Michigan Department of Health and Human Services
Public Nursing Facility Special Payment Adjustment Program
Attestation of Participation Statement

Facility Name:


Contact Name/Title:


Telephone Number:
(       )__

Email Address:


Period Begin Date:


Period End Date:


County Name:


County Code:


License Number:


I certify that the information provided herein is accurate, complete, consistent, and prepared with my knowledge and consent. It does not contain untrue, misleading or deceptive information, and it conforms to the requirements contained in the Michigan Medicaid State Plan, Attachment 4.19-B for the special payments made as a result of incurred allowable costs in excess of the Medicaid reimbursement rate.  In the event the actual allowable costs from the audited Medicaid cost report do not support the payment made under this provision, the provider will reimburse the State for amounts received in excess of the that permitted under the State Plan and Medicaid reimbursement policy.  I further agree that retrospective cost settlements will be made in accordance with the State Plan, as applicable.

I certify that the financial arrangements used to provide the non-federal share for these special Medicaid payment adjustments conform with Title XIX of the Social Security Act, Section 1903(w), which delineates federal requirements for obtaining Federal Financial Participation under Medicaid.  

I acknowledge that the Certified Public Expenditure (CPE) amount determination, reconciliation and adjustments are not subject to appeal under the Medicaid Provider Reviews and Hearings Rules (R 400.3401) because it is not part of the Medicaid reimbursement rate.  It is an interim payment mechanism to recognize allowable costs.  The provider is given advance notice of the CPE amount, which can be reviewed with the Medicaid Reimbursement and Rate Setting Section (RARSS).  The provider's request for review must be made within 15 days of the notice of the special payment amount and it must be specific to the problem.
I acknowledge that any subsequent determination by State or Federal regulators denying participation of the County Medical Care Facility in this Program, either prospectively or retrospectively, which results in a requirement to repay federal funds obtained through participation in this special payment program, or payment of any penalties, fees or any other assessments made against the County as a result of its participation in this Program, is the sole responsibility of the County.  Certified expenditures disallowed during the audit process are due in total within 60 days of notification of overpayment.  

By signing this statement, the County is providing its assurances to the Center for Medicare and Medicaid Services (CMS) that County funds for the County Medical Care Facility were expended voluntarily.  The County provides the non-Federal share of Certified Public Expenditure (CPE) transactions made for time periods beginning on January 1, 2009 which reimburse the County Medical Care Facility at its Medicaid costs.  The decision to expend these County funds was a voluntary and independent decision made without any influence by the State of Michigan or its representatives, and will remain voluntary as long as the CPE transactions are authorized in the Medicaid State Plan and the facility remains in public ownership.
Administrator, Officer or Authorized Person Signature:
Name _______________________________________________  
Date:_____________________________

Title 


