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PASARR 


B. ODMRDD RESPONSIBILITIES 


1. Fiscal Related 


a. 	 ShallinvoiceODHSat least quarterly, in a 

format approved by ODHS, through an ISTV the 

actual Medicaid reimbursable
costs for 

screening required by OBRA'87 for persons with 

mental retardation or related
condition. 


b. Shallinsurethat the county boards of MR/DD 

submitcostreports in a format and on a 


costs
schedule approved by ODHS for all 

associated with providing PAS= screens. 


C. 	 Shall submit claims for PASARRscreens within 

365 days of the datethe service wasprovided. 


d. 	 ODMR/DD is responsible for insuring that a l l  
financial,necessary statistical and medical 


recordsare maintained to disclose fully the 

extent of PASARR services provided for a period

of six years from date of last 

reimbursement pursuant to this Agreement, or if 

an audit is initiated within the six year

period, until the audit is completed and every 

exception resolved. ODMR/DD
shall provide
these recordsuponrequest to ODHS, HCFA, or 

stateany other or
federal agency with 

authority to audit these records. 


e. ODMR/DD
shall provide the required state 
matching share. By entering into this 
Agreement, ODMR/DD hereby certifies the 
availability of the required stateshare f o r  
PASAAR services. 
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PREADMISSION SCREENINGAND ANNUAL RESIDENT REVIEW (PASARR) 

A. ODHS RESPONSIBILITIES 

1. Fiscal Related 


a. 	 Shall process Interagency Fund Transfers (Isms) to 
the account specified by ODMR/DD, transferring the 
federalshare of Medicaid funds. Fund transfers 
will be contingent upon the availability of federal 
funds. The federalsharetransferred to ODMR/DD
will be at the rate applicable to Medicaid PAS= 
activity,which at thetimethis agreement was 
entered into is 75% federal and 252 state share. 

b. 	 Shall review county boardof MR/DD cost reports,

performannualfiscalaudits to verify allowable 

Medicaid reimbursable costs for PASARR activities, 

and final
a
determinesettlement of actual 

allowable costs. If an overpayment occurs, ODMR/DD 

shallremit to ODHS throughISTV the amount of 

overpayment
within 30 days of notice. If an 
underpaymentoccurs, ODHS shallremitto ODMRIDP 
throughanISTVtheamount of the underpayment
within 30 days. 

decline to make for
C. 	 Shall payment outstanding

services if ODMR/DD or any county board of MR/DD 

fails to provide information or access for fiscal 

audits or cost settlements as specified in federal 

regulations, Ohio Administrative Code, or the terms 

and conditions of this Agreement. 


d. 	 Shallcomplete and submit FFP claims for OBRA'87 
PASARRrelatedMedicaidreimbursableactivities. 
Reimbursementshall be made in accordance with 
federalstate unless otherwiseand guidelines

specified in writing. 
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PASARR 


B. ODMRDD RESPONSIBILITIES 


1. Fiscal Related 


a. 	 Shall invoice ODHS at least quarterly, in a 
format approved by ODHS, through an Ism the 
actual Medicaid reimbursablecosts for 

screening required by OBRA'87 for persons with 

mental retardation or related condition. 


b. Shallinsurethat the county boards of MR/DD 

submit 	 cost reports in a format and on a 


costs
schedule approved by ODHS for all 

associated with providing PASARR screens. 


c. 	 Shall submit claims for PASARRscreens within 

365 days of the date the service was provided. 


d. 	 ODMR/DD is responsible for insuring thatall 

necessary financial, statistical and medical 

recordsare maintained to disclose fully the 

extent of PASARR services provided for a period-­

of six years from date last 

reimbursement pursuant to this Agreement, or if 

an audit is initiated within the six year

period, until the audit is completed and every

exception resolved. ODMR/DD shall provide

theserecordsuponrequest to ODHS, HCFA, or 

any other
state or federal agency with 

authority to audit these records. 


e. ODMR/DD shall
provide

matching share. 

Agreement, ODMR/DD

availability of the 

PAS= services. 


.' 

the required
state 

By entering into this 

hereby certifies
the , 
required stateshare f o r  
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"PROGRAM THEDAYS" IS DEFINED, FORPURPOSES OF THIS RULE, THE 
TOTALNUMBER W MEDICAID REIMBURSABLE UNITS OF ACTIVE t r e a t m e n t  

I NSERVICES (AS D E F I E D  PARAGRAPH ( B ) ( l )  OF THIS AND 
PARAGRAPH ( B ) ( 3 )  OC RULE 5101:3-37-13 W THE ADMINISTRATIVE CODE)
WHICH WERE DELIVERED BY A CERTIFIED h a b i l i t a t i o n  CENTER during A 
GIVEN t w e l v e - m o n t h  PERIOD. 

"RATE YEAR" IS DEFINED, FORPURPOSES of THIS RULE, THE STATE 
FISCAL YEAR DURING wh ich  ANY GIVEN SET OF MEDICAID-COVERED 

PROGRAM -HABILITATION CENTER RATES HAS M E N  DETERMINED B Y  THE ODHS 
TO BE I N  EFFECT. 

REIMBURSEMENT'"MEDICAID ALLOWABLE AND/OR "THE MEDICAID PAYMENT' 
PURPOSES OF THIS RULE, FEDERALIS d e f i n e d  FOR AS THE SUM OF THE 

MEDICAID THAT ARE PAID DIRECTLY TO A CERTIFIED 
HABILITATION CENTER by OOHS AN0 THOSE s t a t e / l o c a l  dollars THAT 
HAVE BEEN AS MA= FUNDSALLOCATED THE MEDICAID-COVERED 
HABILITATION PROGRAM SERVICES d e l i v e r e d  B Y  R A T  
HABILITATION CENTER. PAYMENTSSUCH ARESUBJECT TO FISCAL AUDIT 

COST s e t t l e m e n t  TO ENSUREAND THAT payments ARE EQUAL TO OR LESS 
THAN ACTUAL, REASONABLE AND ALLOWABLE MEDICAID COST AND ARE 

I NOTHERWISE a c c o r d a n c e  WITH CHAPTER 5101:3-37 OF THE 
0-ADHI administrative -CODE 

( C )  MEDICAID r e i m b u r s e m e n t  THE medica id -coveredI N  HABIL ITATION CENTER 
PROGRAM I S  ONLY AVAILABLE FOR SERVICES ARE delivered AND 
DOCUMENTED by THE CERTIFIED HABILITATION CENTER IN ACCORDANCE with THE 
RULES CONTAINED I N  0CHAPTER 5101:3-37 W THE -ADMINISTRATIVE -code 

(1 1 	 THE documen ta t i on  WHICH must BE m a i n t a i n e d  I N  THE h a b i l i t a t i o n  
CENTER SHALL INCLUDE: 

( a )  	 A COPY OF M HOTICE OF CERTIFICATION THE O H I O  
depar tmen t  of mental r e t a r d a t i o n  AND deve lopmenta l
DISABIL IT IES ( o o m / O O )  stating THE PROVIDER IS A 
CERTIFIED h a b i l i t a t i o n  C U T E R  (SEE RULE 51 23: 2-1 5-01 Of THE-a d m i n i s t r a t i v e  -C o o ( )  

(b) 	 A COPY OF: THE verification W ALLOCATED s t a t e / l o c a l
MATWIN6funds  A V A I L M U  AND commi t ted  TO THE CERTIFIED 

' HABILITATION C U T E R  for THE PURPOSE W MATCHINGFEDERAL 
MEDICAID DOLLARS IN the m e d i c a i d - c o v e r e d  HABILITATION 
CENTERPROGRAM (AS required BY RULE 5101 :3-37-01 OF THE 
ADMINISTRATIVE COO� p u r s u a n t  TO DIVISION ( B )  OF SECTION 
n11.041 OF THE REVISED -code-

_ _  :.b :: :., :-, qzPBg 
.'.. new . ...- _ . . t  a,. # I.. ,.. ./ p  - / , - y o  

- I - ' 7 / / p 7  
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( C )  	 A COPY OF THE medicaidcovered HABILITATION CENTER 
PROGRAM-PROVIDER agreement -SIGNED - AN0 DATED- B Y  
appropriate representative OF THE CERTIFIED HABILITATION 
CENTER Am) THE STATE W -MI0 (SEE RULE 5101:3-37-01 O f  THE -administrative -COO�1. 

(d) 	 A CURRENT COPY OF EACH RECIPIENT'S COMPREHENSIVE ASSESSMENT 
REPORT AND THE INDIVIDUAL HABILITATION PIAM (IHP), OR THE 
INDIVIDUAL PROGRAM plan (IPQ) AS describedin PARAGRAPH 
(B)(2) OF RULE 5101:3-37-13 -E ADMINISTRATIVE -code 

(e) 	 DOCUMENTATION OF SERVICE DELIVERY FOR ALL MEDICAID-COVERED 
HABILITATIONCENTER PROFESSIONAL SERVICES SHALL BE 

e MAINTAINED IN A RECIPIENT SPECIFIC chart/file AND SHALL 
include 

(1 )  	 THE RECIPIENT'S name AND medicaid IDENTIFICATION/
RECIPIENT number 

(2 )  THE date on which THE SERVICE VAS DELIVERED; 

(3) 	 A DESCRIPTION OF THE SPECIFICSERVICE WHICH WAS 
delivered . AN0 comments OR COOIN6 REGARDING THE 
RECIPIENT'S response/progress W E R E  APPLICABLE; 

(4) 	 THE name AND position/title OF THE INDIVIDUAL who 
DELIVERED THE SERVICE; 

( 5) 	 THE TOTAL time rounded TO THE NEAREST HIminute1 SPENT 
in delivering THE SERVICE; 

(6 )  	 WEN SERVICES ARE delivered AT A LOCATION other THAN 
THE CERTIFIED habilitation CENTER PREMISES, THE 
location AT which M SERVICE U S  DELIVERED; AND 

(7) 	 WHEW SERVICES are delivered ON BEHALF OF ?i� 
RECIPIENT, %UT include CONTACT WITH A PERSON or 
AGENCY 0- fMI THE RECIPIENT, THE name 
affiliation TITLEPOSITION, RELATIONSHIP To -HE 
RECIPIENT must K specified 

f 	documentation OF transportation SERVICES MUST be kept r Y 
ACCORDANCE with paragraph (6)(3) W RULE 5101:3-37-22 X 
THE -ADMIMISTRAT IV0 -C= . 
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( c )  INTEREST EXPENSEMONEYFOR BORROWED TO a l l e v i a t e  CASH flow 
PROBLEMS RESULTING FROM RATE REDUCTIONS OR CLAIMS 
SUSPENSIONS IMPOSED FOR DELINQUENT filing OF COST REPORTS 
AS DESCRIBED I N  PARAGRAPH ( E ) ( 5 )  W THIS RULE. 

( d )  THE AMOUNT OF ANY INTEREST ONOVERPAYMENTSANY INTEREST 
FOREXPENSEMONEY bor rowed  TO ALLEVIATE CASH FLOW PROBLEMS 

r e s u l t i n g  from A FINAL s e t t l e m e n t  OVERPAYMENT. 

(e )  	 COSTS RELATED TO PATIENT CARE AND SERVICES THAT ARE NOT 
COVERED UNDER THE HABILITATION PROGRAM AS DESCRIBED I N  
RULES 5101 :3-37-01 TO 5101 :3-37-22 OF THE -ADMINI STRATI VE -CODE . 

( 2 )  FOR PURPOSES OF DETERMINING ALLOWABLE AND REASONABLECOST IN THE 
PURCHASE 01: goods AND SERVICES FROM A RELATED PARTY,THE 
FOLLOWING DEFINITION of RELATEDSHALL BE u s e d  "RELATED" IS ONE 
WHO ENJOYS, OR HAS ENJOYED w i t h i n  THE PREVIOUS FIVE YEARS, ANY 
DEGREE OF ANOMERBUSINESS RELATIONSHIP WITH THE OWNER or 
OPERATOR OF THE FACILITY,DIRECTLY OR INDIRECTLY, OR WHO I S  

MARRIAGE OR BIRTH TO THE OWNERORRELATED BY OPERATOR OF THE 
FACILITY. THE DEPARTMENTRESERVES THE RIGHT to ESTABLISH UPPER 
L IMITS OR TESTS of REASONABLENESSFORCOSTS ASSOC IATED WITH 
RELATEDPARTY TRANSACTIONS AS NECESSARY TO ASSURE EFFECTIVE AND 
E F F I C I E N T  d e l i v e r y  O f  h a b i l i t a t i o n  SERVICES. 

h a b i l i t a t i o n  CENTER( 3 )  	 re imbursemen t  FOR E L I G I B L E  COVERED SERVICES 
MAY NOT EXCEED THE LESSOR W REASONABLECOST OR BILLED CHARGES. 
BILLINGS FORSUCH SERVICES MUST REFLECT THE PROVIDER'S CUSTOMARY 
CHARGEFOR THE SERVICE RENDERED. 

(E) COST r e p o r t i n g  

( 1 )  c e r t i f i e d  HABILITATION CENTERS which  PARTICIPATE ASPROVIDERS IN 
THE m e d i c a i dcovered HABILITATION CENTER PROGRAM ARE REQU I RED TO 

WHICH COVER A CONSECUTIVE t w e l v eSUBWIT ANNUM REPORTS m o n t h  
PER100 O f  THEIR OPERATION. COST REPORTS MUST BE FILED WITHIN 
FORTY-FIVE DAYS O f  THE END of THE PROVIDER'S COST r e p o r t i n g  YEAR. 

(2 )  	 COST REPORTS MUST BE SUBMITTED TO ODHS d i v i s i o n  OF MEDICAL 
ASSISTANCE, BUREAU OF HOSPITAL RATES andaudits USING A FORM 
APPROVEDBY THE d e p a r t m e n t  

( 3  1 	 ALL COST REPORTS MUST BE PREPARED I N  ACCORDANCE WITH TITLE X V I  II 
PRINCIPLES g o v e r n i n g  REASONABLECOSTREIMBURSEMENT AS SET forth 
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