
Attachment 4.19-A 
Page 7 

Mississ&j,Title XIX Inpatient H~se&$ -- 
Reimbursement Plan 

I. Payment Methodolouv fur Rats Years Beainnino October 1,. 2005 

A. Prospective Rate 

The Division of Medicaid will set Rospital inpatient reimbursement rates 
prospeclively on an annual (October 1 - September 30) basis. For the rate year 
beginning October 1, 2005, the rate shall be based upon the greater of (1) the 
facility's most recent inpatient per diem rate for FFY 2005, or (2) the avercge of 
the facrlity's most recent inpztient per diem rates for FFY 2004 and 2005. The 
resulting base amount will then be Increasr~,d by the percentage increase of the 
nlost recent lnpatient Hospital PPS Market Basket Update as published in the 
Federal Register. The base rste will not be recalculated for any subsequent 
changes that occur in the FFY 2004 or 2005 inpatient per diem rates, except for 
adjustments made to include or exclude the low DSH component, as 
appropriate, based on changes in low DSH eligibility. 

A base rate wilt be established for hospitals that open or change ownership on or 
after October 1, 2005. The base rate will be set using the hospital's initial cost 
report and rate setting pracedures In place prior to October 7,2005. The fiscal 
year 2005 class ceilings will be trended using the peiyentage increase of the 
most recenl inpatient Hospital PPS Market Basket Updale as published in the 
Federal Register to establish class ceilings for these rates. 

For rate years beginning October 1, 2006, and thereafter, the prospective rate for 
the tmmadiately preceding rate year will be tncreased by the percentage Increase 
of the then most recently published Inpatient Hospital PPS Market Basket 
Update. Facility per diems shall be trended forward in this manner annually until 
such tima as a new methodology is adopted by the Division or far five rate years 
beginning October 1, 2005, whichever comes first. If no new methodology has 
been adopted by the end of the fiflh rate year of trending, hospital inpalierlt 
reimbursement rates will be rebased using the cost reporting methodology 
employed prior to October 1,2005, and every five years thereafter. 

B. Subsequent Adjustment 

The base year payments effective October 1,2005 will not be adjusted when 
fiscal year 2004 and fiscal year 2005 rates are amended due to final settlement 
cost reporls. Rates determined under this methodology wilL be subject to 
subsequent adjustment only in cases of error or omission, as determined by the 
Division, affecting the base yearls) or for adjustments made to include or exclude 
the low DSH Gornponent, as appropriate, based on changes in low DSH 
eligibil~ty 

Class of Facilities 

The statewide classes of facilities shall be the same as specified in Section VII, 
Paragraph C of this Attachment 4.19-A. 
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D. Upper Payment Limit 

In addition to the Medicaid prospective rate described above, hospitals located 
within Mississippi may be reimbursed in accordance with lhe applicable 
regulations regarding the Medicaid upper payment h i t ,  as described in Section 
Vill of this Attachment d 19-A. 

E. Requests for Rate Change 

A hospital may appeal its prospective reimbursement rate to the Division of 
Medicaid whenever there IS a significant, documented change in the overall cost 
of providing services. Requests lor changes in the prospect~ve rates will be 
reviewed when a provider can demonstrate that a[lowable Medicaid expenses 
per patient day have increased by 5% or more as compared lo allowable 
Medicaid expenses per patient day reported in the mos! recently filed cost report; 
however, requests which do not result in a rate change of at least 5% more then 
the current rate will not be granted. The request must be submitted in wrlling to 
the Oivis~on of Medicaid. ciearly identifying the grounds of the appeal and the 
dollar amount in question. Copies of documenting support for the appeal must 
be included. Facilities should make every effor! possible to ensure that requests 
which do not meet the criteria are not submitted. 

11. Cost Fi~&nas and Cast R e ~ o f f m ~  - For Rate Years Prior to October 1.2005 

A E,ach Mississippi hospital participating in the Mississippi ~ e d j c i d  Hospital 
program will submit a Uniform Cost Repon using the appropriate 
MedicarelMedicaid forms poslmarked no later than five (5) calendar months after 
the close of its cost reporting year. No routine extensions will be granted. All 
other f~ring requirements shall be the same as those for Title XVIII. Extraordinary 
circumslances will be considered on a case-by-case basis. One (I) complete 
copy of the cost report shall be submitted to Ihe Division of Medicaid (DOM), 
The cost reports for periods ending in the prior calendar year will be used to 
calculate the per diem rates for the following October 1 -September 30 fiscal 
year. For example, the cost report of a hospital with a June 30,1996 year end 
would be used to set the rate effective October 1, 1997 through September 30, 
1998. 

B. The year-end adopted for the purpose of this plan shall be the same as 
for Titie XVIII. 

C. Cast reports used to initiate this plan will be for reporting periods 
beginning April 1, 1980, or earliar. 

0. All hospitals ate required to detail their cost reports for their enlire 
reporting year making appropriate adjustments as required by iha plan for 
determination of allowable costs. New hospitals must adhere to all 
requirements of Section 25, Provider Palicy Manual. 
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E. The cost report must be prepared in accordance w~th the methods of 
reimbursement and cost finding in accordance with Title XVIII (Medicare) 
Principles of Reimbursement except where further interpreted by the 
Provider Policy Manual or as modified by this plan. 

F Cost reports ihat are not postmarked by the specified due date, unless a 
waiver by the Divtsron of Medicaid. Office of the Governor, is granted, will 
result in a penalty of $50.00 per day the cost report is delinquent. Cost 
reports with a due date that falls on Saturday. Sunday. a State of 
Mississippi holiday or a federal holiday will be due the next business day. 

A hospital which does not file a cost report within six (6) calendar months after 
the close of its reporting perrbd may be subject to cancellation of its Provider 
Agreement at the discretion of the Division of Medicaid, Office of the Governor. 

G. A iiasprtal which voluntarily or involuntarily ceases to pariicipate in the 
Mississippi Medicaid Program or experiences a change af ownership 
must file a cost report in accordance with Section 25. Provider 
Policy Manual. 

H. Ail hospdals are required to maintain financial and statistical records. AII 
records must be available upon demand to representatives, employees or 
contractors of the Division of Medicaid, Office nf rha Governor, Mississippi 
State Department of Audit, General Accounting Office (GAO) or the 
United States Department of Health and Human Services (HWS). 
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Records of related organizations as defined by 42 CFR 405.427 must be 
available upon demand to representatives, employees or contractors of the 
Division of Medicaid, MS Stale Department of Audit, GAO, Medicaid Fraud 
Control Unit. United States Attorney General's Office or WHS. 

J. The Div~sion of Medicaid shall retain all uniform cost reports submitted for a * - - -  -{~ormateed: Rullersand N(1mbr,f~ j 
period of at feast five (5) years fallowing the date of submission of such reports 
and will maintain those reports pursuant to the record keeping requirements of 
42 CFR 431.17 and in accordance with Mtssissippi State Law, Access to 
submitted cost reports will be In conformity with Mississippi statuks and the 
Division of Medicaid policy. 

Ill. Cost Re~ortins - For Rate Years Beainnina October 1,2005 

A. Each Mississipp~ hospital participating in the Mississippi Medicaid Hospital 
program will submit a Uniform Cost Report using the appropriate 
MedicarelMedicaid forms postmarked no later than five (5) calendar months after 
the close of its cast reporting year. No routine extensions will be granted. All 
other filing requirements shall be the same as those for Titlo XVIii. Extraordinary 
circumstances wilf be considered an a caseaby-case basis. One ( I )  complete 
copy of the cost reporl shalt be submitted to the Division of Medlcald (DOM). 

8. The year-end adopted for the purpose of this plan shall be the same as for Tille 
XVIII. All other provisions of Section I t ,  Parts D-J above also apply. 

rv. A* 

The Dlvtsion of Medicaid may per~odically audit the financial and statistical 
records of particrpating providers. The haspital common audit program was 
established to reduce the cast of auditing cost6 reports submitled under 
Medicare (Title XVIII) and Medicaid (Title XIX) and to avoid dupticating audit 
effort. The purpose is to have one audit of a participating hospital which will 
serve the needs of all participating programs reimbursing the haspital for 
services rendered 
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B, Common Audit Proqram 

The Division of Medicaid has entered into agreements with fdedicare 
~nlermediaries for participation in a common audit program of Titles XVlll and 
XIX. Under ihis agreement, the intermediaries for participation in a common audit 
program shall provide DOM the results of the field audits of those hospitals 
located in Mississippi. For years prior to the rate year beginning Octaber 1, 
2005. DOM will review these field audits and will adjust the prospective rate paid 
to in-state hospitals as appropriate. Only the original final seftlement will be 
reviewed and adjustmenls made Iherefrom. 

C, Other HosDital&& 

For those hospitals not covered by the common audit agreements with Medicare 
intermediaries, DOM shall be responsible for performance of the desk reviews, 
field reviews and field audits in accordance with Title XVlll standards. On-site 
audits will be made when desk reviews indicate such are needed, 

D Retention 

Ali audit reports received from Medicare intermediaries or issued by Medicaid will 
be kept for a period of at least five (5) years following the date all audit findings 
are resolved. 

E. Overaavments/Underoavments 

Overpayments as a result of an error or misrepresentaiion will be reimbursable 
to Medicaid within sixty (60) days of the date of notification to the provider of the 
amount due, Underpayments. likewise determined, will be reimbursable to the 
provider. 
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V. Allowable Costs 

Allowable costs will be determtned using Title XWII (Medicare) Pr~nciples 
of Reimbursement as described in 42 CFR 413.5 - 413.178 (excluding the 
Inpatient routine salary cost differential) and the gl~ideilnes in the Provider 
Policy Manual. except as modified by Title X1X of the Act and this 
Plan. 

A Title XIX reimbursement will not recognize the above average cost of inpatient 
routine nursing care furnished lo aged. pediatric, and maternity patients. The 
inpatient routine nursing salary cost differential raimbursed by the Tille XVIII 
pragram will reduce the reasonable cost for determining Title X1X rermbursement 
as required in the applicable CMS cost reporting forms. 

E). Section 413.35 Limitations on Coverage af Costs: Charges to Beneficiaries if 
Cost Linitts are Applied lo Services - This section will not be applicable to 
tripstlent hospital services rendered to Title XIX beneficiaries to prevent a form of 
supplementation reimbursement, However, Section 413.30 Llmitatipns on 
Reimbursable Costs will be applied for determining Tille XIX reimbursement. 

C. All items of expense may be included which hosp~tals must Incur in meeting: 
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F. t4ospital inpatient general routinrj operating costs shall be the lesser of actual 
costs rncurred or the limits establislled by HHS and set forth in 42 CFR405.460. 

G. Reauests far Rate Chanoe - For rate veaw orlor to October 1,2005 

A hosp~tal may at times offer lo the public new or expanded services, purchase 
equipment, drop such services, or retire equipment which requires Certificate of 
Need (CON) approval, Within thirty (30) days of implementing a CON approved 
change. the hospiial must submit to the Division an allocation of the approved 
amount to the Medicaid Program. This amount rrlust be separaled as applicable 
between capital costs, educational costs and operating costs. An estimate of any 
increase or decrease in operating costs appiicable to the Medicaid Program due 
to ttte change, as well as the elfeclive date of the change wilt alss be submitted. 
Such amounts will be subject to desk review and audit by the Division. Allowance 
for such changes shall be made to the hospital's Medicaid Prospective rate as 
provided elsewhere in this plan. Failure to submit such requ~red information 
withill thirty (30) days will be a basis for disallowance of all expenses associated 
with the change. Overpayments as a result of !he differences between estimates 
and actual costs shall be refunded to the Division of Medicaid. 

H. Class ceilings and individual provider's reimbursement rates will not include 
amounts representing growth allowances, profits or efficiency bonuses. 

Amounts paid to a provider under this plan shall not exceed charges. 

J. Payment classes and class cclll~ngs will be establ~sked prospectively based on 
grauplngs of hospitals by number of Iota! beds available. 

K. The prospectrvely determined individual hospital's rate may be adjusted under 
certain circumstances, which are: 

1 Discovery of admhislfative errors on the part of the Div~sion or the 
facilities which may result in erroneous payments, as determined by the 
Divrsion These errors most commonly result from: failure lo report a 
death, discharge, or 
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transfer; system error in patient classification; and miscalculated 
payments. Overpayments or underpayments resulting from these errors 
will be corrected when discovered. Overpayments wit\ be recouped by the 
Division of Medicaid and underpayments will be reimbursed to the facility. 
Payment adjustments will not he made for administrative error or audit 
findings prior to notifying the appropriate facility and affording the facility 
an opportunity to present facts and evidence to dispute the exception. 

2. Corrections by a hospltal to a previously submitted cost report for rate 
years prior lo October 1,2005. Such corrections must be submitted prior 
ta the end of the current rate period. If an increase or decrease in a rate 
results, any adjustment shall be made retroactive to the effectwe date of 
Ihe driglnal rate. 

3. Intentional misreprasentation of cost report information: Such adjustment 
shall be made retroactive to the date of the origrnal rate. At the discretion 
of the Division of Medicaid, this shall be grounds to suspend the hospital 
from the Misstssippi Medicaid program until such time as an 
administrative hearing is held, if requested by the hospital. 

4. Appeal decisions are made to the Div~sian of Medicaid as provided by 
Section Vt of this plan. 

5. Disproportionate Share Hos~itals 

A. A hospital is deemed to be a disproportionate share hospital if the 
criteria listed below are met. 

(1) For purposes of this paragraph, the term "Medicaid inpatient 
utilization rate" means, for a hospitaf, a fraction (expressed 
as a percentage), the numerator of which is the hospital's 
number of inpatient days attributable to patients who (far 
such days) were eligible for medical assistance under an 
approved Medicaid State Plan in a period, and the 
denominator 
of which is the total number of the hospital's inpatient days 
in that period. In this paragraph, the term "inpatient day" 
Includes each day in which an 
individual (including a newborn) is an inpatient in the 
hospital, whether or no1 the individual is in a specialized 
ward and whether or not the individual remains in the 
hospital for lack of suitable placement elsewhere. 
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for d~sproportionate share paymenls, and lsss any payments 
made by uninsured patients. For purposes of this section, 
payments made to a hospital for services provided to indigent 
patients made by a Stale or a unrl of focal government within a 
Slate shall not be considered to be a source of fhird party 
payment. 

Ic) Dispraportionate share payments to High Dlspropor(ionate Share 
Wospilals will be made as follows: 

The amount of funds shall be distr~buled to hospitals 
based upon She ratio of each hospital's cost of uncompensated 
care provided to Mississippi residents 10 the sum of the total cast 
of uncompensated care provided to Mlss~ss~ppi residents far all 
High Risproport~onafe Share Hospitals. Uncompensated care 
data will be rapotted lo the Division oi Medicaid through an 
annual survey submitted by the hospitals. The inpatient days 
and outpatient visits for which the facilities were not 
compensated as reporied in Ii~is survey will be converted to cost 
by the Ctivision of Medicaid based upon the cost report 
information from the most recently filed and reviewed cost reports 
available at thz lime of the survey. fn no case may a hospital 
exceed any other limitations for payments described elsewhere in 
this plan. 

(2) Low Disptoportionafe Share Hospitab 

(a) A hospital is determined to be a low disproport~onate share 
hospital if i t  meets the cualifications of a disproportionate share 
hospital but does no1 qualify as a High Disilroportionate Shari! 
Hospilat. 

(bl Low Dispropottionate Share Hospitals shall recelve an increase 
to thelr Medicaid prospeciive rate bf six percent (6%) of the 
operating cost component. 

(3) Any hospital which is deemed eligible for a disproportionate share 
payment adjustment and is adversely effected by serving infants who 
have not attained the age of one (1) year and children who have not 
atlained the age of six (6) years may, within sixty (60) days of the rate 
letter, request an outl~er payment adjustmen[ to the established rate for 
those individuals. Adversely affected is defined as exceeding the 
operating 
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cap of the class of Ihe faality, trended forward as applicable. The outlier 
adjustment is only for claims filed for Medicaid recipients under six (6) 
years of age and is the difference between the rate subject to the 
operating cap and the calculation of the rate without applying the 
operating cap. 

C. Amended cost reports must be received by the Divislon of Medicaid on or 
before the thirtieth (30th) day following the due dale of the initially fiied 
cost report in order for that cost report to be used to determine a hospllal's 
eligibility for disproportionate sflare status for the slate fiscal year. 

D. The determination of a hospital disproportionate share status is made 
annually and is for the period nf the state fiscal year (July 1 -June 30) 
Once the list of disproportionate share hospitals is determined for a state 
fiscal yea<, no additional hospitals will receive disproportionate share 
status. A hospital will be defeted from disproportionate share status if the 
hospital fails ta continue providing nonemergency obstetric services, if the 
hosp~tal 1s required to provide such setvces. 

L. Legal costs and fees resulting from suits agairist federal and state agencies 
administering !he Medicaid program are not allowable casts. 

M. Nol~~ithstanding arty other sibparagraph, depreciation and inferest expense 
shall not exceed the iimilalians set forth in Appendix F. 

N. Inpatient hospital services provided under the Early Periodic Screening 
Diagnostic and Testing (EPSDT) program will be reimbursed a& the hospital's 
Medicaid prospective rate. 

0. Out-of-state hospitals in contiguous states are reimbursed at fhe lower of (If tho 
average rate paid a like-sired hospital in Mississippi or {2) the inpatient fate 
established by the Medicaid agency of the domicite state. The fiscal agent is 
responsible for verifying the rate with the Medicatd agency in the domicile state. 
Verification should be made annually. 
Out-oFstate hospitals in states other than contiguous states are reimbursed at 
the average rate paid a like-sized hospital in Mississippi. 
Out-of-state hospitals p~ovrding ser\rice$ not otherwise avalablr; within ibe state 
of Mississippi to Mississippi children under the age of six years may be paid an 
amount ncit to exceed the cast of their services. 

P. The Stale has in place a public process which complies with the requirements of 
Section 1902(a) (13) (A) of the Social Secuirly Acl. 
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Inpatient hospital providers who disagree with an adjustment to their allowable cost or a 
cah~lation in the rate setting information may file an appeaf to the Division of Medicaid, Tile 
following reasons would be grounds to file an appeal wi:h the Division of Medicaid: 

A. For rate years prior to October 1,2005, the addition of new and necessary 
services not requiring CON approval. Notification must be made in writing to the 
Division of Medicaid within thirty (30) days of implementing the services. The 
submitted cost figures must be allocated between capital casts, ed~tcation costs, 
and operating costs. 

B. For rate years prior fo October 1,2095, the cost of capital improvenlents 
receiving CON approval aRer paymenl rates were set i f  those costs were not 
ConsrderE!d In the calculation. Nollficalton must be made in writing to the Division 
of Medicaid within thirty (30) days of implementing the services. The submitted 
cost figures must be allocated between capital casts, education costs, and 
operaiing Costs 

C. For rate years prior to October I. 2005, cost of improvements incurred because 
of certification or licensing requirements established after payment rates were 
sel if those costs were not considered in the rate calcufation. The appeal must 
be submitted within thirty (30) days of the cl~ange in certification or licensing and 
must be sent to the Dlvisron of Medicaid tn wrilrng. 

C). Incorrect data were used or an error was  made in the rate calculation. 
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VII. Method - For Rate Years Prior to October 1,,200_5_ 

A. e'o~pective Rate 

Medicaid wili utilize a prospectivs rate of reimbursement and vJill not make 
retroactive adjtlstrnents except as specified in this plan. The prospective 
rates will be determined from cost reports and will be set on a yearly 
(October 1 -September 30) basis from date established and wilt be 
applicable to all facilities w~th a valid provider agreement. 

8. Cost Containmen! 

3. Medicaid. ~ r i o r  :a setting the prospective rate for each year, w~ll 
make appropriate adjustments to account for illcreased cost as 

outlined in tlie plan and will designate the maximurn percentile at 
the 80"' percenf~le of the operating component cost for each class 
of facility as outlined in Section VII. D of this plan The percentile is based 

on the determ~rration of a reimbursement percentile which wili enable 
an efficiently end economically operated hospital 10 care fur Medicaid 
recrpienis. 

2. The Med~caid Prospective Capital Cost Component will be 
determined at the hospital's actual occupancy rate. 

3. Out-of-State hospifal providers with a participelion agreement shell 
be excluded from the determination of the 8 0 ~  percentile limit on 
the operation cast component. 

C. Class of Facil~tier; 

The folfowing statewide classes of facllitias shall be used 
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3. Medicaid Prospective Capital Cost Component 

a. Total capital costs apportioned to the Medicaid Program will 
be divided by actual Medicaid inpatient days. 

b. In accordance wtth Section V K, an amount will be added 
or deducted for the capital cost applicable to the Medicaid 

Program for new or deleted services or equipment which 
requires Certificate of Need approval 

c. The addition of 3a. and 3b. shafl be called the Medicaid 
Prospective Capital Cost Component, 

4. Medicaid Prospective Educational Cost Component 

a. Tala1 educational costs apportioned to the Medicaid 
Pragram will be adjusted far the number of months between 

the mid-point of the hospital's reporting year and the mid- 
pant of the calendar year most recently ended by the 
payroll expense and employee benefits portion of the btest 

rate of 
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to lowest by class of facility. The designated percentile will 
be selected as the maximum operating cost component. 

e. The iesser of actual cosl in d, above or the maximum 
operating cost component wit be separated into labor and 

non-labor categories. 

f. The corresponding labor cost per diem wage index 
adjustment will be made to the lower of the actuai adjusted 

labor cost per diem in d. above, or the ratio of the actual 
adjusled labor cost per diem to the total per diem in d. times 
the maximum operating cost component, 

g. An industry trend factor as described in Appendix C of this 
plan will be applied to the sum of the labor per diem in f. 

above and the non-labor per diem in e. above for the 
number of months between the mid-point of the most recent 
calendar year ended end the mid-poinl of the? reimbursement 
period. The labor portion of the trend factor is set at zero (0) 

for the period referenced in A~pendix C. 

h. In accordance with Section V G, an amount will be added 
(or deducted) for tho operating cost applicable to the 

Medicaid Program for new (or deleted) setvices ar 
equipment which requires CON approval. 

i. The sum of g. and h. to be called the Medicaid Prospective 
Operating Cost Component. 

E. Seth4 the Individual Hospital Rates 

f he individual hospital rate will be the sum of the Medicaid Prospeclive 
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Capital Cost Component, the Medicaid Prospective Educational Cost Component, 
and the Medicaid Prospective Operating Cost Component. Amount allowed by 
appeals or adjustments wiil be added to or subtracted from this total, This rate shall 
be referred to as €he Medicaid Prospective Rate. 

Vlll. Upwer Pavment Limit 

In addit~an to the Medica~d prospective rate, hospitals located within Mississippi may 
be reirn bursed in accordance with the applicable regulations regarding the Medicaid 
upper payment limit. For each specified dass of hospitals, the amount that 
Medicare would ham pad for the previous year will be calculated and compared to 
what payments were actually made by Medicaid during that same time period. This 
calculalion may then be used to make payments to hospitals kt the current year. 
The difference between Medicaid payments and what Medicare would have paid, or 
allowable multiple of that difference, may be paid to hospitals, within each specified 
class, in accordance with applicable stale and federal laws and regulations. 
lnclud~ng any provisions specified in appropriations by the Mississipp! Legislature. 

IX. Plan Im~Iementalion 

A. Payments under this plan will be effective for services rendered Juiy 1, 1981 and 
thereafter. 

B The Dtvrsion of Medicaid will provide an opportunity for interested members ofthe 
public to review and cornment on the rate methodology before it is implemented. 
This will be accomplished by publishing in newspapers af widest circulation in each 
city in Mississippi with a population of 50,000 or more prior to implementing the rate 
methodology. A period of thiny (30) days will be allowed for camment. f he Division 
of Medicaid wtll notify the administrator of each hospital of the prospective rate for 
therr hospital. 

C. The Division of Medicaid shall maintain any comments received on the plan, 
subsequent changes to the pfan, or rates for a period of five 15) years from the date 
of receipt. 

X. &plicai~on of Sanctions 

A. Sanctions may be imposed by the Division of Medicaid against a provider for any 
one of the following reasons: 

1. Failure to disclose or make available to the Division of Medicaid, or its 
authorized agent, any records af services provided to Medicaid recipients 
and records of payment made therefor. 
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Unless a timely and proper request for a hearing is received by the Division from the 
provider, the findings of the Division shall be considered a final and binding 
administrative determination. 

The heanng will be conducted in accordance wlth the Procedures for 
Administrative and Fair Hearings as adopted by the M~ssissippi Division of Medicaid. 

XI. k m e n f s  Assurance 

The State will pay each hospilal which furnishes the services in accordance with the 
requirements of the State Plan the amount determined for services furnished by the 
hospital according to the standards afid methods set forth in the FAississippi Title XIX 
Inpatient Hospital Reimbursement Plan. 

In all circumstances where third party payment is involved, Medicaid will be the payer of 
last resort. 

XII. m d e r  Participation 

Payments made in accordance with the standards and methods described in this 
attachment are designed to enlist participation of a st~fficient number of hospitals in 
the program so that eligible persons can receive Ihe medical care and services included in 
the State Plan, at least to the extent these sewices are available to the general public. 

XII1. m e a n t  In Full 

Participation in the program shall be lirn~led 10 hospitals who accept, as payn~ent in 
full for sewces rendered to Medicald recipients, the smount paid In accordance with 
this Slate Plan. 
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X I  Plan Evaluatioj 

Documentatian will be maintained to effectively morlilor and evaluate 
experience during administration of the plan. 
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