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Authority

The provisions of this Chapter 6210 issued under section 443.1(2) and (3) of the act of
June 13, 1967 (P. L. 31, No. 21) (62 . S. § 443.1(2) and (3)), unless otherwise noted.

Source
The provisions of this Chapter 6210 adopted October 28, 1994, effective immediately and

apply retroactively 1o July 1, 1994, 24 Pa.B. 5523, unless otherwise noted.
Cross References

The provisions of this chapter cited in 55 Pa. Code § 6211.2 (relating to applicability).

GENERAL PROVISIONS

§ 6210.1. Purpose.

The purpose of this chapter is to specify the requirements for State

operated and nonState operated ICFs/MR to receive payment for services
through the MA Program.

§ 6210.2. Applicability.

(a) This chapter applies to State operated and nonState operated
ICFs/MR.

(b) This chapter applies to nonState operated ICFs/ORC.

(c) Scction 6210.63(1) (relating to diagnosis of mental retardation) does
not apply to ICFs/ORC.

(d) If a provision specified in Chapter 1101 (relating to general
provisions) is inconsistent with this chapter, this chapter prevails.
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(¢) If a provision specified in this chapter is inconsistent with Chapter
6211 (relating to allowable cost reimbursement for nonState operated
intermediate care facilities for the mentally retarded), Chupter 6211
prevails.

§ 6210.3. Definitions.

The following words and terms, when uscd in this chapter, have the
following meanings, unless the context clearly indicates otherwisc:

CAO—County Assistance Office.

Departiment—The Dcpartinent of Public Welfare of the Common-
wealth.

HIM-15—The Medicare Provider Reimbursement Manual, Health
Insurance Manual-185.

ICF/MR—Intermediate care fucility for the mentally retarded (facil-
ity)—A State operated or nonState operated facility, licensed by the
Department in accordance with Chapter 6600 (relating to intermediate
care facilities for the mentally retarded), to provide a level of care
specially designed to meet the nceds of persons who arc mentally
retarded, or persons with related conditions, who require specialized
health and rehabilitative scrvices; that is, active treatment.

ICF/ORC—Intermediate care facility for persons with other related
conditions {facility)—A nonState operated facility, licensed by the
Department in accordance with Chapter 6600, to provide a level of care
specially designed to meet the needs of persons with other related
conditions who require specialized health and rehabilitative services; that
is, active treatment. Persons with other related conditions arc persons
with severe physical disabilitics, such as cerebral paisy, spina bifida,
epilepsy or other similar conditions which are diagnosed prior to age 22
and result in at least three substantial limitations to activitics of daily
living.

Interim per diem rate—The rate established by the Dcparument for the
purpose of making intecrim payments to the facility pending a year-end
cost scttlement.

MA—Medical Assistance.

Reserve bed duy—A day counted in the facility census, subject to
limits, during which a recipient is tcmporarily absent from the facibty
for more than a continuous 24-hour period either for hospitalization or
therapeutic leave.
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GENERAL REQUIREMENTS

§ 6210.11. Payment.

(a) The MA Program provides payment for intermediate care for the
mentally retarded provided to eligible recipicnts by providers enrolled in
the MA Program.

(b) Payment for services is made in accordance with this chapter,
Chapter 110! (relating to general provisions), HIM-15, the Medicaid State
Plan, Chapter 6211 (relating to allowable cost reimbursement for nonState
operated intermediate care facilities for the mentally retarded) and the
Department’s *‘Cost Apportionment Manual for State Mental Hospitals
and Mental Retardation Centers’’ for State operated ICFs/MR.

§ 6210.12. Applicable statutes and regulations.

The facility shall comply with applicable Fcderal, State and local
statutes and regulations, including Title XIX of the Social Security Act
(42 U.S.C.A. §§ 1396—1396u) and the regulations promulgated thecreun-
der, and sections 443.1—443.6 of the Public Welfare Code (62 P.S.
§§ 443.1—443.6).

§ 6210.13. Licensure.

ICFs/MR shall be licensed by the Department in accordance with
Chapter 6600 (relating to intermediate care facilities for the mentally
retarded).

§ 6210.14. Time extensions.

(a) The time limits specified in this chapter for the filing of an
application, cost report, waiver request or appeal cannot be extended,
except as provided in this section.

(b) Extensions of time in addition to the time otherwise specified for
providers in this chapter with respect to the filing of an application, cost
report, waiver request or appeal may be permitted only if required
because of a breakdown in Department procedures Jjustifying relief or
because of an intervening natural disaster making timely compliance
impossible or unsafe.

(¢} This section supersedes 1 Pa. Code § 31.15 (relating to extensions
of time).
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SCOPE OF BENEFITS

§ 6210.21. Categorically necdy and medically needy recipients.

Categorically ncedy and medically necdy recipients are eligible for
ICF/MR subject to the conditions specified in this chapter, Chapters 1101
and 6211 (relating to general provisions; and allowable cost reimburse-
ment for nonState operated intermediate care facilities for the mentally
retarded).

§ 6210.22. State Blind Pension recipients.

State Blind Pension recipients are not eligible for 1ICF/MR under the
MA Program. Blind and visually impaired individuals arc eligible for
ICF/MR services if they qualily as catcgorically or medically needy
recipients.

PROVIDER PARTICIPATION

§ 6210.31. Provider agrecment.
The facility shall enter into a written provider agrccment with the
Department’s Office of Medical Assistance Progranis.

§ 6210.32. Budgets and cost reports for State operated facilities.

(a) State operated ICFs/MR shall submit budgets to the Department’s
Office of Mental Retardation.

(b) State operated ICFs/MR shall submit cost reports to the
Department’s Bureau of Financial Operations.

§ 6210.33. Budgets and cost reports for nonState operated facilities.

(a) NonState operated ICI's/MR shall submit cost reports or a budget,
if a waiver is granted in accordance with Chapter 6211 (relating to
allowable cost reimbursemicnt for nonState operated intermediate care
facilities for the mentally retarded), to the Department’s Office ol Mental
Retardation.

(b) Cost reports and budgets shall be submitted on forms and by
deadlines specified by the Department.

§ 6210.34. Approved funding level.

The Department’s Office of Mental Retardation is responsible for
establishing an approved funding level for nonState operatcd ICFs/MR.

§ 6210.35. Ongoing provider responsibilities.

(a) A utilization review plan shall be submitted to the Department’s
Office of Medical Assistance Programs.
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{b) A system for managing rccipicnts’ funds that is in compliance with
42 CFR 483.420 (relating to conditions of participation: client protections)
shall be in operation. If a recipient dics and there is no will, and if no
relative or [riend takes responsibility for burial, the following require-
mcents apply:

(1) The facility may make payment of funds for burial expenses, if
funds remain in the decedent’s personal care account.

(2) Payment may be made only 1o a person licensed as a funeral
dircctor by the Departinent of State for a debt due and owing and may
not cxceed $1,000.

(3) The payment may be made whether or not a personal representa-
tive has been appointed.

(4) Under 20 Pa.C.S. § 3101 (relating to payments to family and
funeral directors), a facility making the payment is released from
responsibility to the same extent as if payment had been made to an
appointed personal representative of the decedent. The facility is not
requited to oversce the manncer in which the funeral director applics the
payment.

(¢) A cost report shall be filed with the Department’s Office of Mental
Retardation for nonStatc operated ICFs/MR and with the Dcpartment’s
Bureau of Financial Qperations for State operated ICFs/MR within the
time limit specified in § 6210.77 (relating to cost finding) if the facility is
continuing its participation in the MA Program or within the time limit
specificd in § 6210.92 (relating to final reporting) if the facility is sold,
transferred by merger or consolidation, terminated or withdraws from
participation in the MA Program. ’

(d) Cost reports shall mcet the requirements specified in § 6210.79
(relating to sctting interim per diem rates).

(¢) An onsite inspection shall be conducted at least annually by the
Department’s Office of Medical Assistance Programs Inspection of Care
Team to determine compliance with the regulations at 42 CFR 456.600
(rclating (0 purpose).

() Within 30 days of receipt of the inspection of care team report, the
facility shall submit a written response, if rcquired by the Departinent.

(g) T'he facility shall submit changes in ownership of persons having a
dircet or indirect interest of 5% or more in the facility to the
Department’s Office of Medical Assistance Programs.

¢h) If the facility is a corporation, the facility shall submit changes in
the name or address of corporate officers to the Department’s Office of
Medical Assistance Programs.
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(i) The facility shall have a written transfer agrcement with one or
more general hospitals to provide nceded diagnostic and other medical
services to recipients, and under which acutely ill recipients may be
transferred to ensurc timely adnussion. Facilities that are based in
hospitals are exempt from this subsection.

() If the facility changes ownership and the new owncr wishes the
facility to participate in MA, the facility shall submit a written request for
participation to the Department’s Office of Medical Assistance Programs,
The agreement in effect at the time of the ownership change shall be
assigned to the ncw owner subject to applicable statutes and regulations
and to the terms and conditions under which it was originally issued.

PAYMENT CONDITIONS

§ 6210.41. Payment available from other sources.

Payment will not be made by the Department if full payment, at the
MA interim per diem rate, is available [rom another public agency,
another insurance or health program, or the recipient’s resources.

§ 6210.42. Certification of initial need for care.

(a) A physician shall certify in writing in the medical record that the
applicant or recipient nceds intermediate care for the mentally retarded.

(b) A nurse practitioner or clinical nurse specialist, who is not an
employe of the facility, but who is working in collaboration with a
physician, may complete the certification specified in subscction (a).

(¢) The certification spccified in subscctions (a) and (b) shall be signed
and dated not more than 30 days prior to either the admission of an
applicant or recipient to a facility, or, if an individual applies for
assistance while in a facility before the Department authorizes payment
for intermediate care for the mentally retarded.

Cross Relerences

This section cited in 55 Pa. Code § 6210.114 (relating 1o Iailure 1o adhere to certitication
requirements); and 55 Pa. Code § 6210.115 (rclating to failure 10 adbere 10 medical
evalualtion requircments).

§ 6210.43. Recertification of continued need for care.

(a) A physician, a physician’s assistant under the supcrvision ol a
physician or a nurse practitioner, or clinical nurse specialist shall enter
inte the recipient’s medical record a signed and dated statement that the
recipient continued to need intermediate care lor the mentally rectarded.

{(b) In a nonState operated ICF/MR, the person who certifies the need
for continued care specificd in subsection (a), may not be an employe of
the facility but shall work in collaboration with the recipient’s physician.
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(¢) The recertification specified in subsection (a) shall be completed at
least once every 365 days alter initial certification.

Cross References

This section cited in $5 Pa. Code § 6210.114 (rclating to failure to adhere to certification
requirements).

§ 6210.44. Evaluations.

(1) Before admission to a facility, or before authorization for pay-
ment, an interdisciplinary team of health professionals shall make a
comprehensive medical, social and psychological evaluation of each
applicant’s or recipient’s need [or intermediate care for the mentally
rctarded. The psychological evaluation shall be completed within 3 months
prior to admission.

(b) Il a rccipient moves from one facility to another facility, this is not
considercd a new admission and new evaluations as required in subsection
(a) arc not required, if the prior evaluations are transferred with the
recipient.

(¢) Medical, social and psychological evaluations shall be recorded in
the recipient’s medical record and if applicable on forms specified by the
Department.

§ 6210.45. Payment authorization,

(a) The Dcpartment will send a written notice of the authorization or
denial of payment to the recipient and the facility.

(b) The notice from the Department will indicate the effective date of
coverage and the amount of money the recipient has available to
contribute toward the interim per diem rate.

{¢) Obtaining the revipient’s share of the interim per diem rate is the
responsibility of the facility.

§ 6210.46. Plan of care.

Before admission to an ICF/MR, or before authorization for payment,
the attending physician shall cstablish a written plan of care for each

applicant or recipient. The plan of care shall indicate time-limited and
measurable care objectives and goals to be accomplished and who is to
give cach element of care.

§ 0210.47. Continued review of plan of care.

The interdisciplinary team shall review each plan of care at least cvery
90 days and document the date of the review in the record of the
recipicent,
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§ 0210.48. Reviews by the utilization review commitice.

(a) The utilization review committec of a facility shall document in the
medical record of the recipient the continued stay review date and need
determination of the committec.

(b) If the utilization review commitiec recommends thal a recipicnt’s
level of care be changed, the committee shall notify the Department of the
cominittee’s recommendation on the Ultilization Review Request  for
Change Summary Form. A copy of the form shall be kept in the
recipient’s medical record.

§ 6210.49. Adverse decisions by the Inspection of Care Tean.

If the Department’s Inspection of Care Team determines that a recipient
no longer nceds the level of care for which payment is authorized, the
Inspection of Care team shall direct the Department to take action to
authorize payment for alternate care.

§ 6210.50. Recipient notice of adverse decisions.

Upon notification of the recommended change in level of care. the
Department will notify the recipient and facility of its decision. If the
recipient or the representative of the recipient appeals the decision within
10 calendar days from the date the notice is mailed, pavment for the
present level of care will continue pending the outcome of the hearing. If
the recipient does not respond to the notice within 10 calendar days, the
Department will deny payment in a case where care is no longer needed or
authorize payment for the appropriate level of care no carlier than 10
calendar days from the date the notice was mailed to the recipient,

§ 6210.51. Attending physician decision on level of care.

(a) In response to changes in the recipient’s medical condition, the
attending physician may order a change in the recipient’s level of care
which is diffcrent from the level of care for which payment is authorized.

(b) If the attending physician recommends that a recipient’s level of
care be changed, the attending physician shall document the change in the
recipient’s medical record and notify the Department of the level of care
recommendation on the Attending Physician Request for Chauge Sum-
mary Form. A copy of the form shall be kept in the recipient’s medical
record.

(c) If the recipient’s level of care is changed as a result of a
determination by the Department’s Inspection of Care Team, the attend-
ing physician may order a change in the recipient’s level of care only if
the recipient’s medical condition changes subsequent to the date of the
Inspection of Care Team’s detcrmination and the change in 1he recipient’s
medical condition warrants another level of care.
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(d) The physician shall date and sign the documentation of the change
in the recipient’s medical condition and state the alternate care recommen-
dation in the recipient’s record.

§ 6210.52. Payment pending appeal.

Il the recipient or the facility acting on behalf of the recipient appeals
an action of the Dcpartment to change the level of care for which
payment is authorized within 10 calendar days from the date the notice is
mailed, the Department will make payment to the facility for the level of
care the recipient is presently receiving pending the outcome of the
hearing. If the Department is. sustained in its action, the Department will
recover from the lacility payment in excess of the amount that would
have been made if the action of the Department had not been appcaled.
The period for which the Department will recover excess payment runs
from 10 calendar days from the date the notice is mailed, to the date that
the appropriate change in the level of care for which payment is
authorized is made.

Cross Relerences

This scction cited in 55 Pa. Code § 6210.107 (relating to recipient right of appeal of
aliernaie cate determinations).

ASSESSMENT

§ 6210.61. Kiigibility for an ICF/MR level of care.

An applicant or recipient shall receive active treatment to be determined
cligible for an 1ICF/MR level of care. The ICF/MR Program shall have
only one level of care. The level of care determination is based upon the
developmental needs of each applicant or recipient.

§ 6210.62. Level of care criteria.

(2)  Therc are three fundamental criteria which shall be met prior 1o an
apphcant or recipient qualifying for an ICF/MR level of care. The
ICF/MR level of care shall be indicated only when the applicant or
recipient:

(1) Reguires active treatment.
(2) Has a diagnosis of mental retardation.

(3)  Has been recommended for an ICE/MR level of care based on a
medical evaluation.
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(b) A physician shall certify the ICF/MR level of carc on a form
specified by the Departinent and that ICF/MR scrvices are needed, for
cach applicant and current ICF/MR resident. Before the facility requests
payment from MA, the certification shall have been made at the time of
admission, or at the time a resident applied for assistance while in an
ICF/MR.

(¢) For purposes of an ICF/ORC, subscction (a)(2) means a diagnosis
of other rclated condition.

§ 6210.63. Diagnosis of mental retardation.
The facility shall document the applicant’s or recipient’s diagnosis of
mental retardation by meeting the following requirements:

() A licensed psychologist, certified school psychologist or a
licensed physician who practices psychiatry shall certify that the
applicant or recipient has significantly subaverage intellectual function-
ing which is documented by onc of the lollowing:

(i) Performance that is more than two standard deviations below
the mcan as mecasurable on a standardized gencral intelligence test.

{ii) Performance that is slightly higher than two siandard devia-
tions below the mean of a standardized general intelligence test during
a period when the person manifests serious impairments of adaptive
behavior.

(2) A qualified mental retardation professional as defined in 42 CFR
483.430 (relating to condition of participation: facility stalfing) shall
certify that the applicant or recipient has impairmenis in adaptive
behavior as provided by a standardized assessment of adaptive function-
ing which shows that the applicant or recipient has one ol the
following:

(iy Significant limitations in mecting the standards ol maturation,
lcarning, personal independence or social responsibility of his age and
cultural group.

(1) Substantial functional limitation in three or
following arcas of major life activity:

(A) Sclf-care.

more of the

(B) Receptive and expressive language.
(C) learning.

(D) Mobiliy.

(L) Seif-direction.

(FF)  Capacity tor independent living,
(G) Economic self-sulficiency.
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(3) It has been certified that documentation to substantiate that the
applicant’s or recipient’s conditions were manifest before the applicant’s
or rccipient’s 22nd birthday, as established in section 102 of the
Developmental Disabilitics Assistance and Bill of Rights Act (42
U.S.C.A. § 6001).

Cross Reflerences

This section cited in 55 ’a. Code § 6210.1 (relating to applicability).

§ 6210.64. Medical evaluation.

Applicants or recipients mecting the criteria for ICF/MR level of care
shall have a medical evaluation completed by a licensed physician not
more than 60 days prior to admission to an ICF/MR or before
authorization for payment. The physician shall recommend the applicant
or recipient for an ICF/MR level of care based on the medical evaluation.

§ 0210.65. Recertification.

(a) Rccertification shall be on a form specified by the Department and
based on the applicant’s or recipicnt’s continuing nced for an 1CF/MR
level of care, progress toward meeting plan objectives, the appropriateness
of the plan of care and consideration of alternate methods of care.

(b) Recertification of need for an ICF/MR level of care shall be made
at least once every 365 days after the initial certification.

PAYMENT LIMITATIONS

§ 6210.71. Limitations on payment for reserved bed days.

(a) Hospital lcave is a reserve bed day, limited in number, during
which a client is temporarily absent from the facility for hospitalization.

{b) For each hospitalization, a recipient receiving intcrmediate care for
the mentally retarded, except for a recipient in a State operated ICF/MR,
is cligible for a maximum 15 consecutive reserve bed days for hospital
leave. The Department will pay a facility at the interim per dicm rate on
file with the Department for a hospital rescrve bed day. Subject to this
limit, a facility may include hospital reserve bed days in its census as
client days, and costs associated with hospital reserve bed days shall be
included in the facility’s cost report. A reserve bed will be available for
the recipient upon the recipient’s return to the facility.

(¢) Therapeutic leave is a reserve bed day, subject to limits, during
which the recipient is temporarily absent from the facility due to the need
to obiain a component of the recipient’s individual program plan which
cannot be provided directly by the facility. Therapeutic leave is included
in the recipient’s individual program plan, and the facility is required to
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monitor and document therapeutic leave. Therapeutic leave is primarily
intended to maintain and further enhance relationships between the
recipient and his family. Therapeutic Icave includes leave for camp or
other special programs.

(d) The Departinent will make payment to a facility for a reserved bed
day when the recipient is absent from the facility for a continuous
24-hour period because of therapeutic leave. Each reserved bed day for
therapeutic leave shall be recorded on the facility’s daily census record
and invoice. A reserved bed shall be available for the recipient upon the
recipient’s return to the facility.

(¢) A recipient recciving intermediate care for the mentally 1ctarded is
eligible for a maximum of 75 days per calendar year for therapeutic leave
outside the facility.

(D For each continuous 24-hour period the recipient is abscent from the
facility, the facility shall bili the Department for a therapcutic lcave day,
under the limitations in this chapter. When the continuous 24-hour period
is broken, this will not count as a reserved bed day.

Cross Relerences

This section cited in 55 Pa. Code § 6210.75 (relating to noncompensable services).

§ 6210.72. Limitations on payment for prescription drugs.

The Department’s interim per diem rate for nonState operated
ICFs/MR does not include prescription drugs. Prescribed drugs flor
categorically necedy recipients are reimbursable directly 10 a licensed
pharmacy according to rcgulations contained in Chapter 1121 (relating to
pharmaccutical services).

§ 6210.73. Limitations on payment during strike or disaster situations
requiring recipient evacuation.

(a) Payment may continue to be made to a facility that has tempo-
rarily transferred recipients, as the result or threat ol a strike or disaster
situation, to the closest medical institution able to mcet the recipients’
necds, if the institution receiving the recipients is licensed and certified to
provide the required level of care.

(b) If the facility transferring the recipients can demonstraie that there
is no certified facility available for the safe and orderly transfer of the
recipients, the payments may be made so long as the institution receiving
the recipients is certifiable and licensed to provide the required level of
carc.

(c) If the facility to which the recipients are transferred has a different
interim per diem rate, the transferring facility will be reimbursed at the
lower rate.

AN 114
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(d) The facility shall immediately notify the Department, Office of

Medical Assistance Programs, in writing of an impending strike or a
disaster situation and shall include a listing of MA recipients and the
facility to which they will be or were transferred.

§ 6210.74. Services included in the interim per diem rate.
The Departiment’s interim per diem rate of reimbursement includes
allowable costs for routine services. Services include the following:

(1) Regular room, habilitation services, personal care scrvices, social
scrvices, therapeutic services, dietary services, general nursing services,
other services required to implement the recipient’s plan of care and to
mect certification standards, medical supplics and the use of equipment
and ftacilities.

(2) ltems furnished routinely and relatively uniformly to recipients,
such as personal clothing, furniture and recrcational equipment.

(3) Hlems furnished, distributed or uscd individually in small quanti-
ties such as personal hygiene supplies, health care supplies and
nonprescription drugs ordinarily kept on hand.

(4) Items uscd by recipients but which are reusable and expected to
be available, such as household furniture, therapeutic cquipment and

durable medical equipment.

(5) Special dictary supplements used for tube feeding or oral feeding,
such as an elemental high nitrogen dict, cven if written as a prescription
item by a physician.

(6) Laundry secrvices including the laundering of the recipient’s
personal clothing. '

(7) Other special medical services of a rchabilitative, restorative or
maintenance nature, designed to restore or sustain the recipient’s
physical and social capacitics.

§ 6210.75. Noncompensable scrvices.

IPaynient will not be made for:

(1) Scrvices provided to a recipient who no longer requires the level
of care for which payment is authorized by the CAO.

(2) Reserved bed days that exceed the limits specified in § 6210.71
¢relating to limitations on payment for reserved bed days).

() Services provided to a recipient occupying a bed which is not
certified for the level of care for which payment is authorized by the
CAQ.

(4) Services covered but disallowed by Medicare.
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(5) Services rendered by a provider that do not mect the conditions
for payment established by this chapter. Chaplers 1101 and 6211
(relating to genceral provisions; and allowable cost reimbursemcent for
nonState operated intermediate carc facilitics for the mentally retarded).

(6) Services directly reimbursable under the MA Program.

§ 6210.76. Cost reporting.

(a) Each facility shall submit a cost report to the Department within
90 days following the close of each fiscal ycar as designated by the facility
in accordance with § 6210.91 (relating to annual reporting).

(b) The time frame for submission of cost reports may be extended for
an additional 30 days with writien approval from the Department’s Office
of Mental Retardation for nonState operated ICFs/MR and from the
Department’s Bureau of Financial Operations for State operated
ICFs/MR.

(c) Cost reports shall be submitted on Department form MA-11.

(d) The cost report shall be prepared using the accrual basis of
accounting and shall cover a fiscal period of 12 consccutive months.

{¢) Facilities beginning operations during a fiscal pcriod shall prepare a
cost report from the date of approval for participation to the end of the
facility’s fiscal year.

(N The cost rcport shall identify costs of scrvices, lacilities and
supplies furnished by organizations rclated to the provider by common
ownership or control.

Cross References

I'lhis section cited in 5§ Pa. Code § 6210.111 uclating 10 fatlure 1o lile a cost report).

§ 6210.77. Cost finding.

(a) The direct allocation method of cost finding shall be used.

(b) The costs of ancillary and administrative services shall be appor-
tioned directly to the appropriate level of care based on appropriate
statistical data.

(¢) A facility’s direct or indirect allowable costs rclated 1o carc shall be
considered in the finding and allocation of costs to the MA Program for
its eligible recipients. Total allowabie costs of a [lacility shall be
apportioned between third-party payors and other recipicnts so that the
share borne by MA is based upon actual services and costs related to MA
recipients. For purposes of MA reimburscment, the return on nct equity
and net worth is not reimbursable.

Cross Refercnces

This section cited in 55 Pa. Code § 6210.35 (relating to ongomyg provider responsibilities).
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§ 6210.78. Allowable costs.

(@) For State operated ICFs/MR, allowable costs shall be determined
by the Department’s ‘‘Cost Apportionment Manual for State Mental
Hospitals and Mental Retardation Centers’’ and HIM-15.

(b) Vor nonState operated 1CFs/MR, allowable costs shall be deter-
mined based on Chapter 6211 (relating to allowable cost reimbursement
for nonState operated intermediate care facilities for the mentally
retarded) and HIM-15.

(¢) State operated ICFs/MR shall be reimbursed actual allowable costs
under the Statewide Cost Allocation Plan and Medicare principles, subject
to MA regulations,

(d) NonState opecrated ICFs/MR shall be reimbursed actual, allowable
reasonable costs under Chapter 6211 and other applicable MA regulations.

Cross References

This section cited in 55 Pa. Code § 6210.92 (rclating to final reporting); and 55 Pa. Code
§ 6210.93 (relating to audiling requirements related 10 cost reports).

§ 6210.79. Setting interim per diem rates.

(a) For State operated ICFs/MR, interim per dicm rates shall be
established by the Department based on the latest adjusted reported costs
and approved budgets.

(b) For nonState operated ICFs/MR, interim per diem rates shall be
established by the Department based on the latest adjusted cost report
plus an inflationary factor, or a submitted budget if a waiver is granted in
accordance with Chapter 6211 (relating to allowable cost reimbursemcnt
for nonStale opcrated intermediate care facilities for the mentally
retarded).

Cross References

‘Fhis section cited in 55 Pa. Code § 6210.35 (rclating Lo ongoing provider responsibilities).

§ 6210.80. Maximum rate of payment.

Ixcept as provided in this section, the Dcpartment’s maximum rate of
payment to an cnrolled facility will be the lower of the following:

(1) The facility’s lowest charge to private pay recipients for the same
level of care.

(2) The facility’s final interim per diem rate.

Cross References

Ihis section cited in 55 Pa. Code § 6210.111 (relating to failure 10 file a cost report).
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§ 6210.81. Upper limits of payment.

(a) The upper limits of payment for State opcraled lC["s/MR.au: the
full allowable costs as specificd in the Department’s “*Cost Appormn‘nncm
Manual for State Mental Hospitals and Mecntal Retardation Cenlters' and
Hl(]l:,; l§l:he: upper limits of payment for nonSlat.c operated !CFS/I\!R drc
the lower of costs or the total projected opcrating cost of if a Will\’er.ls
granted under Chapter 6211 (relating to allowable cosl reimbursement Tor
nonState operated intermediate care facilities for the mentally retarded) an
approved budget level as specified in Chapter 6211.

Cross References

This scction cited in 55 Pa. Code § 6210.111 (relating to failure (0 lile a cost repoit).

§ 6210.82. Annual adjustment.

(a) An annual payment adjustment shall be made by the Department
or facility bascd on total audited costs related to the total Department
interim claims for services for the fiscal year. N

(b) For cost reporting periods ending on or af.ler chobcr _l. l')85,‘ 1]
the total amount of MA payment lor interim claims for services during
the fiscal year excecds the total audited costs, the Deparu'nenl will recover
the overpaid amount from the provider in accordance with Chapter 1101
(relating to gencral provisions).

REPORTING AND AUDITING

§ 6210.91. Annual reporting. .
The fiscal year, for purposcs of MA payments, is July | through June

30.

Cross References

This section cited in 55 Pa. Code § 6210.76 (relating 10 cost reporting).

§ 6210.92. Final reporting,.

A facility that enters into a termination agreement or an agj,rccn\cnl ‘or
sale, or is withdrawing or being terminated as a provider, .or is otherwise
undergoing a change of ownership shall filc an acceptable flll::ll %'usl report
and outstanding annual cost reports with thie Department within 15 dzlys‘
of the effective date of the termination, transfer, withdrawal or change ol
ownership and is requircd to provide financial records to the l)cpartmcnl
for auditing. An acceptable cosl report is onc that ineets the requirements
of § 6210.78 (relating to allowable costs).

AYTNIR
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Cross Relerences

I'his section cited in §5 Pa. Code § 6210.35 (relating to ongoing provider responsibilities);
and 5SS Pa. Code § 6210111 (relating to failure to filc a cost report).

§ 6210.93. Auditing requirements refated to cost reports.

(1) Except in cases of provider delay or delay requested by State or
Fedceral agencies investigating possible criminal or civil fraud, the Depart-
ment will conduct either a ficld audit or desk review of each cost report
within 1 vear of the latter of its receipt in acceptable form, as defined in
§ 6210.78 (rclating to allowable costs) or, if the facility participates in
Medicare and has reported home officc costs Lo the Department on its
cost report, the Department’s receipt of the [lacility’s Medicare home
office audit, to verify, to the extent possible, that the facility has
complied with:

(1) This chapter.
(2) Chapter 1101 (relating to general provisions).

(3) The limits established in Chapter 6211 (relating to allowable cost

reimbursement for nonState operated intermediate care facilities for the
mentally retarded).

{4) The Department’s “‘Cost Apportionment Manual for State Men-
1al Hospitals and Mental Retardation Centers®® for State operated
ICFs/MR.

(5) HIM-15.

(6) The Department’s cost allocation plan for State operated

ICFs/MR. )

(b) An onsite ficld audit will be performed on a periodic basis at
reporting facilitics. Participating facilities will receive a field audit or a
desk audit cach year. Full scope field audits will be conducted in
accordance with auditing requirements in Federal regulations and gener-
ally accepted auditing standards.

(¢) An auditor may validate the costs and statistics of the annual
report by an onsite visit to the facility. The auditors will then certify to
the Dcpartment the allowable cost for the facility as a basis for
calculating a per diem and an annual adjustment. Based on the
certification and total interim payments rececived by the facility, the
Dcpartment  will compute adjustments due the facility or due the
Department for the fiscal year. The Department will notify the facility of
the annual adjustment duc after the annual cost report is audited.

(d) Financial and statistical records to support cost reports shall be
available to State and Fedcral agents upon request.
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§ 6210.94. Auditing requircments related to recipient fund manag’en.ncnl..
(@ Records relating to the facility's management of MA recipients
personal funds shall be maintained for at least 4 years. o
(b) Records relating to the facility’s management of MA r.cc1p|Lnls
personal funds shall be available to Federal and State represcntatives upon

request. ' .
(¢) MA recipicnts’ fund accounts shall be audited at the time the

annual cost reports are validated for a facilily.. o
(d) If discrepancies are proven and the fa.cﬂ.uy is found to t?c al lault,
the facility shall make restitution to the recipients for funds improperly
handled, accounted for or disbursed. ' .
(¢) The facility has the right of appecal in accordance with
§§ 6210.121—6210.125 (rclating to right of appeal).

UTILIZATION CONTROL

§ 6210.101. Scope of claims review procedures. |

Claims submitted for payment under the MA Program are Sub_ll(‘(.‘l 1o
the utilization review procedures established in Chfiptcr 1101 (rclalmg to
general provisions). In addition, the Department will perform the _rcvncws
specified in this section and §§ 6210.102—6210.109 for controlling the
utilization of ICF/MR services.

§ 6210.102. Review of nced for admission.

The Department’s Inspection of Care Team .willl evaluate eqch
applicant’s or recipient’s need for admission by reviewing :.md asscwrxg
the appropriate Departmental form completed by.the a(lcndn.lg physician
or interdisciplinary team as required for the speciﬂ?a.lly prescrlbed.luf\'el of
care needed. The facility and recipient shall be notified of the decision on
forms designated by the Department.

Cross References

This section cited in 55 Pa. Code § 6210.101 (relating 10 scope ol claims review
procedures).

§ 6210.103. Inspections of care.
(a) The Department’s inspection of Care Team will mspegl the care
and services provided to each recipient in a participating facility at least

annually. .
(b) The Department will not give the facility more than 48 hours

notice of the time and date of the schedule arrival of the tcam.

EE RN, ¥1Y
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(c) The facility shall make available to the team, in a readily

reviewable format, the recipient’s complete medical records for the year
since the last review of the team.

Cross References

This section cited in 55 Pa. Code § 6210.101 (rclating to scope of claims review
procedures).

§ 0210.104. Content of inspections of care.

(a) The inspection by the Inspection of Care Team shall include:

(1) Personal contact with and observation of each recipient.

(2) Rcview of each 1ecipient’s medical record. The record shall
include timely certification and recertifications by the physician that the
scrvices arc nceded and a written individual plan of care developed
cither by an interdisciplinary team or the attending or staff physician,
whichever is applicable. The plan of care shall indicate time limits and
mcasurable care objectives and goals to be accomplished and who is to
give cach elecment of care.

(b) The team shall determine in its inspection if:

(1) The services arc available and adequate to meet the recipicnt’s
physical, mental and psychosocial needs.

(2) It is necessary for the recipient to remain in the facility.

(3) Each recipient is receiving active treatment.

(4) The recipient’s medical and social evaluations and the plan of
carc are complcte and current, are followed, and ordered services are
provided and recorded.

(5) The recipient receives adequate scrvices based on personal
observations of the Inspection of Care Team.

(6) Service needs are met by the facility or by outside arrangements.

(7) The recipient necds continued placement in the facility or there is

an appropriate plan to discharge the recipient to an alternative living
arrangement.

Cross References

This section cited in 55 Pa. Code § 6210.101 (relating to scope of claims review
procedures).

§ 6210.105. lanspection of care summary report.
(a) The Inspection of Care Team shall develop a summary report at
the conclusion of its inspection of each facility. The report shall include:
(1) The alternate care determinations.

(2) Findings of the adequacy and quality of care rendered by the

facility. The findings will specify that the care rendered is acceptable or
in need of improvement,
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(b) Within 45 days following the conclusion of the inspection, lwu-
copies of the summary report shall be forwarded to the administrator of
the facility. The administrator shall forward one copy of the summary
report to the utilization review commitlce chairpers.on. Qll the second
copy of the summary report, the administrator shall give written ycwonscs
to each area identilied as dcficient and to narrative recommendations.

(¢) In advance of forwarding the summary report to the I'u-cillil'y, lhc~
Inspection of Carc Team shall notify the CAO and the facility of
alternate care determinations made by the tcam.

Cross References

‘This scction cited in 55 Pa. Code § 6210.101 {relating to scope of claims review
procedures).

§ 6210.106. Facility course of action.

(a) The facility shall return a copy of the summary leOlll .wnh
appropriate corrective actions written thercon lo the Dcpar(me.nt \\'Ilh.ll‘l 3.()
days of the control date indicated on the summary reporl._ 11\9 Iucnlny 3
planned course of corrective action shall include proposed n'me frames for
correcting findings of deficient care or services and narrative recominen-
dations. N

(b) The Inspcetion of Care Team may conduct a followup visit 10
determine if the deficiencics and recommendations are corrected.

Cross Relerences

This section cited in 55 Pa. Code § 6210.101 (relating 1o scope of claims review

procedures).

§ 6210.107. Recipient right of appeal of alternate carc determinalions,

(a) The recipicat or the person or the facility acting on the lwchalf_qr
the recipient, in accordance with Chapter 275 (relating to u!vpcal ﬂ,"d la:r
hearing), has 30 days in which to appeal the Inspection of Carc Team’s
alternate care delermination. .

(b) Neither the facility, the facility’s utilization review committec, nor
the recipient’s attending physician has the right to appeal the alternate
care determination on its own behalf.

(c) If the recipicnt or the person or the facility acting on behalf of the
recipient appeals the decision within 10 calendar days from the date the

CAO issues the advance notice, payment for the present level of care will
continue pending the outcome of the hecaring subject to § 6210.52

(relating Lo payment pending appeal).
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Cross References

This section cited in 55 Pa. Codc § 6210.101 (relating to scope of claims review
procedures).

§ 6210.108. Facility utilization review.

(a) Each facility furnishing services to eligible MA recipients shall have
in effcct a written utilization review plan that provides for review of each
recipient’s need for the services.

(b) If the utilization review committee of a facility finds that the
continued stay of a recipient at a specific level of care is not needed, the
committee shail, within 1 working day of its decision, request additional
information from the recipient’s gualified mental retardation professional,
who shall respond within 2 working days. A physician member of the
committee, in cases involving a medical determination, or the utilization
review comimittee, in cases not involving a medical determination, shall
review the additional information and make the final recommendation. If
the additional information is not received within 2 working days, the
commitice's decision will be deemed final.

(¢) The utilization review committee shall send written notice of
adverse final decisions on the need for continued stay to:

(1) The facility administrator,
(2) The qualified mental retardation professional of the recipient.
(3) The CAO.

(d) The CAQ shall notify the recipient or the person acting on behalf
of the recipient and the facility of the recommended change in the level of
carc. The 1ecipient has the right of appeal in accordance with Chapter 275
(relating to appeal and fair hearing). Neither the facility nor the attending

physician may appeal the decision of the utilization review committee on
its own behalf.

Cross References

This section cited in 55 Pa. Code § 6210.101 (relating to scope of claims rcview
procedures).

§ 6210.109. Provider misutilization.

FFacilitics dctermined to have billed for services inconsistent with MA
Program rcgulations, to have provided services outside the scope of
customary standards of practice or to have otherwise violated the
standards sct forth in the provider agreement, are subject to the sanctions
described in this chapter and Chapter 1101 (relating to general provisions).
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Cross References

This section cited in 55 Pa. Code § 6210.101 (rclating (o scope of claims review
proccdurces).

ADMINISTRATIVE SANCTIONS

§ 6210.111. Failure to file a cost report.

(a) Failure to file a cost report, other than a final cost repoif, may
result in termination of the provider agreement and shall result in the
suspension of interim payments to the provider until the reports e filed
in acceptable form. Il the reports are not filed by the end of the fifth
month after the due date established by § 6210.76 (relating to cosl
reporting), including extensions of that date granted by the Dcpullmc.nl,
the Department may cither determine payment for the cost rcporting
period involved on the basis of the mcthod established with respect to
untimely final cost reports in subsection (b) or seek injunctive rclief to
require proper filing, as the Department may deem is in the best intcrest
of the efficient and economic administration of the program.

(b) Failure to file a final cost report and outstanding annual cost
reports, when due, under § 6210.92 (relating to final reporting) shall
result in payment to the provider for the cost reporting periods involved
being determined on the basis of the lowest audited rate for a provider,
including a rate limited by §§ 6210.80 and 6210.81 (relating to maximum
rate of payment; and upper limits of payment) for the same level of care
without regard to the type of provider for scrvices rendered during the 6
months immediately preceding the beginning of the fiscal periods in-
volved. Payment will not be made for depreciation expenses incurred by
the provider with respect to services during the 365 days preceding the
effective date of the event described in § 6210.92 which required the final
cost report to be filed. Interim payments or payments after audit ofAlhe
depreciation expenses shall be offset against payments due to the prowdc_r
or shall be repaid to the Department by the provider if no paymnent is
due.

§ 6210.112. Failure to maintain adequate records.

(a) If the Department determines that the facility has not maintained
financial and siatistical records in accordance with the Dcpartment’s
regulations, thus preventing the Department from conducting an audit of
the facility’s records, the facility shall be notified, by certificd mail, that it
has 60 days to correct the problem.

(b) The facility shall be advised that for flailure to comply with the
Department’s notice, the Dcpartment will terminate the MA Provider
Agreement, unlcss the problem is corrected within the 60-day period.
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§ 6210.113. Failure to correct deficiencies.

(a) I the facility fails to correct a deficiency cited by the Department’s
Inspection of Care Tcam or causes delay in the review process which
results in a pcnalty being imposed by the United States Department of
Health and Human Services on the Department, the penalty shall be
imposed on the facility.

(b) Failure to correct deficiencies in recipicnt care and services within 6
months following the receipt of the Inspection of Care Team’s review
report may result in the termination of the facility’s MA Provider
Agrecment,

§ 6210.114. Failure to adhere to certification requirements.

Il the facility’s failure to comply with the requirements that the
physician certify and recertify the need for care as described under
§§ 6210.42 and 6210.43 (relating to certification of initial need for care;
and rccertification of continued need for care) results in a penalty being
imposed by the United States Department of Health and Human Services
on the Department, the penalty will be imposed on the facility.

§ 6210.115. Failure to adhere (o medical evaluation requircments.

If the facility fails to comply with the requirements that the physician
pcrform a medical cvaluation before admission or before authorization
for payment, as described under § 6210.42 (relating to certification of
mitial nced for care), which results in a penalty being imposed by the
United States Dcpartment of Health and Human Services on the
Department, the penalty will be imposed on the facility.

§ 6210.116. Failure to comply with requirements of maintaining
recipient’s funds.
If discrepancies are identified by audit and the facility fails to make
restitution to the recipient, the Department may terminate the provider
agrcement for cause.

RIGHT OF APPEAL

§ 6210.121. Decisions that may be appealed.
(a) The facility has a right to appeal and have a hearing if dissatisfied
with the Departinent’s decision regarding:
(1) The interim per diemn rate established by the Department.
(2) The findings of the auditors in the annual audit report.
(3)  The determination by the comptroller of the difference between
the allowable costs certified by the auditors in the annual audit report,
and the total allowance amount as shown on the interim billing.
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(4) The denial or nonrencwal of a provider agreement.

(b) Facilities participating in Medicarc and the MA Program that arc
denied renewal of a MA Provider Agreement or have the Agrcement
terminated by the Departinent because of termination or nonrencwal by
Medicare are cntitled to the review procedures specificd for Medicare
facilities at 42 CFR Part 498 (relating to appeals procedures for
deterthinations that affect participation in the Medicare Program). ‘The
final decision entered as a result of the Medicare review procedures is
binding for the purposes of participation in the MA Program.

Cross Relerences

This section cited in 55 Pa. Code § 6210.94 (relating to auditing requirements related to
recipient fund management); and 55 Pa. Code § 6210.123 (relating 10 time limit for
submission of appeal).

§ 6210.122. Additional appeal requirements.

The appeal is subjcct to the requirements specified in § 1101.84 (relating
to provider right of appeal).

Cross References

This section cited in 55 Pa. Code § 6210.94 (relating to auditing requirements related 1o
recipient fund management).

§ 6210.123. Time limit for submission of appcal.

An appeal shall be taken within 30 days of thc date that the lacility is
notified of the decisions specified in § 6210.121 (relating to decisions that
may be appcaled). Findings contained in a facility’s audit report which are
not appealed by the facility within the 30-day limit will not be considered
as part of a subsequent appcal proceeding.

Cross Refercnces

This section cited in 55 Pa. Code § 6210.94 (relating 10 auditing requircments related o
recipient fund management).

§ 6210.124. Submission of appeal

An appeal shall be mailed to the Dircctor, Office of Hearings and
Appeals, Department of Public Wellare, Harrisburg, PA 17120, with a

copy to the Office of Legal Counsel. The appeal request shall specily the
issucs presented for review.
Cross References

This section cited in 55 Pa. Code § 6210.94 (rclating to anditing requirements related 10
recipient fund management).
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§ 06210.125. Right to reopen audit.
r (a) The Department may reopen a prior year's audit if an appeal is
iled.

(h) .ForAcosl reporting periods ending prior to October 1, 1985, if an
apalys:s ol the facility’s audit rcport by the Office of the Comptroller
discloses that an overpayment has been made to the facility, the facility

shall be bound by § 1101.84(b)(4) and (5) (relating to provider right of
appeal).

Cross References

l his section cited in 55 Pa. Code § 6210.94 (relating to auditing requircments related to
recipient fund management).
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