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BACKGROUND AND OVERVIEW




Medicaid Electronic Health Record (EHR)
Incentive Payment Program Background

Section 4201 of the American Recovery and Reinvestment
Act of 2009 (ARRA) authorized funding for Medicaid
programs to run incentive payment programs for the
adoption and meaningful use of health information
technology (HIT).

Planning, implementation, and operation of the Electronic
Health Record (EHR) incentive program is funded 90% by
the federal government, 10% by state general funds.



Medicaid EHR Incentive Payment
Program Background

Incentive payments to providers who participate in the
program will be funded 100% by the federal government.

The final rule governing the EHR incentive program was
published to the Federal Register July 28, 2010, with a
clarifying amendment added December 28, 2010.

http://www.regulations.gov/#!documentDetail;D=CMS FRD
OC 0001-0520;0ldLink=false



http://www.regulations.gov/
http://www.regulations.gov/
http://www.regulations.gov/
http://www.regulations.gov/
http://www.regulations.gov/search/Regs/home.html

Medicaid EHR Incentive Program
Overview

The purpose of the incentive program is to encourage
eligible Medicaid providers to adopt and subsequently
meaningfully use certified EHR technology.

Incentive payments are NOT intended to cover all of
the costs involved in EHR adoption and
implementation, and practice re-organization.

The incentive payment is issued after a provider
demonstrates program compliance.



ELIGIBILITY




Eligible Hospitals

— Acute Care Hospitals (including Critical Access)
which have a CCN that ends in 0001-0879 or
1300-1399. Must meet a Medicaid patient
volume of 10% in any 90-day period in preceding
Federal Fiscal Year

— Children’s Hospitals which have a CCN that ends in
3300-3399. No Medicaid patient volume is
needed for children’s hospitals.



* Bein the list of eligible hospitals

* Meet the 10% minimum Medicaid patient
volume in a 90-day period in the previous
Federal Fiscal Year

* Adopt, Implement or Upgrade to a certified
EHR System or be demonstrating Meaningful
Use and receiving a Medicare payment (for
dually-eligible hospitals)



PATIENT VOLUME




Patient Volume Calculation

Total Medicaid patient encounters in any
consecutive 90-day period in the preceding
Federal Fiscal Year

X 100

Total patient encounters in the same
90-day period



For Eligible Hospitals

Count inpatient discharges where Medicaid paid something on the service
(Medicaid paid amount is greater than zero)

Count emergency room visits where the revenue code is 450-459 and
Medicaid paid something on the bill. If the same patient was treated in
the emergency room more than once on a given day, only count as one
encounter.

Only Medicaid payments paid through funding with Title XIX of the Social
Security Act can be included in the encounters. Medicaid payments for
the Kids Connection program, state-only funded programs and Federal
grant-funded programs cannot be included. Since Nebraska pays all of
these under the Medicaid program and there is no distinction of the
funding source on the Medicaid card, DHHS will need to help separate
these.

Include managed care encounters
Include nursery bed days, psychiatric care, regular inpatient care, etc.



REGISTRATION AND
ENROLLMENT



REGISTRATION

The first step in the process is to register with CMS.
There is a CMS user guide to help you with the
registration process. This is the link for registration
with CMS:
https://www.cms.gov/EHRIncentivePrograms/20 Regi

strationandAttestation.asp#TopOfPage



https://www.cms.gov/EHRIncentivePrograms/20_RegistrationandAttestation.asp
https://www.cms.gov/EHRIncentivePrograms/20_RegistrationandAttestation.asp

ENROLLMENT

After registering with CMS, wait 24 hours for the information to
be electronically sent to Nebraska DHHS from CMS then complete
the enrollment form with DHHS. The enrollment form can be
obtained from our website
http://dhhs.ne.gov/medicaid/Pages/med ehr.aspx.

Registration is at the Federal (CMS) level, Enroliment is at the State
Medicaid (DHHS) level



http://dhhs.ne.gov/medicaid/Pages/med_ehr.aspx
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Division of Medicaid and Long-Term Care
Eligible Hospital (EH) EHR Incentive Program Enrollment and Attestation

" Contact Information for all Inquiries &nd rasponses
First Name Ml Last Name SuMx Jow THie

Phong numer (Incude area code) E-mal address

Provider Information
Mame af Hospltal NPI [Mational Provides Igentfier) Number  Medicald Mumber
CCH Humber Provider Type (piease select one)

| |E| Acute Care Hospital (including Critical Access Hospital) O Chidren's Hospital

Patient Volume Information
What Is the continuous 50 day period for which you are reporting patent volume?

Firaim: To:
|

Medicald Patient Encounters

Tatal Medlicald palient encounters during the reporting period

Total patient encounizrs during the rporting pedod

Wer any of the above Medicald patent encounters provied to an indvidual(s) covered by a Madicald program other than Mebraska™ O'ves O Mo

If yas, which states

Parcentage of patient volume In the oiher states

Please indicate the stage of your EHR system.

||:| Aot Ol Implementad O Upgracesd [l Demans¥ating Meaningtul Usa |
Prowide the ONC Certifcation Mumber for your EHR system
Meadicare Cost Report Information
Please complete the right colurmn in the table below.
Reported Data
Diata Blerment If data is drasmn from CMS 2552-D6: If data is drawn from CMS 2552-10: Please complete

Total Discharges - Flecal Year 17

‘Worksheet 5-3, Part |, Coiumn 15, Une 12

‘Worksheet 5-3, Part |, Coiumn 15, Une 14

Tiodal Discharges - Flscal vear 2

‘Workshest 5-3, Part |, Coiumn 13, Uin2 12

‘Worksheet 53, Part |, Coiumn 15, Lin2 14

Total Discharges - Flacal Year 3

Worksheet 5-3, Part |, Column 15, Une 12

Worksheet 5-3, Part |, Column 15, Une 14

Total Discharges - Flscal vear 4

‘Workshee! 5-3, Pant |, Coiumn 15, U2 12

‘Worksheet 5-3, Part |, Coiumn 13, Une 14

Total Medkaid Days

Worksheet 53, Part |, Coiumn 5, Lines 1,
&-10 {and validated against MMIS data)

Worksheet 53, Part |, Coiumn 7, Lines 1,
812 {and validated against MMIS dats)

Medicald HMC Days Worksheet 5-3, Part |, Column 5, Une 2 ‘Worksheet 5-3, Part |, Column 7, Line 2
Total Hospial Days ‘Workshee! 5-3, Part |, Column &, Lines 1, ‘Worksheet 5-3, Part |, Coiumn 8, Lines 1,
2,510 2,812

Tidal Charnty Charges ‘Workshest 5-10, Une 30 Workshest 510, Une 20
Tofal Hosplal Changes ‘Worksheet C, Parl |, Column E, Line 101 Worksheet C, Part |, Column E, Line 200

==

MC-157 Craited 312 (84151




Terma of Attestation and Agreement

This Agreement betwesn the Mebraska Depariment of Health and Human Services, Division of Medicaid & Long Term Care (hereinafter the Departmend)
and the approved service provitier QoWerns the provision of the service(s) indicated in this Agreement as defined in the elecironic heakth recoeds final rule
issued by the Centers sor Medicare and Medicaid Senvices (CMS-0033-F), the EHR incantive Program Manual, Nebrasia Adminisirafve Code [NAC)
Tites 465 and 471, Appropriate checklisys) marked ‘Provider Addendum {name of senvicef” and oiher appropriate additions 1o the agreement marked
“Attachment (A, B, of G for serdices isfare atiached and by this reference are made pant of this agreement. A compleie Agreement is effective, upon
accepance by e Depanment, by formal notiication 1o a provider that Te Agreement has been accegpied.

A5 @ peovider partidpating in e Electonic Health Recond Incendive Program for the Medicaid & Long-Term Care programs specified in this agreement, fe
Providier a5 5Unes:

1. Full compliance with e reguisions and applicatie policies and procedures of the Nebraska Department of Health and Human Senices in the
adminisiration of program senices. hipJfwwa.dhhs ne gowMedicad/ and hifpoidhhs.negowiPagesieg M71.aspx;

2. Full comgiiance with all applicable Federal statutory and reguiatory law;
3. Full compliance with e State’s audit process;

4. Full compliance with requirement found at 42 CFR 455,432 speciying that the provider agrees o permil CMS, its agents, its desgnated contracirs, o
the Siale Medicaid agency o conduct unannaunced an-site inspections of any and all provider locations;

5. Full compliance with requirement found at 42 CFR 455 434 specifying that the peovider consents to ciminal background checks including fingemiinting
when required i do 5o under Siate Lw of by level of screening based on fsk of #aud, wasie, o abuse as detemmined for Tat calegory of provider;

6. That the payment detemmined in accordance with Tie policies of the Nebraska Department of Health and Human Services will be Te full and complete
paryment for the satisiacion of program requirements, and the amaunt paid will be accepled a5 payment in full and that no additional payment will be
claimed.

7. That all goods and services fof which paymend will be claimed will be provided in compliance with Te Civil Raghts Act of 1964, and Section 504 of the
Rehabiltason Act of 1973, and e Age Discrimination Acl of 1975 (45 CFR, Parts BD, B4, and 54);

8. That senice records will b= ref@ined as are necessary 1o fully disclose satisdaction of program requirements and the extent of the senices provided
o suppat and document all claims, for 3 mismum period of S years 3 required under HIPPA Section 164.530); The State can request supporting
documentation.

9. It will aliow federal, state, of local ofices responsible for program adminisFation of audit i review senvice reconds, in accordance with 45 CFR 7420
74.24; and 42 CFR 431.107. Inspeciions, reviews, and audits may be conducted on site.

10.Provider understands that provider enrollment does not constitie employment by the Siate of Nebraska or quaraniee refemals;
11. This agreement will not be ransfemed 1o any other person of entity;

12 Provider understands that any payment is made with federal funds and is contingent upon availability of those funds and federal requirements fr
disbursement,

13.That all iormiation will be disciosed o Netvaska Depatment of Healh and Human Services as nequired by policies of Te Department;

14.Undersianding that ary faise claimes {incuting claims submitied elecironically), stalements, documents of concealment of materal fact may be
prosecuied under appicable State or Federal laws (42 CFR 455.18); and any incenive payments paid io the EP or hospital laier sound o have been
made based on fraudulent or inaccurale infarmation or attestation may be recouped by the St

15.The EHR incantive payments will be treated ke all other income and are subject to Federal and State laws regarding income X, wage gamishment
and debt recoupment.

16.This form and any required addenda, andior attachments mus! be completed and submitled grior 1o @ request for payment bsing considered complete.
17.By signing this Agreement, fe provider i agresing 1o be bound by the appeals process 521 furm in Mebrasia's Reguistons

| nave read and undersiand Te terms of this agreement and attestation. | atiest that Te feregoing information is Fue, accurale and complete. | understand
trat Medicaid EHR inceniiive payments submitied under Tis provider numiber will be from Federal Sunds and that any falsification or concealment of 3
maienial fact may be prosecuted under Federal and State Laws.

Printad Name of ProviderAuthorzed COfMiclal Completing this Fom JOi Thie

Signatura Data
MC-151 Paga 2




PAYMENTS

17




The payments for EHs are based on the Medicare Cost Reports. The hospital
fiscal year which ended in the Federal Fiscal Year preceding the Payment
Year is considered the base year



A

Hospital Name:
CMS Certification Number #

[ S - T Y S T S

[y }

Base Hospital Fiscal Year

L ]

Description

Please enter the the following information:

Medicare Cost Report 2552-10
Location

C D
Medicare Cost Report 2552-96
Location Entered Data

7 Total Discharges - Fiscal Year-3

Worksheet 53, Part |, Column 15, Line 14

Worksheet 5-3, Part |, Column 15, Line 12

7 Total Discharges - Fiscal Year-2

Worksheet 53, Part |, Column 15, Line 14

Worksheet 5-3, Part |, Column 15, Line 12

L

Total Discharges - Fiscal Year -1

Worksheet 53, Part |, Column 15, Line 14

Worksheet 5-3, Part |, Column 15, Line 12

10 Total Discharges - Fiscal Year

Worksheet 53, Part |, Column 15, Line 14

Worksheet 5-3, Part |, Column 15, Line 12




Total Charity Charges needs to be calculated from the

amount of uncompensated charges minus the bad
debt.

From Cost Report

[otal Medicaid Days

Worksheet 3-3, Part |, Column 7, Line 1,
Lines 8-12

Worksheet &3, Part |, Column 5, Lines 1,
6-10

Viedicaid HMO Days

Worksheet 5-3, Part |, Column 7, Line 2

Worksheet 5-3, Part |, Column 5, Line 2

[otal Hospital Days

Worksheet 5-3 Part 1, Column &, Line 1, 2,
Lines 8- 12

Worksheet &3, Part |, Column 6, Lines 1,
2,610

[otal Charity Charges

Worksheet 3-10, Column 3, Line 20

Worksheet &-10, Line 30

[otal Hospital Charges

Worksheet CPart 1, Column & Line 200

Worksheet C, Part |, Column & Line 101




» USE THE PAYMENT CALCULATION TOOL ON
OUR WEBSITE TO ESTIMATE THE AMOUNT
OF YOUR PAYMENT



DOCUMENTS THAT NEED TO
ACCOMPANY ENROLLMENT

System generated report from the software system from which the patient
volume calculations were made

Proof of A/I/U (signed purchase order or signed EHR vendor contract, contract
with REC or other entity with whom implementation exercises are planned,
documented implementation work plan and EHR contractual agreement. This
is not needed if a dually-eligible hospital who has also attested to Medicare.

Break down of the uncompensated care (amount that is charity care and
amount that is bad debt)



