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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State of MICHIGAN 
 

Policy and Methods for Establishing Payment Rates 
(Other than Inpatient Hospital and Long Term Care Facilities) 

 

______________________________________________________________________ 
 
TN NO.:  10-04        Approval Date: ____________            Effective Date: 04/01/2010 
 
Supersedes   
TN No.:  09-12   
 

A. Children’s Outpatient Hospital Adjustor Pool 
 

Qualifying children’s hospitals will share in an annual outpatient adjustor pool of $1,122,300 
for services provided during the fiscal year in which the payment is calculated.  The payment 
will be made by September 30th of each State fiscal year. 
 
Eligibility for the pool is restricted to freestanding children’s hospitals that have incurred 
outpatient Medicaid charges in excess of $40 million for hospital fiscal years ending in the 
second previous state fiscal year.  Payments will be made only to hospitals that have accepted 
cost reports on file with the Medical Services Administration by August 31st of the state fiscal 
year previous to the one in which the payment is made.  These data have been subject to 
review and appeal and will not be changed. 
 
The pool of $1,122,300 will be distributed to eligible freestanding children’s hospitals based 
on the ratio of the hospital’s Title XIX outpatient charges to the sum of the Title XIX 
outpatient charges for all qualifying hospitals.  Each eligible hospital will share in the pool 
proportionately using the ratio of the hospital’s Title XIX outpatient charges to the sum of the 
Title XIX outpatient charges for all qualifying hospitals. 
 
 
NOTE: Item B. and page 2b of this Attachment have been deleted.  The next item is C. on 
page 2b.1. 
 
 


