Public Nursing Facility Special Payment Adjustment Program
Attestation of Participation Statement Completion Instructions

Public Nursing Facilities (County Medical Care Facilities) are annually eligible to participate in the Public Nursing Facility Special Payment Adjustment Program.  Participation in the program is voluntary by the Public Nursing Facility.  The Public Nursing Facility must complete and submit “Attestation of Participation Statement” for each fiscal period the Facility elects to participate in the program.

Attestation of Participation Statement Submission:

The Public Nursing Facility must submit the Attestation of Participation Statement, 30 days before their fiscal year begins, if the Public Nursing Facility would like to be eligible for quarterly interim payments (payments made the last pay cycle of each calendar quarter).  The Attestation of Participation Statement may be submitted by the Public Nursing Facility no later than the filing of the fiscal period’s annual Medicaid cost report, and would be eligible for interim and final reconciliation for that fiscal period.
Facility Name:
Print or type the Public Nursing Facility’s Legal Name.
Contact Name/Title:
Print or type the Facility’s Contact Name and Title.  Enter the first and last name of the contact person and the contact person’s title.
Telephone Number:
Print or type the Facility’s Telephone Number.  Enter the area code and telephone number of the Facility’s Contact Name.
Email Address:
Print or type the Contact Name’s email address.
Period Begin Date:
Print or type the fiscal period’s begin date.  Either enter the calendar date, or enter the begin date in the “mm/dd/yyyy” format.
Period End Date:
Print or type the fiscal period’s end date.  Enter the calendar date or enter the end date in the “mm/dd/yyyy” format.  The period end date should agree with the 
County Name:
Print or type the name of the County, where the Public Nursing Facility is located.
County Code:
Print or type the Public Nursing Facility’s 2 digit county code number.

License Number:
Print or type the Public Nursing Facility’s 3 digit license number.
Name:
Signature of the Public Nursing Facility’s administrator, or official, or other authorized person that is authorized to sign the Attestation of Participation Statement.

Date:
Date of signature by Public Nursing Facility’s administrator or official or other authorized person.
Title: 
Print or type the Title of the Public Nursing Facility’s administrator, official or other authorized person that signed the Attestation of Participation Statement.
