pension Plans
16. Plant Protection Costs
17. Professional Service Coat - Legal, Accounting

Scientific and Other
18. Rearrangement and Alteration Coati
19. Recruitment Coati
20. Relocation Coats
21. Rental Costs
22. Severance Pay
23. Taxes
24. Termination Costl
25. Trade, Business, Technical, and Professional

Activity Costs
26. Training and Educational Costs
27. Transportation Costl
28. Travel Costl
29. Clothing Costs

;; OFFlCIAl
11
12
12
18
21
22
22
23
24
24
25
25
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26

26
27
27
28
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30
30
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33
34
34
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General Standards for Allowable Costs

3.5

1.

2.

Advertising Costs

a. Advertising costs mean the costs of advertising media and corollary
administrative costs. Advertising media include magazine, newspa
pers, radio, and television programs, direct mail, trade papers,
outdoor advertising, dealer cards, and window displays, conventions,
exhibits, free goods, and samples, and the like.

b. The only advertising costs allowable are those which are solely for:

(1) the recruitment of personnel required for the performance by the
institution of obligations arising under the contract, when
considered in conjunction with all other recruitment costs (as
set forth in Item 19)

(2) the procurement of scarce items for the performance of the
contract; or

(3) the disposal of scrap or surplus materials acquired in the
performance of the project. Costs of this nature, if incurred
for more than on Government award or for both Government work
and other work of the institution, are allowable to the extent
that the principles in Section 3.2 and 3.3 are observed.

Bidding or Proposal Costs

Bidding or proposal costs are the inunediate costs of preparing bids or
proposals on potential Government and non-Government contracts or pro
jects •. Bidding costs of the current accounting period are allowable as
part of the indirect cost pool. Costs of past accounting periods are
unallowable. Bidding costs do not include any of those costs described in
Item 13.

3. Bonding Costs

a.Bonding costs arise when the Government requires assurance against
financial loss to itself or others by reason of the act or default of
the contractor. These costs arise also in instances where the
contractor requires similar assurance. Included are such bonds as
bid, performance, payment, advance payment, infringement, and fideli
ty bonds.

b. Costs of bonding required pursuant to the terms of the contract are
allowable.

c. Costs of bonding required by the contractor in the general conduct of
its operations are allowable to the extent that such bonding is in
accordance with sound business practice and the rates and premiums
are reasonable under the circumstances.

~tate of New Jersey TN No. 89-1
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4. Civil Defense Costs

a. Civil defense costs are those incurred in planning for, and the
protection of life and property against the possible effects of
enemy attack. Reasonable costs of civil defense measures (including
costs in excess of normal plant protection costs, first-aid training
and supplies, fire fighting training and equipment, posting of
additional exit notices and directions, and other approved civil
defense measures) undertaken on the institution's premises pursuant
to suggestions or requirements of civil defense authorities are
allowable when allocated to all work of the institution.

b. Costs of capital assets under (a) above are allowable through depre
ciation or use charges in accordance with Item 6.

c. Contributions to local civil defense funds and projects are
unallowable.

5. Compensation for Personal Services

a. Definition

Compensation for personal services includes all renumeration paid
currently or accrued in whatever form and whether paid immediately or
deferred for services rendered by employees of the institution during
the period of contract performance. It includes, but is not limited
to s~lary, wages, directors' and executive committee members' fees,

. bbhuses, incentive awards, employee insurance, fringe benefits, and
contributions to pension, annuity, and management employee incentive
compensation plans.

b. Allowability

Except as otherwise specifically provided in this subsec.tion, the
costs of compensation for personal services are to be treated as
allowable to the extent that:

(1) compensation is paid in accordance with policy, programs, and
procedures that effectively relate individual compensation to
the individual's contribution to the performance of contract
work, resulting in internally consistent treatment of employees
in like situations, and effectively relate compensation paid
within the organization to that paid for similar services
outside the organiiation;

(2) total compensation of individual employees is reasonable for the
services rendered; and

(3) costs are not in excess of those costs which are allowable by
the Internal Revenue Code and regulations thereunder.

State of New Jersey
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c. Reasonableness

3.5

(1) In activities other than those sponsored by the Government,
compensation for employees on Government sponsored work will be
considered reasonable to the extent that it is consistent with
that paid for similar work in the institution's other
activities.

(2) When the institution is predominantly engaged in Government
sponsored actlvltles, and in cases where the kind of employees
required for the Government sponsored activities are not found
in the institution's other activities, compensation for employ
ees on Government sponsored work will be considered reasonable
to the extent that it is comparable to that paid for similar
work in the labor markets in which the institution competes for
the kind of employees involved.

d. Review and Approval of Compensation of Individual Employees

In determining the reasonableness of compensation, the compensation
of each individual employee normally need not be subject to review
and approval. Reviews and approvals of individuals need be made only
in those cases in which a general review reveals amounts or types of
compensation which appear unreasonable or otherwise out of line.

e. Special Considerations in Determining Allowability

Certain conditions require special consideration and possible limita
tion as to allowability for contract cost purposes where amounts
appear excessive. Among such conditions are the following:

(1) Compensation to shareholders, members, trustees, directors,
associates, officers or members of the immediate families
thereof, or to persons who are contractually committed to
acquire a substantial financial interest in the enterprise.

Determination should be made that such compensation is reason
able for the actual personal services rendered rather than a
distribution of earnings in excess of costs.

(2) Any change in an institution's compensation policy resulting in
a substantial increase in the institution's level of compensa
tion, particularly when it was concurrent with an increase in
the ratio of Government awards to other business, or any change
in the treatment of allowability of specific types of compensa
tion due to changes in Government policy.

(3) The institution's activities are such that its compensation
levels are not subject to the restraints normally occurring in
the conduct of competitive business.
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f. Unallowable COStS

Costs of compensation are not allowable to che extent that they
result from provisions of labor·management agreements that, 8S

applied to work in the performance of Government contracts are
determined to be unreasonable either because they are unwarranted by
the charactet' and circumstances of the work or because they are
discriminatory against the Government. The application of the
provisions of a labor-management agreement designed to apply to a
given set of circumstances and conditions of employment (for example,
work involving extremely hazardous activities or work not requiring
recurrent use of overtime) is unwarranted ~hen applied to a Govern
ment contract involving significantly different circumstances and
conditions of employment, (for example, ~ork involving less hazardous
activities or work continually requiring use of overtime). It is
discriminatory against the Government if it results in individual
personnel compensation (in whatever form or name) in excess of that
being paid for similar non-Government work under comparable circum
stances. Disallowance of costs will not be made under this subpara
graph unless:

(1) the institution has been permitted an opportunity to justify the
costs; and

(2) due consideration has been given to whether there are unusual
conditions pertaining to the Government work '01hich impos~

burdens, hardships, Or hazards on the institution's employees,
for which compensation that might other~ise appear unreasonable
is required co attract and hold necessary personnel.

g. Special Requirements for Certain Compensation Costs

Certain forms of compensation are subject to the following
requirements:

(1) Salaries and Wages

Salaries and wages for current services include gross compensa
tion paid to employees in the fo~m of cash, products, or servic
es, and are allowable, except as provided in Item 14.

(2) Incentive Compensation

Incentive compensation to employees based on cost reduction, o~

efficient performance, suggestion awards, safety awards, etc.
are a.llowable to the e:<ttent that the overall compensation is
determined to be ~easonable and such C05t$ are paid or accrued

TN No. 89-1
supercedes
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pursuant to an agreement entered into in good faith between the
institution and the employees before the servi~es were rendered,
or pursuant to an established plan followed by the institution
so consistently as to imply, in effect, an agreement to make
such payment. Awards, and incentive compensation when deferred
are allowable to the extent provided in (3) below.

(3) Deferred Compensation

Deferred compensation includes all renumeration, in whatever
form, for which the employee is not paid until after the lapse
of a stated period of years or the occurrence of other events as
provided in the plans, except that it does not include normal
end of accounting period accruals for regular salaries and
wages. It includes:

(a) contributions to pension and annuity plans;

(b) contributions to disability, withdrawal,
survivorship, and similar benefit plans; and

(c) other deferred compensation.

insurance,

Deferred compensation is allowable to the extent that:

(a) except for past service pension and retirement costs, it is
for services rendered during the contract period;

(b) it is, together with all other compensation paid to the
employee, reasonable in amount;

(c) it is paid pursuant to an agreement entered into in good
faith between the institution and its employees before the
services are rendered, or pursuant to an established plan
followed by the institution so consistently as to imply, in
effect, an agreement to make such payments;

(d) the benefits of the plan are vested in the employees or
their designated beneficiaries and no part of the deferred
compensation reverts to the employer institution;

(e) in the case of past service pension costs, it is amortized
over a period of ten years or more; and

(f) for a plan which is subject to approval by the Internal
Revenue Service, it falls within the criteria and standards
of the Internal Revenue Code and the regulations of the
Internal Revenue Services.
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In determining the cost of deferred compensation allowable under
the contract, appropriate adjustments shall be made for credits
or gains, including those arising out of both normal and abnor
mal employee turnover, or any other contingencies that can
result in a forfeiture by employees of such deferred compensa
tion. Adjustments shall be made only for forfeitures which
directly or indirectly inure to the benefit of the institution.
Forfeitures which inure to the benefits of other employees
covered by a deferred compensation plan with no reduction in the
institution's costs will not normally give rise to an adjustment
in contract costs. Adjustments for normal employee turnover
shall be based on the institution's experience and on foresee
able prospects, and shall be reflected in the amount of cost
currently allowable. Such adjustments will be unnecessary to
the extent that the institution can demonstrate that its contri
butions take into account normal forfeitures. Adjustments for
possible future abnormal forfeitures shall be effected according
to the following rules:

(a) abnormal forfeitures that are foreseeable and which can be
currently evaluated with reasonable accuracy, by actuarial
or other sound computation shall be reflected by an adjust
ment of current costs otherwise allowable; and

(b) abnormal forfeitures, now within (a) above, may be made the
subject of agreement between the Government and the insti
tution either as to an equitable adjustment or a method of
determining such adjustment.

In determining whether deferred compensation is for services
rendered during the agreement period or is for future services,
consideration shall be given to conditions imposed upon eventual
payment, such as requirements of continued employment, consulta
tion after retirement, and covenants not to compete.

(4) Fringe Benefits

Fringe benefi t8 are allowances and services provided by the
institution to its employees as compensation in addition to
regular wages and lalariel. Costs of fringe benefits, such as
pay for vacations, holidays, sick leave, military leave, employ
ee insurance, and supplemental unemployment benefit plans are
allowable to the extent required by law, employer-employee
agreement, or an established policy of the institution.

(5) Severance Pay

See Item 22.

(6) Training and Education Expenses

See Item 26.
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(7) Location Allowances

3.5

"Location allowances," somet imes called "supplemental pay" or
"incentive pay," are compensation in addition to normal wages Or
salaries and are paid by institutions to especially compensate
or induce employees to undertake or continue work at locations
which may be isolated or in an unfavorable environment. Loca
tion allowances include extra wage or salary payments in the
form" of station allowances, extended per diem, or mileage
payments for daily commuting. They also include such benefits
as institution-furnished housing. Payment of location allowanc
es shall be allowed as costs under cost-reimbursement type
contracts, or recognized in pricing fixed-price type contracts,
only with prior approval in writing from the awarding agency and
only where and so long as the isolation or unfavorable environ
ment of the site make such payments necessary to the accomplish
ment of the work without unacceptable delays. Whether the site
is so isolated, or 'its environment is so unfavorable, as to
require location allowances is to be determined in the light of:

(a) its location and climate;

(b) the availability and adequacy of housing within reasonable
commuting distance; and

(c) the availability and adequacy of educational, recreational,
medical and hospital facilities.

The extent to which compensation includes allowances is to be
determined by comparing it with:

(a) the institution I I normal "compensation policy, including pay
Icales at its principal operating locations;

(b) pay scales of other organizationl and concerns operating at
or near the site; and

(c) compensation paid by other concerns within the same field
for similar services elsewhere.

Locations for which location allowances are paid shall be
reviewed at least once a year to determine whether such allOW
ances should continue to be allowed.
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c. Due consideration will be given to Government-furnished faci li ties
utilized by the institution when computing use allowances and/or
depreciation if the Government-furnished facilities are material in
amount. Computation of the use allowance and/or depreciation will
exclude the cost of grounds and buildings and equipment borne by or
donated by the federal/state/local Government, irrespective of where
title was originally vested or where it presently resides. Capital
expendi tures for land improvements (paved areas, fences, streets,
sidewalks, utility conduits, and similar improvements not already
included in the cost of buildings) are allowable provided the system
atic amortization of such capital expenditures has been provided in
the institution's books of account, based on reasonable determina
tions of the probable useful lives of the individual items involved,
and the share allocated to the contract is developed from the amount
thus amortized for the base period involved.

d. Normal depreciation on an institution's plant, equipment, and other
capital facilities is an allowabl~ element of cost provided that the
following conditions exist:

(1) The depreciation must be computed upon a property cost basis
which could have been used by the institution for Federal Income
Tax purposes, had such institution been subject to the payment
of income tax.

(2) By the consistent application to the assets concerned of any
generally accepted accounting method, and subject to the limita
tions of the Internal Revenue Code of 1954 as amended,
including:

(a) the straight line method;

(b) the declining balance method, using a rate not exceeding
twice the rate which would have been used had the annual
allowance been computed under the method described in (a)
above;

(c) the sum-of-the-years-digits method; and

(d) any other consistent method productive of an annual allow
ance which, when added to all allowances for the period
commencing with the use of the property and including the
current year, does not during the first two-thirds of the
useful life of the property exceed the total of such
allowances which would have been used had such allowances
been computed under the method described in (b) above.
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(3) Adequate property records must be maintained. The period of
useful service (service life) established in each case for
useable capital assets must be determined on a realistic basis
which takes into consideration such factors as type of construc
tion, nature of the equipment used, technological developments
in the particular area, and the renewal and replacement policies
followed for the individual items or classes of assets involved.
Where the depreciation method is introduced for application to
assets acquired in prior years, the annual charges therefrom
must not exceed the amounts that would have resul ted had the
depreciation methods been in effect from the date of acquisition
of such assets.

(4) The depreciation costs must be actually recorded and accounted
for on the institution's published financial statements.

r,:.

~.~.

e. When the use allowance method is followed, the use allowance for
buildings and improvements will be computed at an annual rate not
exceeding 2 percent of acquisition cost. The use allowance for
equipment will be computed at an annual rate not exceeding 6 2/3
percent of acquisition cost of usable equipment in those cases where
the institution maintains current records with respect to such
equipment on hand. Where the institution's records reflect only the
cost (actual or estimated) of the original complement of equipment,
the use allowance will be computed at an annual rate not exceeding 10
percent of such cost. Original complement for this purpose means the
complement of equipment initially placed in buildings to perform the
functions currently being performed in such buildings; however, where
a permanent change in the function of a building takes place, a
redetermination of the original complement of equipment may be made
at that time to establish a new original complement. In those cases
where no equipment records are maintained, the institution will
justify a reasonable estimate of· the acquisition cost of usable
equipment which may be used to compute the use allowance at an annual
rate not exceeding 6 2/3 percent of such estimate.

f. When the depreciation method is used for a particular class of
assets, no depreciation, rental or use charge may be allowed on any
such assets that would be viewed as fully depreciated. However, a
reasonable use charge may be negotiated for any such assets if
warranted after taking into consideration the cost of the facility or
item involved, the estimated useful life remaining at time of negoti
ation, the actual replacement policy followed in the light of service
lives used for calculating depreciation, the effect of any increased
maintenance charges or decreased efficiency due to age, and any other
factors pertinent to the utilization of the facility or item for the
purpose contemplated.
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g. When a facility is sold, the revaluation of that facility often
increases reimbursement for capital-related costs. The Department
will limit the increase in capital-related reimbursement associated
with the sale or transfer of real property, if the facility was
previously used for a Department of Human Services program, and the
owner was reimbursed for depreciation expense. The Department must
ensure that state and federal funds are not used to pay for the same
asset more than once. Therefore, reimbursement for capital-related
costs to the new owner must be based on the historical cost (the cost
to the original owner) or the purchase price, whichever is less.

(l) Reimbursement for depreciation expense must be based on the
acquisition of the asset as entered on the books and records of
the prior owner less any depreciation taken on the asset by the
prior owner.

(2) The new owner's capital-related costs must be determined by
using the same useful life and method of depreciation as used by
the prior owner for reimbursement by the Department.

(3) The Department recognizes that the limitation on reimbursement
of capital-related costs of revalued facilities may be circum
vented by certain sale/leaseback or sale-rental agreements. The
Department must determine the reasonableness of any lease and
rental costs involving a depreciable asset which has undergone a
change in ownership.

h. Depreciation or use charges on idle or excess facilities shall not be
allowed except on such facilities as are reasonably necessary for
standby purposes. (See Section 3.6, Item 6).

i. Depreciation and/or use charges should usually be allocated to all
activities as an indirect cost.

7. Employee Morale, Health, Welfare Costs, and Credits

a. Employee morale, health and welfare activities are those services or
benefits provided by the institution to its employees to improve
working conditions, employer-employee relations, employee morale, and
employee performance. Such activities include house publications,
health or first-aid clinics, recreation, employee counseling services
and, for the purpose of this paragraph, food and dormitory services.
Food and dormitory services include operating or furnishing facili
ties for cafeterias, dining rooms, canteens, lunch wagons, vending
machines, living accommodations, or similar types of services for the
institution'. employees at or near its facilities.

b. Except as limited by c. below, the aggregate of costs incurred on
account of all activities mentioned in a. above, less income generat
ed .by all such activities is allowable to the extent that the net
amount is reasonable.
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c. Losses from the operation of food and dormi tory services may be
included as cost incurred under b. above, only if the institution's
objective is to operate such services on a break-even basis. Losses
sustained because food services or lodging accommodations are fur
nished without charge or at prices or rates which obviously would not
be conducive to accomplishment of the above objective, are not
allowable except that a loss may be allowed to the extent the insti
tution can demonstrate that unusual circumstances exist (e.g., (i)
where the institution must provide food or dormi tory services at
remote locations where adequate commercial facilities are not reason
ably available or (ii) where it is necessary to operate a facility at
a lower volume than the facility could economically support) such
that, even with efficient management, operation of the services on a
break-even basis would require charging inordinately high prices or
prices or rates higher than those charged by commercial establish
ments offering the same services in the same geographical areas.

d. In those situations where the institution has an arrangement author
izing an employee association to provide or operate a service such as
vending machines in the fnstitution's plant, and retain the profits
derived therefrom, such profits shall be treated in the same manner
as if the institution were providing the service (Except as provided
in e.).

/,"" ...
e. Contributions by ~he institution to an employee organization, includ

ing funds set over from vending machine receipts or similar sources,
may be included as cost incurred under b. above only to the extent
that the institution demonstrates that an equivalent amount of the
costs incurred by the employee organization would be allowable if
incurred by the institution directly.

8. Fringe Benefits

See Item 5.

9. Insurance and Indemnification

Insurance includes (1) insurance which the institution is required to
carry, or which is approved, under the terms of the contract and (2) any
other insurance which the institution maintains in connection with the
general conduct of its business.

a. Costs of insurance required or approved, and maintained, pursuant to
the contract are allowable.

b. Costs or other insurance maintained by the institution in connection
with the general conduct of its business are allowable subject to the
following limitations:

(1) Types and extent of coverage shall be in accordance with sound
business practice and the rates and premiums shall be reasonable
under the circumstances.
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(2) Costs allowed for business interruption or other similar insur
~nce shall be limited to exclude coverage of profit.

(3) Costs of insurance or of any provision for a reserve covering
the risk of loss of or damage to Government property are allow
able only to the extent that the institution is liable for such
loss or damage. Such insurance or reserve does not cover loss
or damage which results from willful misconduct or lack of good
faith on the part of any of the institution's trustees, direc
tors or officers, or other equivalent representatives, who-have
supervision or direction of (i) all or substantially all of the
institutions business, or (ii) all or substantially all of the
institution's operations at anyone separate location in which
the contract is being performed, or who are specifically identi
fied as the project director in the project or otherwise primar
ily responsible for the direction and/or execution of the
project supported by the contract.

(4) Provisions for a reserve under an approved self-insurance
program are allowable to the extent that types of coverage,
extent of coverage, and the rates and premiums would have been
allowed had insurance been purchased to cover the risks.

(5) COlts of insurance on the lives of trustees, officers, or other
employees holding positions of similar responsibilities are
allowable only to the extent that the insurance represents
additional compensation. (See Item 5).

c. Actual losses which could have been covered by permissible insurance
(through an approved self-insurance program or otherwise) are
unallowble unless expressly provided for in the contract, except:

(1) costs incurred because of losses not covered under nominal
deduc t i ble insurance coverage provided in keeping wi th sound
business practice, are allowable; and

(2) minor losses not covered by insurance, such as spoilage, break
age, and disappearance of supplies, which occur in the ordinary
course of doing business, are allowable.

(3) indemnification includes securing the institution against
liabili ties to third persons and any other loss or damage not
compensated by insurance or otherwise. The Government is
obligated to indemnify the institution only to the extent
expressly provided in this section.

10. Labor Relations Costs

89-1-MA (NJ)
232/23/90

10/1/89
Approval Date:
Effective Date:

Costs incurred in maintaining satisfactory relations between the institu
tion and its employees, including costs of labor management committees,
employee publications, and other related activities, are allowable.

~State of New Jersey
Department of Human Services
(Rev. May 1987) TN No. 89-1

supercedes
TN No. 80-2



~Gui~~__tgr Intermediate Care Facilities for the Mentally Retarded

11. Maintenance and Repair Costs

3.5

Costs incurred for necessary maintenance, repair, or upkeep of buildings,
and equipment (including government property, unless otherwi se provided
for) which neither add to the permanent value of the property nor appre
ciably prolong its intended life, but keep it in an efficient operating
condition, are allowable. Costs incurred for improvements which add to
the permanent value of the buildings and equipment or appreciably prolong
their intended life shall be treated as capital expenditures (See Item 6).

12. Materials Costs

a. The cost of consumable supplies, and other materials necessary to
carry out the objectives of a contract, are allowable subject to the
provisions b. through e. below. Incoming transportation charges may
be a proper part of material costs.

b. Costs of material shall be suitably adjusted for applicable portions
of income and other credits, including available trade and cash
discounts, refunds, rebates, allowances, and credits for scrap and
salvage and material returned to vendors. Such income and other
credits shall either be credited directly to the cost of the material
involved or be allocated (as credits) to indirect costs. However,
where the institution can demonstrate that failure to take cash
discounts was due to reasonable circumstances, such lost discounts
need not be so credited.

c. Reasonable adjustments arlslng from differences between periodic
physical inventories may be included in arriving at costs, provided
such adjustments relate to the period of performance of the contract.

d. When the materials are purchased specifically for and identifiable
solely with performance under a contract, the actual purchase cost
thereof should be charged to that contract. If material is issued
from stores, any generally recognized method of pricing such material
is acceptable if that method is consistently applied and the results
are equitable. When estimates of material costs to be incurred in
the future are required, either current market price or anticipated
acquisition cost may be used, but the basis of pricing must be
disclosed.

e. Allowance for all materials, supplies and services which are sold or
transferred between any division, subsidiary or affiliate of the
institution under a cOlIIDon control shall be on the basis of cost
incurred in accordance with these principles, except that when it is
the established practice of the transferring organization to price
interorganization transfers of materials, supplies and services at
other than cost for non-Government work of the institution or any
division, subsidiary or affiliate of the institution under a common
control, allowance may be at a price when:
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13.

(1) it is or is based on an "established catalog Or market price of
commercial items sold in substantial quantities to the general
public,1t or

(2) it is the result of "adequate price competition lt and is the
price at which an award was made to the affiliated organization
after obtaining quotations on an equal basis from such organiza
tion and one or more outside sources which normally produce the
item or its equivalent in significant quantity. Provided, that
in either case:

(a) the price is not in excess of the transferor's current
sales price to his most favored customer <including any
division, subsidiary, or affiliate of the institution under
a common control) for a like quantity under comparable
conditions, and

(b) the price is not determined to be unreasonable by the
awarding agency.

The price determined in accordance with (1) above should be
adjusted, when appropriate, to reflect the quantities being
procured and may be adjusted upward or downward to reflect
the actual cost of any modifications necessary because of
contract requirements.

Other Business Expenses

Included in this item are such recurring expenses as preparation and
publication of reports to members and trustees, preparation and submission
of required reports and forms to taxing and other regulatory bodies, and
incidental costs of director and committee meetings. The above and
similar costs are allowable when allocated on an equitable basis.

14. Overtime, Extra-Pay Shift and Multi-Shift Premiums

Premiums for overtime, extra-pay shifts, and multi-shift work are allow
able only with the approval of the Department except:

a. when necessary to cope with emergencies, such as those resulting from
accidents, natural disasters or breakdowns of equipment;

b. when employees are performing indirect functions such as with admin
istration, maintenance, or accounting;

c. when lower overall cost to the Covernment will result.

Overtime premiums and shift premiums may be considered proper for approval
when determined in writing by the awarding agency that approval:

.~.
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a. is necessary to meet deli very or performance schedules, and such
schedules are determined to be extended to the maximum consi stent
with essential program objectives;

b. is necessary to make up for delays which are beyond the control and
without the fault or negligence of the institution;

c. is necessary to eliminate foreseeable bottlenecks of an extended
nature which cannot be eliminated in any other way.

Approvals should ordinarily be prospective, but may be retroactive where
justified by the circumstances. Such approvals may be for an individual
contract project, or program, or for a division, department, or branch, as
most practicable.

Where overtime premiums or shift premiums are being paid at Government
expenses in connection with the performance of Government contracts the
continued need therefore should be subject to periodic review by the
awarding agency.

15. Pension Plans

See Item 5.

16.

17.

Plant Security Costs

Necessary expenses incurred to comply with Department security require
ments or for facility protection, including wages, uniforms, and equipment
of personnel, are allowable.

Professional Service Cost - Legal, Accounting,Scientific and Other

a. Costs of professional and consultant services by persons who are
members of a particular profession or possess a special skill, and
who are not officers or employees of the provider agency, are allow
able subject to b., c. and d. below, when reasonable in relation to
the services rendered and when not contingent upon recovery of the
costs from the Department.

b. In determining the allowability of costs in a particular case, no
single factor or any special combination of factors is necessarily
determinative. However, the following factors are relevant:

(1) the nature and scope of the service rendered in relation to the
service required

(2) the necessity of contracting for the service, considering the
institution's capability in the particular area
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{3} the past pattern of such costs, particularly 1n years prior to
the award of Government work

(4) the impact of Government work on the institution's business
(i.e., what new problems have arisen)

(5) whether the proportion of Government work to the institution's
total business is such as to influence the institution in favor
of incurring the cost, particularly where the services rendered
are not of a continuing nature and have little relationship to
work under Government contracts

(6) whether the service can be performed more economically by
employment rather than by contracting

(7) the qualifications of the individual or concern rendering the
service and the customary fees charged, especially on non
Government contracts

(8) adequacy of the contractual agreement for the service (e.g.,
description of the service, estimate of time required, rate of
compensation, termination provisions)

c. Retainer fees to be allowable must be reasonably supported by eVl
dence of bona fide services available or rendered.

d. Costs of legal, accounting, and consulting service, and related
costs, incurred in connection with organization and reorganization,
defense of antitrust ,uits, and the prosecution of claims against the
Government, are unallowable. Costs of legal, accounting, and con
sulting services, and related costs, incurred in connection with
patent or copyright infringement litigation, are unallowable unless
otherwise provided for in the contract.

18. Rearrangement and Alteration Costs

Costs incurred for ordinary or normal rearrangement and alteration of
facilities are allowable. Special arrangements and alteration costs
incurred specifically for the project are allowable when written approval
has been given in advance by the awarding agency.

19. Recruiting Costs

The following recruiting costs are allowable: costs of "help-wanted"
advertising, operating costs of an employment office, costs of operating
an educational testing program, travel expenses including food and lodging
of employees while engaged in recruiting personnel, and travel costs of
applicants for interviews for prospective employment. Where the provider
agency uses employment agencies, costs not in excess of standard commer~

cial rates for such services are allowable.
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Recruiting costs are subject to the following criteria:

3.5

a. costs of help-wanted advertising that includes color, advertising
material for other than recruitment, or is excessive in size are
unallowable.

b. costs of excessive salaries, fringe benefits, and special emoluments
that have been offered to prospective employees, designed to attract
personnel from another institution performing as contractor to the
Government, or in excess of the standard practices in comparable
institutions, are unallowable.

c. where relocation costs incurred incident to recruitment of a new
employee have been allowed either as an allocable direct or indirect
cost and the newly hired employee resigns for reasons within his
control within 12 months after hire, the institution shall be re
quired to refund or credit such relocation costs to the Government.

20. Relocation Costs

Relocation costs are costs incident to the permanent change of duty
assignment (for an indefinite period, or for a stated period of no less
than 12 months) of an existing employee or upon recruitment of a new
employee.

Relocation costs are allowable only if formally approved by the Department
and the move is for the benefit of the employer and the costs are not
otherwise unallowable. Reimbursement shall not exceed the employee's
actual or reasonably estimated expenses and is in accordance with estab
lished policy or practice designed to motivate employees to relocate
promptly and economically.

Allowable relocation costs may include, but are not limited to the
following:

a. transportation of the employee, members of his immediate family and
his household and personal effects to the new location.

b. finding a new home, such as advance trips by employees and spouses to
locate living quarters and temporary lodging during the tranSltlon
period (provided the transition period is kept to a minimum and does
not exceed a cumulative total of 30 days including advance trip
time) •

c. closing costs (i.e., brokerage fees, legal fees, appraisal fees>
incident to the disposition of housing (provided the costs do not
exceed 8% of the sales price of the property sold).
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d. other necessary and reasonable expenses incident to relocation, such
as costs of cancelling an unexpired lease, disconnecting or rein
stalling household appliances, and purchase of insurance against
damage to personal property.

Relocation costs related to the acquisition of a new home in a new loca
tion (i.e., brokerage fees, legal fees, appraisal fees) and the loss of
sale of home are not allowable.

21. Rental Costs

a. Rental costs of land, building, and equipment and other personal
property are allowable if the rates are reasonable in light of such
factors as rental costs of comparable facilities and market condi
tions in the area, the type, life expectancy, condition, and value of
the facilities leases, options available, and other provisions of the
rental agreement. Application of these factors, in situations where
rentals are extensively used, may involve among other considerations,
comparison of rental costs with the amount which the institution
would have received had it owned the facilities. A rental charge
cannot be made to the contract if the building or equipment is owned
by the institution. Instead a depreciation of use charge may be
utilized. (See Item 6)

b. Charges in the nature of rent between plants, divisions, or organiza
tions under common control are allowable to the extent such charges
do not exceed the normal costs of ownership, such as depreciation,
taxes, insurance, and maintenance; provided, that no part of such
costs shall duplicate any other allowed costs.

c. Unless otherwise specifically provided in the contract, rental costs
specified in sale and leaseback agreements, incurred by institutions
through selling plant facilities to investment organizations, such as
insurance companies, associate institutions, or to private investors,
and concurrently leasing back the same facilities, are allowable only
to the extent that such rentals do not exceed the amount which the
contractor would have received had it retained legal title to the
facilities.

d. Rentals for land, building and equipment and other personal property
owned by affiliated organizations including corporations or by
stockholders, members, directors, trustees, officers of other key
personnel of the institution or their families either directly or
through corporation., trusts or other similar arrangements in which
they hold a more than token interest are allowable only to the extent
that such rentals do not exceed the amount· the institution would have
received had legal title to the facilities been vested in it.

e. The allowability of rental costs under unexpired leases in connection
with terminations is treated in Item 24.
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22. Severance Pay

3.5

a. Severance pay, also commonly referred to as dismissal wages, is a
payment in addition to regular salaries and wages, by institutions to
workers whose employment is being terminated. Costs of severance pay
are allowable only to the extent that, in each case, it is required
by:

(1) law;

(2) employer-employee agreement;

(3) established policy that constitutes, in effect, an implied
agreement on the institution's part; or

(4) circumstance of the particular employment.

b. Costs of severance payments are divided into two categories as
follows:

(1) Actual normal turnover severance payments shall be allocated to
all work performed in the institution's facilities; or where the
institution provides for accrual of pay for normal severances,
such method will be acceptable if the amount of the accrual is
reasonable in light of payments actually made for normal sever
ances over a representative past period, and if amounts accrued
are allocated to all work performed in the institution's
facilities.

(2) Abnormal or mass severance pay is of such a conjectural nature
that measurement of costs by means of an accrual will not
achieve equity to both parties. Thus, accruals for this purpose
are not allowable. However, the Government recognizes its
obligation to participate, to the extent of its fair share, in
any specific payment. Thus, allowability will be considered on
a case-by-case basis in the event of occurrence.

23. Taxes

a. In general, taxes which the institution is required to pay and which
are paid or accrued in accordance with generally accepted accounting
principles are allowable, except for:

(1) federal income taxes and similar levies against income of the
institution derived from activities unrelated to the project
supported by the contract;

(2) taxes in connection with financing, refinancing, or refunding
operations (See Item 8);
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(3) taxes from vhich exemptions are available to the institution
directly or available to the institution based on an exemption
afforded the Government except vhen the admini strati ve burden
incident to obtaining the exemption outveighs the corresponding
benefits accruing to the Government;

(4) special assessments on land vhich represent capital improve
ments; and

(5) taxes on any category of property vhich is used solely in
connection vith vork other than on Government contracts (unless
the amounts involved are insignificant or comparable results
vould othervise be obtained.)

b. Taxes determined allovable but upon vhich a claim of illegality or
erroneous assessment exists, are allovable provided the institution,
prior to payment of such taxes:

(1) promptly requests instruction from the avarding agency concern
ing such taxes, and

(2) takes all action directed by the avarding agency or an indepen
dent decision of the Government as to the existence of a claim
of illegality or erroneous assessment, including cooperation
vith and for the benefit of the Government to determine the
legality of such assessment, or secure a refund of such taxes.

Reasonable costs of any such action undertaken by the institution at
the direction or vith the concurrence of the avarding agency are
allovable. Interest and penalties incurred by an institution by
reason of the non-payment of any tax at the direction of the avarding
agency or by reason of the failure of the avarding agency to issue
timely direction after prompt request, are also allovable.

c. Any refund of taxes, interest, or penalties, and any payment to the
institution of interest thereon, attributable to taxes, interest, or
penalties Which vere alloved as project costs, shall be credited or
paid to the Government in the manner directed by the Government,
provided any interest actually paid or credited to an institution
incident to a refund of tax, interest or penalty shall be paid or
credited to the Government only to the extent that such interest
accrued over the period during vhich the institution has been reim
bursed by the Government for the taxes, interest or penalties.

24. Termination Costs

Contract terminations generally give rise to the incurrence of costs, or
the need for special treatment of costs, vhich vould not have arisen had
the project not been terminated. Cost principles covering these items are
set· forth belovo Hovever, if a contract is terminated for cause or
default, costs resulting from termination are unallovable.,-,.
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a. Common Items

3.5

The cost of items reasonably usable on the institution's other work
shall not be allowable unless the institution submits evidence that
it could not retain such items at cost without sustaining a loss. In
deciding whether such items are reasonably usable on other work of
the institution, the awarding agency should consider the institu
tion's plans and orders for current and scheduled operations.
Contemporaneous purchases of common items by the institution shall be
regarded as evidence that such items are reasonably usable on the
institution's other work. Any acceptance of common items as alloca
ble to the terminated portion of the project should be limited to the
extent that the quantities of such items on hand, in transit, and on
order are in excess of the reasonable quantitative requirements of
other work.

b. Costs Continuing After Termination

If in a particular case, despite all reasonable efforts by the
institution, certain costs cannot be discontinued immediately after
the effective date of termination, such costs are generally allowable
within the limitations set forth in this document, except that any
sucil costl continuing after termination due to the negligent or
willful failure of the institution to discontinue such costs shall be
considered unallowable.

c. Rental COStl

Rental costs under unexpired leases are generally allowable where
clearly shown to have been reasonably necessary for the performance
of the terminated project less the residual value of such leases, if:

(1) the amount of such rental costs claimed does not exceed the
reasonable use value of the property leased for the period of
the project and such further period as may be reasonable; and

(2) the institution makes all reasonable efforts to terminate,
assign, settle, or otherwise reduce the cost of such lease.

The cost of alterations of such leased property also may be included,
provided such alterations were necessary for the performance of the
project, and of reasonable restoration required by the provisions of
the lease •
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d. Settlement Expenses

3.5

25.

26.

Settlement expenses including the following are generally allowable:

(1) accounting, legal, clerical, and similar costs reasonably
necessary for the preparation and presentation to awarding
agency of settlement claims and supporting data with respect to
the terminated portion of the project, and the termination and
settlement of subcontracts.

(2) reasonable costs for the storage, transportation, protection,
and disposition of property acquired or produced for the
project.

e. Subcontractor Claims

Subcontractor claims, including the allocable portion of claims which
are common to the project and to other work of the institution are
generally allowable.

Trade, Business, Technical and Professional Activity Costs

Costs of memberships in trade, business, technical, and professional
organizations are allowable. Cost of subscriptions to trade, business,
professional, or technical periodicals are allowable. Costs of meals,
transportation, rental of facilities for meetings, and costs incidental
thereto, when the primary purpose of the incurrence of such costs is the
dissemination of technical information or stimulation of production are
allowable.

Training and Educational Costs

a. Costs of on-the-job training and part-time education, at an under
graduate or post-graduate college level are allowable only when the
course or degree pursued is related to the job requirements of the
employee, and limited to:

(1) training materials;

(2) textbooks;

(3) fees charged by the educational institution;

(4) tuition charged by the educational institution, or in lieu of
tuition, instructors' salaries and the related share of indirect
cost of the educational institution to the extent that the sum
thereof is Dot in excess of the tuition which would have been
paid to the participating educational institution; and
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27.

28.

(5) straight-time compensation of each employee for time spent
attending classes during work hours not in excess of 156 hours
per year where circumstances do not permit the operation of
classes or attendance at classes after regular working hours.

b. Costs of tuition, fees, training materials and textbooks (but not
subsistence, salary, or any other emoluments) in connection with
full-time scientific and medical education at a post-graduate (but
not undergraduate) college level related to the job requirements of
bona fide employees are allowable. Such costs are limited to the
costs attributable to a total period not to exceed one school year
for each employee so trained. Such costs are allowable when approved
in writing by the awarding agency.

c. Grants to educational or training institutions, including the dona
tion of facilities or other properties, scholarships, or fellowships,
are considered contributions and are unallowable.

d. The costs of training courses taken by a employee to acquire basic
skills which he should bring to the job or to qualify a person for
duties other than those related to an institution's goals are
unallowable.

Transportation Costs

Transportation costs include freight, express, cartage, and postage
charges related ei ther to goods purchased, in proces s, or del i vered.
These costs are allowable. When such costs can readily be identified with
the items involved, they may be directly costed as transportation costs or
added to the cost of such items (See Item 12). Where identification with
the materials received cannot readily be made, transportation costs may be
charged to the appropriate indirect cost accounts if the institution
follows a consistent, equitable procedure in this respect. Outbound
freight, if reimbursable under the terms of the contract shall be treated
as a direct cost.

Travel Costs

a. Travel costs are the expenses of transportation, lodging, subsis
tence, and incidental expenses incurred by institution personnel in a
travel status while on official business of the institution. Travel
costs are allowable subject to paragraphs b. and c. below, when they
are directly attributable to specific work under the contract or
incurred in the normal course of administration of the institution.

b. Travel costs may be charged on an actual costs incurred, or on a per
diem or mileage basis in lieu of actual costs, or on a combination of
the two, provided the method used does not result in an unreasonable
charge.

2/23/90
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c. The difference in cost between first-class and less than first-class
air accommodations is unallowable except when less than first-class
air accommodations are not reasonably available to meet necessary
mission requirements, such as where less than first-class accommoda
tions would (1) require circuitous routing, (2) required travel
during unreasonable hours, (3) greatly increase the duration of the
flight, (4) result in additional costs which would offset the trans
portation savings, or (5) offer accommodations which are not reason
ably adequate for the medical needs of the traveler.

d. Costs of personnel movement of a special or mass nature are allowable
only when authorized or approved in writing by the sponsoring agency.
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Attachment 4.190

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Reimbursement for Intermediate Care Facilities for the Mentally Retarded

(ICF/MRs)

Clothing supplied by the facility, as required by the patient's plan of care, will be an
allowable cost for Medicaid patients residing in public and private ICFs/MR.

OFFICIAL
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NEW

TN t'\o ~ \<&
~.~.";:< ..:~...,,,: .. ..I; ... -~ ......~,;.• ,_ '-'....:·.-.c·"·_",:,,......"" .L:.~_ ".'_.,~.",,:,,-~~

....;.;.:

OCT 22 19W



A Guide for Intermediate Care Facilities for the Mentally Retarded

3.6 UNALLOWABLE ITEMS OF COST

3.6

L Bad Debts
2. Capital Expenditures
3. Contingencies
4. Contributions and Donations
5. Entertainment Costs
6. Excess Facility Costs
7. Fines and Penalties
8. Interest and Other Financial Costs
9. Independent Research and Development

10. Losses on Other Grants or Contracts
11. Organization Costs
12. Plant Reconversion Costs
13. Preaward Costs
14. Profits and Losses on Disposition of Plant

Equipment, or Other Capital Assets
15. Public Information Service Costs
16. Publication and Printing Costs

General Standards for Unallowable Costs

36
36
36
37
37
37
38
39
39
40
40
40
40

41
41
42

1. Bad Debts

Bad debts, including losses (whether actual or estimated) arlSlng from
uncollectable customers I accounts and other. claims, related collection
costs, and related legal costs, are unallowable.

Capital Expenditures

The costs of equipment, buildings, and repairs which materially increase
the value or useful life of buildings or equipment, are unallowable except
as provided for in the contract.

3. Contingencies

a. A contingency is a possible future event or condition arlSlng from
presently known or unknown causes, the outcome of which is indeter
minable at the present time.

b. In historical costing, contingencies are not normally present since
such costing deals with costs which have been incurred and reported
on the institution's books. Accordingly, contingencies are generally
unallowable for historical costing purposes. However, in some cases
as for example, terminations, a contingency factor may be recognized
which is applicable to a past period to give recognition to minor
unsettled factors in the interest of expeditious settlement.
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c. In connection with estimates of future costs, contingencies fall into
two categories:

(1) those which may arise from presently known and existing condi
tions, the effects of which are foreseeable wi thin reasonable
limits of accuracy; e.g., pension funds, sick leave, and vaca
tion accruals, etc. In such situations where they exist,
contingencies of this category are to be included in the esti
mates of future cost so as to provide the best estimate of
performance costs; and

(2) those which may arise from presently known or unknown condi
tions, the effect of which cannot be measured so precisely as to
provide equitable results to the institution and to the Govern
ment; e.g., results of pending litigation, and other general
business risks. Contingencies of this category are to be
excluded from cost estimates under the several items of costs,
but should be disclosed separately, including the basis upon
which the contingency is computed in order to facilitate the
negotiation of appropriate contractual coverage (See
Section 3.5, Items 9, 11 and 22.).

4. Contributions and Donations

Contributions and donations by the institution to others are unallowable.

The value of donated services or goods provided by individual volunteers
or members of volunteer organizations is not an allowable cost; however,
the fair market value of donated services or goods utilized in the perfor
mance of direct cost activity shall be considered in the determination of
the indirect cost rate(s) and, accordingly, shall be allocated a propor
tionate share of indirect cost.

5. Entertainment Costs

Costs of amusements, diversions, ceremonials, entertainment or social
activities, such as meals, beverages, lodging, rentals, transportation,
and gratuities for staff or guests are not allowable. Entertainment on
holidays and special occasions for children served by the agency, 15

allowable if specifically provided for in the agency's work program of
care and treatment. (See Section 3.5, Items 7 and 25.)

6. Excess Facility Costs

a. As used in this item, the following terms have the meanings
indicated:

(1) Facilities means land and buildings, equipment individually or
collectively, or any other tangible capital asset, wherever
located and whether owned or leased by the institution.

TN No. 89-1
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(2) Idle Facilities means completely unused facilities that are
excess to the institution's current needs.

(3) Idle Capacity means the unused capacity of partially used
facilities. It is the difference between <a) that which a
facility could achieve under 100 percent operating time less
operating interruptions resul ting from time lost for repai rs,
setups, unsatisfactory materials, and other normal delays, and
(b) the extent to which the facility was actually used to meet
demands during the accounting period.

(4) Costs of Idle Facilities or Idle Capacity means costs such as
maintenance, repair, housing, rent, and other related costs
(e.g., property taxes, insurance, and depreciation).

b. The costs of idle facilities are unallowable except to the extent
that:

(1) the facilities are necessary to meet fluctuations in workload;
or

(2) although not necessary to meet fluctuations in workload, they
were necessary when acquired and are now idle because of changes
in program requirements, contractor efforts to produce more
economically, reorganization, termination, or other causes which
could not have been reasonably foreseen. Under the exception
stated in this subparagraph, costs of idle facilities are
allowable for a reasonable period of time, ordinarily not to
exceed one year, depending upon the initiative taken to use,
lease, or dispose of such facilities (but see allowable Item 24,
(b) and (e), Section 3.5).

c. The costs of idle capacity are normal costs of doing business and are
a factor in the normal fluctuations of usage or indirect cost rates
from period to period. Such costs are allowable, provided the
capacity is reasonably anticipated to be necessary or was originally
reasonable and is not subject to reduction or elimination by sublet
ting, renting, or sale, in accordance with sound business, economics,
or security practices. Widespread idle capacity throughout an entire
plant or among a group of assets having substantially the same
function may be idle facilities.

7. Fines and Penalties

Costs of fines and penalties resulting from violations of, or failure of
the institution to comply with, federal, state, and local laws and regula
tions are unallowable except when incurred as a result of compliance with
specific provisions of the contract instructions in writing from the
awarding agency.
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8. Interest and Other Financial Costs

3.6

a. Costs incurred for interest on borrowed capital or temporary use of
endowment funds, however represented, are unallowable, except for
Medicare/Medicaid programs which allow certain interest expenses (See
Medicare principles of reimbursement).

b. Costs of organized fund ralslng, including financial campaigns,
endowment drives, solicitation of gifts and bequests, and similar
expenses incurred solely to raise capital or obtain contributions are
unallowable.

c. Costs of investment counsel and staff and similar expenses incurred
solely to enhance income from investments are unallowable.

d. Where substantial effort or time is devoted to fund raising and
investment activities in relation to other functions of an institu
tion, such activities shall be considered as a major activity of the
institution and shall be allocated its share of indirect costs in
accordance with Section 3.3, Indirect Costs.

9. Independent Research and Development

a. An institution's independent research and development (I.R. and 0.)
is that research and development which is not sponsored by the
Government or a non-Government organization under a grant/contract or
other arrangement.

b. Basic research, for the purpose of this document, is that type of
research which is directed toward increase of knowledge wi thin a
particular discipline. In such research, the primary aim of the
investigator is a fuller knowledge of understanding of the subject
under study, rather than any practical application thereof. Applied
research, for the purpose of this document consists of that type of
effort which (i) is normally derived from the results of basic
research, but may not be severable from related basic research,
(2) attempts to determine and expand the potentialities of new
scientific discoveries or improvements in technology, materials,
processes, methods, devices, and techniques, and (3) attempts to
"advance the state of the art." Applied research, does not include
any such efforts when their principle aim is the design, development,
or test of specific articles or services to be offered for sale,
which are within the definition of the term development as defined in
c. below. Census research, for the purpose of this document, is that
type of activity devoted to the compilation and interpretation of
statistical and other analytical information acquired through survey
(e.g., interview, circularization of questionnaires), observations or
from books, treatises, articles or other sources relative to specifi
cally defined activities, occurrences or conditions for the purpose
of accomplishing some scientific end.
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c. "Development" is the systematic use of s~ientific kno~ledge ~hich is
directed toward the production of, Or improvements in, useful prod
ucts to meet specific performance requirements, but exclusive of
manufacturing and production engineering.

d. Independent research and development will be treated 1n a manner
consistent with the treatment of sponsored research and development.
Accordingly, an institution's I.R. & D. shall be allocated in propor
tionate share of indirect costs on the same basis that indirect costs
are allocated to sponsored research and development.

e. The cost of an institution's LR. & D. including its proportionate
share of indirect costs, is unallowable.

10. Losses on Other Grants or Contracts

Any excess of costs over income on any grant or contract is unallo~able as
a cost of any other grant or contract.

11. Organization Costs

12.

Expenditures such as incorporation fees, attorney's fees, accountant I s
fees, broker's fees, fees to promoters and organizers, in connection ~ith

(a) organization or reorganization of a business, or (b) raising capital,
are unallowable unless specified otherwise in the contract.

Plant Reconversion Costs

Plant reconversion costs are those incurred in the restoration or rehabil
itation of the institution's facilities to approximately the same condi
tion existing immediately prior to the commencement of the contract ~ork,

fair wear and tear excepted. Reconversion costs are unallowable except
for the cost of removing Government property and the restoration or
rehabilitation costs caused by such removal. However, in special circum
stances where equity so dictates, additional costs may be allowed to the
extent agreed upon in writing before the costs are incurred. Whenever
such costs are given consideration, care should be exercised to avoid
duplication through allowance as contingencies, as additional profit or
fee, or in other contracts.

13. Preaward Costs

Costs incurred prior to the effective date of the contract, whether or not
they would have been allowable thereunder if incurred after such date, are
unallowable unless specifically set forth and identified in the contract.
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14. Profits and Losses on Disposition of Plant Equipment, or Other Capital
Assets

Profits and losses of any nature arising from the sale or exchange of
plant, equipment, or other capital assets, including sale or exchange of
ei ther short- or long-term investments, shall be excluded in computing
contract costs. However, the Medicare/Medicaid program allows certain
adjustments to the allowable depreciation cost of depreciable assets to
reflect disposition gains or losses. Refer to the Medicare principles of
reimbursement for further explanation.

15. Public Information Services Costs

Public information services costs include the costs associated with
promotions, public relations, pamphlets, news releases, and other forms of
information services. Such costs are normally incurred to:

a. inform or instruct individuals, groups or the general public about
health or social problems;

b. interest individuals or groups in participating in a service program
of the institution;

c. provide stewardship reports to State and local government agencies,
benefactor foundations and associations, etc.;

d. appeal for funds;

e. disseminate the results of sponsored and non-sponsor~d research or
other activity.

To the extent that the costs incurred for any of these purposes are
identifiable with a particular cost objective they should be charged to
the objective to which they relate.

If these costs are not identifiable with a particular cost objective, they
should be allocated as indirect costs to all major activities of the
institution except that costs related to fund-raising appeals are
unallowable as costs of contracts.

Public information service costs are unallowable as a direct cost of
contracts unless formally approved by the awarding agency.

~State of New Jersey
Department of Human Services
(Rev. May 1987)

TN No. 89-1
supercedes
TN No. 80-2

Approval Date: 2/23/90

Effective Date: 10/1/89
41

89-1-MA (NJ)



A Guide for Intermediate Care Facilities for the Mentally Retarded

16. Publication and Printing Costs

3.6

Publication costs include the costs of printing (including the processes
of composition, platemaking, press work, binding and the end products
produced by such processes), distribution, promotion,mailing and general
handling.

Publication costs are unallowable as a direct cost of contracts unless
formally approved by the awarding agency.
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SECTION 4

PROVIDER FISCAL MANAGEMENT RESPONSIBILITIES

4.1 Retention and Access Requirements for Records

4.2 Internal Control

4.3 Property Management Standards

Definitions
Real Property
Equipment and Supplies
State Share of Real Property, Equipment and Supplies

4.4 Procurement Standards

Code of Conduct
Free Competition
Procedural Requirements
Requirements for Governmental Provider Agencies to Use

Formal Advertising
Contract Provisions
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4.1 RETENTION AND ACCESS REQUIREMENTS FOR RECORDS

4.1

The provider agency and its subcontractors are required to maintain adequate
books and records, supporting documents, statistical records and all other
records pertinent to the contract program services and expenditures. All such
books and records must be retained for five (5) years from the termination or
expiration date of the service agreement, with the following qualifications:

(1) The records must be retained beyond the five (5) year period if any
litigation, claim, negotiation, audit or other action involving the
records have not been resolved.

(2) Records for equipment which was acquired with Federal/State funds must be
retained for three (3) years after its final disposition or replacement or
transfer at the direction of the awarding party.

(3) When contract records are transferred to or maintained by the Department
or Division, the five (5) year retention requirement is not applicable to
the agency.

The agency's residential, treatment, and social services faci lities shall be
available to the Department/Division, the State Department of Treasury, the
State Office of Fiscal Affairs and any appropriate federal agency or any
persons or organizations engaged thereby, for visitation. The agency shall
during regular business hours make available to all such governmental agencies,
or any persons or organizations engaged thereby, its financial, statistical and
program information and any other data relating to the contract, program
services and expenditures in order to make audit, examination, inspection,
excerpts and transcripts.

All examinations, inspections, audi ts and v1S1tations shall be conducted in
accordance with generally accepted standards of privilege and confidentiality.

The agency shall treat all personal records (including but not limited to case
records) of division placements as confidential and except upon court order
shall not, without approval by notice from the Division, and except in accor
dance with such restrictions as may be contained in such approval, release in
any manner any portion of such records to other than authorized personnel of
the agency or the Division. However, if the agency's facilities are outside
the State of Hew Jersey authorized personnel includes that of such other
state's local or state government.

The rights of access to records described above shall not be limited to the
five (5) year retention period but shall last as long as the records are
retained.

Copies made by microfilming, photocopying, or similar methods may be substi
tuted for the original records.

"-"
State of Hew Jersey
Department of Human
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4.2 INTERNAL COlfl'ROL

4.2

A strong internal control system is a combination of policies, standards and
~ procedures which, when used together, will prevent unauthorized acts and will

preserve the assets and reputation of an organization. It is a top management
responsibility that cannot be delegated although most of the work. will be
assigned to definite staff members in well-run organizations. Internal control
deals with ensuring that the organization is functioning as planned; managerial
policies are being adhered to; managerial and supervisory controls are being
exercised as planned; assets are safeguarded; and accounting data is accurate
and reliable.

The general objective of effective internal control is to provide pOSltlve
assistance in carrying out duties and responsibilities effectively, efficiently
and economically giving due regard for necessity for complying with require
ments and restrictions of contracts and applicable laws and regulations.
Specific objectives are to restrict obligations and expenditures to a minimum;
safeguard assets against waste, loss or improper/unnecessary use; ensure that
all income is collected and/or properly accounted for; and ensure accuracy and
reliability of financial and statistical reports.

Financial management system design must consider policies, organization,
segregation of duties/functions, information systems, authorization and record
procedures, expenditure control, safeguarding resources, personal accountabili
ty, qualifications of personnel, supervision and review. Effective internal
financial control can prevent theft, fraud, forgery, kick.backs, innocent
mistakes that can raise questions of fraud or mismanagement, and adverse
publicity.

The general requirements necessary to achieve effective internal financial
control include:

(l) a system of checks and balances entailing specific routine procedures and
a careful separation of functions;

(2) accounting, recordkeeping, and reporting in accordance with sound, estab
lished business practices;

(3) expenditure control policies and procedures which include specific,
prudent authorization practices; and

(4) monthly reconciliation of bank accounts by someone not involved in cash or
recording transactions.

Effective Date: 10/1/89
89-1-MA (NJ)

ltate of New Jersey
'--oepartment of Human Services

(Rev. May 1987)
TN No. 89-1
supercedes
TN No. 80-2

2
Approval Date: 2/23/90



A Guide for Intermediate Care Facilities for the Mentally Retarded 4.2

Several specific requirements apply to the way disbursements and payroll are
handled.

(1) Disbursements

The following represent sound basic rules wi th regard to disbursements:

(a) Checks must be drawn on a bank authorized by the Board of Directors.

(b) Checks should be prenumbered, and voided checks must be carefully
controlled and accounted for.

(c) Checks should be signed by authorized personnel.

(d) Signed checks should not be returned to persons who prepared them.

such records
approved by

(e) Disbursements should be supported by
receiving reports, and purchase orders
involved in purchasing or receiving.

as invoices,
someone not

(2) Payroll

In addition to the generally applicable disbursement requirements enumer
ated above, the following represent sound rules with regard to payroll:

(a) Payroll procedures should be written.

(b) Attendance records should be kept, but not in the payroll office.

(c) Signed checks should not be returned to the payroll office.

(d) Persons distributing paychecks should not have access to blank
checks.

(e) The distribution of pay should be witnessed.

'-'
State of New Jersey
Department of Human
(Rev. May 1987)
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4.3

'-"
PROPERTY MANACEMENT STANDARDS

This section prescribes uniform standards governing title, use and disposition
of real and tangible personal property furnished by the Federal, State or Local
governments or whose acquisition costs were borne in whole or in part with
funds from the Federal, State or Local governments.

DEFINITIONS

Acquisition - Acquisition of property includes purchase, construction or
fabrication of property, but does not include rental of property or alterations
and renovations of real property.

Acquisition Cost - Acquisition Cost of an item of purchased equipment means the
net invoice price of equipment, including the cost of modifications, attach
ments, accessories, or auxiliary apparatus necessary to make the equipment
usable for the purpose for which it was acquired. Other charges such as the
cost of installation, transportation, taxes, duty or protective in-transit
insurance shall be included in or excluded from the unit acquisition cost in
accordance with regular accounting practices of the organization purchasing the
equipment. If the item is acquired by trading in another item and paying an
additional amount, "acquisition cost" means the amount received for trade-in
plus the additional outlay.

Trade-in - Amount received for trade-in of an item of equipment traded in for
replacement equipment means the amount that would have been paid for the
replacement equipment without a trade-in minus the amount paid with the trade
in. The term refers to the actual difference, not necessarily the trade-in
value shown on an invoice.

Equipment - Equipment means tangible personal property having a useful life of
more than one year and an acquisition cost of $300 or more per unit.

Personal Property - Personal property means property of any kind except real
property. It may be tangible, having physical existence, or intangible, and
having no physical existence, such as patents, inventions, and copyrights.

Real Property - Real property means land, including land improvements, struc
tures and appurtenances thereto, but excluding movable machinery and equipment.

Replacement Equipment - Replacement equipment means property acquired to take
the place of other equipment. To qualify as replacement equipment, it must
serve the same function as the equipment replaced and must be of the same
nature or character, although not necessarily the same model, grade, or
quality.

Supplies - Supplies means all tangible personal property other than equipment.

~State of New Jersey
Department of Human Services
(Rev. Kay 1987)
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REAL PROPERTY

Subject to the obligations and conditions set forth in this section, title to
real property, equipment, and supplies acquired under contract shall vest, upon
acquisition, in the agency.

Except as othervise provided by Federal and State statutes, real property to
vhich this section applies shall be subject to the folloving requirements, 1n
addition to any other requirements imposed by the terms of the contract:

(1) Use. The property shall be used for the originally authorized purpose as
long as needed for that purpose. When no longer so needed, approval of
the Division may be requested to use the property for other purposes. Use
for other purposes shall be limited to:

(a) projects or programs supported by other Sate contracts or agreements;

(b) activities not supported by other State contracts or agreements but
having, nevertheless, purposes consistent with those of the legisla
tion under which the original contract was made.

(2) Transfer of Title. Approval may be requested from the Division to trans
fer title to an eligible third party for continued use for authorized
purposes in accordance with paragraph (1) of this section. If approval is
permissiole under Federal and State statutes and is given, the terms of
the transfer shall provide that the transferee shall assume all the rights
and obligations of the transferor set forth in the Property Management
Standards of this Manual or in other terms of the contract.

(3) Disposition. When the real property is no longer to be used as provided
in paragraphs (1) and (2) of this section, the disposition instructions of
the Division shall be followed. Those instructions will provide for one
of the folloving alternatives:

(a) The property shall be sold and the Division shall be paid an amount
computed by multiplying the State share of the property (see State
Share of Property belov) times the proceeds from sale (after deduct
ing actual and reasonable selling and fix-up expenses, if any, from
the sales proceeds). Proper sales procedures shall be used that
provide for competition to the extent practicable and result in the
highest possible return.

(b) The recipient shall have the option either of selling the property in
accordance vith paragraph 3(a) of this section or of retaining title.
If title is retained, the State government shall be paid an amount
computed by multiplying the market value of the property by the State
share of the property.

~State of Nev Jersey
Department of Human Services
(Rev. May 1987)
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"~......,

(c) The recipient shall transfer the title to either the State government
or an eligible non-State party named by the Division. The agency
shall be entitled to be paid an amount computed by multiplying the
market value of the property by the non-State share of the property.

EQUIPMENT AND SUPPLIES

(1) State Transfer Right. For items of equipment having a unit acquisition
cost of $1,000 or more, the Division shall have the right to require
transfer of the equipment (including title) to the State government or to
an eligible non-State party named by the Division. This right will
normally be exercised by the Division only if the project or program for
which the equipment was acquired is transferred from one agency to anoth
er. The right shall be subject to the following conditions:

(a) In order for the Division to exercise the right, a specific notice
that it is exercising the right or considering doing so must be
issued no later than the 120th day after the end of the contract for
which the equipment was acquired. In addition, the notice must have
been received by the agency before other permissible disposition of
the equipment took place in accordance with paragraph (6) below
(Disposition of Equipment).

(b) If the right is exercised, the agency shall be entitled to be paid
any reasonable, resulting shipping or storage costs incurred, plus an
amount computed by multiplying the market value of the equipment by
the non-State share of the equipment. (See State share of Real
Property, Equipment, and Supplies below.)

(2) Right of Agency Awarding Subcontracts. When an agency awards a subcon
tract, it may reserve for itself a right similar to that in paragraph (l)
of this section for items of equipment having a unit acquisition cost of
$1,000 or more which are acquired under that subcontract. Wi thout the
approval of the Division, the right may be exercised only if the project
or program for which the equipment was acquired is transferred to another
subcontractor and only for the purpose of transferring the equipment to
the new subcontractor for continued use in the project or program.

(3) Equipment Lists. If at any time an awarding party is considering exercis
ing its right to require transfer of equipment, it may require the
recipient to furnish a listing of all items of equipment that are subject
to the right. This will enable the awarding party to determine which
items, if any, should be transferred.

(4) Use of Equipment. Equipment which has not been transferred shall be used
by the recipient in the project or program for which it was acquired as
long as needed, whether or not the project or program continues to be
supported by State funds. When no longer needed for the original project
or program, the recipient shall use the equipment, if needed, in other
projects or programs currently or previously sponsored by the State
Government, in the following order or priority:

State of New Jersey
~Department of Human Services
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(5)

(a) projects or programs currently or previously sponsored by the same
State Department/Division;

(b) projects or programs currently or previously sponsored by other State
Departments.

If equipment is being used less than full time in the project or program
for which it was originally acquired, the recipient shall make it avail
able for use in other projects or programs currently or previously spon
sored by the State Government, provided such other use will not interfere
with the work on the original project or program. First preference for
such other use shall be given to other projects or programs sponsored by
the same contracting Division.

When the recipient can no longer use the equipment it may voluntarily make
the equipment available for use on projects or programs currently or
previously sponsored by the State Government which the reclplent is
supporting through subcontracts or through non-State contracts. If the
recipient is a subcontractor, it may also voluntarily make the equipment
available for use on projects or programs currently or previously spon
sored by the State Government which are being conducted or supported by
the agency.

Unless the Division provided otherwise, while equipment is being used as
described in the preceding paragraphs of this section, it may also be used
part time for other purposes. However, use as described in those para
graphs shall be given priority over other uses.

Replacement of Equipment. Equipment may be exchanged for replacement
equi pment if needed. The replacement may take place ei ther through
trade-in or through sale and application of the proceeds to the acquisi
tion cost of the replacement equipment. In either case, the transaction
must be one which a prudent person would make in like circumstances.

If an additional outlay to acquire the replacement equipment is charged as
a direct cost to the contract, the replacement equipment shall be subject
to whatever property requirements or exemptions are applicable to that
contract.

For any replacement not covered by the paragraph above, the provisions of
these Property Management Standards applicable to the equipment replaced
shall carryover to the replacement equipment. However, none of the
provisions of these Property Management Standards shall carryover if (i)
the State share of the equipment replaced was 10 percent or less or (ii)
the product of that share times the amount received for trade-in or sale
is $100 or less.

(6) Disposition of Equipment. When original or replacement equipment is no
longer to be used in projects or programs currently or previously spon
sored by the State government, disposition of the equipment shall be made
as follows:

Effective Date: 10/1/89
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(a) Equipment with a unit acquisition cost of less than $1,000 and
equipment with no further use value may be retained, sold, or other
wise disposed of, with no further obligation to the State government.

(b) All Other Equipment. (i) The equipment may be retained Or sold, and
the State government shall have a right to an amount calculated by
multiplying the current market value or the proceeds from sale by the
State share of the equipment. If the equipment is sold, $100 or 10
percent of the total sales proceeds, whichever is greater, may be
deducted and retained from the amount otherwise due for selling and
handling expenses. (ii) If the agency's project or program for which
funds or under which the equipment was acquired is still receiving
funds from the same Division program and if the Division approves,
the net amount due may be used for allowable costs of that project or
program. Otherwise, the net amount must be remitted to the Division
by check.

(7) Equipment Management Requirem~nts. Procedures for managing equipment
(including replacement equipment) until transfer, replacement, or disposi
tion takes place shall, as a minimum, meet the following requirements:

(a) Property records shall be maintained accurately.
equipment, the records shall include:

For each item of

1.

2.

A description of the equipment, including manufacturer's model
number, if any;

An identification number, such as the manufacturer's serial
number, if any;

3. Identification of the contract under which the recipient ac
quired the equipment;

4. The information needed to calculate the State share of the
equipment. (See State share of Real Property, Equipment, and
Supplies, below.)

5. Acquisition date and unit acquisition cost;

6. Location, use, and condition of the equipment and the date the
information was reported;

7. All pertinent information on the ultimate transfer, replacement,
or disposition of the equipment.

Effective Date: 10/1/89
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(b) A physical inventory of equipment shall be taken and the results
reconciled with the property records at least once every two years to
verify the existence, current utilization and continued need for the
equipment. A statistical sampling basis is acceptable. Any differ
ences between quantities determined by the physical inspection and
those shown in the accounting records shall be investigated to
determine the causes of the differences.

(c) A control system shall be in effect to ensure adequate safeguards to
prevent loss, damage, or theft of the equipment. Any loss, damage,
or theft of equipment shall be investigated and fully documented.

(d) Adequate maintenance procedures shall be implemented to keep the
equipment in good condition.

(e) Where equipment is to be sold and the State government is to have a
right to part or all of the proceeds, selling procedures shall be
established which will provide for competition to the extent practi
cable and result in the highest possible return.

(8) Supplies. If supplies exceeding $1,000 in total aggregate market value
are left over upon termination or expiration of the contract for which
they were acquired and the supplies are not needed for any project or
program currently or previously sponsored by the State government, the
contract shall be credited by an amount computed by multiplying the State
share of the supplies times the current market value or, if the supplies
are sold, the proceeds from sale. If the supplies are sold, 10 percent of
the proceeds may be deducted and retained from the credit, for selling and
handling expenses.

STATE SHARE OF REAL PROPERTY, EQUIPMENT, AND SUPPLIES

Several parts of these Property Management Standards require a determination of
the State or non-State share of real property, equipment or supplies. In
making such a determination, the following principles shall be observed:

(1) General. (a) Except as explained in the following paragraphs of this
section, the State share of the property shall be the same percentage as
the State share of the acquiring party's total costs under the contract
during the contract years (or other funding period) to which the acquisi
tion cost of the property was charged. For this purpose, "cost under the
contract" means allowable costs which are borne by the contract. Only
costs incurred are to be counted (not the value of third party in-kind
contributions). Moreover, if the property was acquired by an agency that
awarded subcontracts, costs incurred by its subcontractors shall be
included only to the extent borne by the subcontracts. For example, if a
subcontractor incurred $200,000 of project costs, of which $150,000 was
borne by the subcontract, only the $150, 000 shall be included in the
agency's costs.

TN No. 89-1
supercedes
TN No. 80-2
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(2)

(b) If the property is acquired by a subcontractor, the State share of
the subcontractor's costs under the contract and hence of the property
shall be calculated by multiplying the State share of the agency's costs
by the latter's share of the subcontractor's costs. For example, if the
State share of an agency's costs is 50 percent and the subcontract bears
only 50 percent of a subcontractor's costs, then the State share of that
subcontractor's costs (and of the property acquired by that subcontractor)
is 25 percent.

Property Acquired Only Partly Under A Contract. (a) Sometimes only a part
of the acquisition cost of an item of property is borne as a direct cost
by the contract. The remainder might, for example, represent voluntary
cost sharing or it might be charged to a different activity. Occasional
ly, the amount paid for the property is only a part of its value, and the
remainder is donated as an in-kind contribution by the party that provided
the property.

(b) To calculate the State share of such property, first determine the
State share of the acquiring party's total costs under the contract,
explained in the paragraph (1) of this section. Then multiply that share
by the percentage of the property's acquisition cost (or its market value,
if the item was partly donated) which was borne as a direct cost by the
contract.

(3) Replacement equipment. The State share of replacement equipment shall be
calculated as follows:

(a) Step 1. Determine the State share (percentage) of the equipment
replaced.

(b) Step 2. Determine the percentage of the replacement equipment's cost
that was covered by the amount received for trade-in or the sales
proceeds from the equipment replaced.

(c) Step 3. Multiply the Step 1 percentage by the Step 2 percentage.

(d) If an additional outlay for the replacement equipment was charged as
a direct cost to the contract calculate the State share attributable
to that additional outlay as explained in paragraph (2) (b) of this
section. Add that additional percentage to the Step 3 percentage.

TN No. 89-1
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4.4 PROCUREMENT STANDARDS

4.4

This section contains standards for use by agencies 1n establishing procedures
for the procurement of supplies, equipment, construction, and other services
whose cost is borne in whole or in part as a direct cost by State contract
funds.

No additional procurement standards or requirements shall be imposed by the
Department/Division unless specifically required by Federal or State statutes
or Executive Orders.

The following definitions are provided as used in this section:

(1) Formal advertising - A procurement method which involves adequate purchase
description, sealed bids, and public opening of bids.

(2) Negotiation - Any method of procurement other than formal advertising.

Agencies may use their own procurement policies, provided the procurements are
made in accordance with the standards in this section.

The standards in this section do not relieve the agency of the contractual
responsibilities arising under its contracts. The agency is the responsible
authority, without recourse to the Division, regarding issues arising out of
its procuremLnts. This includes but is not limited to disputes, claims,
protests of award, source evaluation, or other matters of a contractual nature.
Hatters concerning violation of law are to be referred to such Local, State, or
Federal authority as may have proper jurisdiction.

CODE OF CONDUCT

(1) The agency shall maintain a code or standards of conduct that shall govern
the performance of its officers, employees or agents engaged in the
awarding and administration of contracts that are subject to this section.
The code or standards shall provide for disciplinary actions to be applied
for violations of the code or standards by the agency's officers, employ
ees or agents. For governmental agencies such disciplinary actions are
required only to the extent otherwise permissible under the Government's
laws, rules, or regulations. To the extent permissible under its laws,
rules, or regulations, the governmental agency shall also provide for
actions to be taken against contractors or their agents who wrongfully
take part in a violation of the code or standards of conduct.

(2) The agency's officers, employees or agents shall neither solid t nor
accept gratuities, favors, or anything of monetary value from contractors
or potential contractors. This is. not intended to preclude bona-fide
institutional fund-raising activities.

~ate of New Jersey
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(3) No employee, officer, or agency of a nongovernmental agency shall partlcl
pate in the selection, award or administration of a contract subject to
this section where, to his or her knowledge, any of the following has a
financial interest in that contract:

(a) the employee, officer, or agent;

(b) any member of his or her immediate family;

(c) his or her partner;

(d) an organization in which any of the above is an officer, director, or
employee;

(e) a person or organization with whom any of the above individuals is
negotiating or has any arrangement concerning prospective employment.

FREE COMPETITION

(1) All procurement transactions shall be conducted in a manner to provide to
the maximum extent practicable, open and free competition.

(2) The agency should be alert to organizational conflicts of interest or
non-competitive practices among contractors that may restrict or eliminate
competition or otherwise restrain trade. In particular, a contractor that
develops or drafts specifications,requirements, a statement of work, an
invitation for bids or a request for proposals for a particular procure
ment by a nongovernmental agency should be excluded from competing for
that procurement except when, upon request of the agency, the Division
waives this requirement for a particular procurement.

(3) Solicitations shall clearly set forth all requirements that the bidder/
officer must fulfill in order for his bid/offer to be evaluated. Awards
shall be made to the responsible bidder/offerer whose bid/offer is respon
sive to the solicitation and is most advantageous to the agency, price and
other factors considered. Factors such as discounts, transportation
costs, and taxes may be considered in determining the lowest bid. Any and
all bids/offers may be rejected when it is in the agency's interest to do
so, and in the case of governmental agency such rejections are in accor
dance with the government's applicable laws, rules, or regulations.

PROCEDURAL REQUIREMENTS

The agency shall establish procurement procedures which at a minimuim provide
for the following:

(1) Proposed procurement actions shall follow a procedure to assure that
unnecessary or duplicative items are not purchased. Where appropriate, an
analysis shall be made of lease and purchase alternatives to determine
which would be the most economical procurement.

~State of New Jersey
Department of Human Services
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(2) Solicitations for goods and services shall be based upon a clear and
accurate description of the technical requirements for the material,
product, or service to be procured. Such description shall not, in
competitive procurements, contain features which unduly restrict competi
tion. "Brand name or equal" description may be used as a means to define
the performance or other salient requirements of a procurement, and when
so used the specific features of the named brand which must be met by
bidders/offerers should be clearly specified.

(3) Where applicable, section 7(b) of the Indian Self-Determination and
Education Assistance Act (25 U.S.C. 450e(b) shall be observed.

(4) Positive efforts shall be made by procuring parties to utilize small
business and minority-owned business sources of supplies and services.
Such efforts should allow these sources the maximum feasible opportunity
to compete for contracts subject to these procurement standards.

(5) The type of procuring instruments used (e.g., fixed-price contracts, cost
reimbursable contracts, purchase orders, incentive contracts) shall be
determined by the agency but must be appropriate for the particular
procurement and for promoting the best interest of the program involved.
The "cost-plus-a-percentage-of-cost" method of contracting shall not be
used.

(6) Contracts shall be made only with responsible contractors who possess the
potential ability to perform successfully under the terms and conditions
of a proposed procurement. Consideration shall be given to such matters
as contractor integrity, record of past performance, financial and techni
cal resources or accessibility to other necessary resources.

(7) The terms of the agency contract may require that the following be submit
ted for prior approval of the Division if the aggregate expenditure is
expected to exceed $5,000: (l) any proposed sole source subcontract and
(2) any subcontract which a non-governmental agency proposes to award
after seeking competition but receiving only one bid or proposal.

(8) Non-governmental agencies should make some form of price or cost analysis
in connection with every negotiated procurement action. Price analysis
may be accomplished in various ways, including the comparison of price
quotations submitted, market prices and similar indicia, together with
discounts. Cost analysis is the review and evaluation of each element of
cost proposed by the offerer to determine reasonableness, allocability and
allowability.

(9) Procurement records and files for purchases in excess of $10,000 shall
include the following:

(a) basis for contractor selection;

(b) justification for lack of competition when competitive bids or offers
are not obtained;

~.
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(c) basis for award cost or price.

'-" 00) A system for contract administration shall be maintained to ensure con-
tractor conformance with terms, conditions and specifications of the
contract, and to ensure adequate and timely follow-up of all purchases.

REQUIREMENTS FOR GOVERNMENTAL PROVIDER AGENCIES TO USE FORMAL ADVERTISING

0) Except as provided in paragraph (2) of this section, in making procure
ments that are subject to these procurement standards, governmental
agencies shall use formal advertising.

(2) Procurements may be negotiated if it is not feasible to use formal adver
tising. Generally, such procurements may be negotiated if one or more of
the following conditions prevail:

(a) The public exigency will not permit the delay incident to
advertising.

(b) The material or service to be procured 1S available from only one
person or firm.

(c) The aggregate amount involved does not exceed $10,000.

(d) The contract is for personal or professional services, or for any
service to be rendered by a university, college, or other educational
institution.

(e) The material or services are to be procured and used outside the
limits of the United States and its possessions.

(f) No acceptable bids have been received after formal advertising.

(g) The purchases are for highly perishable materials or medical sup
plies, for material or services where the prices are established by
law, for technical items or equipment requiring standardization and
interchangeability of parts with existing equipment, for experimen
tal, developmental or research work, for supplies purchased for
authorized resale, or for technical or specialized supplies requiring
substantial initial investment for manufacture.

(h) Formal advertising is otherwise not practicable or feasible, and
negotiation is authorized by applicable laws, rules, or regulations.

(3) Notwithstanding the existence of circumstances justifying negotiation,
competition shall be obtained to the maximum extent practicable.

~State of New Jersey
Department of Human Services
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(4) For every negotiated procurement in excess of $10,000 by a governmental
agency, written justification for the use of negotiation in lieu of formal

'-r' advertising shall be included in the government's procurement records and
files, in addition to the information required under procedural require
ments paragraph (2) above. The justification may be on a class basis,
i.e., covering a group of related or similar contracts, or it may be on an
individual contract basis.

CONTRACT PROVISIONS

(l) Scope. This section contains requirements relating to prOV1Slons that
must be included in contracts that are subject to these procurement
standards. The requirements shall also apply to subcontracts of any tier
under contracts, and the term "contracts" in this section shall be con
strued as including subcontracts.

(2) General. All contracts shall contain sufficient provisions to define a
sound and complete agreement.

(3) Administrative Remedies for Violations. Contracts in excess of $10,000
shall contain contractual provisions or conditions that will allow for
administrative, contractual or legal remedies in instances in which
contractors violate or breach contract terms, and provide for such remedi
al actions as appropriate.

(4) Termination Provisions. Contracts in excess of $10,000 shall contain
suitable provisions for termination by the party awarding the contract,
including the matter by which termination will be affected and the basis
for settlement. These contracts shall describe conditions under which the
contract may be terminated for default as well as conditions where the
contract may be terminated because of circumstances beyond the control of
the contractor.

(5) E.O. 11246. Where applicable, construction contracts in excess of $10,000
shall contain a provision requiring compliance with Executive Order 11246
entitled "Equal Employment Opportunity," as amended by Executive Order
11375, and as supplemented in Department of Labor regulations (41 CFR Part
60) •

(6) Copeland Act. Contracts in excess of $2,000 for construction or repair
shall include a provision for compliance with the Copeland "Anti-Kick-Back
Act" (18 U.S.C. 874) as supplemented in Department of Labor regulation (29
CFR Part 3). All suspected or reported violations shall be reported to
the Division by the agency.

(7) Davis-Bacon Act. When required by the Federal legislation governing the
contract program, all construction contracts in excess of $2,000 shall
include a provision for compliance with the Davis-Bacon Act (40 U.S.C.
276a to a-7) as supplemented by Department of Labor regulations (29 CFR
Part 5). All suspected or reported violations shall be reported to the
Division by the agency.

~State of New Jersey
Department of Human Services
(Rev. Hay 1987) TN No. 89-1
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(8) Contract Work Hours and Safety Standards Act. All contracts subject to
the Contract Work and Safety Standards Act (40 U.S.C. 327 et seq.) shall
include a provision requiring the contractor to comply with the applicable
sections of the act and the Department of Labor's supplementing regula
tions (29 CFR Parts 5 and 1926).

(9) Access to Records. Contracts shall include a provision reflecting the
rights of access to the contractor's records as contained in the "Reten
tion and Access Requirements for Records" section of this Manual.

(10) Clean Air and Water Act. Contracts in excess of $100,000 shall contain
provisions requiring compliance with all applicable standards, orders or
regulations issued pursuant to the Clean Air Act as amended
(42 U.S.C. 1857 et seq.) and the Federal Water Pollution Control Act
amended (33 U.S.C. 1251 et seq.). Violations shall be reported in writing
to the Environmental Protection Agency and a copy of the report shall be
submitted to the Division. (See Title 40 - Code of Federal Regulations,
Part 15 for relevant regulations of the Environmental Protection Agency.)

'-'"State of New Jersey
Department of Human
(Rev. May 1987)
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5.1

5.2

SECTION 5

COST REPORTING INSTRUCTIONS

General ICF/KR Cost Reporting Instructions

Instructions for Completing the Cost Report

Schedule A - Provider Cost Distribution
Schedule A-I - Schedule of Depreciation
Schedule A-2 - Details of Administrative and General
Schedule A-3 - Details of ICF/MR
Scheudle A-4 - Details of Unallowable Activities
Scheule A-S - Details of Applicable Credits
Schedules Band 8-1 - Cost Allocation
Schedule C - Calculation of Per Diem Rate
Schedule D - Related Organizations

5.3 Sample ICF/KR Cost Report

(.,.......
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';.1 GENERAL IeF IKB. COST REPORTINC INSTRUCTIONS
.......

5.1

The objective of the cost report is to accurately charge the appropriate costs
to each program cost center. It is essential that all of the costs incurred
during the reporting period, by the provider, be reported in this cost report.
To ensure that this objective is met and that all costs incurred are reported,
the provider must include with the cost report a copy of its audited/unaudited
financial statements for the reporting period. In those cases where the costs
reported on the Provider's Financial Statements are not readily identifiable
with those submitted on the cost report, please provide a reconciliation
worksheet.

In preparing the cost allocation step-down, it is essential that a direct
relationship exist between the allocating statistics and the cost being allo
cated. For example, it would not be appropriate to allocate laundry on the
basis of square footage, if only three of the cost centers benefit from the
laundry. In this example, pounds of laundry, generated by the benefiting cost
centers, would be the appropriate statistic. In the case of building deprecia
tion, square footage is the appropriate statistic, since all programs occupying
space derive benefit from the buildings. Refer to the definition of
allocability in Section 3.2 of this manual.

A reasonable return on equity capital invested and used in the provision of
patient care, is allowable to the propriety provider. For purposes of comput
ing the allowable return, the provider agency's equity capital means:

~ (1) the agency's investment in plant, property, and equipment related to
patient care (net of depreciation) and funds deposited by an agency, who
leases plant, property, and equipment related to patient care and is
required by the terms of the lease to deposit such funds (net of
noncurrent debt related to such investment or deposited); and

(2) net working capital maintained for necessary and proper operation of
patient care activities. However, items which effect the net working
capital for purposes of computing the allowable return are debts repre
senting loans from partners, stockholders or related organizations.

Refer to the Medicare principles of reimbursement for further explanation of
the principles governing the inclusion of this element of cost for proprietary
organizations. The Bureau of Rate Setting is responsible for computing the
allowable return of equity capital and may require certain additional financial
data from the provider for the computation.

This cost report will be used to submit the final actual costs for the period,
interim actual costs during the period, projected costs budgeted for the coming
period and requests for adjustments of an interim per diem rate.

lIilIW
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It is very important that budgeted amounts are realistic. Budgeted amounts
should be based on historical costs whenever possible. When historical costs
are not available realistic estimates based on the most current data available,
should be used. Because of the impact a change in the budgeted costs or data
has upon an interim per diem rate, it may be necessary for the provider to
request a change in the per diem rate to more accurately reflect the actual
cost per day being experienced by the provider during the period.

IF ANY OF THE COST CENTERS ARE NOT COMPATIBLE WITH THE PROVIDER'S ACCOUNTING
SYSTEM OR ACCOUNT STRUCTURE, PLEASE INDICATE THE SPECIFIC INCONSISTENCIES AND
INCLUDE THESE COSTS IN THE COST CENTER(S) WHICH MORE APPROPRIATELY REFLECTS THE
PROVIDER'S ACCOUNT STRUCTURE.

All costs shall be allowed to the extent that they are reasonable, allocable,
and allowable as set forth in the Medicare principles of reimbursement.

State of New Jersey
Department of Human
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~
5.2 Instructions for Completing the Cost Report

S.2

In completing
numbers, omit
Multiplier.

this cost report, record amounts in even dollars
cents and decimals, except vhen computing the

and vhole
Unit Cost

The folloving explanations are designed to assist the provider in the prepara
tion of the Step-Dovo Cost Report.

PLEASE BE SURE TO READ ALL INSTRUCTIONS THOROUGHLY.

State of Nev Jersey
Department of Human Services
(Rev. May 1987)
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SCHEDULE A - PROVIDER COST DISTRIBUTION

5.2

Enter all operating expenditures for the reporting period on Schedule A by cost
center. Schedule A is divided into two major cost categories: salaries and
wages and non-salary costs. A brief description of these categories and other
information concerning Schedule A follows:

Column 1 - Salaries and Wages

The Salaries and Wages of all full-time and part-time employees including pay
for time not worked (vacation, holiday, sick leave, etc.) as well as overtime,
bonuses, and other paid compensation must be entered in this column. Salaries
and Wages reported in Column 1 must be distributed by cost center. Attach a
copy of payroll distribution and indicate source document used, to develop
Salary and Wage data, in the column heading.

Column 2 - Non-Salary Costs

Enter in Column 2 all other expenditures incurred during the reporting period
not entered in Column 1. Indicate the source document used, to develop the
data reported in Column 2, in the column heading.

Column 3 - Total Institutional Cost

Enter the sum of Columns land 2. Upon completion of Column 3, Schedule A must
be reconciled to the Provider's Financial Statements. Attach a copy of this
reconciliation.

Column 4 - Salary Reclassifications

Use this column to reclassify salary expenditures, that were improperly
charged, to the proper cost center. Once all salary reclassifications are
completed, the total of this column should be zero. Provide explanatory notes
for each salary reclassification and refer to notes in the Note Reference
Column.

Column 5 - Non-Salary Reclassifications

Use this column to reclassify non-salary expendi tures, that were improperly
charged, to the proper cost center. Once all non-salary reclassifications are
completed, the total of this column should be zero. Provide explanatory notes
for each non-salary reclassification and refer to notes in the Note Reference
Column •

89-1-MA (NJ)
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A Guide for Intermediate Care Facilities for the Mentally Retarded

Column 6 - Salary Adjustments and Credits

5.2

This column should be used to reflect all salary adjustments including credits
applicable to salary costs. Applicable credits are receipts or negative
expendi tures type transactions, which operate to affect or reduce allocable
salary expenses. Examples of such transactions are CETA Income, Salary refunds
and recoveries, etc. These credits must be detailed on Schedule A-5. Provide
explanatory notes for salary adjustments and refer to these notes in the Note
Reference Column.

Column 7 - Non-Salary Adjustments and Credits

Use this column to eliminate unallowable expenditures (i.e., Bad Debt Expense,
Capital Expenditures). Provide explanatory notes for each adjustment and refer
to the notes in the Note Reference Column. Also use this column to record all
applicable credits not already recorded in Column 2. Applicable credits are
receipts or negative expenditure type transactions which operate to offset or
reduce allocable non-salary expenses. Examples of such transactions are
purchase discounts, rebates and allowances, recoveries, etc. These credits
must be detailed on Schedule A-5.

Column 8 - Adjusted Salary Cost

Enter in this column the salary costs for each cost center after all reclassi
fications and adjustments have been made. (Col. 1 (+) or (-) Col. 4+6).

Column 9 - Adjusted Non-Salary Cost

Enter in this column the non-salary costs for each cost center after all
reclassification and adjustments have been made. (Col. 2 (+) or (-) Col. 5+7).

Column 10 - Adjusted Total Cost

This column represents the sum of Columns 8 + 9.

GENERAL SERVICES COST CENTERS

Line 1a - Depreciation Buildings and Line 1b - Fixtures and Depreciation
Movable Equipment

Record in Column 7 Depreciation and Interest for the reporting period for
Buildings and Fixtures and Movable Equipment from Schedule A-l.

In some cases, it is possible to charge Depreciation for Buildings and Fixtures
and/or Movable Equipment by direct identification. In these cases, record only
the depreciation and interest applicable to Administrative and General on these
lines in Column 7.

.~

State of New Jersey
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A Guide for Intermediate Care Facilities for the Mentally Retarded S.2

If direct identification is used, depreciation and interest must be charged
directly to all cost centers. Schedules identifying each building and/.or item
of equipment to each cost center, must be included with the cost report. While
it is acceptable to directly charge movable equipment and allocate buildings
and fixtures or directly charge building and fixtures and allocate movable
equipment, it is not acceptable to directly charge and allocate portions of
depreciation and interest for each category.

Line 2 - Indirect Cost

This cost center is to be used only by providers, who have an approved indirect
cost rate by the Department of Health and Human Services. Provide explanatory
notes indicating the approved rate, the type of rate, the base to which the
rate is applied and attach a copy of the complete Negotiation Agreement con
taining the approved rate.

Line 3 - Fringe Benefits

Enter in Column 7 the total amount expended for Fringe Benefits.
Benefits will be allocated to cost centers on Schedule B.

Line 4 - Administrative and General

Fringe

Enter in Column 1, total salaries of administrative and clerical personnel.
Include those employees assigned to the following departments or offices:
Executive, Accounting and Finance, Personnel, Payroll, Telephone and Informa
tion. Enter in Column 2 non-salary expenditures applicable to those uni ts
comprising the Administrative and General Cost Center. Schedule A-2,
Details of Administrative and General, must be completed to provide the sup
porting details of the amounts reported in the Administrative and General Cost
Center.

Line 5 - Maintenance and Repairs

Enter in Column 1, total salaries and wages of carpenters, electricians,
engineers, machinists, painters, and other employees in maintenance of build
ings, equipment, grounds and vehicles. The non-salary costs should be entered
in Column 2. Non-salary expenditures would include expenditures for electri
cal, carpentry, plumbing, painting, heating supplies, vehicle supplies includ
ing gasoline and oil, masonry supplies, groundskeeping and gardening supplies,
outside services (maintenance contracts) and items of a caretaking nature, such
as snow removal, exterminating, routine grounds maintenance, grasscutting, etc.

Line 6 - Operation of Plant

Enter in Column 1, the salaries and wages of engineers and other personnel
assigned to the operation of the power plant. Enter in Column 2, the cost of
the institution's utilities, such as heating fuels, electricity, gas, water,
and sewage.

"-"
State of New Jersey
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~ Line 7 - Laundry and Linen

5.2

Enter in Column 1, the salaries and wages of employees assigned to the laundry
unit, including those engaged in handling linen, such as seamstress,
laundrymen, and ironers. In Column 2, enter expenditures for laundry services
performed outside of the institution as well as supplies used by institutional
personnel for laundry and linen service. However, if linen distribution is a
responsibility of the housekeeper, the expenses related to linen distribution
should be charged to housekeeping.

Line 8 - Housekeeping

Enter in Column 1, salaries of housekeepers, housekeeper supervisors, building
service workers, building maintenance workers, and other employees engaged in
housekeeping services. In Column 2, enter the non-salary expenses for the
same, include soap, mops, germicides, insecticides, cleaning compounds, brush
es, disinfectants, drinking cups, lavatory suppl ies, paper towels and other
sundry housekeeping supplies. Also, include the cost of contracted housekeep
ing services.

Line 9 - Dietary and Food

Enter in Column 1 salaries and wages of those employees engaged in the plan
ning, preparation and serving of food to residents, including dieticians,
cooks, dining hall supervisors, food service workers, and any other employee
assigned to the kitchen, dining room or cafeteria. In Column 2, enter the
expenditures for food purchases and products used in the kitchen, dining room,
or cafeteria, such as dishes, glassware, silverware, traps, soaps, detergents,
etc. Also, include the cost of outside contracted dietary services here.

Line 10 - Pharmacy

Enter in Column 1, the salaries and wages of pharmacists, pharmaceutical
assistants and other staff assigned to the pharmacy. In Column 2, enter the
cost of drugs and other pharmaceuticals including bottles, labels, glassware,
printed forms and any other pharmaceutical supplies. Also, include the cost of
purchased outside Pharmaceutical Services.

Line 11 - Nursing Administration and Education

Enter in Column l, the salaries and wages of the director of nursing or the
nursing administrator, the assistant nursing administrator, the supervisor of
nursing services, nursing instructors, and other clerical personnel assigned to
Nursing Administration and Education. In Column 2, enter any non-salary
expendi tures directly applicable to the Nursing Administration and Education
Cost Center.

89-1-MA (NJ)
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Line 12 - Central Services and Supply

S.2

Enter in Column 1, the salaries and wages of those personnel including nurses
and clerical personnel who work in the Central Services and Supply Areas of the
institutions. In Column 2, record those non-salary costs for items required in
the functioning of the central supply unit. If casted requisitions are avail
able for particular supplies, then those expenses must be charged directly to
those cost centers that requisitioned the supplies. If supplies are purchased
for use throughout the entire institution without any specific requisitions by
departments, then such expenditures should be entered as a whole in Column 2 of
the Central Services and Supply Cost Center.

Line 13 - Medical Records and Library

Enter in Column 1, the salaries and wages of the librarian, assistant librari
an, medical record clerks and any other employee assigned to work in the
library and medical record section. In Column 2, include expenses for medical
books, magazines, periodicals as well as other medical records and library
furnishings and supplies.

Line 14 - Social Services

Enter in Column 1, salaries and wages of the social service personnel, includ
ing director, administrator, supervisor, case workers and clerks. In Column 2,
enter expenditures for office supplies, magazine fees, and any other direct
expenses incurred by the Social Service Unit.

ANCILLARY SERVICE COST CENTERS

These are directly identifiable services to individual patients and furnished
at the direction of a physician because of specific medical needs.

Line 18 - Laboratory

Enter in Column 1, the salaries and wages of physicians, chemists, technicians,
glass cleaners, attendants, clerical personnel and any other employees assigned
to the laboratory. The non-salary costs are entered in Column 2, include
expenses incurred in the performance of various laboratory activities and
supplies such as test tubes, envelopes and containers for packaging
prescriptions.

Line 19 - Inhalation Therapy

Enter in Column 1, the salaries and wages of inhalation therapists, anesthe
tists, clerical personnel and any other employees assigned to this center.
Non-salary costs, to be entered in Column 2, incl,ude various anesthetics and
demurrage, such as ether and gas, oxygen and ether masks •

.......
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.~ Line 20 - Physical Therapy

Enter in Column 1, the salaries and wages of physical therapists, nurses,
technicians, attendants, clerical personnel and any other employees assigned to
this center. In Column 2, enter non-salary costs, including fees paid for
outside therapy service, and supplies such as sponges, powder, and rubber
sheets.

Line 21 - Occupational Therapy

Enter in ColwMui 1 and 2, salaries and wages, and non-salary costs of those
personnel directly providing occupational therapy services. If, however, this
service is not large in volume and is part of the work of some other unit (e.g.
social service), the expense should be included. with that unit.

Line 22 - Speech Therapy

Enter in Column 1, the salaries and wages of speech therapists, technicians,
assistants, clerical personnel and any other employees assigned to the center.
In Column 2, enter non-salary costs of those employees directly providing
speech therapy services.

Line 23 - EKG and EEG

Enter in Column 1, the salaries and wages of nurses, technicians, clerks and
other personnel assigned to provide electrocardiology and
electroencephalographic services. In Column 2, enter the non-salary costs of
the EKG and EEG center.

Line 24 - Radiology

Enter in Column 1, the salaries and wages of physicians, technicians, nurses,
attendants, clerks and other personnel who are directly involved in providing
diagnostic and therapeutic radiological services. In Column 2, enter non
salary costs including items such as films, chemicals, gloves, goggles, barium
sulfate, and X-ray tubes.

INSTITUTIONAL PROGRAM COST CENTERS

Institutional programs are designed to provide every patient with comprehensive
care and instruction in each developmental stage of life, skilled nursing and
special care when needed, and education according to individual ability.

Line 27 - Intermediate Care Facilities for the Mentally Retarded - Certified

10/1/89Effective Date:
9

Enter in Column 1, the salaries and wages of those staff providing direct care
to residents in facilities which have been certified by the Division of Medical
Assistance and Health Services as providers of Intermediate Care Facility
Services· for the Mentally Retarded (ICF!MR). Such staff would include head
cottage training supervisors, cottage training supervisors, cottage training
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technicians, and human services assistants and other direct care attendants.
If any non-salary expenditures on behalf of the ICF/MR cottages can be identi
fied, their total should be entered in Column 2. Schedule A-3, Details of
Intermediate Care Facilities for the Mentally Retarded, should be completed to
provide the support for the Intermediate Care Facilities for the Mentally
Retarded cost center.

Line 28 - Skilled Nursing Facilities - Certified

Enter in Column 1, the salaries and wages of those staff providing direct care
to residents in facilities which have been certified by the New Jersey Depart
ment of Health as providers of Skilled Nursing Facilities (SNF) services. Such
staff would include nurses, nursing aides, attendants, orderlies, and any other
direct care staff assigned permanently to the SNF unit. In Column 2, enter any
other non-salary expenditures directly applicable to the Skilled Nursing
Facili ty. Example of such items include incontinency pads, bandages, dress
ings, compresses, sponges, plasters, tapes, cellu-cotton, or disposable items
(e.g., colostomy bags, chuxs), also hot water bags, thermometers, catheters,
rubber gloves, and supplies required in the administering of medications,
including disposable syringes.

Line 29 - Other Residential Care Facilities

Enter in Column 1, the salaries and wages of those staff providing direct care
to residents in facilities which have !!.2£. been certified by the New Jersey
Department of Health as providers of either Skilled Nursing Facility services
or Intermediate Care Facility for the Mentally Retarded services. Such staff
would include, but would not be limited to, head cottage training supervisors,
cottage training supervisor, cottage training technicians, human service
assistants, nurses, nursing aides, attendants and orderlies.

If there are any non-salary expenditures applicable directly to these facili
ties, they should be identified and entered in Column 2.

Line 30 - Education

Enter in Column 1, the salaries and wages of all staff assigned to the institu
tion's education department.

If there are any directly identifiable non-salary expenditures, these expendi
tures should be reported in Column 2.

Line 35 - Unallowable Cost Activities

Enter in Column 1, the salaries and wages of employee~ assigned to Unallowable
Cost Activities from Schedule A-4. In Column 2, enter the non-salary costs
directly identifiable to these activities from schedule A-4.

non-salary expenditures of the institu-

Total

.~ Enter the total salaries and wages, and
tion by adding each column.

State of New Jersey TN No. 89-1
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~ SCHEDULE A-l - SCHEDULE OF DEPRECIATION

Column 1 - Date of Acquisition

Enter the date the asset or group of assets were acquired by the provider.

Column 2 - Cost Basis

5.2

Enter the original cost or basis less salvage value for each asset or group of
assets being depreciated. The department will limit the increase in capital-related
reimbursement associated with the sale or transfer of real property, if the facility
was previously used for a Department of Human Services program, and the owner was
reimbursed for depreciation expense. (See Section 3.5, Item 6)

Column 3 - Depreciation Allowed in Prior Years

Enter in this column the amount of accumulated depreciation for each asset or group
of assets from the time of its acquisition.

Column 4 - Depreciation Method

In this column indicate the method of depreciation being used to depreciate each
asset or group of assets (i.e. Straight Line, Sum of the Years Digi ts, Double
Declining Balance, etc.).

~~,-,column 5 - Useful Life

'-.::.... In this column report the estimated useful life assigned to each asset or group of
assets.

Column 6 - Depreciation This Period

In this column enter the amount of depreciation being claimed for each asset or
group of assets during the cost reporting period.

Column 7 - Interest on Capital Debt

Enter in this column the amount of interest paid, during the reporting period, on
loans and mortgages used to finance the acquisition of the assets reported on this
schedule. Report other types of allowable interest in the Administrative and
General cost center, Schedule A-2.

Column 8 - Total Depreciation and Interest

Enter in the column the sum of columns 6 & 7 to report the total amount of Deprecia
tion and Interest being claimed on this report. Enter the amount of depreciation
and interest for building and fixtures and movable equipment on Schedule A.

State of New Jersey
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SCHEDULE A-2 - DETAILS OF ADMINISTRATIVE AND GENERAL

5.2

Enter on this schedule all salaries and wages and other costs pertalnlng to the
Provider's Administrative and General function. This schedule will provide the
supporting details for the amounts reported in the Administrative and General cost
center on Schedule A. Transfer the totals for each category from Schedule A-2 to
the Administrative and General cost center on Schedule A (Line 4).
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~ SCHEDULE A-3 - DETAILS OF INTERMEDIATE CARE FACILITIES FOR THE MENTALLY RETARDED

Enter on this schedule all salaries and wages and other costs, directly identifiable
to the ICF/MR program. This schedule will provide the supporting detail for the
amounts reported in the ICF /MR cost center on Schedule A. Transfer the total of
each category from Schedule A-3 to the rCF/MR cost center on Schedule A (Line 27).
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~. SCHEDULE A-4 - UNALLOWABLE COST ACTIVITIES

5.2

Enter on this schedule all salaries and wages and other costs for those activities,
which are not reimbursable under the Medicare cost principles. For addi tional
information regarding unallowable cost activities, refer to Section 3.6. This
schedule will provide the supporting detail for the amounts reported in the
Unallowable Cost Activity cost center on Schedule A. Transfer the totals for each
category from Schedule A-4 to the Unallowable Cost Activity cost center on
Schedule A (Line 35).
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A Guide for Intermediate Care Facilities for the Mentally Retarded 5.2

SCHEDULE A-S - DETAILS OF APPLICABLE CREDITS.....
Report on this schedule all receipts or negative expenditures which offset or reduce
allocable costs. This schedule will provide the supporting details for the amounts
reported as adjustments and credits in Columns 6 and 7 of Schedule A. Items report
ed on to Schedule A-S should be cross referenced to Schedule A under the note
reference column provided.

Receipts from third-party resources may be included on this schedule or reflected as
a credit on Schedule C (Line 8). (Refer to Section 3.2)

'-'
State of New Jersey
Department of Human
(Rev. May 1987)

TN No. 89-1
supercedes

Services TN No. 81-9

Approval Date:

Effective Date:
15

2/23/90

10/1/89



A Guide for Intermediate Care Facilities for the Mentally Retarded

Schedules 8 AND 8-1 - COST ALLOCATION - General Service and Ancillary Service
~ Costs and Statistical 8ases

5.2

Proper cost allocation techniques require that the distribution (statistical) base
used to allocate items or groupings of costs is one which is best suited for assign
ing the costs to the cost objective (e.g. contract, program, activity) in accord
with the relative benefits derived. There must be a traceable cause and effect
relationship or a logical and reasonable relationship between the distribution base
and the costs being allocated. The costs must be distributed to each applicable
project in an equitable manner.

In order to operate the Step-Down Method effectively, it is necessary to complete
Schedules 8 and 8-1 simultaneously.

On Schedule 8, in the column headed Total Direct Expenses for Apportionment, trans
fer the amounts reported on Schedule A, Column 10, to the corresponding cost centers
on Schedule B.

Enter the appropriate statistical data on Schedule 8-1, Lines 6 through 45 and
Columns 1 through 27. Each column heading on Schedule 8-1 contains the suggested
statistical base for allocating cost within each cost center contained on
Schedule B. While alternate statistical bases may be acceptable, the at ternate
bases must receive prior approval from the 8ureau of Rate Setting.

Next compute the total of the statistical data, reported on Schedule B-1, for each
~~column. Enter the total on line 46 of each column.

Enter on Schedule 8-1, Line 47, Column 1, the amount reported on Schedule 8, Line 2,
in the Total Direct Expenses for Apportionment Column. On Schedule 8-1, divide the
amount reported on Line 47, Column 1, by the total statistic reported on Schedule
B-1, Line 46, Column 1. Enter the result of this calculation on Schedule B-1, Line
48, Column 1, (Unit Cost Multiplier).

Apply the Unit Cost Multiplier to the statistics reported on Schedule 8-1, Lines 6
through 45, Column 1. Record the results of this application on Schedule B, Lines 6
through 45, Column 2. Compute the total of Schedule 8, Column 2, to ensure that all
costs have been allocated to the various cost centers. Continue to follow this
procedure for the remaining lines and columns on Schedules 8 and 8-1.

To determine the cost to be apportioned for Columns 6 through 28 on Schedule B, add
the total direct expenses to be apportioned to the costs allocated to each cost
center in the preceding columns(s).

Upon completion of Schedules 8 and 8-1, all General Service and Ancillary Service
Cost Centers must be zeroed out. The costs reported in these cost centers will have
been allocated to the Program Cost Centers. Total each program cost center on
Schedule 8 and enter the total on the appropriate line in Column 29. The total of
Column 29, Schedule 8, and the total of the Total Direct Expenses for Appointment
Column on Schedule 8 must be the same.

'-'
State of New Jersey
Department of Human
(Rev. May 1987)

TN No. 89-1
supercedes

. TN No. 81-9
Servlces

Approval Date:

Effective Date:
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A Guide for Intermediate Care Facilities for the Mentally Retarded

SCHEDULE C - CALCULATION OF ICF/MR PER DIEM RATE

5.2

'-')
Transfer the amount reported on Schedule B, Column 29, Line 34, (Intermediate Care
Facilities for the Mentally Retarded), to Line 1 of Schedule C. For institutions
that do not direct charge physician costs to the ICF/MR Program Cost Center, calcu
late the ICF/MR physician per diem by completing lines 2 through 6. Total physi
cian costs entered on line 2 should be divided by total in-residence days.
(Exclusive of leave days).

For cost reporting purposes, "in-residence days" is defined as the number of days
that residents are physically present in the facility at the time of the daily
census count. "ICF/MR in-residence days" is defined as the number of days that
residents (1) are physicaly present in the institution at the time of the daily
census count, (2) are in ICF/MR certified beds, and (3) are provided ICF/MR level of
care.

Calculate the ICF/MR per diem rate by dividing the total ICF/MR costs including
recoveries on line 9 by the ICF/MR resident days inclusive of leave days on line 10.
For cost reporting purposes, "ICF/MR resident days" is defined as the number of days
that an ICF/MR resident is physically present in the institution (as defined above)
and the number of days the resident is out of the institution on approved tem~orary

visit.

~State of New Jersey
Department of Human Services
(Rev. May 1987)

TN No. 89-1
supercedes
TN No. 81-9

Approval Date: 2/23/90

Effective Date: 10/1/89
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A Guide for Intermediate Care Facilities for the Mentally Retarded

........ SCHEDULE D - RELATED ORGANIZATIONS

5.2

Report on this schedule purchases from related organizations. This includes costs
of services, facilities, and supplies furnished by organizations related to the
provider by common ownership or control. These costs ~ not exceed the lower of
the cost to the organization or the price of comparable service.s, facilities, or
supplies purchased elsewhere. If there are no related organizations insert "NONE"
under the first column of Schedule D.

TN No. 89-1
supercedes

State of New Jersey TN No. 81-9
Department of Human Services
(Rev. May 1987)

Approval Date:

Effective Date:
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A Guide for Intermediate Care Facilities for the Mentally Retarded

'-' 5.3 Sample ICF/MR Cost Report

5.3

The following example of a completed ICF/MR cost report is provided for illus
tration purposes only and is not intended to prescribe methods for charging
costs.

State of New Jersey
Department of Human
(Rev. May 1987)

TN No. 89-1
supercedes

. TN No. 81-9
Services

Approval Date:

Effective Date:
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A Guide for Intermediate Care Facilities for the Mentally Retarded

SAMPLE COST REPORT
STEP-DOWN METHOD

ICF/MR PROGRAM

Cumberland School for the Mentally Retarded

5.3

The Cumberland School is a long-term care facility. The School provides ICF/MR, SNF
and Education Services to the Mentally Retarded. On August 31, 1980, the school
submitted its cost report for the fiscal year ended June 30, 1980. The following
data are pertinent information and explanatory notes relative to the actual cost
incurred during the period.

1. Licensed Capacity for residential services - 1,000 beds.

2. ICF/MR Population - 936 Residents

3. SNF Population - 50 Residents

4. The School operates a Gift Shop to generate additional income.

5. It is estimated that 10% of the Executive Director's and the Business Manager's
time is devoted to fund raising activities.

7. The School also receives $48,000 annually from the Child Nutrition Program.

6. The School receives $18,000 per year from CETA to offset the salary expense of
two clerical employees.

8. The School has a negotiated agreement with the Department of Education for the
Department of Education to absorb the cost of the noon meal for the 50 resi
dents in the Education Program during the school year (180 days).

9. Interest costs in the amount of $240,420 have been incurred during the period.
($238,420 on mortgages and $2,000 -- 90 day note).

10. The School experienced a $3,000 Bad Debt Expense from private residents during
the period.

11. The School has negotiated Indirect Cost and Fringe Benefit rates with the
Federal Government.

12. Laundry and Linen was erroneously charged for the cleaning of housekeeper's
uniforms ($2,000).

13. Pharmacy was erroneously charged for oxygen used in inhalation therapy
($5,000).

'-'State of New Jersey
Department of Human
(Rev. May 1987)

TN No. 89-1
supercedes

Services TN No. 81-9

Approval Date:

Effective Date:
20
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NEW JERSEY STATE DEPARTMENT OF HUMAN SERVICES

Cost Study for the State Schools for the Mentally Retarded

~, .
F/MR Provider Number

123

Name of Facility

Cumberland School

Telephone No.

(609) 974-4458
jdress

3481 Kings Highway, Columbus, New Jersey 08621

CERTIFICATION BY SUPERINTENDENT

I
Reporting Period

7/1/79 - 6/30/80

I, -I:Wui...l.l..L.l.J..liCI.wm~S..Io..te.....ll..,!.·nl..- _
tName)

_ S"uu.u.O!.liie..L.r..uiou.;tlo.liei.:.!!1..lol.dJii,Jeou.;t_____ of the

certify that I have examined the accompanying schedules and the calculation of rates per
ti~ , day for the period ended June 30 , 19~, and that to the best of my
{,,-,,:: I bel i eve they are true and correct schedul es prepared from the books and records
the facility in accordance with the accompanying manual of instructions.

(Date) (Authorized Institutional Officer)

these schedules were completed by other than the superintendent, the preparer must sign
~ following statement:

To my knowledge, this cost study was prepared consistent with the accompanying
lual of instructions.

Edward G. Devlin
(Name of Preparer)

~1 U~ngs Highway, Columbus, NJ 08621
I Address)
, '-'

6/22/80
Date)

Approval Date: 2/23/90

Effective Date: 10/1/89

89-1-MA (NJ)
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Ic::/rH PROVIDER NAME Cumberland ScJKll:l.l

ICF/HR PROVIDER NUMBER ~1~23L-- ___

PERIOD ENDING June 30. 1980

Page 1 of 3

STEP-DOWN METHOD
ICF/MR PROGRAM

SCHEDULE A
PROVIDER COST DISTRIBUTION

ADJUSTED COSTS

COST CENTER
SALARIES &
WAGES
SOURCE:

NON-SALARY
COSTS
SOURCE:

TOTAL
INSTIT
UTIONAL
COST

1-__ RECLASSIFJCATIONCi

----r;OTE NON
SALARIES IREF. SALARIES

NOTE
REF.

ADJUSTMENTS AND
_ F'~fOJT~S__

NOTE NON
SALARIES 'REF. SALARIES

NOTE
REF. ISALARIES

NON
SALARIES TOTAL

Trial Bal. ITrail Ba1---nY-- (2) I (3) (4) (5) (~) (7) (8) (9) (10)

$ $
838 666 838 666

452 769 452 769

555 024 555 024

1,846,914 1,846,914
$

319,708 55,275 374,983

222,550 45,780 268,330

225,640 500,760 726,400

161,864 50,714 212,578

95,622 --82'9~539

326,110 412,000 738,110

90,423 105,990 196,413

80.432 I 15,080 95,512

110,540 I 44,532 L 155,O~~_

(48,00011 7

'$
838 666 14

452,769 14

555,0241 11

1,846,9141 11

~Oooll 10

12

122,000

I~
(2,000)

-$ -
~ ~

337,708 58,275 395,983

222,550 45,780 268,330

225,640 500,760 726,400

161.864 52,714 I 214,578
- - I-

95,622 80,917 I 176,539

326,110 460,000 I 786,110~ Di~tary and Food

a Housekeepinq

6 Operation of
Plant

2 Indirect Cost

3 Fringe BenefJt

5 Maintenance
and Repairs

10 Phannac 90,423 110,990 I 201,413 I I I
11 Nursi nlJ Admin. ---- -f - -t--_-j_f-I'..;l5L.,.uOOOUULI~11--113._

~od Ed~cation 80,432 ~:,08~ _ 95,512
12 ,-antra ... Services --t-----+--+------..-t-. ---, I tl----Ilf---jll--..:..:.~·-l---=:::....::

3.;1d Su nl" 110,540 44,532 155,072 I______ .~_. ..••• _ .. : _._. I I " I I J _ I I

General Services I I 1------- I I I I I I I I I
('ost: Centl'rs I I

1.:1 Depreciation Bldg. I I I ._-- I I I I I I I I I

and ),'ixtures I I

- Ib Depreciation I I I-t-
Movable EauiPment

_ 7 Laundry (, Linen I

4 Administrative
_ and Gen~ral

TN No. 89-1
supercedes
TN No. 81-9

Approval Date: 2/23/90

Effective Date: 10/1/89

89-1-MA (NJ)



.luna 30. ~98n

(

ICF/MR PROVIDER NAME eu.be51and &g~QQl

ICF/MR PROVIDER NlJolBER _ ....12'-'3'-- _

PERIOD ENDING

.1'"
(

STEP-DOWN METHOD
ICF/MR PROGRAM

SCHEDULE A
PROVIDER COST DISTRIBUTION

(

Page 2 of 3

ADJUSTMENTS AND
TOTAL RECLASSIFICATIONS CREDITS ADJUSTED COSTS

SALARIES & NON-SAlAR~ INSTIT- NON- NOTE NON-COST CENTER WAGES COSTS UTIONAL NOTE NON- NOTE NOTE
SOURCE: SOURCE: COST SALARIES REF. SALARIES REF. SAlARIES REF. SALARIES REF. SALARIES SALARIES TOTAL

~
Trial Bal

(2) (3) (4) (5) (6) (7) (8) (9) (10)

13 Medical Records $ $ $ $ $ $ $ $ $ $
Aft" y'" 43 101 35 956 79 057 4].101 35.956 79.051-.

14 Social Services 50,780 2 880 53 660 50 780 2 880 5] 660-
15 ..
16

17

Ancillary Service
("nat-

18
19 Inhalation

50,454Th..raov 50.454 1;.74' ~lQ1;. 5.000 13 10,742 61,196

20 Physical Therapy -- . ---- .. -
21 Occupational

Therapy 20,490 1 500 21.990 20.490 1.'i00 21,990

22 Speech Therapy 15,464 546 16,010 15.464 54£, 16 010

23 EKG and EEq 30,790 5,765 36,555 ]0,790 5,765 36,555

24 Radiology 15,480 2,700 18,180 15,480 2,700 18,180-- -
25
-~

TN No. 89-1
supercedes
TN No. 81-9

Approval Date: 2/23/90

Effective Date: 10/1/89

89-1-MA (NJ)



( r
ICF/MR PROVIDER NAME CUmberland School

ICF/MR PROVIDER NtH3ER __...l ..23L.- _

PERIOD ENDING June 30, 1980

STEP-DOWN METHOD
leF/MR PROGRAM

SCHEDULE A
PROVIDER COST DISTRIBUTION

(

Page 3 of3

ADJUSTMENTS AND
TOTAl RECLASSIFICATIONS CREDITS ADJUSTED COSTS

SALARIES & HON-SALARY INSTIT- HON- NOTE NON-COST CENTER WAGES COSTS UTIONAL NOTE HON- HOTE HOTE
SOURCE: SOURCE: COST SALARIES REF. SALARIES REF. SALARIES REF. SALARIES REF. SALARIES SALARIES TOTAL

Trial Bal. Trial Ba1,-m- (2) (3) (4) (5) (E) (7) (8) (9) (10)

26 $ $ $ $ $ $ $ $ $ $

Institutional Proq.
I"'n...• .
27 ICF/MR 7,006,574 28,498 7,035,072 7,006,574 28,498 7,035,072

Certified
28 Skilled Nursinq
Faci1ities-Certified 900 000 10000 910,000 900,000 10,000 910,000

29 Other Residential
Care Facilities

30 Education
Title I 543,592 162,303 705,895 543,592 162,303 705,895 .

11

32

33 -- . -- ... ---
34

35 Unallowable Coat
..~ .. h.~ .. ~ a. 14 456 10,000 24 456 1.,.56 10,000 24~456

$ $ $ $ $ $ $ $ $ $
TOTAL 10,342,070 1,644,938 11,987,008 -0- -0- (I8,000) 3,632,373 ------J1O,324,070 5,277,311 15,601,381

- - -- -_.. - _.'- . -- -- -..
EXPIJlNATORY NOTES:

Note '6,7,10,11,12,13 See sample Cost Report Problem
Note 114 Schedule of Depreciation A-I
Note lIS Capital Expenditures are not reimbursable except as DepreciationI

TN No. 89-1
supercedes
TN No. 81-9

Approval Date: 2/23/90

Effective Date: 10/1/89

89-1-MA (NIl)
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ICF/MR PROVIDER NAME Cumberland School

ICF/MR PROVIDER NIJolBER _--113 _

PERIOD ENDING June_~3~0~,_1~9~8~O~ __

1,5_56 _

5,862

6,907

2,769--===:

!L§66 --==-=

TOTAL
EPREC IATION
D INTEREST

(8)

~.!~----

STEP-DOWN METHOD
ICF/MR PROGRAM
SCHEDULE A-l

SCIIEOULE OF DEPRECIATION

EXPLANATORY NOTES:

----- --------
DEPRECIATION DEPRECIATION INTEREST ON

ASSET DATE OF COST AlLl'AIEO IN DEPRECIATION USEFUl THIS CAPITAL
DESCRIPTION ACQUISITION BASIS PRIOR YEARS METIIOD LIFE PERIOD DEBT

(ll (2) (3) (4) (5) (6). (7)

Buildings &Fixtures --- .---------- ,--
I~ Straight . $ -"l------- .,.--

COttages 1978 18,109,640 1,358,223 Line 40 yrs. 452,741 178,815
- - Straight - -------- ------_._-

Administration Building 1979 5,900,200 295,010 Line 40 yrs. 147,505 59,605-- 1------_.. _.-.

------------- ---------- --------- --

--'- ~.~-- -'----_.

. ------ ._--
_ .._- --~ -- -- --- <•

Total Buildings &
Fixtures

_ ~hedu1! A Line .1a) .- 24 009 840 1 653 233 600.246 _ --1~8.~~Q ____

- Hoveable Equi~ "Sffi1gh£ ----
VAi:IO\.is 1918 6,237,935 1,247,586 Line 15 yrs. 415,862

- Stra1ght -------- -

Various 1979 553,600 73,814 Line 15 yrs. 36,901
- ---

--_.-._--- --- -

'--------_. ..,.-------- -$ -r- $
Total Moveable Equ1pnent
(Schedule A Line 1b) 6,791,535 1,321,400 452,769---_._,. - ---~< --_.- ---- -

TN No. 89-1
supercedes
TN No. 81-9

Approval Date: 2/23/90

Effective Date: 10/1/89

89-1-MA (NJ)



~/MR PROVIDER ~~ Cumberland School
~IMR PROVIDER NlMBER.:Y::;;::;---=":~1~23~=:"'=':::':'::'=':=----

liOD ENDING. .....lJ~u~n~e'_3=..:0""',t.._&1"""900"'_L.. _

STEP-InJN ME1HOD

ICFIMR PRCGRAM

•. SQiEDUIE A-2

DETAilS OF AIl'1INISTRATIVE & GENERAL

COST CENrERS SAlARIES & NON-SAlARY rorAL
WAGFS COSTS

(1) (2) (3)

.lperintendent $ $ $
31,106 31,106

ssistant Superintendent 24,428 24,428

:!rsormel Depart:Irent 95,132 3,1-s8 96,280

- _.-
--

lsiness Office
164,672 -.6,027 170,699

~lephone 9,500 21,500 31,000

('-- V7// 2,800 2,800

[7////~
..

:!gal and Profess-
mal Fees

lSUraIlCe V//~/ 22,800 22,800

ire & Security 12,870 12,870

l.terest 2,000 2,000

~

$ $ $
bin. & General 337,708 58,275 395,·983

~tJ ~1edu1e A, Line 4

TN No. 89-1
supercedes
TN No. 81-9

Approval Da~e: 2/23/90

Effective Date: 10/1/89 89-1-MA (NJ)



l~ PROVIDER NM-IE Cumberland School
HR PROVIDER NUMBER 123
.OD ENDING :-"J=un--e-3::-:0::-,~19::::':8:":::0:------

STEP-IOoJN METIiOD

1CFI~ PROGRAM

SOiEDULE A-3

.DETAII.S OF INrERMEDIATE CARE FACIUTIES FOR 'lEE.
MENTAILY RETARDED

Salaries & Non-Salary Total
CDST CENTERS Wages Costs

(1) (2) (3)

$ ~ $or

ead Cottage Trng. Supv. 234,616 234,616

ottage Trng. Supv. 980,751 980,751

ottage Trng. Technicians 1,614,289 1,614,289

uman Services Assistants 1,899,922 -- 1,899,922

hysicians 945,828 945,828

l\•.,-, t.: ...,: ..... ~:_:~. "... 920,426920·;246

ther Medical Expenses

ecreation -: 28,498 439,420410,922

-

.'"- $ $ $
'otal ICF/MR Certified

7,006,574 28,498 7,035,072o Schedule A, Line 27
TN No. 89-1

supercedes . TN No. 81-9
Approval Date: 2/23/90
Effective Date: 10/1/89 n"'" '1 •• " Ill ... \



:F/t-1R PROVIDER NlMBER 123
lUOD ElIDING ~-::J:-un-e--::3:-=0-, -:1:-::9~8~0-----

STEP-OOWN ME1HOD
ICF/MR PROGRAM

~ srnmurnA~

UNAli.OWABLE ACI'IVITIES

UNALLOWABLE cosr SALARIES & NON-SALARY TarAL
ACITVITIES WAGES COSTS

(1) - (2) (3)
$ $ $

Und Raising 5,456 5,456

esearch &Development

nvestment Activities

Llb1ic Relations

-

t,-,Sing
w--",J

ift Shop
9,000 10,000 19,000

-

-

JrAL
$ $ $

c.ine 35, Schedule A) 14,456 10,000 24,456

KPLANA'IORY NOTES (It Necessary) :

TN No. 89-1
supercedes

,-.. TN No. 81-9

Approval Date: 2/23/90

Effective Date: 10/1/89



IMR P~JV1DER NAME Cumberland School
/~iR Pi\jV~OEK Nur·mE=K---Tl....23~.....-,;.~~;..;..;;...;;.---
IOD Eli~ ii~G J;;...;;u...;...n...;;.e....;3...;...0...:,.,_';..;;9...;;,8..;;..O _

STEP-DOWN METHOD
ICF/MR PROGRAM

S.cHEDULE A-S
DETAIL OF APPLICABLE CREDITS REPORTED ON SCHEDULE A

MISCELLANEOUS AND RESTRICTED Amount Expense SourceREVENUES Category

MISCELLANEOUS VIIIII!VII/I//7TI////;
Meals Sold to Employees

Rooms Rented to Employees

Laundry Services to Employees

CETA $ 18,000 A &G Gen. Ledger

Telephone Commissions

Services Sold

Supplies Sold \

~'~'hases Discounts &Rebates

Child Nutrition Income 48,000 Dietary Gen. Ledger
,

- .. _ • a _ . . ... . -

Total Miscellaneous Revenue $ 66,000 1////// //1///.
RESTRICTED FUNDS EXPENDED FOR Villi;VII I IIIIIIIIIOPERATING COSTS

-
1//11 V////I/;

" ~l Restricted Revenue - 0 -

TAL MISCELLANEOUS &RESTRICTED (A &B) $ 66,000 1//////II/-II/Ii
TN No. 89-1

supercedes TN No. 81-9
Approval Date: 2/23/90
Effective Date: 10/1/89 89-1-MA (NJ)
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"'''ltl''l, ""II"''''I''IIIII~'''''''''''''''''''''''''''''''''''''''''''I1''''I'''I'''''"I'~(ccC' c " 1111 " "..,,"(. " "..Itt'"
P~OVIDE"cc CIJIlBERlAND SCHOOl ICf/IlR COST AllotATlOII ' , .
ICF/"R ~ 121 6EIlERAi. , AIlClllARY SERVICE COSTS
PERIOD ENDING 6/30/SO (REVISE' SCIlEIllI.E II PAliE I Of 2

.'I"I"ttl"'.I'IIIII'lttll'II"'..".I" , 11"""'11'''""'"'''"''fIll'"III.flll 'I..'.I fI.I I.fI. '.11 ""'"1""'1"'"'''"''"'""''''"1''''"''''''''"''"'111''''''
TOTAL DIUCT DEPRECIATlOII DEPREClAJlOII III'IRECT FRIII6E ADIIIIlTSTRATTV£ IIAIIITEIIANC£ Ilf'ERAJlOII 1l41111DlAll££ lAUllllllY HOUSmEPIII6 FOOD' PIIARftACY IlUaSING
EXPENSES FDA IUILDIII6S' /lOVABLE COST BENEFITS , SUERAI. , REPAIR OF PLANT Of PERSONllEL , LIMN DIETARY ADIIIIIISTRAIIDN

APPDRII ONIIEIIT FIIIURES EIUIPIlEIIT , EDUCATION
.FROII SCII, A

COl. 11 \

I :SENERAI. SERVICE CENTERS 2 3 5 .. 7 , , 10 II 12 11 14 :1,.. ----------------------------------.._--------------------------------------------.._------------------------------------------------------------------------------------------------------------------------------------
2:DEPRECIATlDH - 8 , F 8!8,6£6 838,666 :2
3:DEFRECIATION - "'E 452,7" fm,769 13,..
4: I~~ IRECT COST 555,024 '55:1,024 14
5: FR IN6E BEr;EF 115 I,B46,'I4 fI,846,914 :5
6:ACWlISTRAJlV£ , SENERAL 314,981 23,646 12,766 1',124 60,309 '489,827 :6,..
7:IIAINTENAIICE • REPAIRS 268,330 20,706 11,178 11,944 3',744 10,896 f362,798 :7
8: oPEPAJloN Of PLANT 726,400 22,020 11,888 12,10' 40,295 11,048 10,057 fl33,817 18
mAINTEIIANCE OF PERSoNllEl 0 0 0 0 0 0 0 0 .0 I',..

10lLAUMDRY • L1I1EII SERVICE 212,578 ',956 3,755 ',687 28,906 7,'25 3,177 7,510 0 $279,495 110
IllH0tJ5EKEEPING 178,539 20,768 11,212 5,132 17,076 4,682 ',4B6 22,42] 0 0 '26',318 III
12:CIETARY , FOOD n8,110 38,034 20,533 17,501 58,238 15,'67 17,172 41,064 0 0 1l,757 1960,515 112• IJ:PHARIIACY 196,41l I,m 740 4,851 16,148 4,421 626 1,480 0 0 496 0 '226,55:1 :13
14 INURSING ADIIIII. , EDIIC. 95,512 2,247 I,m 4,317 14,364 3,'38 1,026 2,426 0 0 813 0 0 1125,855 114
15:wmAl. 5EIlVICES , SUPPU 155,012 1,401 756 5,'32 1',741 5,412 640 1,513 0 0 507 0 0 II 115• 16:1'.E0ICAI. RECORDS' L18P.ARY ",057 1,872 1,010 2,m 7,697 2,110 855 2,021 0 0 617 0 0 o :16
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Attachment 4.19E
Page 1

DEPARTMENT OF HUMAN SERVICES
DIV1S1ON OF MEDICAL ASSISTANCE AND HEALTH SERVICES

DEFINITION OF A CLAIM BY SERVICE

A claim is a bill, which indicates a request for payment for a Medicaid
reimbursable service provided to a Medicaid-eligible individual.

Claims are submitted either in writing on a State-approved hard copy document
(paper claim) or via State-approved electronic media (EMC), which properly
identifies the provider of the service, the recipient, the service(s) rendered, the
service date(s), and the charge(s) for the rendered service(s) and any other data
required by the State.

For MMIS purposes, the following definition of a claim shall apply:

o Inpatient hospital (UB-82) - A claim is a paper document or an EMC
record requesting payment for services rendered during a statement
periQd f9*" which there are one (1) or more accommodation

..' and/ao~lIaw codes.

t:1 '<AI.l:'q .....li~Qvider types - A claim is each detail line item of a paper
document or an EMC record requesting payment of a specific service
code rendered to a recipient by the billing provider. If multiple units of
a service are billed on the same line item, only one (1) claim shall be
countable.

o Long-tenn care facility, residential treatment centers, governmental
psychiatric facility, certain specialized hospitals and ICF/MR claims. A
claim is a detail line for all days covered by a specified per diem rate
for the same recipient in a single month, including all breaks in stay for
leave days.

o Medicare CfO$S-over claims - An inpatient claim for Medicare
ooinsuran_ ~lor deductit)1e is a single EMC record or. paper
document requesting payment for services rendered during a
statement period for which there are one (1) or more accommodation
andlancitllify codes. For atl other Medicare provider types a claim is
each d.llUne item of a paper document or an EMC record requesting
payment of a specific service code rendered to a recipient by the bitting
provider. If multiple units of a service are billed on the same line item,
only one (1) claim shall be countable.

o Adjustments to paid claims are not defined as claims, regardless of the
number of adjustments filed to a paid claim or the reason for the
adjustment.

00-11-MA(NJ)

Supersedes 92-14-MA

~~-'J.-,,__(;;.;...2, U~ - ~\__._tippro\fal Date_
o

!AUG 7

.... !.!!.,~!.'!. ', •.•• ",.} " ..,.." t\' \'1..;L ... ~ , APR 1'. '. . . - 'I ':A '1" ... I, ,.. -,
2000
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State/Terri tory: __..:.:Nc=.ew:::....::J=e:..:..r=se=.vL-,- _

Requirements for Third Party liabi11ty
Identifying liable Resources

(b)(l) The frequency of the data exchange required in Section 433.138
(d)(l) and (3) is quarterly. For (d)(4), a reasonable attempt has
been made to secure agreements with the Divisions of Motor Vehicles
and Workers' Compensation. For 433.138(e), the frequency of the
diagnosis and trauma code edit is monthly.

Pursuant to 42 CFR 433.138(d)(4), mandating the State Agency to·
conduct a match with the State's Workers' Compensation file, please
be advised that the New Jersey Medicaid Program does have such an
agreement with the State Division of Workers' Compensation to effect
a match of their records with the Medicaid file. This match is done
every six months. Based on the results of the match, appropriate
recovery action will be taken.

(2) With regard to Section 433.138(g)(1)(i), the receipt of information
for use in identification of legally liable third party resources is
followed by verification within the time frames ~entained in federal
regulations by contact with the source of original information, or
other reliable source of information. Verified information is
incorporated into the third party data base. The State has
developed the following procedure/protocol for identifying those
trauma codes that have a high probability for recovery from a third
party and for focusing priority on the most productive codes:

1. Review recoveries from the trauma code edit process for the
most recent prior two years of the edit.

2. Array the diagnoses by number of cases, Medicaid dollars
paid, and Medicaid dollars recovered. This list will be
printed in descending order from the highest dollar recovery
to the lowest dollar recovery.

3. Through analysis of this report, determine those codes that
appear to result in the highest third party recovery.

4. Submit a request for program modifications to give priority
to the identified codes.

5. Run the report generated in item #2 above periodically to
monitor any changes in recovery level of the trauma code,
and assess those trauma diagnoses that have proven to have
been cost-ineffective from a recovery standpoint. This
aforementioned analysis will enable the State to submit
information to HCFA for waiver consideration.

94-11-MA (NJ)

TN ....li=lJ........ . Approval Date_~EP.2 S 1995

Supersedes TN ~_Effective Date~P~,l- 1004~



Revision: July 1994 ATTACHMENT 4.22-A
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OMS NO.: 0938-0193

OFfiCIAL
State Plan Under Title XIX of the Social Security Act

Requirements for Third Party liability: Identifying Liable Resources, cont .
.,.

(b)(2), cont.
With regard to Section 433.138{g){2}{i), relative to health
insurance information, information identifying legally liable
third party resources is taken from the initial application for
assistance, at redetermination, and whenever a change is
reported. When data from these three sources is verified, it is
incorporated into the third party data base within the time
frames contained in federal regulations. In regard to the
Workers' Compensation data exchange, please see the response to
(b){l) above.

(3) There is no match with the New Jersey Division of Motor
Vehicles. Supporting documentation has been provided to HCFA.

(4) Under our proposed trauma edit follow-up system, within sixty
(60) days after the end of each calendar quarter, for those
claims identified as bearing traumatic diagnoses and paid within

~ that quarter, the Division will correspond by mail with the
Medicaid recipient or provider in an attempt to ascertain the
legally liable third party for each person i~entified as having
trauma claims in accord with the applicable threshold ..

The Third Party Recovery Unit will maintain sufficient records
to periodically identify those trauma codes that yield the
highest third party collections. Upon collection, the amount
will be recorded and the Unit will periodically review all
amounts and diagnoses to determine those having the highest
yield.

Following the identification of a legally liable third party
obtained through the follow-up, the time frame for incorporation
into the third party case file, Recovery Unit, and eligibility
case file is 60 days. It should be noted that the Medi~aid

status file contains data on both eligibility and third party
coverage.

94-11-MA (NJ)

SEP 2 5 1995

IN_ _~. - ~\pprova1 Oate_ APR 1 - 1994,

Supersedes TN tt~~it~o Effective Oate_---
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OffiCIAl

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State{Territory: New Jersey

Requirements for Third Party Liability
Payment of Claims

HEALTH INSURANCE:

The State shall pursue recovery without any dollar threshold.

TORT LIABILITY:

The State pursues recovery where a third party is or may be liable as a
result of a tort. A $500 per case threshold has been established. The
amount for which the State will accumulate billings with respect to a
particular liable third party is $500.

93-21-MA (NJ)

NOV 15 1993
nJ ~J- ~l .Approval Oate --

u\.. 1- 1900
Supersedes TN jQ-JJ Effective Date_ J .
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STATE PlAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Terri tory: ...:.N=e=w....::J.."e:.:.,.r=se"'-'v'-- _

Requirements for Third Party liability 
Payment of Claims

IV-D Claims

Providers who choose to submit a IV-D claim to a liable third party
first and then submit the claim to the Medicaid program are required to
submit an Explanation of Benefits (EOB) showing third party liability
partial payment or denial. Effective November 29, 1991, the date of
implementation for UNISYS, the fiscal agent, providers will be required to
include the carrier code of the insurance company billed on the claim form
itself in addition to attaching the EOB. When DMAHS seeks recovery from a
liable third party it will receive either a payment or a decline notice
indicating payment has already been made to the provider. Appropriate
follow-up action against the provider will be taken in cases where duplicate
or excessive payments have been received by a provider from both DMAHS and
the liable third party.

91-28-MA (NJ)

q JAN 1 5 1992
'TN· ' /- c28 Approval Date _

Supersedes TN ~Effect ive Date NUV2 9 1991...,
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: _New Jersey

Third Party Liability -
Bipartisan Budget Act (BBA) of 2018 and Medicaid Services Investment and

Accountability Act (MSIAA) of 2019

Effective February 9, 2018, the BBA of 2018 amended section 1902(a)(25)(E) of the Act
to require a state to use standard coordination of benefits cost avoidance instead of "pay
and chase" when processing claims for prenatal services, including labor and delivery
and postpartum claims. Therefore, if the State Medicaid Agency (SMA) has determined
that a third party is likely liable for a prenatal claim it must reject, but not deny, the claim
and return it back to the provider noting the third party that Medicaid believes to be legally
responsible for payment.

Effective October 1, 2019, the BBA of 2018 amended section 1902(a)(25)(E) of the Act
to require a state to make payments without regard to third party liability for pediatric
preventative services unless the state has made a determination related to cost-
effectiveness and access to care that warrants cost avoidance for up to 90 days. If the
state has made a determination related to cost effectiveness and access to care. SMAs
can no longer pay and chase for pediatric preventive services and must cost avoid for up
to 90 days, if warranted.

The MSIAA of 2019 allows for payment up to 100 days instead of 90 days after a claim is
submitted for claims related to medical support enforcement. Therefore, New Jersey will
extend up to 100 days for claims related to child support enforcement beneficiaries.

TN: #22-0010

Supersedes TN: NEW

Approval Date

Effective Date

4/27/22

1/1/22
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory:

Citation

1906 of the Act

New Jersey

Condition or Requirement

State Method on Cost Effectiveness of
Employer-Based Group Health Plans

The Ne,. Jersey Division of Medical Assistance and Health Services (DXAHS)
will follow the Secretary's methodology for determining cost-effectiveness
of cases as set forth in Section 3910.11 of the State Medicaid Manual, with
the following modifications:

1. Due to limited resources, DHAHS will concentrate its efforts on the most
cost-effective cases. As cases are screened, they automatically will be
eligible for the payment of health insurance premiums under this plan if
they fall into any of the following cate~ories:

a. Cases in the community whose diagnoses indicate that they are in
need of long term institutional care and meet, at a minimum, the
nursing facility level of care criteria (e.g., cases who are eligible
for the Model Waiver I, II, or III Programs, or the AIDS Community
Care Alternatives Program).

b. Cases whose diagnoses indicate Acquired Immune Deficiency Syndrome
(AIDS), AIDS-Related Complex (ARC), or, in children under the age
of five years, Human Immunodeficiency Virus (HIV) positive.

c. Cases whose diagnoses indicate a malignancy of a vital organ.

d. Cases whose diagnoses indicate a hereditary or degenerative disease
of the central nervous system.

TN No. q,-:J..9:>
Supersedes Approval Date

TN No. New.
OCT 15 1992 JUL 1Effective Date

HCFA ID: 7985E

1981
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New Jersey

Citation Condition or Requirement

1906 of the Act State Method on Cost Effectiveness of
Employer-Based Group Health Plans

2. The following remaining cases from the screen will be eligible for the
payment of health insurance premiums:

a. Cases whose projected net Medicaid savings are likely to be $20,000
or more annually, based on their claims experience or the claims
experience of other cases with the same diagnoses.

b. Cases whose projected net Medicaid savings are likely to be 500% or
more of their premiums and other costs, based on their claims
experience or the claims experience of other cases with the same
diagnoses.

TN No. 1/-....23
Supersedes

TN No ..Ne~

OCT 15 1992
Approval Date Effective Date

HCFA ID: 7985E

JUl 1 1981

..;:. u.s. Governmc-nt Prlnt~n!; 'Jf:"Lce 1~91 ~ J:2-~49/40)52



SUPPLEMENT 1 TO ATTACHMENT 4.22

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STt,T':: LAWS REQUIRiNG THIRD PARTiES TO PROVIDE
COVERAGE ELIGIBILITY AND CLAIMS OATA

Citalion.

--1:" St-"it(: '1:::5 i"ol 8ff~Cl "1,'.. 5 ~ha~ reql!lre t'l:rd parties to conlp:y ·.. ·... itn thE:
prlJI': SIClflS. Llr;!lj,"jl"ll] t!--,ose which require third parties to provIde ths
S,,,,; -, :lith l J /8"<1(:" e''');j'I,:\ 3;Jd daims data. of '1902(a )(25)II) of t1'e
Sse ~l Se.,:ur. -y /\:::

08-04-MA (NJ)

TN No. Oo-04-MA (NJ)
Supersedes: NEW

Approval Date JUl 2 9 Z008
Effective Date .-AeILOJ_M_



Revision: HCFA-PM-92-4
AUGUST 1992

State/Territory:

(HSQ8) Attachment 4.30
Page 1

NEW JERSEY

OFFICIAL

(a)

Citation

1902 (y) (1),
1902(y) (2) (A),
and Section
1902(y) (3)
of the Act
(P.L. 101-508,
Section 4755(a)(2»

1902(y) (1) (A)
of the Act

1902(y) (1) (8)
of the Act

1902(y) (2) (A)
of the Act

Sanctions for Psychiatric Hosoitals

The State assures that the requirements of
section 1902(y)(1), section 1902(y)(2)(A), and
section 1902(y)(3) of the Act are met concerning
sanctions for psychiatric hospitals that do not
meet the requirements of participation when the
hospital's deficiencies immediately jeopardize
the health and safety of its patients or do not
immediately jeopardize th~ health and safety of
its patients.

(b) The State terminates the hospital's
participation under the State plan when the
State determines that the hospital does not
meet the requirements for a psychiatric
hospital and further finds that the hospital's
deficiencies immediately jeopardize the health
and safety of its patients.

(c) When the State determines that the hospital does
not meet the requirements for a psychiatric
hospital and further finds that the hospital's
deficiencies do not immediately jeopardize the
health and safety of its patients, the State
may:

1. terminate the hospital's participation
under the State plan; or

2. provide that no payment will be made
under the State plan with respect to
any individual admitted to such
hospital after the effective date of
the finding; or

3. terminate the hospital's participation
under the State plan and provide that
no payment will be made under the
State plan with respect to any
:iildividual admitted to such hospital
after the effective date of the
finl::Iing.

(d) When the psychiatric hospital described in (c)
above has not complied with the requirements for
a psychiatric hospital within 3 months after the
date the hospital is found to be out of
compliance with such requirements, the State
shall provide that no payment will be made under
the State plan with resPeCt to any individual
admitted to such hospital after the end of such
3-month period.

TN No. j3-1
supersedit.~__ &

TN NO •.--..ew Approval Date MAY 2 7 1993 JAN 1- 19b9Effective Date __



Attachment 4.30

~

Citation

State:
Page 2

New Jersey

Sanctions for MCOs and PCCMs
OFF/CIAl

1932(e)
42 CFR 428.726 X (a) The State monitors for violations that involve the actions

and failure to act specified in 42 CFR Part 438 Subpart I
and to implement the provisions in 42 CFR 438 Subpart
I, in the manner specified below:

The State will require the MCO to permit the Department and the United States
Department of Health and Human Services or its agents to have the right to inspect, audit or otherwise
evaluate the quality, appropriateness and timeliness of services performed under this contract, including
through a medical audit. For all deficiencies found by the State and/or the ERO, the MCO must submit a
plan of action to correct, evaluate, respond to, resolve, and follow up on any identified problems. Failure
to resolve or correct the deficiency may result in sanctions including those, at a minimum, described in 42
CFR 438 Subpart I. Specific details for each type of violation and corresponding sanction are stipulated
in the MCO contract.

X (b) The State uses the definition below of the threshold that
must be met before an MCO is considered to have
repeatedly committed violations of section 1903(m) and
thus subject to imposition of temporary management:

Imposition of temporary management would occur when the State fmds the
'-'" MCO has been sanctioned three or more consecutive times for violations described at 42 CFR 438.700 or

fails to attain and maintain financial stability in accordance with the fiscal requirements set forth by the
New Jersey Department of Banking and Insurance.

x (c) The State's contracts with MCOs provide that
payments provided for under the contract will be denied
for new enrollees when, and for so long as, payment for
those enroHees is denied by CMS under 42 CFR
438.730(e).

Not applicable; the State does not contract with
MCOs, or the State does not choose to impose
intermediate sanctions on PCCMs.

03-07-MA (NJ)

~ TN # 03-07 _
Supersedes TN # _New _

I~UG 13 2003
Effective Date
Approval Date MAR 1 1 2.004
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Pago 1
OMHNo.: (WK-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State; NEW JERSEY

INCOME AND ELIGIBILITY VERIFICATION SYSTEM PROCEDURES
REQUESTS TO OTHER STATE AGENCIES

The State has an eligibility determination system that provides
for data matching through the Public Assistance Reporting
Information System (PARIS), or any successor system, including
matching with medical assistance programs operated by other
States. The information that is requested will be exchanged with
States and other entities legally entitled to verify title XIX
applicants and individuals eligible for covered title XIX services
consistent with applicable PARIS agreements.

TN No.: 12-03 Approval Date SB3 ° 6

Supersedes Effective Date: /tf>R 0 1 2012
TNNo. : 86-12

HCFA ID: 0123P/0002P
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Page 1
OMS No.: 0938-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: NEW JERSEY

METHOD FOR ISSUANCE OF MEDICAID ELIGIBILITY CARDS
TO HOMELESS INDIVIDUALS

For SSI recipients without a permanent residence, Medicaid
eligibility cards are mailed to the SSA District Office where
they may be picked up by the recipients.

For all other Medicaid eligibles without a permanent residence,
the eligibility card may be picked up at the county welfare agency.

TN No. S? '/'/
Supersedes
TN No.

SEP 21981Approval Date __' _ APR 1 1987Effective Date . __

HCFA ID: 1080P/0020P
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Page 1
OMB No.:

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New Jersey

REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS
FOR MEDICAL ASSISTANCE

The following is a written description of the law of the
State (whether statutory or as recognized by the courts of
the State) concerning advance directives. If applicable
States should include definitions of living will, durable
power of attorney for health care, durable power of attorney,
witness requirements, special State limitations on living
will declarations, proxy designation, process information and
State forms, and identify whether State law allows for a
health care provider or agent of the provider to object to
the implementation of advance directives on the basis of
conscience.

The New Jersey Statute may be known and may be cited as the MNew
Jersey Advance Directives for Health Care Act,M P.L. 1991, c. 201,
approved July 11, 1991.

TN No. q l-Jig-
superse~l ~pproval

TN No.~

f eb ~ ,m ~r 1 1991Date ,-:'.... Effective Date Dc-v----- ----
HCFA ID: 7982E
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page 2

YOUR RIGHT TO MAKE HEALTH CARE DECISIONS IN HEW JERSEY-This document~xplains your rights to make decisions about your own health
care under New Jersey law. It also tells you how to plan ahead for your
health caie if you become unable to decide for yourself because of an illness
or accident. It contains a general statement of your rights and some common
questions and answers.

YOUR BASIC RIGHTS - You have the right to receive an understandable
explanation from your Goctor of your complete med~r.<ll condition, expected
results, benefits and risks of treatment recommended by your doctor, and
reasonable medical alternatives. You have the right to accept or refuse any
procedure or treatment Ilsed to diagnose or treat your physical or mental
condition, including life-sustaining treatment. You also have the right to
control decisions about your health care in the event you become unable to
make your own decisions in the future by completing an advance directive.

WHAT HAPPENS IF I'M UNABLE TO DEC IDE ABOUT MY HEALTH CARE? - If you become
unable to make treatment decisior,s, due to illness or an accident, those
caring for you will need to know about your values and wishes in making
decisions on your behalf, That's why it's important to write an advance
directive.

WHAT IS AN ADVANCE DIRECTIVE? - An advance directive is a document that allows
you t 0 d ire ct.vh0 'til 11 ,- ake heaIt h care dec i s ion s for you and t 0 s tat e you r
',vi shes for':'edical tr'2at''1ent if you become unable to decide for yourself in
the future. Your advance directive may be used to accept or refuse any
procedure or treat~ent, ;ncluding 1ife-sustaining tre~tment.

WHAT TYPES OF ADVANCE DIRECTIVES CAN I USE? - There are three kinds of advance
directives that you can ~se to say what you want and who you want your doctors
to listen to:

1
l.

2,

3.

t~ PROXY DIRECTIVE 'also called a "durable pOi'Jer of attorney for health
care") lets YOU 'c'ce a "health care repre:;entative", such as a family
~ember or frienj, . J ~ake health care decisions on your behalf.

An INSTRUCTIVE DIRECTIVE (also called a "living will") lets you state
'tihat kinds of '-·::'~al treatments you 1-1ould accept or reject in certain
situations.

A COMBINED DIRECTIVE lets you do both. It lets you name a health care
representative a~j tells that person your treat~ent wishes.

1991

Who can fill out these forms? - 'fou can fill out an advance directive in New
Jer Sey if you are : :3 , ear s 0 r olderand you are ab1e tomakey 0 Ur a\~ n
decisions. You do no' ~eed a lawyer to fill it out.

Who should I talk to about advance directives? - You should talk to your
doctor, family members. ::lose friends, or others you trust to help you. Your
doctor or member of our staff can give you more information about how to fill
out an advance directive,

fEB 21111

n ' DEC 1·c-· '/. '-'
'-' ,'. --------



()~~It:I~1. What should I do with my advance directive?
Att. 4.34A

page 3

'(au should tal k to your doctor about it and give a copy to him or her. You
should also give a copy to your health care representative, family member(s),
or others clo~ to you. Bring a copy with you when you must receive care from
a hospital, nursing home, or other health care agency. Your advance directive
becomes part of your medical records.

What if I don't have an advance directive?

If you become unable to make tre1tment decisions and you do not have an
advance directive, your close family members will talk to your doctor and in
most cases, may then make decisions on your behalf. However, if your family
members, doctor, or other caregivers disagree about your medical care. it may
be necessary for a court to app'Jint someone as your legal guardian. (This
also may be needed if you do not have a family member to make decisions on
lour beha 1f.) That's '.·:hy it's important to put your wi shes in writ i ng to make
it clear who should dEcide for jeu and to help your family arid doctor know
v.. hat you want.

Will my advance directi'/e be fol1owe_d?

ies. Everyone r-esponslble for .lour care must respect your wishes that you
h)'/e st3'ced in your a1j'iance d~rective" HO\'lever, if your docter. nurse, or
ot~er orofessional has a sincere objection to respecting your wishes to refuse
1ife-s~stajning tre2~-~0t. ~e or she may have your care transferred to another
:~ ('ofess ion a1 ','f' h0 '..i 11" ~} :~ I~./ t ~I e"'" 'j t .

What if I change mL~j,n(LZ

·O~ can change or re.~·~ any of these documents at a later time.

Will r still be trected if r don't fill out an advance directive?

, es./0 IJ don't ha. e ' ) fill out any forms if you don't VI ant to and yo Ij Iv i 11
stl11 ~et medical t,ea'-ent. '{our insurance company also cannot de0y coverage
based on whether or n • IOU have an advance directive.

What other informatioJl3nd resources are available to me?

{our doctor or a ~'':~'::;e'- of our staff can provide you with more information
about our policies:Jn adnncE: ,jir-ectives. You also may ask fOf \'lritten
informational :T1ater 1 d'=, and help. If there is a question or disagreement
about your health::3:"e "'Iishes, I-Ie have an ethics committee or other
1ndividuals who can helD.

: 2 91 Hospitals. uc-emaker Ho~e Health Agencies, Private Duty Nursing
..'igencles. ,J!~:' ho/jeers. Hospice Agencies and HMOs

-I" , ,
lit__..-,.-.... .. .-..,. _ ....

C: . ...,r'V'cr'·'-,:"
,I I, I ~) ~.~ I • " ,

qI-Sf.,
~e,:;Y;
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1008 RIGHI TO MAKE HEALTH CARE DECISIONS IN NEV JERSEY page 4

This document explains your rights to make decisions about your own health
care under New Jersey law. It also tells you how to plan ahead for your
health care il:you become unable to decide for yoursp.lf because of an illness
or accident. It contains a general statement of your rights and some cOlTmon
Questions and answers.

YOUR BASIC RIGHTS - You have the right to receive an understandable
explanation from your doctor of your complete medical condition, expected
results, benefits and ri sks of treatment recommended by your doctor, and
reasonable medical alternatives. You have the right to accept or refuse any
procedure or tr~atment used to diagnose or treat your physical or mental
condition, including life-sustaining treatment. You also have the right to
control decisions about your health care in the event you become unable to
make your own declsions in the future by completing an advance directive.

WHAT HAPPENS IF I'M UNABLE TO DECIDE ABOUT MY HEAlDf CARE? - If you become
unable to make treatment decisions, due to illness or an accident, those
caring for YOu '",ill need to know about your values and wishes in making
decisions on your behalf. That's why it's important to write an advance
directive.

WHAT IS AN ADVANCE DIRECTIVE? - An advance directive is a document that allows
you to diiect who will make health care decisions for you and to state your
wishes for medical treatment if you become unablta to decide for yourself in
the future. (our advance directive may be used to accept or reFuse any
procedure or treatment. including life-sustaining treatment.

WHAT TYPES OF ADVANCE DIRECTIVES CAN I USE? - There are three kinds of advance
directives that you can Jse to 3ay what you want and who you want your doctors
to listen to:

1. A PROXY DIRECTIVE also called a "durable power of attorney for h~alth

care") lets jOJ ~::.~e a "health care representative", such as a family
member Qr frie~:. OJ ~ake health care decisions on your behalf.

2. An INSTRUCTIVE lJIRECTIVE (also called a "living will") lets you state
what kinds of ~::~'cal treatments you would accept or reject in certain
situations.

3. A COMBINED DIRECT I'IE : ets you do both. It 1ets you name a health care
representative a"~ ~ells that person your treatment wishes.

Who can fill out these forms? - You can fill out an advance directive in New
Jersey if you are l3 fears or older and you are able to make your own
decisions. You do not ~eed a lawyer to fill it out.

Who should I talk to about advance directives? - You should talk to jour
doctor, family memDers. close friends, or others you trust to help you. Y~ur
doctor or member of 2J( staff can give you more information about how to flll
out an advance direct~ ,e.

..,~. I
I I
: i \ q1- 36

New
I •

FEB 2 1 1992

CEC 1 1991



What shoyld I do with my advance directive?
;\t t. 4. 34A

page 5

You should talk to your doctor about it and give a copy to him or her. You
should also give a copy to your health care representative, family member(s},
or others close to you. Bring a copy with you when you must receive care from
a hospital, nursing home, or other health care agency. Your advance directive
becomes part of your medical records.

What if r don't have an advance directive?

If you become unable to make treatment decisions and you do not have an
advance directive, your close family members will talk to your doctor and in
mos t cases, may then make dec is ions on your beha 1f. However, if your fami 1y
~embers, doctor, or other caregivers disagree about your medical care, it may
be necessary for a court to appoint someone as your 1~9al guardian. (This
also may be needed if you do not havt:! a family mer.1ber to make der.isions on
your behalf.) If you are age 60 or older, and you become unable to decide for
yourself, it may also be necessary that the Ombudsman for the Institution
alized Elderly review a decision to forego life-sustaining treatment. That's
why it's important to put your wishes in writing to make it clear who should
decide for you and to help your family and doctor know what you want.

Will my advance directive be followed?

fes. Everyone responsible for your care must respect your wishes that you
have stated in your advance directive. However, if your doctor, nurse, or
other professional has a sincere objection to respecting your wishes to refuse
life-sustaining treatment, he or she may have your care transferred to another
profess~onal who l,oJill carry them out.

What if I change my mind?

You can change or revc(e any of these documents at a later time.

Will I still be treated if I don't fill out an advance directive?

res, JOU don't have tD fill out any forms if you don't want to and you will
still get .'TIedical treat:'"'ent. four insurance company also cannot deny coverage
based on whether or net you have an advance directive.

What other information and resources are available to me?

four doctor or a :,;e~ber of our staff can provide you with more information
about our pol i c i es::;n advance directives. You also may ask for written
lnformational materials and help. If there is a question or disagreement
about your health care wishes, we have an ethics committee or other
indivlduals who can ~e J.

12 91 Nursing fac" ;"es
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Revision: HCFA-PM-95-4
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(HSQB) Attachment 4.35-A

STATE PLAN UNDER TITLE XIX OF· THE SOCIAL SECURITY ACT

State/Territory: New Jersey

.'

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of complIance for NursIng FacIlIties

The State uses other facto~s described below to determine the seriousness of
deficiencies in addition to those described at S488.404(b) (1):

I TN No. '\5 - ~S
Supersedes Approval Dat~iIi' .. 1 49 g7
TN No.' '" 0 - "' ..J.Dl-I..--l..

Effective Date~UL 0 1 1995



Attachment 4.35-B(HSQB)Revision: HCFA-PM-95-4
JUNE 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New Jersey
ELIGIBILITY CONDITIONS AND REQUIRBK!HTS

Enforcement of ComplIance for NursIng FacIlItIes

Termination of Provider Agreement: Describe the criteria (as required at
S1919(h)(2)(A» for applying the remedy.

-2.. Specified Remedy

(Will use the criteria and
notice requirements specified
in the regulation.)

•

n.....·..•• rf'f~'.~ f.',/f!.,§.. : l··U n,nii

t TN No. 0\$ - :,. '>
Supersedes
TN No. U\,.o - '\

Effective Date~UL 0 1 1995



Revision: HCFA-PM-95-4
JUNE 1995

(HSQB) Attachment 4.35-C

STATE PLAN ONDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New Jersey
·ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of complIance for NursIng Faci '.ItIes

TemiVrary Mana;::ant: Describe the criteria (as required at S1919(h)(2)(A» for
app ying the r y.

-A- Specified Remedy Alternative Remedy

(Will use the criteria and
notice requirements specified
in the regulation.)

(Describe the criteria and
demonstrate that the alternative
remedy is as effective in da~erring

non-compliance. Notice requirements
3re as specified in the regulations.)

OF

TN No. ,,~ - ::. '5
Supersedes . Approval
TNNO.~

Effective Date: .JUL 0 1 1995



Revision: HCFA-PM-95-4
JUNE 1995

(HSQB) Attachment 4.35-D

STATE PLAN ONDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: N_e_w_J_e_r_s_e.:y~ -

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of. complIl~ce for NursIng FacIlItIes

Denial of parrrnt for New Admiesione: Describe the criteria (as required at
S1919(h)(2)(A) for applying the remedy.

L Specified Remedy

(Will use the criteria and
notice requirements specified
in the regulation.)

Alternative Remedy

(Describe the criteria and.
demonstrate that the alternative
remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulati~ns.)

TN No. "\ :> - ::. 5
Supersedes ~.m~?J.ll.'
TNNO.~
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Revision: HCFA-PM-95-4
JUNE 1995

(HSQB) Attachment 4.35-£

S~ATE PLAN UNDER TITLE XIX C"! THE SOCIAL SECURITY ACT

state/Territory: ..:.N.:.::e~w~J:.::e:.:r..:s:.::e::.JY:"- _

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of complIance for Nursing FacIlIties

Civil Money Penalty: Describe the criteria (as required at S19l9(h)(2)(A» for
applying the remedY•

.2L SPeCified Remedy _ Alternative Remedy

. (Will use the criteria and
notice requirements specified
in the regulation.)

(Describe the criteria and
demonstrate that the alternative
remedy is as effective in ~eterring

non-compliance. Notice requirements
are as specified in the regulations.)

OffiCiAL

TN No. '\5 - ~~ ., f~f 1 1 1997Supersedes Approval Date:-UUrl--!---J Effective Date:t,JUL 0 1 1995
TNNO.~



Revision: HCFA-PM-95-4
JUNE 1995

(HSQB) Attachment 4.35-F

STATE PLAN UNDER TITLE XIX OF oJ-HE SOCIAL SECURITY ACT

State/Territory: New Jersey

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing FacIlitIes

State Monitoring: DescriCa the criteria (as required at S19l9(h)(2)(A» for
applying the remedy.

2.- Specified Remedy

(Will use the criteria and
notice requirements specified
in the regulation.)

Alternative Remedy

(Describe the criteria and
demonstrate that the alternative
remedy is as effective in deterring
n~n-compliance. Notice requirements
are as specified in the regulations.)

Off

TN No. ~, 'S - .., ":)
superS::New-del. Approval Date:J1l1.tl.-lj 1997
TN No. °
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Revision: HCFA-PH-95-4
JUNE 1995

(HSQS) Attachment 4.35-G

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT .

state/Territory: New Jersey

ELIGIBILITY CONDITIONS AND REQUIREMEN"rS

Enforcement of compliance for NursIng FacIlItIes

Describe

-X- Specified Remedy

(Will use the criteria and
notice requirements specified
in the regulation.)

___ Alternative Remedy

(Describe the criteria and.
demonstrate that the alternative
remedy is as effective in deterring
non-compliance. Notice requirements
are as specified in the regulations.)

TN No. c-" s- ~ 'S ••U ~ ~ teA,
~~~~~Approval Date:...IlUD.-t-f '~~f Effective Date: ,...tUb 8 1 1995



Attachment 4.35-H(HSQB)HCFA-PM-95-4
JUNE 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Revision:

State/Territory: _~N~e~w~Je=-r~s~e:::!y:...- _

ELIGIBILITY CONDITIONS AND REQUI~~NTS

Enforcement of Compliance for Nursing FacIiities

Additional Remedies: Describe the criteria (as required at S1919(h)(2)(A» for
applying the additional remedy. Include the enforcement category in which the
remedy will be imposed (Le., category 1, category 2, or category 3 as described
at 42 CFR 488.408).

'l1)e ~tate's J.:i.cEnsir:g enfarc:en;nt rare:iy o£ a a.n:tail.nalt on adn"i ssjens may
be rec:anxer:ded as an cd:3itiooal re:te:i.Y for :i.n'p:)sitim when either a
cabsgoJ:y 2 or categ::»::y 3 r6rEdy is~ or q>ti.cnal as descriJ:ed at
42 em 488.408. .

'!he reredy of 0Irtai.l.na"tt co edmissioos will 1::e used in si.tuaticns~
inlrediate carxec"ti.CXl of se:ri.oos ciefi~, su::h as t:r.ase :r:elated to
particlpat.i.cD requirarents under 42 O'R 48,3-.13, Fesident Behavior and
Facil1ty Practices, 42 ern. 483.15, coauty of Life, or 42 CFR 483.25,
Quality of care, is war.rante:l•.

Curt:ailIrent en adnrl.ssi.c:ns will apply to~ adm:issi.cns, as well as
readmiss.i.cns arrl will also apply to private p;!!r;f :residents. T.ba re:rEdy w:Ul
te c:x:ntinued until the facility has dem::ostI:aterl that it is in substantial
c:anplierx:e with i::h; deficie.rq that is 1::ht§ Subje=t of~ actioo. en a
case by case basi s, e.xcept:i.cI'ls may ba trede far aOm:i.ss:ia1 of residents co.
telip:m~ry bedhold based upcn ~te:i hardship an::i tl'e fecility's
do::::urrented abi] i ty to provide app:r:q:>riate care to the irrlividual..

'Ih= a.n:i:ail.naIt rem:dy is autrJ:)rized pursuant to regulation :in the
New Jersey Adm:i.ni.strative Ccrle at NJl-C 8: 43E-3. 6.

OffICIAl.
TN No. C\ '5 - ==- S
Supersedes

TN NO'~ew

.JUt 0 1 1995
Approval Date:~ 1997 Effective Date: _
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

state/Territory: New Jersey

DISCLOSURE OF ADDITIONAL REGISTRY INFORMATION
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New Jersey
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Revi.si.on: HCFA-PM-93- 1
January 1993

(BPD) OFFICIAL ATTACHMENT 4.39
Pa.ge 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New Jersey

DEFINITION OF SPECIALIZED SERVICES

Division of Developmental Disabilities
Department of Human Services:

Specialized Services: Specialized Services are required when an
individual is determined through the PASARR process to have skill
deficits or other specialized training needs that necessitate the
availability of trained MR personnel, 24 hours per day, to teach the
individual functional skills. Specialized services are those
services needed to address such skill deficits or special ized
training needs. Specialized services may be provided in an ICF/MR
or in a community-based setting which meets ICF/MR standards.
Special ized services go beyond the range of services which a NF is
required to provide.

Division of Mental Health and Hospitals
Department of Human Services:

Specialized Services: Specialized Services are offered when an
individual is experiencing an acute episode of serious mental
illness and psychiatric hospitalization is recommended, based on a
Psychiatric Evaluation. Specialized Services entail implementation
of a continuous, aggressive, and individualized treatment plan by an
interdisciplinary team of qualified and trained mental health
personnel. During a period of twenty-four hour supervision for the
individual, specific therapies and activities are prescribed, with
the following objectives: a) to diagnose and reduce behavioral
symptoms; b) to improve independent functioning; and c) as early as
possible, to permit functioning at a level where less than
Specialized Services are appropriate. Specialized Services go
beyond the range of services which a nursing facility is required to
provide.

TN No. qlf-Io '-!A!'f13 1995
supersedi[I~'A' Approval Date
TNNO.~

Effective Date APR 1 - 1994
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STATE PLAN UNDER TITLE XIX OF THE SOCiAL SECURITY ACT 
8TATE OF NEW JERSEY 

Categorical Determinations 

Individuals with Seri{)1)S Mental Illness (SMI) and/or
 
Mental RemrdatloniRelate-d Conditions (MRJRC)
 

Dementia w,th MRJRC: An individual who has a documented diagnosis of dementia, 
including Alzheimer's Disease or (elated disorder, based on the most current Diagnostic 
Statistical Manual (DSM) criteria, in addition to a diagnosis of mental retardation and/or 
related condition (RC) can be categorically determined not to need specialized services. 

Terminal Illness: An ,individual with a terminal illness, who is certified by a physician 
and/or hospice ·care staff as having a life expectancy of six months or less; and requires 
continuous nursing care or medical supervisionltreatment due to a physical condition; 
and has serious mental illness, mental retardation and/or related condition but is not a 
danger to self or other; and may not be expected 10 benefit from specIalized services 
due to the 18\1el of impainnent caused by the tennina! illness and/or cognitrve or 
functional limitations, can be categorically determined not to need specialized services. 

Severe Physical Illness: An individual with a serious mental illness, mental retardation 
andJ or related condition, and who may not be expected to benefrt from specialized 
services due to the individual's level of impairment caused by a severe medIcal ·illness, 
can be categorically determined not to need specialized services, 
Examples of severe medical illnesses that may cause Itle impairment are amyotrophic 
lateral sclerosis, Huntington's disease, ventilator dependency, severe congestIve heart 
failure, end-stage chronic obstructive pUlmonaty disease, end-stage Parkinson's 
disease, cerebellar degeneration, cerebrovascular accident, end-stage renal disease, 
severe diabetic neuropathies and refr.actory anemia. Evaluation is not necessary for an 
individual who is comatose or in a persistent vegetative state. 

10-08-MA (NJ) 

TN: 10-08 Effective: July 1,2010 
oct '2 '2 20\0 

Supersedes 94-10 ApprOVed: _ 
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C~ No.:'

S~a. t e/7e ==:. '=-==-1: Hew Jersey

The Sta~e has in e~:e~t t~e follouing s~~~ey and ce~i~ica.tion pe=ice:.::
ecuca~:'=~al p=og=a= === t~e staff and =esicent~ (and t~ei= =e?=ese~ta~:'.e!)

c: ~c=~~~g :acili~!~~ i~ o==e= to ~=ese~~ c~==e~~ =e~~lat~c~~, ~=cca~~=e~,

a:ld :;:cl.:':::'es. .

The New Jersey Department of Health assures that nursing facilities
conduct continuing education programs for staff and residents (and
their representatives) periodically. Nursing facility staff,
residents and their reoresentatives are instructed as to current
regUlations, procedure; and policies. Specifically, the DOn and
DMAHS participate as speakers in educational programs sponsored by
professional associations and offered to NF staff, residents and
their representatives. In addition, DOH and DMAHS staff also
coordinate educational efforts through NF resident councils and
community advocate organizations in providing information to
targeted groups.

Of
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S~~e=seces
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~~visic~: p.c:~-?x-~2-3
A.?RIL .~C;S2 ••

(HSQB) >..~::ach=:e=.t ~. ~O-3

. ?:!.;e 1
G~ 1'10.:

........
Ne'Pf Jersey

?=ocess ~o= ::~e !n~es~igation 0: Allega~ions of ~esice~t He;~e=::

and ;~~se a~d Hlsapp=o?=iation of Resi~e~t.?=ope=~1

The New Jersey Department of Health process for receiving, reviewing and
investigating .allegations of neglect, abuse or misappropriation of resident
property complies with all the procedural requirements specified by section 1919
(g}(l}{c) of the Act. The procedures cover·the allegations, whether the wrong
may have been committed by personnel employed in the nursing facility or by
another resident of the facility, and regardless of the age of the injured
res i dent.

A person employed by a nursing facility who is found to have neglected or abused
a resident, or to have misappropriated resident property, is notified of the
finding, and the appropriate licensure/registry authorities are notified of
licensed or registered individuals found to have co~~itted such offense(s).

:rN }lo.~
SU:?e=sec.es
'I:i No.

~ew(' ..

Of

F.C~A !D:



~. - - .. . ....
APRIL 1';'2

" ......_~ .... / ,,::'O;;<J.chment. 1,.1,C)-C
Page 1
OH3 No.:

.....
S~A!~ ?:~l UND~~ T!TL~ XIX OF .~~ SOC!~~ S~CURITY AC7

New Jersey

::::'!G!3!!..ITY CONDI7:i:ONS AllD R.::QU!?-:::~:-lTS

.
The State has i~ e::~~~ the follo~ing procedures :or the scheculins a~= c~~d~c~

of s~a~da=d sur.eys ~= asscre that it has take~ all reasonable ste?9 ~~ a~oid

givi~; notice.

The following pages set forth the procedures establi~hed by the New Jersey
Department of Health to comply with federal regulations.

T~ No. ~<j)
Superseces
TN No.
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(HSQB) A;;S!:h.~cr. ;4. <3-D

Fege 1
Ci'. Io No.:

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT - "
State/Territory:_NEWJERSFY

ELIGIBILIT/ CONDITIONS AND REQUIREMENTS
Programs to Measure and Reduce Inconsistency

The Sisle has in efr'ec; She following prccrsms to measure end reduce incons;s:encv in
the s:clicstion o; sur>';y rssults smor. c SL'.-vsyors.

The Ne"/ Jersey Depsriment of Health uses onsite obsen/siion of every sur^y ksm, ss
v. 'e!l ES review of citations and sur/ey reports and training to ensure the cons;s;=:-, cv of
surveyors and survey teams.

Health Facilities Inspection Ser/ices continuslly works to develop and improve L':c.n the
consistency of surveyors end survey tesms by the following procedures:

a- Every sun/ey team is observed onsite in the field for one full survey every cuarter
by the Coordinator of Inspections or the Supervisor of the Long Term Car;
Inspection ProarEm.

.>,.. >>

b.

c.

c.

Deficiency ci;£;'c, -. s by type and frsq'jsncy, as cited by eec'n survey tss-, s.-:
professions! cisc:?iine, ere comps. -ed Feriodically. Discrepsnt taQni.'rT-, :i-s i-.ci:
survey ;esms/SL':£.-'/isors sre fisccid ;"or further evaiustion sna' spprc::;;:;
csrrective sciicn.

Tr-e Su=e-."scr c; Lcnc T£-^ Cs-e !-s=£c:icns end the Assistsn; Dire:
cve-sses the Lc-, : Tsrm Csre Frcc-s-i bcin rsncoml'/ review s 10% s;
/=o/'s, in scci;;cr, ;o revie'. '. ing 10Q% c; reports with Level A citstions.
cccumentaticn c'c:;!ems or inccn£:s:enc[ss.

. :, ; C; £!1

:-:^;ir/

Ccmpiein; rec=-:s a-£ per;cc;c£;!y ri'/fewed to icsr;;;7y patterns or c:r-:';:";
£:GU; S SpS CiIiC ::i-;V!G£r. I nsse £-e ;,-i£n compared ;o sur. 'sy finci.-. cs s; ;.-.

sc'citionsl quslitv check.

The Division treinir. g officer provices one-to-one training, group trsininc c,- r5:"=r;£l
to N. J. Department of Personne! trsining courses as needed to unprcvs s--/='/or
perrormance.

A regular schedule of stsrf development programs is prepared annusiiy .,';:-.h
programs scheduled on an average or at least one per month.

93-8-MA- . (NJ)

.

-^^

Supersedes TN
^FPro'/al Date JUH 1 1 t997
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Attachmsn; 4. 40-E

Psce 1.1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURIPT ACT

StaterTemtory:_NEW JERSEY

HEALTH FACILITIES EVALUATION & LICENSING
INSPECTION SERVICES - COMPLAINT & SURVEILLANCE PROGRAM

All tiils 1S, ;i;;£ 1;/19, tills 19 ccr-pisinis require. the HCFA-5S2 form . s ;; ̂ ;':£;sd
by the secretsry snd then complstsd by both the investiastor and tes,-, lesc'Er ̂ ~~ ,... >.>
prior to final cor-ip'eiion by the sscre;ary to go to Reaionll.

The secretary v/iil put in the control number (C#x), ?1, S2, S3, ̂ A. #5. r£A. ,=63
snd i?14.

/

The investigator v/iil ccmpleSe S7A, =7B, ?7C, S8, #9, ?10, #12 and ,=13. cr;cr to
turning the report into the team leader for completion and approval. The team
leader must verify completion and accuracy of the form prior'to goinq tc ins
secretary.

;' a revisrt is ;o ce mac's, the pscke; should not bs turned into the see,':
;:-, i re'.'iSii is cone. I; no revisit is mscs, tne 2557 n-iL-s'
-:pr:e;£!y cocume^ed end dsts.

;in£i IVDIHG U~i::;

CSC.^SL SHC £^3:

:a~; ;or

:; '.vi;n th"

1; s revs'; is r-. ace. icr.-. s 570 E,"C 2:573 must scccr-^sny ins p£c;<£;.

-. ; :r.e pc. n; c- -:-s: c-^£;-;:i;;. ;^= sec-eisry "/ill fcrA'srd csmpisisj !-:CF.-:^2 fern
;= the MIS ;::;:.;- ;cr e^;-y in:c 03CAR/ODIE bv ̂ iS ;c be £cc2':s;c =. ; -C=-
RO.

The sscr£;sr7 -r_;S !cc :n the csis sent io MIS, log \r, ine cste return;; :-:-; ;, liS
i-, c then !=c ';-, ;;-; cate hsrd c=::y c; HCFA-562 was sen; io the \;£:;c;:: S;£;5
Agency (MSA) E-. C n-i0r, ;lor reiurn v/ithin 2 weeks. 1; MSA does not re:-.-.-. ;.-;£
ccmpletSG fcrr-i ^me!y, ;hg prccrsi -i supervisor will Cell MSA cirec;]v.

The secretary n-.us; log in the date when returned from MSA for compi£:icn of part
Ill prior to dosing cut the complsint package.

IT deficiency HCFA-RO gets computer printout of 562 and 2567, MSA csts original
KCFA 562 and espy. Yellow file copy stays at DOH until others are reS-'rr. ed.

93-8-MA (NJ)

TN G\^-(fc A P. r*. '."- .".. '. ' r; 1' n n '?. ^
rt^L-f'tJVcl \ U^l. t!

JU^ 1 1 1997

Supersedes T'N Effective nat.e '<JAN o i isss
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Att3ch, -, en; 4. 40-E

Page 1.2

STATEJ:'LAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory:_ NEWJERSFY

MSA gets only tiils 19 facilities. After MSA completes part III, these o : to h-;CFA-

10. Forms to be USEQ: KCFA 562 Wcrks--, £ei, Origins] HCFA-562 wiih 3 c:;c.-^'
copies when sva^bls, 670 form. 2557 snd 2567B.

11. HCFA 670 form r-, us! accompany s[| HCFA 562 forms.

12. M^do^direci dsia ent^ to the ODIE/OSCAR system which is then accessed by
\^.

/

13. Complaint Prc. crem secretary msils hsrd copies to h;CFA-RO and (v SA eve.-v two
weeks, approximately the 1st and 15ih of each month-

KCFA 562 - Medicsre/ Medicaid Complsint Form

i nis forms; is effec;;-/; 1/01/93 for all c=n-, plsin{ visits that generate defic snc-s even i;
they are unrelated to the complsini cs;£. !s. Directions fcr completing the Tc^s-e'cn
tns bsc;< o^he attschid ssmple. This r^L's; be genersied ss soon a's pc ss;ci: s:r, cs'
(hers is s 45-day n-, £-, ca;5G ;img frsr-. e ;o con-iplete the procsss.

1. Notify the Suce--;s;nc Hssith Ca-e FecHity Evsiusicr cf rsvisit AS, :.? £-;- .;:si; ;o
scnecLile.

2. Slerfing must cs cc,-, e ASAP ir ccr-;::[£int relsied. Uss FAX to ae; ;;.

3. Batching of c=r-:i£;n;s csr 7sc;!i;y is ac:£D;sble.

4. Completed 2557 & 25S7S must eg sent with complsied form. Le ters ;:
compjainants mus; be processed as PRIORir/ to prccess repor-3 in s i:cav
t;ms frame.

.
>.,?. I

5.

6.

7.

If no revisit or letter is required, psckage should move quickly.

Scheduling will be LTC, HHA, Hospice, Ambulatory Surgical Ser/ices, ICF/MR.
Renal as priority since these may require a HCFA 562.

Bring any problems to sttention of the Supen/ising Kealth Care =acility Evsluator
for procedural slterations.

Use HCFA 562 worksheet for secretaries to type from for origir 3!.
<

Do not use valid, not valid, partially valid any longer. Accepted terminclccy now is
substantiated, unsubstantiated, unable to verify.

93-8-MA (NJ)

'N c\s-^
"pprovsl P?'--,:

JUN } ] 1997



ATTACHMENT 4.42-A
Page 1

STATE PLAN UNDER TITLK XIX OF THE SOCIAL SECURITY ACT
State/Tcrritory: New Jersey

In uccurdancc with section 1902(a)(Ai() of the Social Securily Act, the tbllowiny describes the State's
anticipated muth<idok>gy of compliance oversight and the trcquency with which the State, coordinated
by the Mulicaid Fraud Division (MKD) ut' the Oftici: of the Stale Comptroller, will re-assuss
compliance on un ongoing basis with Section 6032 ul' tlie Dcf~li;it Reduction Act of 2005 ("Scution
6032"):

Entities currently ticunscd or curtiliud by. or rcceiviny Tillc XIX payments in a pniyrani
adminisleretl by, the New Jersey Ucpurtment of Health anti Senior Services (UHSS), now
known as the Department of Health, inuluding, but not limited In, nur-iing homes, hospilals.
special hospitals and rchabililation cunters. non-Stutu psychiatriu hospitals, medical (Jay care
centers, independent clinics, homu health aycncii.'s. ICFs/MR, huspiccs and other entities, will
be required by Mh'D, with assistance from the Division of Medical Assistance and Health

Services (DMAHS) within the Department ofHumun Services (DHS). to complete. curtily the
accuracy ot; and submit tu MFD a term oncu each year in which they answer questions about
compliance with Section 6032. Initial curt iticat ions for calendar year 2007 will be mailed tu
providers and other entities subject to Scclion 6032 no later llian October I, 2007. with a
deadline for submission of the completed forms to DHSS tliat will not be later (han December
.tl. 20(17. In additmn, MFD. with assistance from DMAHS, will verify the accuracy of the
answers in the ccrtitication torm by ruquiriny once each year that a sample ol' provklcrs or
other entities subject lo Section 6032 submit to MFD documentation with the completed
ccrtitication form that is rulcmxt to in or substant cites the answers in the certification fonn.
The initial requests (or submisskin of documentation will be mailed by DliSS with the
ccrtifiuation form no later than October 1, 2007, with a deadline for submission o!'the
documentation to DHSS that will nol he lalur than December 31, 2007. CertiHcations for
calendar year 200K and subsequent yuars will be required annually.

Every managed care orgnnizalion (MCO) will be required to coinplctu. certify Ihe accuracy of;
and submit lu MFD a form annually in which the MC'O answers questions about compliance
wlh Section 6032. Initial certifications Ibr calendar year 2007 will be mailed to the MCOs by
DMAHS no later than October 1. 2007, with a deadline for submission of the completed
cenificalion forms to DMA1IS that will mil be lalcr than December 31, 2007. In uckiition.
MC'O compliance with Section 6032 will be veriticd by requesting documuntation trom all
MC'O.s. The first annuallvi;rit"ication of"u>nip]iuiice with Sculion 6032 began as part of the
annual assessment ul'MCO operations duriny the week of Junu 18, 2007, with'the unsitc
review phase to start in early August, 2007. Vurilicalion of compliance will bu concluded no
later than Dccumbur 31, 2007. rertilicalions and docuinuntatiun for calendar year 2008 and
subsequent years will be required annually.

12-08-MA(NJ)

TN 12-08-MAfNJ)
Supersedes TN: (TMU-MA (N. l)

Approval Date J.AN-°, 7^°,13
Kffcctive Date
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ATTACHMENT 4. 42-A
Paye 1

Except as noted below, retail and instilutional pharm. icy entities and medical . supplier and
durable medical equipment supplier L'ntitics will be ruquirut to complete, curtily the accuracy
of, anti submit to MFD a form uvery year in which they answer questions about compliance
with Section A032. In adtlilion. MFD. with assistance trom DMAHS. will vcril'y compliance
with Section 6032 annually by requesting docuinuntation from a sample ofthc.se entities that is
rut'crrul to in or substantiates the answers in the certitication form. Initial completion of'the
certification form will occur in calendar year 2007 and 200S. Fonns completed in 2007 will
ccriil'y compliance for 2007. Fnnn.s completed in 2008 will curtify compliance for 2007 and
2008.

Registered accrulited pcrsomil care iissislaiicu/homcmakur and privatu duty nursing unlities
will he required to complete, certify the accuracy ol; and submit to MFD a form annually in
which they answer questions about aimpliancu with Section 6032. In addition MI-'D. with
assistance from UMAKS, will vcrily compliance with Section 6032 by requesting
documentation from a .samplu oflhcsu entities that is rcten-cd to in or substantiates the answers
in the ccrtiticaliiin form. Initial completion of the certification form for calendar years 2007
and 200X and verification of'complianuc with Section 6032 will occiir over a onc-ycar period
that will begin no later than October I. 2007 anti be conclutled no later than September 30,
200X. rcrtil'icalioiis for calendar year 2008 and subsequent years will be required annually.

State psychiatric huspilals and thu Division ol' Duvulopmcntal Disabilities (DDD) Community
Care Waiver Unit will be required to coinplutu. ccrtit'y the accuracy of; and submit to MFD a
form annually in which they answer questions about complianci; with Scctinn C>()32. In
addition. MFU, with as-iistancu from DMAHS. will verify compliance with Section 6032
annually by requesting documuntation from the ODD rommunity Care Waiver Unit and from
a sample of state psychiatric hospitals that is rcfcrrul to in or substantiates the answers in the
!;c.rt. at"n -""'. lnit'al l:""lple'ion "t'iiw ccrtitication tbrm for calendar years 2007 and
2U08 and verification ot'uompliancu with Suulion 6032 will occur as part of the DHS Audil
Plan over a one-year period that will begin no lalcr than October I. 2007 and be concluded no
latur than September 30. 2008. Ccrtitiualions tbr calentlar year 2008 and .subsequent years 'will
bu required annually.

Thu DIISS Early Interventioni Syslcm program will he required lo compli.-te, certily the
accuracy of; and submit to MFU a form uvcry year in which il answers questions about
comp ancc with Section A032. ID iidililioii. MI''D. with assistance from DMAHS, will verify
compliance with Section 6032 every year by rcquustiny documentation tliat is ruferred to in or
suhstantialus the answers in (lie curtificatkin fi>nn. Initial completion of the ccrtilicatioil tbrm
.
^. _c^d, '"r y,e'u. ^)7 "^ vt:t'itlcatl°" ot'cnmpliancu with Section 6032 will begin no Tatcr

than October I, 2007 ami be condudud no later than Duccmbur 31, 2007. Ccnincations wiii
be required every year.

L^
TN 12-08-MAfNJ)
Supersedes TN: 07-B3-MA (NJ)

Approval Date JAN 0 7 2013
Effective Date UC I 0 1 2012



ATTACHMENT 4. 42-A
Page 3

7. Residential treatment centers, home cure enlitics, indcpuntfcnt clinics and rcliahiiitalion entitius
liccn.sctl by the Department of Children anti Families (DCF) will be required to complete,
certify the accuracy of, and submit ID MKD a form once every year in which thuy answer
questions about compliance with Section 60.12. In atfdition. MFD, with assistance from
DMAHS, will verify compliance with Section (>032 by these licensees once every year by
requesting that documcnlalion tlial is rcfcrrctl lo in nr substantiatus the answurs in tlic
curtilication form be submitted by a sample of these licensees to MFD with the complctutl
Ibrm. Requests for submission of the inilial ccrtifiuation forms fbr calendar year 2007 and
documentation will be mailed by DCI'' to licensees subjuct to Section 6032 no later than
October I, 2007. with a ilcadline for submissiun to DCT of the completed curtificution Ibnn.s
and documentation that will not be later than December 31, 2007, Ccrtitications far
subsequent years will be required every year.

S. llome cure providers and indupundent clinics liccn.SL'd fiir rusidcnlial services by DHS/Mcntal
Health Liucnsing (DHS/MHL) will he required to uimplcte, certify the accuracy ol; and
submit to MFD a term every year in which they answer questions about compliance with
Section 6032. In addition, a sample ot'thusc entities will vcril'y compliance wilh Section 6032
by submitling to MFD documentation lliut is rct'erruJ to ill or substantiates the answers in the
certification form. Inilial complelion of the ccrtiticalion torm for calendar year 2007 and
verification ol'compliance willi Section 60.12 will occur over a onu-ycar period that will begin
no latur than October I. 2007 and be concluilul nil later than ScptcmbCT 30, 2008.
Curtitications tbr ualciidar year ZOOS and subsuqucnt years will be required annuully.

(). Physician groups and other entities not covered under paragraphs I through S above will be
rcquirct) to uimplctu. ccrtity llic accuracy ol; and submil to MFD a form every year in which
tlwy answer questions about compliuncc with Section 6032. In addition, a sample of these
entities will be requested to submit hi MFD with the certitication form every year
documcntatiun that is referred to in or substantiates the answers in !hc certification form in
order to verify compliance with Section ftO.12, Initial completion of the ccrtificalion form for
calendar year 2007 and vurincation (if compliance will begin no htur than October 1, 2007 and
be uinduded no latur than Dcecinhcr .11, 2007. rertitications for calendar year 2()()X and
subsequent years will be required annually. Completion of (lie certification tiirm and
verification of compliance will be monitored by MFD, with assistance from DMA! IS

9P. S. !. U verit1cation "f compliance with Suction 6032 may be conduclut by MFD as part of an
MFD review, audit or iiivustigation ol'aiiy entity mcntioritxl in paragraphs I through 9 above.

11. It a provider or other entity tails lo comply with any of the requirements ol'Section 6032. it
may be subject to sanctions, incluiling but not limited ti>, Ihu tbllowjny:

(a) 'turmination ot'its uxisling provider ayruemcntfs) and provider. numhcr(s);
(.. ^?clT.a. L^t"_"y. f".t"rc, provyer. upPlicati"'1(s?:"rdu"ialofa mvalt(>mCTycwi'l'"raui"iri--
other providers, during the period ot-non-comptiancc ar for another spccitic pCTJtxro 'ftiine:'1
(u) Prcpayment monitoring under N.J. A. C. IU:49-S.2(a)l. ii;
(d) Full or partial suspension. dcbarmcnt or tli.squalification under N.J.A. C. 10:49-11.1

-J
TN 12-n8-MAfN.n
Supersedes TN: 07-03-MA W,l)

Approval Date

Effective Date OCT 0 1 201^
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Page 1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

NON-DISCRIMINATION

Currently approved methods of administration under the Civil Rights
requirements are on file in the Regional Office at this time.

TN_^. -..1CL.
_..

Supersedes 'Hi 14-1

^,0. ^332
.

ApFrc'.'sl Date.

.

Effective Date^L-1-^
91-39-MA (NJ)



Attachment 7. 2-A
Page 2

Non-Discrinination in Federally Assisted Progran

on-J.U, ner30'.. 1965.'Jhe CeP. a'-tment of Institutions and Agencies, State of New
^^^n1e^a, J^^ment.. oLcomp1^nctwKh. ^he-De^^"t''°^Hea1t'^
E^"ti^Land.weIfare . regu1ati°"s '""de.̂ Tit1'e"VI"of the"Ci'v'i1"Rights"A'"ct'''of

t^. IMS.. Statement """.found acceptable and t'he"St"ate'"o'f"Newi'Je'rs"e'v' !'s
considered in comp1 iance-with"fitfe'VI~of\h"e'UCiv'i1 Ri'g°ht:s "A'ct"'^ l'9e64sey 1S
I? ac"rdance. w1th. t1. t1e VI of the. civi1 R^hts Act of 1964 (42 U. S. C. ZOOOd
£LS£a...^. sect1°n. 504 °Lthe Rehabilitation'Act of'1973^29 U^S. ^^Ob)'"^^e^1a^ons1a^45 £FR^art;"80^nd<184u"t^LM^^^ ̂ y'^^'t^
^n, Ln^1v, ldiia-!. sh.al1-be-.\UAject t? di'sc'r-i-!"inat'ii o'n"und^"t?iirp1"an"onl "t°he
grounds of race, color, national origi-n, -or'han'dicapl

}5;s33lt ^:^1Ua^. w^tASC ans with D1sab'1ities Act- P-L-

lhplL^ tn°f ^H,lfy^haLthe-statement. of comPlla".« and the implementingSs A^^^°^re'appT1icabfe ^"^'^w^^1^^^
I^LV'Jf ̂ r, t,h,er, "rt1f^that_D. ep_art'''enta1 Administrative Order 3:04,
e^^ N"e^eLl:. l977;. D2sc:1m,inat1("1~in'Federa^^'ded ̂ ^'UVs
^pyucabi1^^. -th^^m. 1n1s. t/-atJon. °f. the-P:°?ram. of~Hedic^"A^^ta^eT;t^
^rxe)of. A copy °f th1s Administrativer 0rder"i's att'ached"Tn'd^ a'par?

Dated: 2/^/ <s<- LO^
Alan J. Gibbs
Commissioner

Attachment: Administrative Order 3:04 91-39-MA (NJ)

TN.
«,-^

lL-?j. Approval Date
^9.^

Supersedes TN _21_L_Efrective Date°CT 31 '-5K



r ADMINISTRATIVE ORDER 3:04
(Revised 11/1/77)

DEPARTMENT OF HUMAN SERVICES

EFFECTIVE DATE: 1 November 1977 DATE ISSUED: 15 October 1977

SUBJECT: Discrimination in Programs Assisted by the Department

^

This Administrative Order establishes the policies and procedures
necessary to ensure that in the administration of programs
assisted'by the Department that there shall be no^practlces
which are discriminatory on the basis of race, color, sex, re1i-
gion, age, national origin and/or physical handicap.

I. GENERAL POLICIES

A. Policies concerning discrimination in regard to
programs and services provided under the New Jersey
Comprehensive Social Services Plan, established and
approved under various titles^of the Social Security
Act, are established for the Department consistent
with requirements of federal acts and regulations
prohibiting discriminationbased on race, color, sex,
religion, age, national origin and/or physical
handicap.

B. The Department shall administer the New Jersey Com^
prehensive Social Service Plan in a manner that will
effectively provide that no distinction, either
directly o' through contract'jal or_other arramge-
ments, will bs made on the basis of race^color, sex,
religion, age, national ongi_n or physical handicap
in the provision of any benefits and services avail-
able under the State Plan.

C. Criteria developed and actions taken by the Deoart-
ment in detannimng eligibility for and participanon
in any federally aided program either as a^recipient
or provider of service wi11 not have the effect of
subjecting individuals to di scnmi nat i on based ̂ on
race, color, sex, religion, age, nationa1 ongin
or physical handicao or defeating or substantially
impairing . he objectives d' a program with respec:
to speci'-fic groups.

.^LJiL^-Approval Dat^
j^a.s. 1''92

Supersedes TK^.^ Effect-ve Date_^ii__^



2 - A. O. 3:04
(Rev. 11/1/77)

An_equa1 opportunity wi-n be afforded to a11 indivi-
'"a'!-t°^eek emP^oyment or become employed' under

any federally-funded program^

Ihe. Depart"1ent sha11 not approve any application for
!1ng^to support^programs or the constructi'on"or'

renovation^of facilities until it obtains "an'assur-
ance-fro"'. the aPP^'""t of its compli'ance with''t?e'
mandates_°f. Federa1 and State "regulations proh'1 b^i ni
iscnimnatlon.

The. Depa''t:T'ent. shan. mainta1n s"^ records and submit
!"ch reDorts, as may. be required by the'fedei:a"f q^e'rn.
menLa"d-wll1.. permit reasonab1e access by'appro^i'ate'

!ral officia1s^dur1ng normal business'hours'to
such of its^fadlities, 'records and other"source^
or inrormatlon as may be relevant

II. RESPONSIBILITY

A. Department

1 To execute such documents and promulgate such
statements_or policy and procedure as are'neces-
sary^to effectuate run compliance with the
requirements of the Federal and State government

Divisions

To-tal<e such.. steps as "ecessary to assure that any
?^e^^'-^!.t^u^°n' °r OI"9ani zation participating
in tne proaram through contractual or'other arrani
merits, will comply with the Federal and State
requirements.

^

To inform program applicants, recipients and
participants (including agencies, institutions,
and organizations) and'ttie staffs of^State'and

oca1 agencies and interested persons concerned
w^th the^administration of such programs as :o
the -ecuirements of Federal and State-laws'and
regulations and the protections against discrimina
tlon assured theraby.

;o estaslish a complain: Droced'jrs in add .;:i an tg
any^o:ner remedies available, whereby (i) any
appi ^can:, recipient, ar- other aggrieved person

TN AM<^W"
.
Approval Date_
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Attachment 7. 7-A

Page 1

Vaccineand Vaccine Administration at Sect ion 1905(a)(4)(E) of the Social Security Act

During the period starting March 11, 2021 and ending on the last day of the first calendar quarter that
begins one year after the last day of the emergency period described insertion 1135(g)(l)(B)ofthe
Social Security Act (the Act):

Coverage

_x_The state assures coverage of COVID-19 vaccines and administration of the vaccines.1

x_The state assures that such coverage:

1. Is provided to all eligibility groups covered by the state, including the optional
Individuals Eligible for Family Planning Services, Individuals with Tuberculosis, and

COVID-19 groups if applicable, with the exception of the Medicare Savings Program
groups and the COBRA Continuation Coverage group for which medical assistance
consists only of payment of premiums; and

2. Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(H)
and section 1916A(b)(3)(B)(xii) of the Act; reimbursement to qualified providers for
such coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

_x_Applies to the state'sapproved Alternative Benefit Plans, without any deduction,
cost sharing or similar charge, pursuant to section 1937(b)(8)(A) of the Act.

_x_The state provides coverage for any medically necessary COVID-19 vaccine counseling for
children under the age of 21 pursuant to §§1902(a)(ll), 1902(a)(43), and 1905(hh) of the Act.

_x_The state assures compliance with the HHSCOVID-19PREPAct declarations and
authorizations, including all of the amendments to the declaration, with respect to the providers
that are considered qualified to prescribe, dispense, administer, deliver and/or distribute
COVID-19 vaccines.

Additional Information (Optional):

' The vaccinewi II beclaimed under this benefitonce the federal government discontinues purchasing the vaccine.
22-0009 MA(NJ)
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Reimbursement

_x_The state assures that the state pla n has established rates for COVID-19 vaccines a nd the
administration of the vaccines for all qualified providers pursuant to sections 1905(a)(4)(E) and
1902(a)(30)(A) of the Act.

List Medica id state plan references to payment methodologies that describe the ratesfor
COVID-19 vaccines a nd their administration for each applicable Medicaid benefit:

[he state has established ratesfor administration of vaccines. See page Attachment 4. 19B
lairp ^fih

_ The state is establishing rates for COVID-19 vaccines a nd the administration of the vaccines
pursuant to sections 1905(a)(4)(E) and 1902(a)(30)(A)oftheAct.

.
The state's rates for COVID-19 vaccines and the administration of the vaccines are

consistent with Medicare ratesfor COVID-19 vaccines and the administration of the
vaccines, including any future Medicare updates at the:

Medicare national average, OR
Associated geographically adjusted rate.

The state is establishing a state specific fee schedule for COVID-19 vaccines and
the administration of the vaccines pursuant to sections 1905(a)(4)(E) and
1902(a)(30)(A)oftheAct.

The state's rate is as follows and the state'sfee schedule is published in the following
location :

https://www. nimmis. com/downloadDocuments/Coronavirus Proc Cds. pdf

_x_The state'sfee schedule is the same for all governmentaland private providers.

The below listed providers are paid differently from the above rateschedules and
payment to these providers for COVID-19 vaccines and the administration of the

N/A

22-0009 MA(NJ)
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vaccines are described under the benefit payment methodology applicable to the
provider type:

_The payment methodologies for COVID-19 vaccines and the administration of the
vaccines for providers listed above are described below:

N/A

_The state is establishing ratesfor any medically necessary COVID-19 vaccine
counseling for children under the age of 21 pursuant to sections 1905(a)(4)(E), 1905(r)(l)(B)(v)
andl902(a)(30)(A)oftheAct.

_x_The state s rate is as follows and the state's fee schedule is published in the following
location :

See rate below. Fee schedule found at: https://www. nimmis. com under "rateandcode
information"

$23. 50 per episode for counseling

PRA DiscllisureSltltailml Unclcrlhe Privacy Act of 1974 any personally idenlijyinginfonnalionohlainedwill be
keplprivulelo the extent oflhe law. An agency may nol conduct or sponsor, and a person is not required 10 rrs/wnd
10, a collection of informal ion unless it displays a currently valid Office of Management and Budget (0MB) control
number. The 0MB control niimber for this project is 0938-1148 (CMS-10398# 7 5). Piiblicbiirdenfor all oflhe
collection of informalioiireqi iiremeiils under this control number is eslimatedlo lake uplo 1 hourper response.
Send comments regarding this burden estimate or any other aspect of I his collection of infor mation, including
suggestions for reducing this burden, to CMS, 7500 Seciirin' Boulevard, Alln: Papemork ReduclionAcl Reports
ClearanceOfflcer, Mail SlopC4-26-05, Baltimore. Maiyland 21244-1850.
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COVID-19 Testing at section 1905(a)(4)(F) of the Social Security Act

Attachment 7. 7-B

Page 1

During the period starting March 11, 2021 and ending on the last day of the first calendar quarterthat
begins one year after the last day of the emergency period described in section 1135(g)(l)(B) of the
Social Security Act (the Act):

Coverage

_x_The states assures coverage of COVID-19 testing consistent with the Centers for Disease
Control and Prevention (CDC) definitions of diagnostic and screening testing for COVID-19and
its recommendations for who should receive diagnostic and screening tests for COVID-19.

_x_ The state assures that such coverage:

1. Includes all types of FDA authorized COVID-19 tests;
2. Is provided to all categorically needy eligibility groups covered by the state that

receive full Medicaid benefits;
3. Is provided to the optional COVID-19 group if applicable; and
4. Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(l)

and 1916A(b)(3)(B)(xiii) of the Act; reimbursement to qualified providers for such
coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

Please describe any limits on amount, duration or scope of COVID-19 testing consistent with 42
CFR 440. 230(b).

Limited to no more than two (2) at-home SARS-CoV-2 test kits per date of service and no
more than four (4) at-home SARS-CoV-2 test kits per month per beneficiary, for a total
of eight (8) tests per month (two test per kit) without a prescription.

_x_Applies to the state's approved Alternative Benefit Plans, without any deduction,
cost sharing, or similar charge, pursuant to section 1937(b)(8)(B) of the Art.

x_The state assures compliance with the HHS COVID-19 PREP Act declarations and
authorizations, including all of the amendments to the declaration.
Additional Information (Optional):

22-0009 MA(NJ)
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Reimbursement

_x_The state assures that it has established state plan rates for COVID-19 testing consistent
with the CDC definitions of diagnostic and screening testing for COVID-l9and its
recommendations for who should receive diagnostic and screening tests for COVID-19.

List references to Medica id state plan payment methodologies that describe the rates for
COVID-19 testing for each applicable Medica id benefit:

See pageAttachment4.19B page36. New Jersey uses the Medicarenational average
as our payment methodoloev

The state is establishing ratesfor COVID-19 testing pursuant to pursuant to sections
1905(a)(4)(F)andl902(a)(30)(A)oftheAct.

_ The state's ratesfor COVID-19 testing are consistent with Medicare ratesfor testing,
including any future Medicare updates at the:

Medicare national average, OR
Associated geographically adjusted rate.

_ The state is establishing a state specific fee schedule for COVID-19 testing pursuant
to sections 1905(a)(4)(F) and 1902(a)(30)(A)oftheAct.

The state's rate is as follows and the state'sfee schedule is published in the following

location:

x_The state sfee schedule is the same for all governmental a nd private providers.

22-0009 MA(NJ)
TN: 22-0009

SUPERCEDES: New
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N/A_The below listed providers are pa id differently from the above rate schedules
and payment to these providers for COVID-19 testing is de scribed under the benefit
payment methodology applicable to the provider type:

N/A

Additional Information (Optionalj:

N/A_The payment methodologies for COVID-19 testing for providers listed above are
described below:

PRA DisclasureStllteilieilt Under the Privacy Acl of 1974 aiiypersonallyideillifj'inginformalioiiobtaimdw/11 be
kept prtvafelofheextcn/ offhelaw. An agenw may not conduct or sponsor, and 'a person is not required 'to respond
to, a collection ofinformalion unless it displays a clirrenlly valid Office of Management and Budget (0MB) control
number. The 0MB control number for Ihis project is 0938-11 4S(CivlS-10398# 7 5). Publichtirdenforallofthe
collection of informalionrequiremenls under thitconlrolnumher is eslimaledlo take up lo 1 hour per response.
Send comments regarding this bwden estimate or uny other aspect of this collection ofinformalion. inchfding
suggestions for recliicinglhis burden, to C MS, 7 500 Seairin-Boiderard, Alln: Papenvork Reduction Act Reports
ClearanceOfficer. Mail SlopC4-26-05, Baltimore, Maryland 21244-1850.

22-0009 MA(NJ)
TN: 22-0009

SUPERCEDES: New

Approval Date: 06/22/2022

Effective Date: 03/11/2021
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COVID-19 Treatment at section 1905(a)(4)(F) of the Social Security Act

During the period starting March 11, 2021 and ending on the last day of the first calendar quarter that
begins one year after the last day of the emergency period described insertion 1135(g)(l)(B) of the
Social Security Act (the Act):

Coverage for the Treatment and Prevention ofCOVID

x The statesassures coverage of COVID-19 treatment, including specialized equipment and therapies
(including preventive therapies).

x_The state assures that such coverage:

1. Includes any non-pharmacological item or service described in section 1905(a)of
the Act, that is medically necessary for treatment of COVID-19:
Includes any drug or biological that is approved (or licensed) by the U. S. Food &
Drug Administration (FDA) or authorized by the FDA under an Emergency Use
Authorization (EUA) totreat or prevent COVID-19, consistent with the applicable
authorizations;

Is provided without amount, duration or scope limitations that would otherwise
apply when covered for purposes otherthan treatment or prevention of COVID-19:
Is provided to a II categorically needy eligibility groups covered by the state that
receive full Medicaid benefits;
Is provided to the optional COVID-19 group, if applicable; and
Is provided to beneficiaries without cost sharing pursuant to section 1916(a)(2)(l)
and 1916A(b)(3)(B)(xiii) of the Act; reimbursement to qualified providers for such
coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

x-Applies to the state'sapproved Alternative Benefit Plans, without any deduction,
cost sharing, or similar charge, pursuant to section 1937(b)(8)(B) of the Act.

_x_The state assures compliance with the HHS COVID-19 PREP Act declarations and
authorizations, including all of the amendments to the declaration.

5.
6.

Additional Information (Optional):

22-0009 MA(NJ)
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Coverage fora Condition that May Seriously Complicate the Treatment of COVID

Attachment 7. 7-C

Page 2

x_The states assures coverageof treatment for a condition that mayseriously complicatethe
treatment of COVID-19 during the period when a beneficiary is diagnosed with or is presumed to have
COVID-19.

x_ The state assures that such coverage:

Includes items and services, including drugs, that were covered by the state as of
Marchll, 2021;

Is provided without a mount, duration or scope limitations that would otherwise
apply when covered for other purposes;
Is provided to all categorically needy eligibility groups covered by the state that
receive full Medicaid benefits;

Is provided to the optional COVID-19 group, if applicable; and
Is provided to beneficiaries without cost sharing pursuant to section 19l6(a)(2)(l)
andl916A(b)(3)(B)(xiii) of the Act; reimbursement to qualified providers for such
coverage is not reduced by any cost sharing that would otherwise be applicable
under the state plan.

x_Applies to the state's approved Alternative Benefit Plans, without any deduct ion,
cost sharing, or similar charge, pursuant to section 1937(b)(8)(B) of the Act.

x_The state assures compliance with the HHS COVID-19 PREP Act declarations and
authorizations, including all of the amendments to the declaration.

Additional Information (Optional):

Reimbursement

x_The state assures that it has established state plan rates for COVID-19 treatment, including
specialized equipment and therapies (including preventive therapies).

List references to Medicaid state plan payment methodologies that describe the ratesfor
COVID-19 treatment for each applicable Medicaid benefit:

?ee Attachment 4. 19B Page 36

22-0009 MA(NJ)
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is esta blishing rates or fee schedule for COVI D-19 treatment, including specia lized

equipment and therapies (including preventive therapies) pursuant to sections 1905(a)(4)(F) and
1902(a)(30)(A)oftheAct.

The state's rates or fee schedule isthe same for all governmental and private
providers.

_N/A_The below listed providers are paid differently from the above rate schedules
and payment to these providers for COVID-19 vaccines and the administration of the
vaccines are described under the benefit payment methodology applicable to the
provider type:

N/A

Additional Information (Optional):

PKADisclttwreSlateimnl Unde, 'thePi-ivac)'At:loft974anype, 'sonany:dentifi, ingmfor malionoblainedmUbe

.
ep^'iva'. eto.. lheexte'''of'hl!law' A"°S':"wmtlynol':o"'>uctorspomor. andapersonisnolrequiredtorespond

to. acone^mn^finfomalionimhssildispl^sacurrenllyvalidOfflceofManagementandBudgel~(OMB)c^^^^^^^^
number The 0MB control mimberfonhisprq/ect is 093S-! 14S(CMS-10398« 75). Piiblicbwdenforal'l ofrhe '
collection ofmformationrequiremenls under this control 'number is estimated to late up to I hour per respome.
s.el'rff-^mT"T'"A%//''^;''A" e^'."?e-OT'. ff"^'°'Ae/'a'vec'°^'A"co//ecto^
^ggestionsft^red, icmg^isbw-den, loCMS. 7500Seairit)-BouleYardAnn:PapenmrkReduclm^^
CtearameOfficer, Mail Stop C4-26-05, Balliniore, hiuryland 21244-1850.
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Medicaid State Plan Administration
Organization

Designation and Authority
MEDICAID | Meriicaid State Plan | Adiniiiistration | NJ2020MSOOD20 f NJ-20-0017

Package Header

Package ID NJ2020MS00020

Submission Type Official

Approval Date 3/19/2021

Superseded SPA ID NJ.13-0025

System-Derived

A. Single State Agency

1. State Name: New Jersey

^;2. Asacond!tionforreceiptof Federal funds under title XIX of the Social Security Act, the single state agency named here agrees to administer the Medicaid
program in accordance with the provisions of this state plan, the requirements of titles Xl and XIX of the Act, and all applicable Federal regulations and other
official issuances of the Centers for Medicare and Medicaid Services (CM5).

3. Name of single state agency:

Department of Human Services

4. This agency is the single state agency designated to administer or supervise the administration of the Medkaid program under title XIX of the Social Security
Act. (All references in this plan to "the Medicaid agency" mean the agency named as the single state agency.)

B. Attorney General Certification:

\~" The certification signed by the state Attorney General identifying the single state agency and citing the legal authority under which it administers or supervises
administration of the program has been provided.

Name

single state agency cert

Date Created

10/29/2020 9:22 AM EDT

C. Administration of the Medicaid Program

The state plan may be administered solely by the single state agency, or some portions may be administered by other agencies.

Qt. Thesinglestateagency is the sole administrator of the state plan (i. e. no other state or local agency administers any part of It). The agency administers the
state plan directly, not through local government entities.

*» 2. The single state agency administers portions of the stale plan directly and other governmental entity or entities administer s portion of the state plan.

0 a. The single state agency supervises the administration through counties or local government entities.

D b. The single state agency supervises the administration through other state agencies. The other state agency
implements the 5tate plan through counties and local government entities.

LJc. Another state agency administers 3 portion of the state plan through a waiver under the Intergovernmental
Cooperation Act of 1968.

J
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D. Additional information (optional)
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SPA ID NJ-20-0017

Initial Submission Date 12/21/2020

Effective Date 11/1/2020

Medicaid State Plan Administration
Organization

Eligibility Determinations and Fair Hearings
MEDICAID | Mecficaid State Plan | Administration | NJ2020MS00020 | NJ-20-0017

Package Header

Package ID NJ2020MS00020

Submission Type Official

Approval Date 3/19/2021

Superseded SPA ID NJ-13-0025

System-Deiived

A. Eligibility Determinations (including any delegations)

1. The entity or entities that conduct determinations of eligibility for families, adults, and individuals under 21 are:

jv a. The Medkaid agency

L_ b. Delegated governmental agency

[v_. c. Local governmental entities

2. The entity or entities that conduct determinations of eligibility based on age (65 or older), or having blindness or a disability are:

[< a. The Medicaid agency

[v: b. Delegated governmental agency

3. Assurances:

L ! i. Single state agency under Title IV-A (TANF) (in the 50 states or the District
of Columbia) or under Title I or XVI (AABD) in Guam, Puerto Rico. or the
Virgin Islands

L ii. An Exchange that is a government agency established under sections
1311(b)(1)or 1321 (c)0) of the Affordable Care Act

&l iii. The Social Security Administration determines Medicaid eligibility for:
\- (1)SSI beneficiaries

jv1 (2) Optional state supplement
recipients

L iv. Other

E c. Local governmental entities

E a. The Medicaid agency is responsible for all Medicaid eligibility determinations.

jv'! b. There is a written agreement between the Medicaicf agency and the Exchange or any other state or local agency that
has been delegated authority to determine eligibility for Medicaid eligibility in compliance with 42 CFR431. 10(d).

|7i c. The Medicaid agency does not delegate authority to make eligibility determinations to entities other than government
agencies which maintain personnel standards on a merit basis.

&j d. The delegated entity is capable of performing the delegated functions.

R e. There is a written agreement between the Medicaid agency and the Social Security Administration to determine
eligibility for optional state supplement recipients.

^
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Package Header

Package ID NJ2020MS00020

Submission Type Official

Approval Date 3/19/2021

Superseded SPA ID NJ-13-0025

System-Deriued

B. Fair Hearings (including any delegations)

fr' The Medicsic) agency has a system of hearings that meets all of the requirements of 42 CFR Part 431 , Subpart E.

 

; The Medicaid agency is responsible for all Medicaid fair hearings.

1. The entity or entities that conduct fair hearings with respect to eligibility based on applicable modified adjusted gross income (MAGI) are:

^ a. Medicaid agency

L- c. Local governmental entities

C. d. Delegated governmental agency

3. For all other Medicaid fair hearings (not related to an eligibility determination based on MAGI):

iv' All other Medicaid fair hearings are conducted at the Medicaid agency or at another state agency authorized under an
ICA waiver.
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C. Evidentiary Hearings

The Medicaid agency uses local governmental entities to conduct local evidentiary hearings.
r Yes

t Wo

D. Additional information (optional)
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Organization and Administration
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Package Header

Package ID NJ2020MS00020

Submission Type Official

Approval Date 3/19/2021

Superseded SPA tD NJ-13-0025

System-Deiived

A. Description of the Organization and Functions of the Single State Agency

1. The single state agency is:

C_.. ' a. A stand-alone agency, separate from every other state agency

.3 b. Also the Title IV-A (TANF) agency

(J: c. Also the state health department

d. Other:

2. The main functions of the Medicaid agency and where these functions are located within the agency are described below. This description should be
consistent with the accompanying organizational chart attachment. (If the function is not performed by the Medicaid agency, indicate in the
description which other agency performs the function.)

a. Eligibility Determinations

County Welfare Agencies (CWAs) are overseen by the office of Eligibiiity Policy within the Division of Medical Assistance & Health Services (DMAHS) and have
Memoranda of Understandings (MOUs) with DMAHS. They conduct all Title XfX Medicsid eligibility determinations including all Modified Adjusted Gross Income
(MAGI) related eligibility groups and those aged and disabled groups not determined eligible by the Social Security Administration (SSA), DMAHS' Institutional
Support Sen/ices (ISS), and the Health Benefits Coordinator. ISS, s subdivision of DMAHS within the Office of Eligibility Policy, makes eligibility determinations for
clients placed in State developmental centers, or county or State psychiatric hospitals, who are under age 21 or over 65, and for clients enrolled in the Division of
Developmental Disabilities' (DDD) Community Care Waiver program. Financial eligibility for the Waiver is determined by ISS and clinical eligibility is determined by
DDD. The Health Benefits Coordinator is a State Vendor overseen by the Office of the Chief of Operations within DMAHS, and makes initial eligibility
determinations for both Medicaid and CHIP. All initial Medicaid determinations made by the Health Benefits Coordinator are forwarded to appropriate State staff
for review and final eligibility determination. The statutory authority for the delegation of eligibility determinations to the counties is found in N.J. S. 30:4D-7. r;
30:4D-3.i(8)(f); 30:4D-7a; 26:2H-18.32; and annually in language in the NJ. Appropriations Act. N.J.S. 30:40-7 also authorizes the Commissioner to issue rules and
regulations to administer the program which include- NJ. A. C. 10:49-14. 4; 10:49-14. 6; 10:71-1. 1; 10:71-1, 2; 10:71-1. 5; 10:71-2. 1; 10:71-3. 13; 10:71-3. 15. DMAHS
determines eligibility for the Community Care Waiver (CCW) program which is an 1115 waiver, reviews vendor Medicaid cases, and performs an independent
review of someone seeking medical services.
The Office of Eligibility Policy is also responsible for the management of County Operations, Eligibility Policy, HMO Account Coordinators, Office of Eligibility
Operations, Special Projects and the Buy-in unit, and supports the design, development and implementation of new policies, procedures and programs as
determined by the Division Director.

b. Fair Hearings (including expedited fair hearings)

Officeof Legal and Regulatory Affairs (OLRA)-The OLRA is the in-house legal and regulatory office within the New Jersey Department of Human Services, and
performs the following functions: providing informal legal advice and assistance to DMAHS and other State staff; drafting, reviewing and commenting on
legislation and budget language; drafting and promulgating regLflations; drafting state plan amendments, submitting them to CMS, and responding to CMS
questions about those amendments, drafting and reviewing contracts and agreements; processing fair hearing requests and drafting final agency decisions for
the Director, handling HIPAA issues and open public records requests; handling recovery cases involving torts, casualty insurance, estates, special needs trusts,
and incorrect payments; and restricting to a single pharmacy or other provider beneficiaries who have engaged in overutilization or other abuse.
The OLRA Fair Hearing Unit processes heafing requests from applicants who have been denied eligibility or whose application has not been acted upon with
reasonable promptness as well any recipient whose services or eligibility have been terminated, suspended, or reduced. The Fair Hearing Unit also processes
hearing requests from Medics id providers seeking to appeal the denial of a request for prior authorization and denial of claims submitted for payment under
fee-for-sen/ice. Fair hearing requests are transmitted to the Office of Administrative Law (OAL) for a hearing before an Administrative Lawjudge (ALJ). The OAL is
an independent agency that conducts fair hearings for a number of agencies within the State of New Jersey, including DMAHS. TheALJ issues an Initial Decision
(i. e. recommended decision) for de nova review by DMAHS' Director. Thereafter DMAHS' Director issues a Final Agency Decision, which is appealable to the
Appellate Division of the New Jersey Superior Court.

c. Health Care Delivery, including benefits and services, managed care (if applicable)

Office of Managed Health Care (OMHC) - The OMHC, within DMAHS, is responsible for the overall adminislration of the Managed Care Program. It is the ongoing
responsibility of the OMHC to interface with Managed Care Orgsnizations (MCOs), and CMS on contractual issues, contract/policy interpretation, and the
provision of contract technical assistance to MCOs, Division staff, providers, and other agencies. Within the Office of Managed Care is Managed Behavioral
Health, Delivery System Innovation, and the Office of Quality Assurance.
Division of Family Development (DFD)-The DFD administers programs of financial and administrative support for certain qualified individuals and families.
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Division of Aging Sen/ices (DoAS) - The DoAS was created through SFY2013 budget language that transferred senior supports and services from the Department
of Heatlh to the Department of Human Services. The DoAS administers federal and State-funded services and supports for the elderly and adult disabled
population. The agency receives federal funds under the Older Americans Act whereby it serves over 500,000 individuals and is the focal point for planning
services for the aging, developing comprehensive information about New Jersey's older adult population and its needs, and maintaining information about
services available to older adults throughout the state.
Division of Developmental Disabilities (DDD) - The ODD provides evaluation, functional and guardianship services to eligible persons. Services include residential
services, family support, contracted day programs, work opportunities, social supervision, guardianship, and referral services.
Division of Disability Services (DDS)-The DDS promotes the maximum independence and participation of people with disabilities in community life.

d. Program and policy support including state plan, waivers, and demonstrations (if applicable)

Division of Medical Assistance and Health Services-The DMAHS is responsible for the training, monitoring and oversight ofAFDC-relsted Medicaid, NJ
FamilyCare, Aged, Blind, Disabled programs, and institutional/wsivered programs eligibility process for the 21 County Welfare Agencies (CWAs). This division is
the focal point for development, interpretation and communication of Medicaid eligibility policy to CWAs, Division staff, and outside agencies and parties. This
division is responsible for the analysis of existing and proposed Federal and State laws and regulations relating to eligibility to determine the impact on Medicaic)
programs, clients, and county operations. It provides technical assistance and administrative oversight for Medicaict programs and serves as a liaison to the
Division of Family Development for functions related to their programs. Also, this division works with the Division of Disability Services in administering the NJ
Workability Program as well as the Division of Children's Behavioral Health Services in processing Medicaicf applications for out of home placements for their
participants. CWA means an agency of county government that is charged with the responsibility for determining eligibility for public assistance programs,
including AFDC-Reiated Medicaid, Temporary Assistance to Needy Families (TANF), the Food Stamp program and Medicaid (Title XIX). Depending on the county,
the CWA might be identified as the Board of Social Services, the Welfare Board, the Division of Welfare, or the Division of Social Sen/ices.
The DMAHS Director's Office is responsible for the overall management, administration and development of the programs administered by the DMAHS. Areas of
responsibility of this office involve interpretation of program policy and related program activity, study of federal and State legislation and federal regulations as
they pertain to program functioning, policy formulation, issuance of Final Agency Decisions in contested cases, provider suspensions and debarments, and
program planning and evaluation. The responsibilities of this office also include responding to legislative and constituent concerns, and ser/ing as a link with
provider organizations and ciient advocates. The Director's Office is also responsible for review, analysis and preparation of comments for all aspects of State and
Federal legislation that may impact DMAHS. The Office ensures that its duties are carried out in accordance with Departmental directives, policies and timelines.
Additionally, the Office is involved in special studies and investigations, and oversight of special projects.
Medical Assistance Advisory Council - Federal law and State statute provides for the establishment of the Medical Assistance Advisory Council (MAAC). The
MAAC's primary objective is to advise the Director of the Division of Medical Assistance and Health Services in matters of medical care and health seivices. for
those to whom the program is designed to ser»/e, and to foster communication with the public.

e. Administration, including budget, legal counsel

The Department of Human Services adminisier5 most of the State's Socia! Services programs, institutions and agencies, including the administration of federal
funds appropriated to all of these services. Under its jurisdiction sre the: Division of Medical Assistance and Health Services (DMAHS), Division of Aging Services
(DoAS), DivisionofFamily Development (DFD), Division of Mental Health and Addiction Services (DMHAS), Division of Disability Services (DDS), Commission for the
Blind and Visually Impaired (CBV1), Division of the Deaf and Hard Hearing (DDHH), Division of Developmental Disabilities (DDD), Office of Emergency
Management, the Office of Research , Evaluation and Special Projects, Office of the Assistant Commissioner of Operations, Office of the Assistant Commissioner
for Budget, Finance, Administration, Capital & IT, Office of Public Affairs, the Office of Legislative Services, and Division of Human Resources.

f. Financial management, including processing of provider claims and other health care financing

DMAHS Chief Financial Officer - This Office oversees the operations of the Office of Budget & Finance, the Divisions Reimbursement Offices, and the Hospital
Sen/ices', In Patient Rate Setting and Data Analysis Units,

DMAHS Chief of Operations-This Chief of Operations has oversight and management responsibilities for the overall planning, organization, development and
administration of all NJ FamilyCare/ Medicaid client units. Additionally the Chief of Operations evaluates program operations for improvements to increase the
organization's efficiency and effectiveness. This office also has oversight of the Office of Eligibility Policy, Premium Support, Policy, State Monitoring Unit, Waiver
Operations, NJ FamilyCare Outreach, and Office of Customer Service.

g. Systems administration, including MMIS, eligibility systems

DMAHS Chief Information Officer- The Chief Information Officer is responsible for all information technology snd administrative support services. The Chief
Information Officer plans, designs, recommends and implements major automated systems in order to fulfill the statistical, administrative, and general data
processing needs of the Division. This office also oversees the Medicaid Management Information System (MMIS) Fiscal Agent contract.

h. Other functions, e. g., TPL, utilization management (optional)

3. An organizational chart of the Medicaid agency has been uploaded:

Name

DMAHS_OrgCharts-merged_20210114

Date Created

1/28/2021 1:54PMEST



Organization and Administration
MEDICAID | Medicaid State Plan | Administration | NJ20?Otv1S00020 | NJ-20-0017

Package Header
Package ID NJ2020MS00020

Submission Type Official

Approval Date 3/19/2021

Superseded SPA ID NJ.13-0025

Syitem-Deiived

B. Entities that Determine Eligibility or Conduct Fair Hearings Other than the Medicaid Agency

SPA ID NJ-20-0017

Initial Submission Date 12/21/2020

Effective Date 11/1/2020

Title

The Social Security Administration

Description of the functions the delegated entity performs in carrying out
its responsibilities:

Pursuant to a 1634 agreement, the Social Security Administration determines
Medicaid eligibility for Supplemental Income recipients.



SPA ID NJ-20-0017

Initial Submission Date 12/21/2020

Effective Date 11/1/2020

Organization and Administration
MEDICAID | Medicaid State Plan | Administration | NJ2020MS00020 j NJ-20-0017

Package Header

Package ID NJ2020MS00020

Submission Type Official

Approval Date 3/19/2021

Superseded SPA ID NJ-13-0025

System-Deiived

D. Supervision of the Administration of the State Plan through Local Government Entities

1. The types of the local government entities that administer the state plan under the supervision of the Medicaid agency are:

^ 3. Counties

b. Parishes

L c. Other

a. Counties

2. Are all of the local government entities selected used to administer the state plan?

(Yes
C No

3. The number used to administer the state plan is:

21

4. The functions staff perform in carrying out the entity's responsibilities are de5cribed below:

[v a. Eligibility Determinations

[_'b. Fair Hearings

,
c. Other



SPA ID NJ-20-0017

Initial Submission Date 12/21/2020

Effective Date 11/1/2020

Organization and Administration
MEDICAID | Medicaid State Pisn | Actministfatiofi j NJ2020MS00020 | NJ-20-0017

Package Header

Package ID NJ2020M500020

Submission Type Official

Approval Date 3/19/2021

Superseded SPA ID NJ-13-0025

Sysiem-Denved

E. Coordination with Other Executive Agencies

The Medicaid agency coordinates with any other Executive agency related to any Medicaid functions or activities not described elsewhere in the
Organization and Administration portion of the state plan (e. g. public health, aging, substance abuse, developmental disability agencies);.
* Yes

No

Name of agency:

Department of Children and
Families

Department of Banking anc
Insurance

Medicaid Fraud Division

Description of the Medicaicf
functions or activities conducted

or coordinated with another

executive agency:

The Department of Children and
Families (DCF), is in the Executive

Branch of New Jersey State
government. It includes the
Division of Child Protection and

Permanency (DCP&P). DCP&P

enrolls financially eligible children
under its supervision who reside in

DCP&P supported substitute living
arrangements, such ss foster care

and certain subsidized adoption
placements, into Medicsid.

The Department of Banking and
Insurance (DOBI), also in the

Executive Branch of New Jersey
State government, is responsible
for regulations of health insurers.

The Medicaid Fraud Division (MFD)
is a Division of the Office of the

State Comptroller created, by

statute, to preserve the integrity of
the Medicaid and NJ FamilyCare
programs by conducting and
coordinating fraud, waste, and
abuse control activities for all State

agencies responsible for services

funded by those programs.

Department of Health

The Department of Health (DOH),
which is in the Executive Branch of

Newjersey State government is
responsible for the oversight and
licensure of certain medical

providers, among other functions.

<^



-^

Organization and Administration
MEDICAID | Medicaid State Plan | Adminisiratiun | NJ2020MS00020 | NJ-20-0017

Package Header
Package ID NJ2020MS00020

Submission Type Official

Approval Date 3/19/2021

Superseded SPA ID NJ-13-0025

System-Derive d

F. Additional information (optional)

SPA ID NJ-20-0017

Initial Submission Date 12/21/2020

Effective Date 11/1/2020



SPA ID NJ-20-0017

Initial Submission Date 12/21/2020

Effective Date 11/1/2020

Medicaid State Plan Administration

Organization

Single State Agency Assurances
MEDICAID | Medicaid State Pian | Administration | NJ2020MS00020 | NJ-20-0017

Package Header
Package ID NJ2020MS00020

Submission Type Official

Approval Date 3/19/2021

Superseded SPA ID NJ-13-0025

System-Deiived

A. Assurances

[^ 1. The state plan is in operation on a statewide basis, in accordance with all the requirements of 42 CFR 431.50.

Ev 2. All requirements of 42 CFR 431.10 are met.

[.^.. 3. There is a Medicai Care Advisory Committee to the agency director on health and medical services established in accordance with 42 CFR 431. 12. All
requirements of 42 CFR 431. 12 are met.

[v. 4. The Medicaic! agency does not delegate, other than to it5 own officials, the authority to supervise the plan or to develop or issue policies, rules, and
regulations on program matters.

[f 5. The Medicaid agency has established and maintains methods of personnel administration on a merit basis in accordance with the standards described at 5
USC 2301, and regulations at 5 CFR Part 900, Subpart F. All requirements of 42 CFR 432. 10 are met.

LV 6. All requirements of 42 CFR Part 432, Subpart B are met, with respect to a training program for Medicaid agency personnel and the training and use of sub-

professional staff and volunteers.

[v 7. The plan is locally administered and state supervised. The requirements of 42 CFR 432. 10 are met with respect to local agency administration.

B. Additional information (optional)



PRAOisdosuit? Statem<?nt: Centeis for Medicare & Medicaid Set vices (CMS) collects this maiidatury information in BCCOI dance with {42 U. S. C. 1396a) and (42 CFR . '130. 12);
which sets forth the authority for the submittal and collection of state plans and plan amendment information in a format defined by CtvlS for the purpose of improving the
state application and federal review processes, improve federal program management ot Medicaid programs and Children's Health Insurance Program, and to standardize
Medicaid program data which covers basic require merits, and iddividuali.zed content that refleas the characteristit. s of the particular state's program. The information will be
used to monitor and analyze performance merries related lo the Medicaid and Children's Health Insurance Program in efforts to boost program integrity efforts, improve
performance and accountability across the pi ograina. Under the Privacy Act of 1974 any personally identifying information obtained will be kept private to the extent of the

law. According to the Paperwork Reduction Act of 1995, no persons are rsquiied to respond to a collection of infomnation unless it displays a valid 0MB control number. The
valid 0MB cofwol number for this information collection is 0938-1168. The time required to coinpieiethis information colleciion is estimated to range fiom 1 hour to SO
hours pei i espouse (see below), including the time to review insti uctions, search existing dai-a i(;sources. gather the datfl needed, and complete and review the information
collection. If you haw comments concerning the accuracy of the time estimate(s) or suggestions for improving this form. please write to: CMS, 7500 Securiry Boulevard, Attn:
PRA Reports Clearance Officei, Mail Stop C4-26-05, Baltimore, Maiyland 21244-1850.

This view was generated on 3/24/2021 2:03 PM EDT

J
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Medicaid Eligibility

IStA'Gl-Bswsd Inc&me Methodologiiis

0MB Control Number 0938-1148

0MB Lxpiration date 10 31 2014

.

-'s»!'W-C-- ,
^.

l902(e)(14)
42 OFR 43 5.603

Thy state will apply Modif1e<l Adjusted Gross Incorftc (MAGI)-based metliodoiogies as described below, and consistent with
42 CFR 433. 603.

In the case of determining ongoing eligibility for beneficiaries determined etigtble for Medicaid on or before
December 31, 2013, MAOI-based income methodologies will riot be applied yntil March 31. 2014. or the next
regiilarly-scheduled renewal of eltglbitity, whichever is hter, if appli^atton of such methods results in a
determination ofineligibility prior to such date.

In determining family size for the eligibility d&termmatfon of a pregniint woman, she is counted as herself plus
each of the children she is expected to deliver.

in determining family size for the eligibility delenninatioii ofthe other individuals in a household that includes
a pregnant woman:

C" The pregnant woman is couatecijust as herself.

C The pregnant womim is counted as hersrif, plus one.

(. The pregnaju woman is counted as tiersclf. plus She number ofchilffe-en she is expected to deliver.

Financial eligibility is detsnnined coiisistent with the foUowing provisions:

When determining eligibility for new applicants, finaiicial eHgibility is based oil current monthly income and
family size.

When dctcrminmg ciigibiUty for current beiieficiaries, fina&caa'I eIigibiUty is based on:

(? Current monthly bousehoJd income anci fMiily size

C Projected annuoi liousehold mc-ome and faniily size for the remaining months of the current calendar year

In determining current montlily or projected1 annyai household income, tlie state will use reasoiiabie n^ethods to:

|>3 fnciude a prorated ̂ rtion of a reasonably predictable mcrease m firtiire biconic and/or tsniily size.

^3 Account for a reasonably predictable decrease in future iCTCcyne and/or family size.

Except as provided at 4^ CFR. 435. 6t)3(<tK2) through (d)(4), househoid income is the sum of the MAGI-b&sed income
ofevcry individual included in the individual's household.

In determtning eligibility for Medicaid, an amount cqi iivalent to 5 percentage points oftJie t7PL for the appiicabie
family size will be deducted from household income in accordance with 42 CFR 435. 603(d).

Household income inciudes actually available cash support, exceedmg nominal amoiims, provided by the person
claiming an individual described at §435. 603(f)(2)(i) as a tax depeadent

(f. Yes r-No

TN: 13-0016 MM
NEW JERSEY

APPROVAL DATE: 12/03/2013
S10

EFFECTIVE DATE: 01/01QOU

Paff 1 ^f">
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NEedicaid Eligibility

H The age used for chikiren with respect to 42 CFR 435. (03(f)(3Xiv) is:

0 Age 19

(»-Age 19. or m the case of iyil-time students, age 21

PRA DfeclQsure_Siateui£iu
A':,m/^S. tcl >hc FiIFentOTk Redu<:coa Actof I w5' "0 pe"oas are reqainai to respond to a collection ofinformaion unless it displays a
valid 0MB control m'mber. The valid 0MB coiitrol number for this infurmation eoBeclioii is 0938. 1148. Tte time required to complete
this information colleciion is oitimated to average 40 hours per response, incliKiingthe time to review msmiaions. seareh exisling data
resources gather tlic data needed, md complete anti reyj ew the information collection. If you bare comments concerning die accuracy of

the time e8titnate(s) or suggestions for improving this form, please write to: CMS, 7500 Sccwity Boulevard, Attn; PRA Reports Ckarance
OBicer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN: 13-0016 MM
NEW JERSEY

APPROVAL DATE: 12/03/2014
S10

EFFECTIVE DATE: 01/01/2014
"I -(.
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Medicaid Eligibility

0MB Control Number 0938 1148
0MB Expiration date 10/31/2014

iJiRiBJttnNaitii. Staudards Sf- < ~t, ^ I »«1 '1814

Enter the AFDC Standards below. All states must enter;

MAGI-equivalent AFDC Payment Standard in Effect As of May 1, 1988 and
AFDC Payment Standard in Effect As of July 1«, 1996

Entry of other standards is optional,

MAGI-cqlihalcnt AVUC l'a}-ni<!nt-Slailriard injiltcut M Of Mii> 1, 19S8

Jiiuome Sdindiird linlry - Uol)<ir Ainouill - Au<oinatu' tncriiasc Opliun

The standard is as follows:

(. ' Statewide standard

P Standard varies by region

P Standard varies by living arrangement

C' Standard varies in some other way

ilintei the ̂ tetev^id^ sfafidaid ^ 1-
-<k ^
J^

.I-

.f

.t-

Household size Standard ($)

223

421

508

585

658

729

795

859

x

x

Additional increinenlal araount

(f Yes C No

Increment amount $

The dollar amounts increase automatically each year

C Yes <. No

AFUC lament Standaid i" I'Keel -Vs ol'. lul^'lG, t996

S 13,1

TN: 13-0011-MM1

New Jersey
Approval Date: 02/28/2014

S14
Effective Date: 01/01/2014 .. ss

Page 1 o£6 ' W
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Medicaid Eligibility

liKiomc Standard Entry - Oolliir Amuunt'-Auloinafic jlicreasc Opliuil

The standard is as follows:

ft. Statewide standard

C. Standard varies by region

C- Standard varies by living arrangement

C Standard varies in some other way

tnailhesjttewtdssfafidard' , . '' f. y

.*.
^

+

+

4-

+

Household size Standard ($)

185

369

443

507

567

624

677

728

x

x

x

Additional incremental amount

(?: Yes C No

Increment amount $ 50

The dollar amounts increase automatically each year

C Yes (t No

Sl.l;)

BlACf-crfuivalCiit AFDC Payment Standii'rtl. in |i', ffcctA< ofjiil} 16, \W6 . f. . ' .

liiconicStaudAi-ti hntr}'-tlolliirAinonit - automatic liio'ejst'Option '.., "'- <i)3a

The standard is as follows:

(. ; Statewide standard

C Standard varies by region

C Standard varies by living arrangement

F* Standard varies m some other way

Snterfhs statewide $tat?d<ud

TN: 13-0011-MM1

New Jersey

Approval Date: 02/28/2014
S14

Effective Date: 01/01/2014
Pnee 2 of 6
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Medicaid Eligibility

Household size Standard ($)

223

421

508

585

658

729

795

859

x

:^

x

3C

^

x

Additional incremental amoimt

(t. Yes C No

Increment amount S 63

The dollar amoiints increase automatically each year

C Yes (T No

AFDC Need .<,landard in'tfftCtAi ofjul> 16. IWd

Incomii Ktandsird V.nlry - Dolliir Voioiitit - Automatic lucrciihe Option

The standard is as follows:

(.. Statewide standard

C Standard varies by region

C Standard varies by living arrangement

C Standard varies in some other way

, sna

I|t)tefcth^StateWitfcstiltttliud .. , -^ Ai. . ' K-

TN: 13-0011-MM1
New Jersey

Approval Date: 02/28/2014
S14

Effective Date; 01/01/2014
Page 3 of 6
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Medicaid Eligibility

.+

.(-

+:

+

-+:

'+1

+

Household size Standard ($)

185

369

443

5B7

567

624

677

728

x

x

x

M

x

x

x

Additional incremental amount

(. Yes C No

Increment amount $ 50

The dollar amounts increase autoinatically each year

C Yes (S No

lA lilX'PiivmcnTSLtnd. D'd inrffcctAsofJul} 16, l,996, 'incil:ase(l bv no more thdii the puroiintagu
jincreaw in <hu Consumer Price Jndcv for urban cy'ilsuniurs (CPI-U) sinfu such date. ' ~

llncomu St. indai d T^nfi-} - Uulliu' Ainuuiit - Automatic tiifi ease Optiort .'
1L-.

The standard is as follows:

C Statewide standard

C Standard varies by region

C Standard varies by living arrangement

P Standard varies in some otiier way

The dollar amounts increase automatically each year

C Yes   No

y.i^

MA(]Tl-ec|m. i!enf Al UC I'.i^mcut Stiiiidard in.Ii?f<ic( As ot .rulv^l67l996^ uicr<;<>sed by no more.
th.ifi (lie perccniage iiicrLiisc in tile Cdnsunier Price liidcvftfr urbitn cnnsuni(ii s (Cpl-L) l>incc -
sucli date ' ~, ' l ' - . ' ' " . ~ v

Irtcoine !S(,ind<ii'd J'-ntrt - ))<)Uiir Ani(iii»,( - Ailloniaiiu Incicasfc Option M3il

TN: 13-0011-MM1

New Jersey
Approval Date: 02/28/2014

S14
Effective Date: 01/01/2014

Page 4 of 6
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Medicaid Eligibility

The standard is as follows:

C Statewide standard

0 Standard varies by region

C' Standard varies by living arrangement

P Standard varies in some other way

The dollar amounts increase ftntomaticafly each year

0 Yes (.. No

T-WF pd^mentstAiid. tid

Intoinc kStaniljnl Lntn -T)oll«li'Amounf - 'Vutoinaticliicica^e Option S13a

The standard is as follows:

C Statewide standard

P Standard varies by region

C Standard varies by living arrangement

P- Standard varies ill some other way

The dollar amouiits increase automatically each year

C Yes (t No

MAGl-c<iuivalm(-T ^NV pit} mcnt standarii

liicoiiic Stitndard Eitiri - Dollar Amonnl - A'lttomalic Incieasc Option; < S13a

The standard is as follows:

C. Statewide standard

C Standard varies by region

P. Standard varies by living arrangement

C Standard varies in some other way

Tlie dollar amouiits increase automatically each year

C Yes (. No
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Medicaid Eligibility

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid 0MB control number. The valid 0MB control number for this information collection is 0938-11 48. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

(.^

TN: 13-0011-MM1

New Jersey

Approval Date: 02/28/2014
S14

Effective Date: 01/01/2014
Pape 6 of 6



:10M|S..
C(?i'IWIWt"iWM*<* .WIXtUI w «nt1 i

Medicaid Eligibility

OMBConl-clNuml-cr09''8 l'"S

OMD C\pii. iuon dii -. 10 ''1 20'1

I'ligiblhty Groups -AIandator) Covfragc . ^
Pdrenls itnd Ochte ( , (i Al<>ki;r Kc)rfti\ es

' S2<

42 CFR 435. 110
1902(a)(IO)(A)(i)(0
193 l(b) and (d)

Parents and Other Caretaker Relatives - Parents and other caretaker relatives of dependent children with household income at or
below a standard established by the state.

The state attests that it operates this eligibility group in accordance with the following provisions:

HI] Individuals qualifying under (his eligibility group must meet the following criteria:

Are parents or other caretaker relatives (defined at 42 CFR 435. 4), including pregnant women, of dependent children
el (defined at 42 CFR 435. 4) under age 18. Spouses of parents and other caretaker relatives are also included.

The state elects the following options:

This eligibility group includes individuals who are parents or other caretakers of children who are 18 years old,
[53 provided the children are full-time students ill a secondary school or the equivalent level of vocational or

. technical training.

Options relating to the definition of caretaker relative (select my that apply):

a
The definition of caretaker relative includes the domestic partner of the parent or other caretaker relative,
eveii after the partnership is terminated,

Definition of domestic

partner

D
The definition of caretaker relative includes other relatives of the child based on blood (including those of
half-blood), adoptioii or marriage.

Description of other
relatives:

^, The definition of caretaker relative includes any adult with whom the child is living and who assumes
1&1 primary responsibility for the dependent clild's care.

Options relating to the definition of dependent child (select the one that applies):

The state elects to eliminate the requirement that a dependent child must be deprived of parental support or
(f. care by reason of the death, physical or mental incapacity, or absence from the home or unemployment of at

least one parent.

Tire child must be deprived of parental support or care, but a less restrictive standard is used to measure
unemployment of the parent (select the one that applies);

IN: la-uumCTW

New Jersey
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Medicaid Eligibility

[1| Have hoiisehold income at or below the standard established by the state.

MAGI-based income methodologies are used in calculatmg household income. Please refer as necessary to S10MAGI-
Based Income Methodologies, completed by the state.

Income standard used for this group

!.! Miniinum income standard

The minimum income standard used for this group is the state's AFDC payment standard in effect as ofMay 1, 1988,
converted to MAGI-equivalent amounts by household size. The standard is described in S14 AFDC Income Standards.

The state certifies that it has submitted and received approval for its converted May 1, f 988 AFDC payment
standard.

.
- , Ari ftfitflchmcnt is siibiniftcdi

!. ! Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for parents and
other caretaker relatives to MAGI-equivalent standards and the determination of the maximum income standard to
be used for parents and other caretEiker relatives under this eligibility group.

An iittflrhinciit is suhinirted;

The state's maximiim income standard for this eligibility group is:

The state's effective income level for section 1931 families under the Medicaid stale plan as of March 23, 2010,
converted to a MAGl-equivaIent percent ofFPL or amounts by household size.

The state's effective income level for section 1931 families under the Medicaid state plan as of December 31,
. 2013, converted to a MAGT-equivaIent percent ofFPL or amounts by household size.

The state's effective income level for any population of parenfs/caretaker relatives underaMedicaid 1115
C demonstration as ofMarch 23, 2010, converted to a MAGl-equivalent percent ofFPL or amounts by household

size.

The state's effective income level for any population ofparents/caretaker relatives under a Medicaid 11 }5

 

'. demonstration as of December 31, 2013, converted to a MAGL-equivalent percent ofFPL or amounts by
household size.

Enter the amount of the maximum income standard;

TN: 13-0011-MM1

New Jersey
Approval Date: 02/28/2014
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Medicaid Eligibility

C' A percentage of the federal poverty level: %

 

The state's AFDC payment standard in effect as of July 16, 1996, converted to a MAGI-equivalent standard. The
standard is described in S14 AFDC Incoine Standards.

The state's AFDC payment standard m effect as of July 16, 1996, increased by no more than the percentage
C increase in the Consumer Price Index for urban consumers (CFI-U) since such date, converted to a MAGI-

equivalent standard. The standard is described in S14 AFDC Income Standards.

(- The state's TANF payment stmidard, converted to a MAGI-equivaIent standard. The standard is described in S14
AFDC Income Standards,

P Other dollar amount

\9\ [ncome standard chosen:

Indicate the state's income standard used for this eligibility group:

P The minimum income standard

(. The maximmn income standard

The stale's AFDC payment standard ill effect as of July 16, 1996, increased by no more than the percentage
C increase in the Consumer Price Index for urban consumers (CPI-U) since such date. The standard is described in

S14 AFDC Income Standards.

C Another income standard in-between the minimum and maxmimn staiidards allowed

@ There is no resource test for this eligibility group.

[. ] Presumptive Eligibility

The state covers individuals under this group when determined presumptively eligible by a qualified entity. The state assures
it also covers individuals under the Pregnant Women (42 CFR 435. 116) and/or Infants and Children under Age 19 (42 CFR
435. 118) eligibility groups when determined presumptively eligible.

(. Yes C No

[. j The presumptive period begins on the date the determination is made.

\U\ The end date of the presumptive period is the earlier of:

The date the eligibility determination for regular Medicaid is made, if an application for Medieaid is filed by
the last day of the month following the month in which the determination of presumptive eligibility is made;
or

The last day of the month following the month in which the determination of presumptive eligibility is made,
if no application forMedicaid is filed by that date.

[. ] Periods of presumptive eligibility are limited as follows:

C No more than one period within a calendar year.

C' No more than one period within two calendar years,

No more than one period within a twelve-monlh period, starting wilh the effective date of the initial
presumptive eligibility period,

TN: 13-0011-MM1

New Jersey

Approval Date; 02/28/2014
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Medicaid Eligibility

C- Other reasonable limitation:

The slate requires that a written application be signed by the applicant or representative.

(.. Yes 0 No

(. The state uses a single application form forMedicaid and presiimptive eligibility^ approved by CMS.

The state uses a separate application form for presumptive eligibility, approved by CMS. A copy of the
r

application form is included.

An attachment is submtfttd.. -

The presumptive eligibility determination is based on the following factors;

F«1 The individual must be a caretaker relative, as described at 42 CFR 435. 110.

[.1 Household income must not exceed the applicable iiicome standard described at 42 CPR 435. 1 10.

State residency

Citizenship, status as a national, or satisfactory immigration status

The state uses qualified entities, as defined in section 1920A of the Act, to determine eligibility presumptively for
tills eligibility group.

1 i<i( ot Qualified hnliues S17

D

a

A qualified entity is an entity that is deteimmed by the agency to be capable of making presumptive
eligibility determinations based on an individual's household income and other requirements, and that

I meets at least one of the following requirements. Select one or more of the-following types of entities
used to determine presumptive eligibility for this eligibility group;

Furnishes health care items or services covered under the state's approved Medicaid state plan and
is eligible to receive payments under the plan

Is authorized to determine a child's eligibility to participate in a Head Start program under the
Head Start Act

Is authorized to determine a child's eligibility to receive child care services for which financial
assistance is provided under the Child Care and Development Block Grant Act of 1990
Is authorized to determine a child's eligibility to receive assistance under the Special Supplemental

Q Food Program for Women, Infants and Children (WIC) under section 17 of the Child Nutrition Act
of 1966

Is authorized to determine a child's eligibility under the Medicaid state plan or for child health
assistance under the Children's Health Insurance Program (CHIP)

Is an elementary or secondary school, as defined in section 14101 of the Elementary and Secondary
Education Act of 1965 (20 U. S.C. K801)

[-j [s an elementaiy or secondaiy school operated or supported by the Bureau of Indian Affairs

[~] [s a state or Tribal child support enforcement agency under title IV-D of the Act

TN: 13-0011-MM1
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Medicaid Eligibility

D

a

D

Is an organization that provides emergency food and shelter under a grant under the Stewart B.
McKinney Homeless Assistance Act

Is a state or Tribal office or entity involved in enrollment in the program under Medicaid, CHIP, or
title IV-A of the Act

Is an organization that determines eligibility for any assistance or benefits provided under any program
of public or assisted housing that receives Federal funds, including the program under section 8 or any
other section ofthe United States Housing Act of 1937 (42 U.S.C. 1437) or under the Native '
American Housing Assistance and Self Determination Act of 1996 (25 U. S. C. 410I etseq.)

Is a health facility operated by the Jridian Health Service, a Tribe, or Tribal organization^ or an
Urban Indian Organization

[_] Other entity the agency determines is capable of making presumptive eligibility determinations:

The state assures that it has commumcated the requirements for qualified entities, at 1920A(b)(3) of the Act, and
[/] has provided adequate training to the entities and organizations involved. A copy of the U-aining materials has been

included.

An iitf.M-hmcnf ih siibmitte<1<

PRA Disclosure Statement
According to the Paperwork Reduction Actofl9t)5, no persons are required to respond to a collection of information unless it displays a
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the informalion collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

^
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Medicaid Eligibility

0MB Control Number 0938-1148
0MB Expiration date 10/31'20I4

BllgiMbtyl'Gr(i(i^. Ajlattdatory ̂ oVeragi ̂ , i \ ^ ^'/ ̂  ., ^-
/. r. f, ^ I U-»T . l' "/'»-U -^ < t< . X $ "'^ - n^-" **. lA - " tiJ.~tV i i .*

" ~-, f - . -;>.,,"'-;- ..;. s. '^^ ; ,
.

ft
828

42 CFR 435. 116
1902(a)(10)(A)(i)(m) and (IV)
1902(a)(10)(A)(ii)(I), (IV) and (IX)
193 l(b) and (d)
1920

Pregnant Women - Women who are pregnant or post-partum, with household income at or below a standard established by the state.

The state attests that it operates this eligibility groiip in accordance with the following provisions:

[. j Individuals qualifying under this eligibility group must be pregnant or post-partum, as defined in 42 CFR 435. 4.

Pregnant women in the last trimester of their pregnancy without dependent children are eligible for full benefits under this
group in accordance with section 1931 of the Act, if they meet the income standard for state plan Parents and Other
Caretaker Relatives at 42 CFR 435. 110.

(S Yes C No

MAGI-based income inetliodologies are used in calculating household income. Please refer as necessary to S10 MAGI-Based
Income Methodologies, completed by the state.

Tncome standard used for this group

!.] Minimum iiicome standard (Once entered and approved by CMS, the minimum income standard cannot be changed,)

The state had an income standard higher than 133% FPL established as of December 19, 1989 for determining
eligibility for pregnant women, or as of July 1, 1989, had authorizing legislation to do so.

C Yes (?. No

The minimum income standard for this eligibility group is 133% FPL.

R Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for pregnant
women to MAG]-equivalent standards and the determination of the maximum income standard to be used for
pregnant women under this eligibility group,

^ ^^aitat^trrtiewi. is^uOiniited^

The state's maximum mcome standard for this eligibility group is;

(.

The state's highest effective income level for coverage of pregnant women under sections 1931 (low-income
families), 1902(a)(10)(A)(i)(UI) (qualified pregnant women), 1902(a)(10)(A)(i)(lV) (mandatory poverty level-
related pregnant women), 1902(a)(10)(A)(ii)(lX) (optional poverty level-rclated pregnant woineii)> 1902(a)(1 0)
(A)(ii)(I) (pregnant women who meetAFDC filiancial eligibility criteria) and 1902(a)(IO)(A)(ii)(IV)
(institutionalized pregnant women) m effect under the Medicaid state plan as of March 23, 2010, converted to a
MAGT-equivalent percent ofFPL.

TN: 13-0011-MM1
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Medicaid Eligibility
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The state's higheaefftctive income level for coverage of pregnant women under^sections 1931 (low-income
ffumHes), Y902(a)(10)(A)(i)CIII) (qualified pregnant women), 1902(a)(10)(A)(i)(IV) (mandatory poverty levd^
related p»gnmtwomen)', '1902(a)(10)(A)(ii)(D() (optional poverty level-rdated pregnant women)^ 1902(a)

r (A)(ii)(l) (pregnant women who meet APDC financial eligibility criteria) and 1902(a)(10)(A)(ii)(IY)
(in rttoyonaHKd7regnant women) ill effect under the Medicaid state plM as of D

a MAGI-equivalent percent ofFPL.

The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as
ofM!ireh23, 201U, coiivertedtoaMAGI-equivalentpereentofFPL.

The state's effective income level for any population of pregnant women under a Medicaid 1115 demonstration as
of December 31, 2013, converted to a MAGI-equivaIent percent of FPL.

C 185%FPL

% FPLThe amount of the maximum income standard is; 194

Fal Income standard chosen

Indicate the state's income standard used for this eligibility group:

C The miniinum income standard

(. The maximum income standard

C Another income standard in-between the minimum mid maximum standards allowed.

|«J There is no resource test for this eligibility group.

HI Benefits for individuals in this eligibility group consist of the following:

(? All pregnant women eligible under this group receive full Medicaid coverage under this state plan.

Pregnant women whose income exceeds the income limit specified below for full coverage of pregnant womeii receive
only pregnancy-related services.

[.1 Presumptive Eligibility

The state covers ambulatory prenatal care for individuals under this group when determined presiimptively eligible by a
qualified entity.

(?. Yes C No

[g The presumptive period begins on the date the determination is made.

[B The end date oflhe presumptive period is the earlier of:

The date the eligibility detennination for regular Medicaid is made, if an application for Medicaid is filed by the
last day of the montk following the month in which the determiiiation of presumptive eligibility is made; or

The last day of the month following the month in wlilch the determination of presumptive eligibility is made, if no
application for Medicaid is filed by that date.

[I] There may be no more dian one period of presumptive eligibility per pregnancy.

A written application must be signed by the applicant or representative.

TN: 13-0011-MM1
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Medicaid Eligibility

(S Yes p No

(t. The state uses a single application form for Medicaid and presumptive eligibility, approved by CMS.

The state uses a separate application form for presumptive eligibility, approved by CMS. A copy of the
r

application form is included.

AhtttiichlBSritissubniiitei).

[. ] The presumptive eligibility determination ia based on the following factors:

{. ] The woman miist be pregnant

[.1 Household income miist not exceed the applicable income standard at 42 CFR 435. 116,

^ State residency

^ Citizenship, status as a. national, or satisfactory immigration status

The slate uses qualified entities, as defined in section 1920A of the Act, to determine eligibility presumptively for
this eligibility group.

At of Qu.ilit"it!d Entitle*. ' ^ Sf

I A qualified entity is m entity that is determined by the agency to be capable of making presumptive
eligibility determinations based on an individual's household income and other requirements, and that

i meets at least one of the following requirements. Select one or more of the following types of entities
I used to determine presumptive eligibility for this eligibility group:

Fnrnishes health care items or services covered under the state's approved Medicaid state plan and
is eligible to receive payments under (lie plan

Is authorized to determine a child's eligibility to participate in a Head Start program under the
Head Start Act

Is authorized to determine a child's eligibility to receive child care services for wJiich financial
assistance is provided under the Child Care and Development Block Grant Act of 1990
Is authorized to determine a child's eligibility to receive assistance under the Special Supplemental

Q Food Program for Women, Infants and Children (WIC) under section 17 of the Child Nutrition Act
of 1966

Is authorized to determine a child's eligibility under the Medicaid state plan or for child health
assistance under the Children's Health Insurance Program (CHIP)

Js an elementary or secondary school, as defined in section 14101 of the Elementary and Secondary
Education Act of 1965 (20 U. S.C. 8801)

Q Is an elementary or secondary school operated or supported by the. Bureau of Indian Affairs

[~] Is a state or Tribal child support enforcement agency under title IV-D of the Act

I-, Is an organization that provides emergency food and slielter under a grant under the Stewart B.
L~J McKinney Homeless Assistance Act

Is a state or Tribal office or entity involved in enrollment in the program under Medicaid, CHIP, or
title 1V-A of the Act

TN: 13-0011-IVIM1
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Medicaid Eligibility

a

Is an organization that determines eligibility for any assistance or benefits provided under any program
of public or assisted hoiising that receives Federal funds, including the program under section 8 or any
other section of the United States Housing Act of 1937 (42 U.S.C. 1437) or under the Native
American Housing Assistance and Self Determination Act of 1996 (25 U.S.C. 4101 etseq.)

Is a health facility operated by the Indian Health Service, a Tribe, or Tribal organization, or an
Urban Indian Organization

Q Other entity the agency determines is capable of making presumptive eligibility determinations:

The state assures that it has communicated the requirements for qualified entities, at 1920A(b)(3)oftheAet,
and has provided adequate trainmg to the entities and orgamzafions involved. A copy of the training materials
has been included.

Anaft-icIimeuUssuibinitfecf*

PRA Disclosure Statement

Accordiiig to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid 0MB control number. The valid 0MB coiitrol number for tliis information collection is 0938- 1148, The time required to complete
this in formation collection is estimated to average 40 hours per response^ including the time to review instructiojis, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for iniproving this form, please write to: CMS, 7500 Security Boulevard, Attii: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

tvr
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Medicaid Eligibility

Digibilit} Groups ~- Mandatory Cov'erase
Infants and Cliildicri under Aae 19

0MB Control Number 0938-1148

0MB C\piialuin date 10 '>] 2014

S31

42 CFR 435. 118
1902<a)(10)(A)(i)(in), (IV), (VI) and (VII)
1902(a)(10)(A)(ii)(IV) aiid (IX)
193 l(b) and (d)

Infants and Children under Age 19 - Infants and children under age 19 with household income at or below standards established by
the state based on age group.

[^j The state attests that it operates this eligibility .group m accordance with the following provisions:

Ill Children qiialifying under this eligibility group must meet the following criteria:

[.I Are underage 19

INJ Have household income at or below the standard established by the state.

MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-
Based Income MethodoJogies, completed by the state.

fill Tncome standard used for infants under ase one

ill Minimum income standard

The state had an income standard higher tiian 133% FPL established as of December 19, 1989 for defermining
eligibility for infants under age one, or as of July 1, 1989, had authorizing legislation to do so.

C Yes   No

The ininimiim income standard for infaiifs under age one is 133% FPL.

Ftl Maxiraiim income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for infants
under age one to MAGJ-equivalent standards and the determination of the maximum income standard to be iised
for infants under age one.

%;;Aiia£(iS!hUiimtis,3iUbmitfeii.

The state's maximum income standard for this age group is:

The state's highest effective income level for coverage of infants imder age one under sections 1931 (low-income
families), 1902(a)(10)(A)(i)(m) (qualified children), 1902(aX10)(A)(i)(IV) (maudatory poverty Ifivel-relaled

(S infants), 1902(o)(10)(A)(ii)(IX) (optional poverty level-related infants) and 1902(a)(IO)(A)(ii)(TV)
(institutionalized children), in effect under the Mcdicaid state plan as of March 23, 2010, converted to a MAG^"
equivalent percent ofFPL.
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Medicaid Eligibility

The state's highest effective income level for coverage of infants under age one under sections 1931 (low-income
families), 1902(s)(10)(A)(i)(III) (qualified children), l902(a)(10)(A)(i)(lV) (mandatory poverty level-related

C infants), 1902(a)(10)(A)(ii)(K) (optional poverty level-related infants) and 1902(a)(10)(A)(ii)(IV)
(institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to a
MAGI-equivafent percent ofFPL.

The state's effective income level for any population of Infants under age one underaMedicaid 1115
demonstration as of March 23> 2010, converted to a MAGI-equivafent percent of FPL.

The state's effective income level for any population of infants under age one under aModicaid 1115
demonstration as of December 31, 2013, converted to aMAGI-equivaJent percent of FPL.

C 185%FPL

Enter the amount ofthe maximum income standard; |194 ./o FPL

pal Income staiidard chosen

The state's income standard used for infants under age one is:

(. The maximum income standard

r

r-

r

If not chosen as the maxiinum income standard, the state's highest effective income level for coverage of infants
under age one under sections 1931 (low-income families), ]902(a)(10)(A)(i)(III) (qualified children), 1902(a)(10)
(A)(i)(IV) (mandatory poverty lcvel-related infants), 1902(a)(10)(A)(ii)(K) (optional poverty levcl-related
infants) and I902(a){10)(A)(ii)(XV) (institutionalized children), ill effect under the Medicaid state plan as of
March 23, 2010, converted to a MAGI-equivalent percent ofFPL.

If higlier than the highest effective income level for this age group under die state plan as of March 23, 2010> and
if not chosen as the maximum income standard, the state's highest effective income level for coverage of infants
under age one under sections 1931 (low-income families), 1902(a)(10)(A)(i)(IU) (qualified children), 1902(a)(10)
(A)(i)(IV) (mandatory poverty level-related infants), 1902(a)(10)(A)(ii)(rX) (optional poverty level-related
infants) and 1902(a)(10)(A)(ii)(TV) (institutionalized children), in effect under the Medicaid state plan as of
December 31, 2013, converted to a MAGI-equivalent percent of FPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of infants
under age one under a Medicaid 1115 demonstration asofMarcli 23, 2010, converted to a MAGI-equivalent
percent ofFPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's effective income level for any population of infants
underage one undcraMedicaid 1115 demonstration as of December 31, 2013, converted to aMAGI-equivalent
percent ofFPL.

r
Another income standard in-between the minimum and maximum standards allowed, provided it is higher than
the effective income standard for this age group in the state plan as of March 23, 2010.

^ Income standard for chilciren age one fhrough age five, inclusive

Fll Minimum income standard
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Medicaid Eligibility

The minimum income standard used for this age group is 133% FPL.

Maximum income standard

The state certifies that it has submitted and received approval for its converted income standard(s) for children
age one through five to MAGI-equivalent standards and the determination of the maximum income standard to be
used for children age one through five,

; :;'AilUtta<illWMtissiibinittea,':

The state's maximum income standard for children age one through five is:

The state's highest effective income level for coverage of children age one through five under sections 193 1 (low-

<f

r

r

income families), 1902(a)(10)(A)(i)(IU) (qualified children), 1902(a)(10)(A)(i)(VI) (mandatory poverty level-
related children age oiie through five), and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect under the
Medicaid state plan as of March 23, 2010, converted to a MAGT-equivaient percent ofFPL.

The state's highest effective mcome level for coverage of children age one through five under sections 1931(low-
income families), 1902(a)(10)(A)(i)(U[) (qualified children), 1902(a)(10)(A)(i)(VI) (mandatory poverty level-
related children age one through five), and 1902(a)(10)(A)(ii)(IV) (institutionalized children), in effect under the
Medlcaid state plan as of December 31, 2013, converted to a MAGI-equivatent percent of FPL.

The slate's .effective income level for any population of children age one through five under aMedicaid 1115
demonstration as of March 23, 2010, converted to aMAGI-equivaleiit percent ofFPL.

The state's effective income level for any population of children age one through five under a Medicaid 1115
demonstration as of December 31, 2013, converted toaMAGI-equivalentpercentofFPL.

Enter the amount of the maximum incoine standard: [142 %FPL

Income standard chosen

v

The state's income standard used for children age one through five is:

(. ' The maximum income standard

r

r

Tf not chosen as the maximiim income sbmdard, the state's highest effeclive income level for coverage of children
age one through five under sections 1931 (low-iticome families), 1902(a)(10)CA)(i)(IU) (qualified children),
1902(a)(10)(A)(i)(VI) (mandatory poverty Icvel-related children age one through five), and 1902(a)(10)(A)(ii)
(IV) (institutionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a
MAGI-equivalent percent ofFPL.

If higher thaii the highest effective Income level for tills age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's highest effective income level for cuvcrdge of children
age one through five under sections 1931 (low-income families), I902(a)(10)(A)(i)(IU) (qualified children),
1902(a)(10)(A)(i)(VI) (mandatory poverty level-related children age one through five), and )902(a)(IO)(A)(ii)
(IV) (institutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to a
MAGI-equivalent percent ofFPL.
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If higher than the highest effective income level for this age group under the state plan as of March 23 2010 and
if noTchosen as the maximum income standard, the state's effective income level for any population of children
age one through five under aMedicaid 1)15 demonstration as of March 23, 2010, convened to a MAGI-
equivalent percent ofFPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the slate's effective income level for any population of children

c age one through five under a Medlcaid 1115 deroonstration as of December 31, 2013, converted to a MAOI-
equivalent percent ofFPL.

Another income standard in-between the minicnum and maximum standards allowed, provided it is higher than
f the effective income standard for this age group in Ihe state plan as of March 23, 2010.

\J

Income standard for children age six through age eighteen, inclusive

B1 Minimum income standard

The mmimum income standard used for this age group is 133% FPL.

F11 Maxiinum income standard

The state certifies that it has submitted mid received approval for its converted income standard(s) for children age
six through eighteen to MAGI-eqnivalent standards and the determination of the maximum income standard to be
used for children age six through age eighteen.

^. ::;SiAnattacIiintii<;'is:(SUbiiiitteil.,

The state's maximum income standard for children age six through eighteen is:

The Slate's highest effective income level for coverage of children age six through eighteen under sections 1931
^income families), 1902(a)(10)(A)(i)(m) (quelified children), 1902(a)(10)tA)(i)(VU) (mmdatoiy poverty
kvd-rdated children'age sixthrough eighteen) md 1902(a)(10)(A)(ii)(lV) (institutionalized clnldren), in effect
under the Medicaid stat'e plan as of March 23, 2010, converted to aMAGI-equivalmt percent ofFPL.

The state's highest effective income level for coverage of children age six llirough eigl'teT under sections 1931
low-income toilies), l?02(a)(10)(A)(i)(IU) (qualified children), 1902(»)(10)(A)(i)(VII) (mandatoiy pove^
leyel-related children'age six through eighteen) and 1902(a)(10)(A)(ii)(IV) (institutionalized children^in effect
under'uic Medicaid state plan as ofDecember 31, 2013, converted to a MAOI-equivalent percent ofFPL.

The state's effective income level for any population of children age six through eighteen under a Medicaid 1115
c 

domonstrationasofMareh23,2010, converted to a MAGI-eqi livalent percent ofFPL.

The state's effective income level for any population of children age six through eighteen under aMedicaid 1115
^ demonstration as of December 31, 2013, converted to a MAGI-equivalent pcreent of FPL.

r

(T.

C 133% FPL

Enter the amount of the maximiim income standard:

[. j Income standard chosen

142 %FPL
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The state's mcome standard used for children age six through eighteen is:

(.'. The maximum income standard

If not chosen as the maximum income standard, the state's highest effective income level for coveiage of children
age six through eighteen under sections 1931 (low-income families), 1902(a)(10)(A)(i)(ni) (qualified children)

C 1902(a)(10)(A)(i)(VII) (mandatory poverty level-related children age six through eighteen) Md 1902(a)(10)(A)
(ii)(W) (instihitionalized children), in effect under the Medicaid state plan as of March 23, 2010, converted to a
MAGI-equivalent percent ofFPL.

If higher than the highest effective income level for this age group under the state plan as of March 23, 2010, and
if not chosen as the maximum income standard, the state's highest effective income level for coverage of children
age six through eighteen under sections 1931 (low-income families), 1902(a)(10)(A)(i)(III) (qualified chUdren),
1902(a)(10XA)(i)(Vn) (mandatory poverty level-relaled children age six through eighteen) and 1902(a)(10)(A)
(ii)(IV) (instilutionalized children), in effect under the Medicaid state plan as of December 31, 2013, converted to
a MAGl-equivalent percent ofFPL.

r

If higher than the highest effective income level for this age group under the slate plan as of March 23. 2(n(). and
if not chosen as the maximum income standard, the state's effective income level for any population of children

c age six through eighteen under a Medicaid 1115 demonstration as of March 23, 2010, converted to a MAOI-
equivalent percent ofFPL.

If higher than the highest effective income level for this age group under the state plan as ofMu-ch 23^01<', md
if not chosen as the maximum income standard, the state's effective income level for any population of children

c age six through eighteen under a Medicaid 1115 demonstration as of December 31, 2013, converted to a MAGI-
equivalent percent ofFPL,

Another income standard in-between the minimum and maximum standards allowed, provided it is higher than
^ the effective income standard for this age group in the state plan as of March 23, 2010.

 

1 There is no resource test for this eligibility group.

[. I Presumptive EUgibility

The state covers children when determined presiimptively eligible by a qualified entity.

(T Yes C No

Presumptive Lligibilih for Uiildren S1A

1902(a)(47)
1920A
42 CFR 435. 1101
42 CFR 435. 1102

The state provides Medicaid coverage to children when determined presumptively eligible by a qualified artity
under the following provisions;

^
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Medicaid Eligibility

If the state has elected to cover Optional Targeted Low-Income Children (42 CFR 435. 229), the income standard
for presumptive eligibility is tlie higher of die standard used for Optional Targeted Low-Income Children or the
standard used for Infants and Children under 19 (42 CFR 435. 118), for that child's age.

If the state has not elected to cover Optional Targeted Low Income Children (42 CFR 435. 229), the income
standard for presumptive eligibility is the standard used under the Infants and Children under Age 19 eligibility
group (42 CFR 435. 118), far that child's age.

[JD Children under the following age may be determined presumptively eligible:

Underage |19

The presumptive period begins on the date the determination is made.

The end date of the presiimptive period is the earlier of:

The date the eligibility determination for regular Medicaid is made, if an application for Medicaid is filed by
the last day of the month following the month in which the determination of presumptive eligibiUty is made;
or

The last day of the month following the month in which the determination of presumptive eligibility is made,
if no application for Medicaicl is filed by that date.

Periods of presumptive eligibility are limited as follows:

0 No more than one period within a calendar year.

0 No more than one period within two calendar years.

No more than one period within a twelve-month period, startiiig with the effective dale of the initial
presumptive eligibility period.

P Other reiisonable limitation:

The state requires that a written applicatioii be signed by the applicant, parent or representative, as appropriate.

(. Yes C No

(. ; The state uses a single application form for Medicaid and presumptive eligibility, approved by CMS.

c The state uses a separate application form for presumptive eligibility, approved by CMS. A copy of the
application form is included.

All ill ta dim en (is snlnnittcd.

[. ] The presumptive eligibility determination is based on the following factors;

[. ] Household income must not exceed the applicable Income standard described above, for the child's ag

[^ State residency

^ Citizensliip, status as a national, or satisfactory imniigration status

Tlie state uses qualified entities, as defined in section 1920A offhe Act, to determine eligibility
presumptivcly for this eligibility group.

TN; 13-0011-MM1
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A qualified entity is an entity that is determined by the agency to be capable of malting presumptive
eligibility determinations based on an individual's household income and other requirements, and that

I meets at least one of the following requirements. Select one or more of the following types of entities
! used to determine presumptive eligibility for this eligibility group:

Furnishes health care items or services covered under the state's approved Medicajd state. plan and___
is eligible to receive payments under the plan
Is authorized to determine a child's eligibility to participate in a Head Start program under the
Head Start Act

Is authorized to determine a child's eligibility to receive child care services for which financial
assistance is provided under the Child Care and Development Block Grant Act of 1990
Is authorized to determine a child's eligibility to receive assistance under the Special Supplemental

D Food Program for Women, Infants and Children (WIC) under section 17 of the Child Nutrition Act
of 1966

[s authorized to determine a child's eligibility under the Mcdicaid state plan or for child health
assistance under the Children's Health Insurance Program (CHIP)

Is an elementaj-y or secondary school, as defined in section 14101 of the Elementary and Secondary
Education Act of 1965 (20 U. S.C. 8801)

Q Is an elementary or secondary school operated or supported by the Bureau of Indian Affairs
Ts a state or Tribal child support enforcement agency under title IV-D of the Act

Is an organization that provides emergency food and shelter under a grant under the Stewart B.
McKinney Homeless Assistance Act

D

D

Is a state or Tribal ofHce or entity involved in enrollment in the program under Medicaid, CHIP, or
title IV-A of the Act

Is an organization that determines eligibility for any assistance or benefits provided under any program
of public or assisted housing that receives Federal funds, including the program under section 8 or any
other section of the United States Housing Act of 1937 (42 U. S. C. 1437) or under the Native
American Housing Assistance and Self Determination Act of 1996 (25 U. S. C. 4101 el scq.)

Is a health facility operated by the Indian Health Service, a Tribe, or Tribal organization, or an
Urban Indian Organization

Q Other entity the agency determines is capable of making presumptive eligibility determinations:

The state assures that it has communicated the requirements for qualified entities, at 1920A(b)(3) of the
Act, and provided adequate training to the entities mid organizations involved. A copy of the training
materials has been included.

.Anjiltnclim«ntBsubniitted.

PRA .Disclosure Statement
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Medicaid Eligibility

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid 0MB control number, The valid 0MB control number for this iiiformation collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estiraate(s) or suggestions for improving this form, please write to: CMS. 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

^,
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Medicaid Eligibility

0MB Control Number 0938-1148

OMfl Fxpi i IB( n'1 ili. 10)12014

I.hgibilit; Groups - Mandator} CuvCiage
AdultGioup r

1902(a)(10)(A)(i)(Vm)
42 CFR 435. 119

.{ r
A f t i \ *. S32

The state covers the Adult Group as described at 42 CFR 435. 119.

  
Yes C No

[.] Adult Group - Non-pregnant individuals age 19 through 64, not otherwise mandatorily eligible, with income at or below 133% PPL.

The state attests that it operates this eligibility group in accordance with the following provisions:

[.] Tndividuals qualifying under this eligibility group must meet the following criteria:

[1] Have attained age 19 but not age 65.

[. J Are not pregnant.

B1 Are not entitled to or enrolled for Part A or B Medicare benefits.

Are not otherwise eligible for and enrolled for mandatory coverage under the state plan In accordance
w with 42 CFR 435, subpart B.

Note: In 209(b) states, individuals receiving SSI or deemed to be receiving SSI who do not qualify for mandatory
Medicaid eligibility due to more restrictive requirements may qualify for this eligibility group if otherwise eligible.

 

1 Have household income at or below 133% FPL,

MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10 MAGI-Based
Income Methodologies, completed by the stale.

There is no resource test for this ellgibitity group.

Parents or other caretaker relatives living with a child under the age specified below are not covered unless the cliild is
receiving benefits under Medicaid, CHIP or through the Exchange, or otowise enrolled in minimum essential coverage, as
defined in 42 CFR 435.4.

P;Under age 19, or

(.. A higher age of children, if any, covered under 42 CFR 435.222 on March 23, 2010:

F, Under age 20

(. 'Underage 21

Presumptive Eligibility

The state covers individuals under this group when determined presumptlvely eligible by a qualified entity. Tlic state assures
it also covers individuals under the Pregnant Women (42 CFR 435. 11<) and/'or Infants and Children under Age 19 (42 CFR
435. 118) eligibility groups wlien determined presumptively eligible.

(? Yes C No

TN: 13-0011-MM1
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ie presumptive period begins on the date the determination is made.
The end date of the presumptive period is the earlier of:

The date the eligibility determination for regular Medicaid is made, if an application forMedicaid is filed by
the last day of the month following the month in which the determination of presumptive eligibility is made;
or

The last day of Ac month following the month in which the determination of presumptive eligibility is made,
if no application forMedicaid is filed by that date.

Periods of presumptive eligibility- are limited as follows:

C No more than one period within a calendar year.

C No more than one period within two calendar years.

No more than one period within a twdve-month period, starting with the effective date of the initial
presumptive eligibility period.

C Other reasonable Imutstion:

The state requires that a written application be signed by the applicant or representative.

(. Yes ("No

If. The stale uses a single application form for Medicaid and presumptive eligibility, approved by CMS.

r
The state uses a separate application form for presumptive eligibility, approved by CMS. A copy of the
application form is included.

An attaclinient is submitfecl. : ;.

[g The presumptive eligibility determination is based on the following factors;
HI The individual must meet the categorical requirements of 42 CFR 435. 119,

H Household income must not exceed the applicable income standu'd described at 42 CFR 435. 1 19.

Jg] State residency.

[g Citizenship, stahis as a national, or satisfactory immigration status.

, The state uses qualified entities, as defined in section 1920A of the Act, to determine eligibility presumptivdy for
® this eligibility group.

ii S8i^SiiS 9^9iSSSSSi& 'S:WSSSiSS'vw^

i A qualified entity is an entity that is determined by the agency to be capable of making presumptive
i eiigibi'm'y determinations based on an individual's household income and other requirements and that
I meets at least one of the following requirements. Select one or more of the following types of entities
I used to determine presumptive eligibility for this eligibility group;

Furnishes health care items or services covered under the state's approved Mcdicaid state plan and
is eligible to receive payments under the plan
Is authorized to determine a child's eligibility to participate in a Head Start program under the
Head Start Act

TN: 13-Oe MWt-
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D

a

D

n

D

D

n

D

Is authorized to delemine a child's eligibility to receive child care services for which financial
assistance is provided under the Child Care and Development Block Grant Act of 1990
Is authorized to determine a child's eligibility to receive assistance under the Special Supplemental
Food Program for Women, Infants and Children (W1C) under section 17 of the Child Nutrition Act
of 1966

Is autliorized to determine a child's eligibility under the Medicaid state plan or for child health
assistance under the Children's Health Insurance Program (CHIP)

Is an elementary or secondary school, as defined in section 14101 of the Elementary and Secondary
Education Act of 1965 (20 U. S.C. 8801)

Is an elementary or secondary school operated or supported by the Bureau of Indian Affairs

Is a state or Tribal child support enforcement agency under title IV-D of the Act

Is an organization that provides emergency food and shelter under a grant under the Stewart B.
McKinney Homeless Assistance Act

Is a state or Tribal office or entity involved in enrollment in the program under Medicaid, CtUP, or
title 1V-A of the Act

Is an organization that determines eligibility for any assistance or benefits provided under any program
of public or assisted housing that receives Federal funds, including the program under section 8 or any
other section of the United States Housing Act of 1937 (42 U. S.C. 1437) or under the Native
American Housing Assistance and Self Determination Act of) 996 (25 U. S. C. 4101 et seq.)

Is a health facility operated by the Indian Health Service, a Tribe, or Tribal organization, or an
Urban Indian Organization0\

[J Other entity tile agency determines is capable of making presumptive eligibility determinations;

The state assures that it has commiinicatcd the requirements for qualified entities, at 1920A(b)(3) of the Act,
and has provided adequate training to the entities and organizations involved. A copy of the training materials
has been inchided.

Ati attiicliincitt i& Aiibniittcd.

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid 0MB control number. The valid 0MB control number for this infomatioii collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the tin)!! estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, AUn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

^
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Individuals under the age of 26, who were in foster care and on Medicaid when they [urnod age 18 or aged out of foster care.
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The state covers the mandatory former foster care children group in accordance with the following provisions:

A. Characteristics

Individuals qualifying under this eligibility group must meet the following criteria:

1. Are underage 26

2. Were in foster care upon attaining age 18 or a higher age at which the state's or Tribe's foster care assistance ends under title IV-E of the Act (up to age 21).
3. Are described under either Section B. or C.

B. Individuals Covered

For individuals who turn 18 before January 1, 2023:

1. The state covers individuals who:

a. Upon attaining age 18 or a higher age at which the state's or Tribe's foster care assistance ends under title IV-E of the Art (up to age 21) were:

i. In foster care under the responsibility of the state or a Tribe within the state (including children who were cared for
Through a grant to the state under the unaccompanied refugee minor program); and

ii. Enrolled in Medicaid under the state's Medicaid state plan or 1115 demonstration; and

re.not otherwise eligible for arld enrolled for mandatory coverage under the state plan, except that eligibility under this group takes precedence over
eligibility under the Adult Group.

2. In addition to 8. 1.. the state elects to cover individuals who were in foster care under the responsibility of the state or a Tribe within the state
(including children who were cared for through a grant to the state under the unaccompanied refugee minor program) when they turned 18 or a
higher age at which the state's or Tribe's foster care assistance ends under title IV-E of the Act, and meet the following criteria:

^^They ,we,re en''o!led in Medicaid under the state's Medicaid state plan or 1115 demonstration at any time during the foster care period in which they turned
18 or a higher age at which the state's or Tribe's foster care assistance ends.

[ b. They were placed by the st<ite or Tribe in anothei State and were enrolled in Medkaid under the other state's Medicaid stale plan or 1115 demonstration
project when they turned 18 or a higher age at which the state's or Tribe's foster care assistance ends.

<^<. They were placed by the state or Tribe in another state and were enrolled in Medicaid under the other state's Medicaid state plan or 1115 demonstration
project at any time during the foster care period in which they tumecf 18 or a higher age at which the state's or Tribe's foster care assistance ends.

C. Individuals Covered

For individuals who turn 18 on or after January 1, 2023:

1. The state covers individuals who:

a. Upon attaining age 18 or a higher age at which the state's or Tribe's foster care assistance ends under title IV-E of the Act (up to age 21) were;

i. In foster care under The responsibility of any state or a Tnbe within any state (including children who were cared for
through a grant to the state under the unaccompanied refugee minor program); and

ii. Enrolled in Medicaid under a state's Medicaid state plan or 1115 demonstration; and

b. Are not enrolled in mandatory coverage under the state plan, except that eligibility under this group takes precedence over eligibility under the Adult Group.
2. In addition to C. 1.. the state elects to cover individuals who were in foster care under the responsibility of any state or a Tribe within any state
(including children who were cared for through a grant to a state under the unaccompanied refugee minor program) when they turned 18 or a higher
age at which that state's or Tribe's foster care assistance ends under title IV-EoftheAct, and meet the following criteria:
.^a. They were enrolled in Mecficaid under a state's Medicaid state plan or n 15 demonstration at any time during the foster care period in which they turned 18

or a higher age at which a state's or Tribe's foster care assistance ends,

i . b. They were placed by a state or Tribe in another state and were enrolled in Medicaid under the other state's Medicaid state plan or 1115 demonstration
project when they turned 18 or a higher age at which a state's or Tribe's foster care assistance ends.

'c. They were placed by a state or Tribe in another state and were enrolled in Medicaid under the other state's Medicajd state plan or 111S demonstration
project at any time during the foster care period in which they turned 18 or a higher age at which a state's or Tribe's foster care assistance ends.
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D. Additional Information (optional)

SPA ID NJ-23.0005

Initial Submission Date 3/13/2023

Effective Date 1/1/2023
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PRA Disclosure Statement: Centers for Medicare & Medicaid Services (CMS) collects this mandacory information in accordance with (42 U. S. C. 1396a} and (42 CFR 430. 12);
^hk-h-setf>fo. lththe authorityfor the submittal and colleaion of state plans and plan amendment information in a format defined by CMS for ihe purpose of improving'the
stare appkation and federal review processes, improve federal program management of Medicald programs and Childien's Health fnsiirance Program, and to standardize
Medicaid program data which covers basic requirements, and individualized content that reflects the (-haracteristics of the particular state's program. The information will be
us .d to rnonitor and an3'yze Perfor'nrl3I1(:e metrics related to the Medicaid and Children's Health Insurance Program in efforts to boost program"! niegrity efforts, improve
performan!:? and accountability across the programs. Under the Privacy Act of 1974 any personally identifying information obtained wiil be'kept privatero the extent of the
lc'w'.ACCOrdins to the paPerwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid 0MB control number. The
valid 0MB control number for this information collection is 0938-1188. The time required to complete this information collection is estimated to range from 1 hour to 80
hours per response (see below), including the time to review instructions, search evisting data resources, gather the data needed, and complete and review the information
col ectinn. If you have comments concerning the accuracy of (tie time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn:
PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore. Maryland 21244-1850.

This view was generated on 5/25/2023 H:53 AM EDT
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1902(a)(10)(A)(ii)(XX)
1902(hh)
42 CFR 435.218

individMisabove 133% FPL - The state elects to cover individuals under 65, not otherwise mandatonly or optionally eligible,
wMi income above 133% FPL and at or below a standard established by the state and in accordance with provisions described at
42 CFR 435.218.

r Yes (. ' No

PRA nisclnsure Statement

,, ding to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of infemationimle^it d'sptay^
^Kd"'ONffl'mnTrolTumb"er~ The v7lid 0MB control number for this information coll
to'm&'maH"on"col"leciionis estimated to average 40 hours per response, including the lime to review instroctions, search ''xistingdafa ^
resources, gather the data needed, and complete md review the information c°ltoT_"'y°"ha^ comments "mmm^theacm, ra

thrtmTe's?mia^s)7r7uggestions'&i. improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance

Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN: 13-0011-MM1

New Jersey

Approval Date; 02/28/2014
S50

Effective Date: 01/01/2014
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Medicaid Eligibility
tfffBIOT .11CW: UfWW" » Ml iwfm Hmw

Migibility (;ruups - Opttoix tur Cot eMge , ' '

OpdOnal. CWragr ofl'arenl.s and Other Cdretakci' Rclativcy , <

HTi/Ip Fnn+rnl Miimhsr 09^8-1 14S

OMR rxpil. lion il.ili. 10 11 2011

. . '. , Sail
i - i

42 CPR 435. 220

1902(a)(10)(A)(ii)(l)

Optional Coverage of Parents and Other Caretaker Relatives - The state elects to cover individuals qualifying as parenB or other
caretaker relatives'who arc not mandatorily eligible and who have income at or below a standard established by the state and in
accordance with provisions described at 42 CFR 435. 220.
C Yes (T No

PRA Disclosure Statement

line to the Proerwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
ra'Hd'OI^on'trofm mAer',

' 

Thev'alid 0MB control number for this information colkction is 0938-1148. The time required to compkte

thls'm&'matio'n'c'ollec'tionis estimated to average 40 hours per response, including the time to review instructions, search existing data ^
r'csou'rce's. "eBther''the'datanecded, 'Md complcteand review the hlformation collection. If you have comments concmoiug the acrar
the"tm7e^im'ate(T)7rTuggcstions-for improving this fern, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Mary land 21244-1850.

TN: 13-0011-MM1
New Jersey

Approval Date: 02/28/2014
S51

Effective Date: 01/01/2014
Page 1 of 1
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Medicaid Eligibility

0MB Control Number 0938-1148

OVIB r<p]i. itltm dlte 101['2l)14

rligibility Gyoiips - Options for Cotei.ige
Ruiisondblc Cliiihifiu. ttion ofjndnitliials flndc'i' Age 21

S52

42 CPR 435.222
1902(a)(lO)(A)(ii)(I)
1902(a)(10)(A)(ii)(lV)

Reasonable Classification oflndividiials under Age 21 "The state elects to cover one or more reasonable classifications of individuals
under age 21 who are not mandatorily eligible and who have income at or below a standard established by the state and in accordance
with provisions described at 42 CFR 435. 222.

C Yes (. / No

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons arc required to respond to a collection of informatioii unless it displays a
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The rime required to cotnplete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1 850,

TN: 13-0011-MM1
New Jersey

Approval Date: 02/28/2014
S52

Effective Date; 01/01/2014
Paee 1 of 1



Medicaid Eligibility
<P>T m. ifl* sx om*n * WTnux* BT"wn

n^/lp rrintrnTMiimhfr 0938-1148

OMBFxpl lloniLlti. 10 I 2014

142 CFR 435.227
|l902(a)(10)(A)(ii)(VUI)

Eligibility G) oups - Option's for Co\ el'ilge .
"hildrennith Null IV-I' Adoption As'. istancc

SS3

children with Non 1V-E Adoption Assistance - The state elects to cover children with special needs for whomdiere isanonlV-E
adoptionassistancc'agreemCTt in effect with a state, who were eligible for Medicaid^who had income at or below a.
sstablished by the state and In accordance with provisions described at 42 CFR 435. 227.
(. Yes C No

The state attests that it operates this eligibility group in accordance with the following provisions:

IH Individuals qualifying under this eligibility group must meet the following criteria'.

The state adoption agency has determined that they cannot be placed without Medicaid coverage because of special
^ needs for medical orrehabilitative care;

B Are under the following age (see (lie Guidance for restrictions on the selection of an age):

(.. Under age 21

0 Under age 20

C Under age 19

f Under age 18

MAGl-bascd income methodologies are used in calculating household income. Please refer as necessary to S 10 MAQ\-
*-^ Based Income Methodologies, completed by the state.

The state covered this eligibility group in the Medicaid state plan as of December 31, 2013, or under a Medicaid 1115
Demonstration as of March 23, 2010 or December 31, 2013.

(f Yes C No

The state also covered this eligibility group in the Medicaid state plan as of March 23, 2010.
(. Yes C No

Individuals qualify under this eligibility group if they were eligible under the state's approved state plan prior to
® the execution of the adoption agreemeiit

The state used an income standard or disregarded all income for this eligibility group either in the Medicaid state plan
asof March "23, 2010 or December 31, 20 f3, or under a Medicaid 1115 Demonstration as of March 23, 2010 or
December 31, 2013.

C Yes (.. No

HI There is no resource test for this eligibility group.

PRA Disclosure Statement

to the Paperwork Reduction Act of 1995, no persons are required to respond to a c°"°ctionofmformatio"""lessjt'lis^^^
^Hd"0»-reTOB'trorT mber" The'vaiid 0MB control number for this infemmtion collection is 0938-1148. The time required to complete

t'h"i's"in'forraatioi7coHeclionis estimated to average 40 hours per response, including the time to review instructions, search existing data ^
resouroes, "Eather-the-data needed, and complcte'and review the mfonnalion mllcction, If you have comments concennng tl-e ̂ '»^
theuto7"e'8to'ate(s)7r7uggestionsforimp, "-oviD this form, please write to; CMS, 7500 Securily Boulevard, Attn: PRA Reports CIcamnce
office^Ma^sto8l<14&°i'Baltimore-Maryland ^P2^1?°Date: 02/28/2014 Effective Date: 01/01/2014

New Jersey S53 Page 1 of 1.
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Medicaid Eligibility

0MB Control Number 0938-1148

OMnFxpii?liond.ilt- 10^1 2011

Eligibility Oiou[te - Options fur Coierage
Optional 'i ai getud Lon litcolne Childreri '_

S54

1902(a)(10)(A)(ii)(XIV)
42 CFR 435. 229 and 435.4

1905(u)(2)(B)

Optional Targeted Lcw Income Children - The state elects to cover uninsured children who meet the definition of optional targeted
low income children at 42 CFR 435. 4, who have household income at or below a standard established by the state and in accordance
witli provisions described at 42 CFR 435, 229.

C Yes <9 No

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The lime required to complete
this information collection is estimated toaverage 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection, tf you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN: 13-OOll-MMl

New Jersey

Approval Date; 02/28/2014
S54

Effective Date: 01/01/2014
Page 1 of 1
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Medicaid Eligibility
WrilM IflUtWlW*"* IkWWAILtMfWKI)

RligibiliQ Gioups >. Options, t<ir C o^ciagi.
Indivi'duaKnithlilbcictilosk _ _^__

nun Fnntml NiTmher 0938-1148

0MB Lxpi nlmn (hh. ^inl^O^t

' i' S35

1902(a)(lO)(A)(ii)(Xn)
1902(z)

Individuals with Tuberculosis - The state elects to cover individuals infected with tuberculosis who have income at or belo.
established by the state, limited to tiiberculosis-related services.
(~~ Yes (t No

PBAPjsclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to . c°tetJ°no"'rfMmau0^^d°S'^oT^Te'^Te"v^d'mffi"controITbe7fo^
^^, ^^^tetion'is^^to^;age40hc^pe, ^on^m^^^^^o^^ri^^^^^^^
^aQu'rc"ere 2aer~th7dataneed~J, 'and»mplete"and review die information collection^ If you have comments conc^ningtte^^
SZ(^i^^^pS"sfcnn, pk.» write to: CMS, 7500 Security Boulevard, Att,, : PRA Reports Clearanoc
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN: 13-0011-MM1

New Jersey

Approval Date: 02/28/2014
S55

Effective Date: 01/01/2014
Page 1 of 1
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Medicaid Eligibility

0\fS Can'-of Num'-c- W S-1148
OMBrxpi ntioidik 1011 2011

Ehgibilit} Groups'. - Options for Coyd'. tge -
Ihdcpiindent Foster C<ire AdolBSccnh

SS7

42 CFR 435.226
1902(a)(10)(A)(iiXXVII)

Independent Foster Care Adolescents - The state elects to cover individuals under an age specified by the state, less than age
21, who were in state-sponsored foster care on their 18th birthday and who meet the income standard established by [lie state and
in accordance with the provisions described at 42 CFR 435 .226.

(... Yes C No

The state attests that it operates this eligibility group in accordance with the following provisions;

IN] Individuals qualifying under this eligibility group musl meet the following criteria:

[. I Are under the following age

(T. Under age 21

r Under age 20

C- Under age 19

{.] Were in foster care under the responsibility of a state oil their 18th birthday.

® Are not eligible and enrolled for mandatory coverage under the Medicaid state plan,

|a1 Have household income at or below a standard established by tlie state.

MAGI-based income methodologies are used in calculating household income. Please refer as necessary to S10MAGI-
Based Income Methodologies, completed by the state.

The state covered this eligibility group under its Medicaid state plan as of December 31, 2013, or underaMedicaid 1115
demonstration as of March 23, 2010 or December 31, 2013.

(?. Yes C No

The state also covered this eligibility group in the Medicaid state plan as of March 23, 2010.
(t Yes C No

The state covers children under this eligibility group, as follows (selection may not be more restrictive than the
coverage in the Medicaid state plan as of March 23, 2010 until October 1, 2019, nor more liberal than the most

® liberal coverage in the Medicaid state plan as of December 31, 2013, or under a Medicaid 1115 demonstration
as of March 23, 2010 or December 31, 2013):

(. Alt children imrier the age selected

C A reasonable classification of children under the age selected:
I

[. 1 Income standard used for this eligibility group

[. ] Minimum income standard
The minimum mcome standard for this classificatfon of children is the AFDC payment standard in effect
as of July 16, 1996, not converted to MAGI-eqnivalenl. This standard is described in S14 AFDC Income
Standards.

TN: 13-0011-MM1
New Jersey

Approval Date: 02/28/2014
S57

Effective Date: 01/01/2014
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Medicaid Eligibility

Maximum income standard

No income test was used (all income was disregarded) for this eligibility group either in the
Medicaid state plan as of March 23, 2010 or December 31, 2013, or under a Medicaid 1115 Demonstration
as of March 23, 2010 or December 31, 2013.

(? Yes C No

No income lest was used (all income was disregarded) for this eligibility group under
(check all that apply):

The Medicaid state plan as of March 23, 2010.

The Medicaid state plan as of December 31, 2013 >

Q A Medicaid 1115 demonstration as of March 23, 2010.

Q AMedicaid 1115 demonstration as of December 31, 2013.
The state's maximum standard for this eligibility group is no income test (all income is disregarded).

Income standard chosen

Individuals qualify under this eligibility group under the following income standard:

This eligibility group does not use an income test (all income is disregarded).

There is no resource test for this eligibility group.

ERADisclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of urformalion unless it displays a
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed^and complete and review the information collection. If you have comments conceming die accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-2(i-05, Baltimore, Maryland 21244-1S5D.

\-

TN: 13-0011-MM1

New Jersey

Approval Date: 02/28/2014
S57

Effective Date: 01/01/2014
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Medicaid Eligibility

Cligilnlitv Groups - Options for Covcragi?
IndiMtluals Eligible for 1 amilv Planning Scnicc&

0MB Control Number 0938-1148
0\ffl Txpi i iiion d<rtk 10 f I 201

\t S59

1902(a)(10)(A)(ii)(XXI)
42 CFR 435. 214

Individuals Eligible for Family Planiiing Services - The state elects to cover individuals who are not pregnant, and have liouseliold
income at or below a standard establislied by the state, whose coverage is limited to family planning and related services and in
accordance with provisions described at 42 CFR 435.214.

C Yes (*., No

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. Tf you have comments conceming the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn; PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

TN: 13-0011-MM1
New Jersey

Approval Date: 02/28/2014
S59

Effective Date: 01/01/2014
Page 1 of 1
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Medicaid EUgibility

0MB Control Number 0938-1148

0MB Expiration date: 10/31/2014

;SS8,

42 CFR 43 5. 403

State Residency

The state provides Medicaid to otherwise eligible residents of the state, including residents who are absent from the state under
E

certain conditions.

Individuals are considered to be residents of the state under the following conditions;

Non-institutionalized individuals age 21 and over, or uiiderage21, capable of indicating intent and who are emancipated or
married, if the individual is living m the state and:

|¥| hitends to reside in the state, including without a fixed address, or

[.1 Entered the state with a job commitment or seeking employment, whether or not currently employed,

Individuals age 21 and over, not living in an institution, who are not capable of indicating intent, are residents of the state in
which they live.

Non-institutionalized individuals under 21 not described above and non 1V-E beneficiary chjldren:

[. ] Residing in the state, with or without a fixed address, or

1'he slate of residency of the parent or caretaker, in accordance with 42 CFR435.403(h)(l), with whom the individual
resides.

Individuals living in institutions, as defined in 42 CFR 435. 1010, including foster care homes, who became incapable of
indicating intent before age 21 and individuals under age 21 who are not emancipated or married:

Regardless of which state the individual resides, if the parent or guardian applying for Medicaid on the individual's behalf
resides in the state, or

Regardless of which state the individual resides, if the parent or guardian resides in the state at the tiine of the individual's
placement, or

If the individual applying for Medicaid on the individual's behalf resides in the state and the parental rights of the
\m\ institutionalized individual's parent(s) were terminated and no guardian has been appointed and the individual is

itistitDtioti&lized in the state,

Individuals living in institutions who became incapable of indicating intent at or after age 21, if physically present in the state,
unless another state made the placement,

Individuals who have been placed in an ODt-of-state institution, including foster care homes, by an agency of the state.

Any other institutionalized individual age 21 or over when living in the state with the intent to reside there, and not placed in the
institution by another state,

IV "E eligible children living in the state, or

TN: 13-0024-IVIIV15

New Jersey
Approval Date: 03/18/2014

S88
Effective Date: 01/01/2014

Page ] of 4
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Medicaid Eligibility

Otherwise meet the requirements of 42 CFR 435. 403.

TN: 13-0024-MM5
New Jersey

Approval Date: 03/18/2014
S88

Effective Date: 01/01/2014
Page 2 of 4
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Medicaid Eligibility

Meet the criteria specified in an interstate agreement.

(t Yes 0 No

!. ] The state has interstate agreements with the following selected states:

Alabama

Alaska

Arizona

Arkansas

California

Colorado

Connecticut

Delaware

District of Columbia

Florida

Georgia

Hawaii

Idaho

Illinois

Indiana

S Iowa

Kansas

Kentucky

Louisiana

Maine

S Maryland

^ Massachusetts

^| Michigan

Minnesota

1^1 Mississippi

Missouri

^ Montana

[X] Nebraska

S Nevada

^ New Hampshire

Q New Jersey

^ New Mexico

D New York

S North Carolina

E3 North Dakota

S Ohio

Oklahoma

S Oregon

^] Pennsylvania

Rhode Island

South Carolina

S South Dakota

Tennessee

Texas

S "toll

Vermont

g] Virginia

S Washington

j^[ West Virginia

Wisconsin

Q Wyoming

The interstate agreement contains H procedure for providing Medicaid to individuals pending resolution oftLeir residency
status and criteria for resolving disputed residency of individuals who (select all that apply):

Are IV-E eligible

Q Are in the state only for the purpose of attending school

Are out oflhe state only for the purpose of attending school

Q Retain addresses in both states

Other type of individual

The state has a policy related to individuals in the state only to attend school.

0 Yes («.. No

\m\ Otherwise meet the criteria of resident, biit who may be temporarily absent from the state.

The state has a definition oftemporaiy absence, including treatment of individuals who attend school in another state.

(. Yes 0 No

TN: 13-0024-MM5

New Jersey
Approval Date: 03/18/2014

S88
Effective Date: 01/01/2014
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Medicaid Eligibility

Provide a description of the definition:

A teneficiary may leave the State temporarily with no resultant effect on Medicaid eligibility as long as their intent is
to return to NJ.

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid 0MB control number. The valid 0MB control number for this information collection is 093X 1 148. The time required to complete
this mformation collection is estimated to average 40 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atm: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

^'

TN: 13-0024-MMS
New Jersey

Approval Date: 03/18/2014
S88

Effective Date: 01/01/2014
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Medicaid Eligibility

Kon-rnunuul UigibihfV
Citizenship arid Ndn-Cituen hligibilitv

0MB ControlNumbcr 093 8-1148

OMBl-xpira'ondiiti- 10112014

tj $89

|1902(a)(46)(B)
18U. S.C. 1611, 1612, 1613. and 1641
|1903(v)(2), (3)and(4)
|42 CFR 435.4
|42 CFR 435.406
142 CFR 435. 956

Citizenship and Non-Citizen Eligibility

The state provides Medicaid to citizens and nationals oftlie United States and certain non-citizens consistent with requirements of 42
[/] CFR. 435, 406, including during a reasonable opportunity period pending verification of their citizenship, national status or

satisfactory immigration status.

[.] The state provides Medicaid eiigibilhy to otherwise eligible individuals:

|i| Who are citizens or nationals of the United States; and

Who are qualified non-cifizens as defined in section 431 of the Personal Responsibility and Work Opportunity
[. ] Reconciliation Act (PRWORA) (8 U. S.C. §1641), or whose eligibility is required by section 402(b) ofPRWORA (8 U. S. C.

§1612(b)) and is not prohibited by section 403 ofPRWORA (8 U. S.C. §1613);and

Who have declared themselves to be citizens or nationals of the United States, or an individual having satisfactory
immigration status, during a reasonable opportunity period pending verification of their citizenship, nationality or
satisfactory immigration status consistent with requirements of 1903(x), 1137(d), 1902(ee) of the SSA and 42 CFR 435. 406,
and 95<.

The reasonable opportunity period begins on and extends 90 days from the date the notice of reasonable opportunity is
received by the individual.

The agency provides for an extension of the reasonable opportunity period if the individual is making a good faith effort to
resolve any inconsistencies or obtain any necessaiy documentation, or the agency needs more time to complete tlie
verification process.

(. Yes C No

The agency begins to furnish benefits to otherwise eligible individuals during the reasonable opportunity period on a date
earlier than the date the notice is received by the individual.

(T. Yes C No

The date benefits are furnished is:

(y-TIie date of application containing the declaration of citizenship or iinmigratkm status.

Ck The date the reasonable opportunity notice is sent.

P Other date,, as described:

TN: 13-0017-MM6
New Jersey

Approval Date: 02/05/2014
S89

Effective Date: 01/01/2014
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Medicaid Eligibility

The state provides Medicaid coverage to all Qualified Non-Citizms whose eligibility is not prohibited by section 403 ofPRWORA
(8U. S.C. §1613).

(. Yes C-Vo

The state elects the option to provide Medicaid coverage to otherwise eligible individuals under 21 and pregnant women, lawfully
residmg in the United States, as provided in section 1903(v)(4) of the Act.

(. i Yes C No

^] Pregnant women

^j Individuals under age 21:

(. > Individuals under age 21

. P Individuals under age 20

OJndividuals uaderage 19

An individual is considered to be lawfully residing in the United States if he or she is lawfully present and otherwise meets the
eligibility requirements in the state plan.

[. 1 An individual is considered to be lawfully present in the United States if he or she:

1. Is a qualified non-citizen as defined in S U. S. C. 1641(b) and (c);

2. Is a aon-citizen in a valid nonimmigrant status, as defined in 8 U. S.C. 1101(a)(15) or otherwise under the immigration laws (as
defined in 8 U. S.C. 1101(a)(17));

.
3. Is a non-citizen who has been paroled into the United States in accordance with 8 U. S.C. 1182(d)(5) for less than 1 year,

except for an individual paroled for prosecution, for deferred inspection or pending removal proceedings;

4, Is a non-citizen who belongs to one of the following classes:

\»\ Granted temporary resident status in accordmce with 8 U. S.C. 1160 or 1255a, respectively;

Granted Temporary Protected Status (TPS) in accordance with 8 U. S.C. §1254a, and individuals with pending
applications for TPS who have been granted employment autliorization;

[.] Granted employment authorization under 8 CFR 274a. l2(c);

\U] Family Unity beneficiaries in accordance with section 301 ofPub. L, 101-649, as amended;

S Under Deferred Enforced Departure (DED) in accordance with a decision made by the President;

[. I Granted Deferred Action status;

[.] Granted an administrative stay of removal under 8 CFR 241;

[. ] Beneficiary of approved visa petition v/ho has a pendmg application for adjustment of status;

5. Is an individual with a pending application for asylum under 8 U. S.C. 1158, or for withholding of removal under 8
U. S.C. 1231, or under the Convention Against Torture who -

Has been granted employment authorization; or

Is under the age of 14 and has had an application pending for at least 1 80 days;
TN: U-OUl/-MMb-
New Jersey

.Approval Daly: 02/05/2014 effective Dota: 01/01/2014
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Alternative Benefit Plan

Attachment 3. 1-C-

0MB Control Number: 0938-1148

0MB Expiration date: 10/31/2014

General Assurances ABP10

Economy and Efficiency of Plans

The state/territory assures that Alternative Benefit Plan coverage is provided in accordance with Federal upper payment limit
requirements and other economy and efficiency principles that would otherwise be applicable to the services or delivery system
through which the coverage and benefits are obtained.

Economy and efficiency will be achieved using the same approach as used for Medicaid state plan services. Yes

Compliance with the Law

The state/territory will continue to comply with ail other provisions of the Social Security Act in the administration of the
state/territory plan under tliis title.

The state/territory assures that Alternative Benefit Plan benefits designs shall conform to the non-discrimination requirements at 42
CFR 430. 2 and 42 CFR 440. 347(e).

[/] The state/ferritory assures that all providers of Alternative Benefit Plan benefits shall meet the provider qualification requirements of
the Base Benchmark Plan and/or the Medicaid state plan,

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Alternative Benefit Plan

Attachment 3. ^D
0MB Control Number: 0938-1148

0MB Expiration date: 10/31/2014

Payment Methodology ABP11

Alternative Benefit Plans - Payment Methodologies

Tlie state/territory provides assurance that, for each benefit provided under an Alternative Benefit Plan that is not provided through
managed care, it will use the payment methodology in its approved state plan or liereby submits state plan amendment Attachment
4. 19a, 4. 19b or 4. 19d, as appropriate, describing the payment methodology for the benefit.

An attachment is submitted.

PRA Disclosure Statement

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless il displays a
valid 0MB control number. The valid 0MB control number for this information collection is 0938-1148. The time required to complete
this information collection is estimated to average 5 hours per response, including the time to review instructions, search existing data
resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of
the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance
Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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