l \I I CCC S Douglas A. Ducey, Governor

Arizona Health Care Cost Containment System Jami Snyder, Director

June 30, 2020

Brian Zolynas

Division of Medicaid and Children’s Health Operations
U.S. Department of Health & Human Services

Centers for Medicare & Medicaid Services

90 Seventh Street, Suite 5-300 (5W)

San Francisco, CA 94103-6707

RE: Arizona SPA #20-011, IHS/638 NF AIR

Dear Mr. Zolynas:

Enclosed is Arizona State Plan Amendment (SPA) #20-011, IHS/638 NF AIR, which revises the State
Plan to change the reimbursement for nursing facility services provided to American Indians by facilities
owned or operated by the Indian Health or tribes under PL 93-638 to reflect the outpatient All-Inclusive
Rate (AIR) as published in the Federal Register. Please utilize the following links for information
regarding Tribal Consultation and public notice requirements:

Tribal Consultation:
https://www.azahcccs.gov/Americanindians/Downloads/Consultations/Meetings/2020/05072020

Presentation.pdf

https://www.azahcccs.gov/Americanindians/Downloads/Consultations/Meetings/2020/06042020
Special TCPresentation.pdf

Public Notice:
https://www.azahcccs.gov/AHCCCS/PublicNotices/NursingFacility-AllInclusiveRate-AlIR.html

If you have any questions about the enclosed SPA, please contact Alex Demyan at (602) 417-4130.

Sincerely,

Dana Flannery
Assistant Director
Arizona Health Care Cost Containment System (AHCCCYS)

801 East Jefferson, Phoenix, AZ 85034 « PO Box 25520, Phoenix, AZ 85002 + 602-417-4000 » www.azahcccs.gov
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Block 1 -Transmittal Number - Enter the State Plan Amendment transmittal number. Assign consecutive numbers on a calendar year basis (e.g., 92-001,
92-002, etc.).

Block 2 - State -Type the name of the State submitting the plan material.
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According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB number for this information collection is 0938-0193. The time required to complete this information collection is estimated to average 1
hour per response, including the time to review instructions, searching existing data resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, Attn:
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: ARIZONA

METHODS AND STANDARDS FOR ESTABLISHING FEE-FOR-SERVICE PAYMENT
RATES FOR LONG TERM CARE FACILITIES

L General Provisions
A. Purpose

This State Plan Amendment establishes the reimbursement system for fee-for-service
pavments to nursing facilities where payments are made directly bv the Arizona Long Term Care
System (ALTCS) or the acute care program. The method of updating the per diem rates established
under this plan from year to year is amended effective for dates of service beginning October 1, 2005.
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Other than services provided by nursing facilities owned or operated by the Indian Health or tribes
under PL. 93-638. nursing facility services provided to American Indian members who reside on
reservation are reimbursed at the fee-for-service rates established under this plan. Nursing facility
services provided to American Indians by facilities owned or operated bv the Indian Health or tribes
under PL. 93-638 are reimbursed at the outpatient All-Inclusive Rate as published in the Federal
Register.

B. Reimbursement Principles

L. Providers of nursing facility care are reimbursed based on a prospective per diem
reimbursement system designed to recognize members in four levels:

. Level 1

° Level 2

) Level 3

° Ventilator dependent. sub-acute and other specialty care.

Fee-for-service payments for services to members in nursing facilities who are ventilator dependent,
sub-acute or receiving other specialty care are based on negotiated rates. Negotiated rates are based
on the rates paid by program contractors for specialty care services and member service needs.
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