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5101:3-3-22 Rate recalculations, interest on overpayments, penalties, 
         repayment of overpayments, and deposit of repayment of 
         overpayments for nursing facilities (NFs) and intermediate 
         care facilities for the mentally retarded (ICFs-MR). 

 
(A) If the provider properly amends its cost report under rule 5101:3-3-20 of the 
Administrative Code, the Ohio department of job and family services (ODJFS) 
makes a finding based on an audit under rule 5101:3-3-21 of the Administrative 
Code, or ODJFS makes a finding based on an exception review of resident 
assessment information conducted under section 5111.27 of the Revised Code after 
the effective date of the rate for direct care costs that is based on the assessment 
information any of which results in a determination that the provider has received a 
higher rate than it was entitled to receive, ODJFS shall recalculate the provider's 
rate using the revised information. ODJFS shall apply the recalculated rate to the 
periods when the provider received the incorrect rate to determine the amount of 
the overpayment. The provider shall refund the amount of the overpayment. In 
addition to requiring a refund under this rule, ODJFS may charge the provider 
interest at the applicable rate specified in this rule from the time the overpayment 
was made. 
 
(1) If the overpayment resulted from costs reported for calendar year 1993, the 
interest shall be no greater than one and one-half times the average bank 
prime rate. 
 
(2) If the overpayment resulted from costs reported for subsequent calendar years: 
 
(a) The interest shall be no greater than two times the average bank prime rate 
if the overpayment was equal to or less than one per cent of the total 
medicaid payments to the provider for the fiscal year for which the 
incorrect information was used to establish a rate. 
 
(b) The interest shall be no greater than two and one-half times the average 
bank prime rate if the overpayment was greater than one per cent of the 
total medicaid payments to the provider for the fiscal year for which the 
incorrect information was used to establish a rate. 
 
(3) ODJFS shall determine the average bank prime rate using statistical release 
H.15, "Selected Interest Rates," a weekly publication of the federal reserve 
board, or any successor publication. If statistical release H.15, or its successor 
ceases to contain the bank prime rate information or ceases to be published, 
ODJFS shall request a written statement of the average bank prime rate from 
the federal reserve bank of Cleveland or the federal reserve board. 
 
(B) ODJFS also may impose the following penalties: 
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(1) If a provider does not furnish invoices or other documentation that ODJFS 
requests during an audit within sixty days after the request, no more than the 
greater of one thousand dollars per audit or twenty-five per cent of the 
cumulative amount by which the costs for which documentation was not 
furnished increased the total medicaid payments to the provider during the 
fiscal year for which the costs were used to establish a rate; 
 
(2) If an owner fails to provide notice of sale of the facility closure, voluntary 
withdrawal or voluntary termination of participation in the medical assistance 
medicaid program, or change of operator as required by rules 5101:3-3-51.6 
and 5101:3-3-84.5 of the AdministrativeRevised Code, no more than the 
current average bank prime rate plus four per cent of the last two monthly 
payments. 
 
(C) If the provider continues to participate in the medical assistance medicaid program, 
ODJFS shall deduct any amount that the provider is required to refund under this 
rule, and the amount of any interest charged or penalty imposed under this rule, 
from the next available payment from ODJFS to the provider. ODJFS and the 
provider may enter into an agreement under which the amount, together with 
interest, is deducted in installments from payments from ODJFS to the provider. 
 
(D) ODJFS shall transmit refunds and penalties to the treasurer of state for deposit in the 
general revenue fund. 
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5!01:3-3-43.3 Calculation of quarterly, semiannual and annual nursing facility 
(XF) average case mix scores. 

(A) The definitions of all terms used in this rule are the same as set forth in rules 5101:3- 
3-01,5101:3-3-43,] and 5101 53-43.4 of the Administrative Code. 

(B) The Ohio department of job and family services (ODJFS) shall process resident 
assessment data submitted by NFs in accordance with rule 5101:3-3-43.1 of the 
Administrative Code and shall classify residents using the resource utilization 
groups, version 111 (RUG 111) classification system to determine resident case mix 
scores in accordance with rule 5101:3-3-43.2 of the Administrative Code. These 
resident case mix scores, based on relative resource weights as set forth in appendix 
E of rule 5101:3-3-43.2 of the Administrative Code, are used to establish two 
quarterly facility average ease mix scores each quarter. 

(1) The first quarterly facillty average case mlx score shall he calculated uslng all 
records selected for the quarter and shall be the quarterly fac~l~ty a%erage total 
case mlr score 

(2) The second quarterly facility average case mix score shall he calculated using 
only the records selected for the quarter that ODJFS identifies as medicaid 
records and shall be the quarterly facility average medicaid case mix score. 

(C) ODJFS shall calculate a quarterly facility average total case mix score ibr ali 
providers meeting the following requirements: 

j l j  In accordance with rdle 5lOi:3-3-43.! of the Administrative Code, rhe provider 
submitted resident assessment information by the filing date, and the data 
included resident assessme& for ail residents in medicaid certified beds as of 
the reporting period end date, and 

(a) The provider's resident assessment data submitted timely for that reporting 
quarter p v i d e d  sufficient information for accuratriy ciassifying at least 
ninety per cent of all residents in medicaid certified beds into RUG 111 
goups one through forty-four. or 

jbj The provider's resident assessment data submitted timely md corrected 
timely, in accordance with the procedures outlined in rule 5101:3-3-43.1 of 
the Administrative Code for correcting incomplete or inaccurate 
infomation, for that reporting quarter, provide6 sufficient infomation for 
accurately classifring at least ninety per cent of all residents in medicaid 
certified beds into RUG 111 groups one through fony-fou~ and 
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(c) There were no errors as described in paragraph (D) of rule 5 t01:3-3-33.1 of 
the Administrative Code that prevented OUJFS from verifying the records 
to be used in determining the quarterly facility average total case mix score. 

(2) The quarterly facility average total case mix score for providers that submitted 
their minimum data set version 3.0 (MDS 3.0) data in compliance with 
paragraph (C)(l) of this rule shall be calculated as follows: 

(a) All resident case mix scores for the quarter, including resident case mix 
scores in the forty-fifth RUG 111 group, are added together; then 

(b) The sum of resident case mix scores is divided by the total number of 
residents. 

(3) If a provider docs not comply with paragraph (C)(l) of this rule, ODJFS shall 
assign the NF a penalty score. The penaity score for the quarterly facility 
average total case mix score shall be a scorc that is five per cent less than the 
quarterly facility averase total case mix score for the preceding calendar quarter. 

(a) If the facility was subject to an exception review, in accordance with rule 
5101:3-3-43.4 of the Administrative Code, for the preceding quarter, the 
assigned quarterly total facility average case mix score shall be the score 
that is five per cent less than the score determined by the exception review. 

(b) If the facility was assigned a quarterly facility average total case mix score 
for the preceding calendar quarter, ;he assigned quarterly facility average 
total case mix score shall be the score that is five per cenr less than the score 
assigned for the preceding quarter. 

(D) ODJFS shall calculate a quarterly facility average medicaid case mix score for all 
proi-ides meeting the following requirements: 

(1) The provider's resident assessment dara submitted timely for that reporting 
quarter provide sufficient infomation for classifying at least ninety per cent ci 
records identified as medicaid records into RUG 111 groups one through forty- 
bur. or 

(a) The provider's resident assessment data submitred timely and corrected 
timely, in accordance with rhe procedure outiined in nile 510I:3-343.1 of 
fhz Administrative Code for correcting incomplete or inaccurate 
information, for that reporting quarter, provided sumcient infomation for 
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accurately classifHilg at least ninety per cent of all residents into RUG 111 
groups one though forty-four; and 

(b) There were no errors as described in paragraph (D) of rule 5 I01 :3-3-43.1 of 
the Administrative Code that prevented ODJFS &om verifying the records 
to be used in detemining the quarterly facility average medicaid case mix 
score. 

(2) OI>JFS shall identify a MDS 3.0 as a medicaid record if the MDS 3.0 meets the 
following requirements: 

(a) The MDS 3 0 1s not completed to meet the requrrements for a medicare part 
A stay. 

(b) The social security number (SSN) on the MDS 3.0 matches a SSN on the 
medicaid recipient master file (RMF) and 

(cf The assessment reference date (ARD) on the MDS 3.0 falls within the 
recipient's medicaid eligibility span. 

(3) The quarterly facility average medicaid case mix score for providers that 
submitted their MDS 3.0 data in compliance with paragraph (C)(I) of this rule 
shall be calculated as follows: 

(a) Medicaid resident case mix scores for the qu&er, including resident case 
mix scores in the forty-fif~ RUG Ill group, are added together; then 

(b) The $urn of medicaid resident case mix scores i s  divided by the rota1 number 
of medicaid residents. 

(4) If a provider does not comply with paragraph (D)(,l j of ihis rule, ODJFS shall 
assiw the NF a penalty score. The penalty score for the quarteriy facility 
average medicaid case mix score shail be a score that is five per cent less than 
the quarterly hciiity average medicaid case mix score for the preceding calendar 
quarter. 

(a) if the facility was subject to an exception review, in accordance with mie 
510?:3-3-43.4 of i h ~  iidn~inisrra:ive Code, for the preceding qumer, the 
assigned qt~arteriy facility average medicaid case mix score shall be the 
score rhai is h e  per cent iess than the score determined by the exception 
resiew. 
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Sec. 5111.26 Annual Cost Report for Each Facility; Reported by New Provider 
 
(A)(1)(a) Except as provided in division (A)(1)(b) of this section, each provider shall file 
with the department of job and family services an annual cost report for each of the 
provider's nursing facilities and intermediate care facilities for the mentally retarded that 
participate in the medicaid program. A provider shall prepare the reports in accordance 
with guidelines established by the department. A report shall cover a calendar year or the 
portion of a calendar year during which the facility participated in the medicaid program. 
A provider shall file the reports within ninety days after the end of the calendar year. The 
department, for good cause, may grant a fourteen-day extension of the time for filing cost 
reports upon written request from a provider. The director of job and family services shall 
prescribe, in rules adopted under section 5111.02 of the Revised Code, the cost reporting 
form and a uniform chart of accounts for the purpose of cost reporting, and shall 
distribute cost reporting forms or computer software for electronic submission of the cost 
report to each provider at least sixty days before the reporting date. 
 
(b) If rates for a provider's nursing facility or intermediate care facility for the mentally 
retarded were most recently established under section 5111.254 or 5111.255 of the 
Revised Code, the provider shall submit a cost report for that facility no later than ninety 
days after the end of the facility's first three full calendar months of operation. A If a 
nursing facility or intermediate care facility for the mentally retarded undergoes a change 
of provider thatthe department determines, in accordance with rules adopted under 
section 5111.02 of the Revised Code, is an arm's length transaction, the new provider 
shall submit a cost report for that facility not later than ninety days after the end of the 
facility's first three full calendar months of operation under the new provider. The 
provider of a facility that opens or undergoes a cha nge of provider that is an arm's length 
transaction after the first day of October in any calendar year is not required to file a cost 
report for that calendar year. 
 
(c) If a nursing facility undergoes a change of provider that the department determines, in 
accordance with rules adopted under section 5111.02 of the Revised Code, is not an arms 
length transaction, the new provider shall file a cost report under division (A)(1)(a) of 
this section for the facility. The cost report shall cover the portion of the calendar year 
during which the new provider operated the nursing facility and the portion of the 
calendar year during which the previous provider operated the nursing facility. 
 
(2) If a provider required to submit a cost report for a nursing facility or intermediate care 
facility for the mentally retarded does not file the report within the required time period 
or within fourteen days thereafter if an extension is granted under division (A)(1)(a) of 
this section, or files an incomplete or inadequate report for the facility, the department 
shall provide immediate written notice to the provider that the provider agreement for the 
facility will be terminated in thirty days unless the provider submits a complete and 
adequate cost report for the facility within thirty days. During the thirty-day termination 
period or any additional time allowed for an appeal of the proposed termination of a 
provider agreement, the provider shall be paid the facility's then current per resident per 
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day rate, minus two dollars. On July 1, 1994, the department shall adjust the two-dollar 
reduction to reflect the rate of inflation during the preceding twelve months, as shown in 
the consumer price index for all items for all urban consumers for the north central 
region, published by the United States bureau of labor statistics. On July 1, 1995, and the 
first day of July of each year thereafter, the department shall adjust the amount of the 
reduction in effect during the previous twelve months to reflect the rate of inflation 
during the preceding twelve months, as shown in the same index. 
 
(B) No provider shall report fines paid under sections 5111.35 to 5111.62 or section 
5111.99 of the Revised Code in any cost report filed under this section. 
 
(C) The department shall develop an addendum to the cost report form that a provider 
may use to set forth costs that the provider believes may be disputed by the department. 
Any costs reported by the provider on the addendum may be considered by the 
department in setting the facility's rate. If the department does not consider the costs 
listed on the addendum in setting the facility's rate, the provider may seek reconsideration 
of that determination under section 5111.29 of the Revised Code. If the department 
subsequently includes the costs listed in the addendum in the facility's rate, the 
department shall pay the provider interest at a reasonable rate established in rules adopted 
under section 5111.02 of the Revised Code for the time that the rate paid excluded the 
costs. 
 
(2005 H 66, eff. 7-1-05) 
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5101:3-3-21 Audits of nursing facilities (NFS)facility (NF) and intermediate 
care facilities for the mentally retarded (ICFS-MR)cost 
reports. 

 
(A) The Ohio department of job and family services (ODJFS) may conduct audits an 
audit of the JFS 02524 medicaid NF and ICF-MR cost report in accordance with 
Chapter 119. under section 5111.27 of the Revised Code, and shall notify the NF or 
ICF-MR provider of its audit findings. 
 
(1) Until an audit is conducted or until three years have elapsed since the cost report 
was filed with ODJFS, whichever is earlier, a facility may amend the cost 
report as set forth in the final rate recalculation provision pursuant to section 
5111.28 of the Revised Code and rule 5101:3-3-20 of the Administrative 
Code. The amended cost report shall be submitted to ODJFS in duplicate on 
the appropriate JFS 02524 cost report forms on a diskette or compact disk 
along with a signed certification page addressed to "Ohio Department of Job 
and Family Services, Bureau of Long Term Care Facilities, Reimbursement 
Section, 30 East Broad Street, 33rd Floor, Columbus, Ohio 43215-3414".  
 
(2) ODJFS may establish a contract for the auditing of facilities by outside firms. 
Each contract entered into by bidding shall be effective for one to two years. 
The ODJFS shall establish an audit manual and program which shall require 
that all field audits, conducted either pursuant to a contract or by ODJFS 
employees: 
 
(a) Comply with applicable rules prescribed pursuant to title XVIII of the 
"Social Security Act," 79 Stat. 286 (1965), 42 U.S.C. 1395, as amended 
and title XIX of the "Social Security Act," 49 Stat. 620 (1935), 42 
U.S.C.A. 301 79 Stat. 286 (1965), 42 U.S.C. 1396, as amended; and 
 
(b) Consider generally accepted auditing standards prescribed by the 
American institute of certified public accountants, www.aicpa.org; and 
 
(c) Include a written summary as to whether the costs included in the report 
examined during the audit are allowable and are presented fairly in 
accordance with generally accepted accounting principles and ODJFS 
rules, whether in all material aspects, allowable costs are documented, 
reasonable, and related to patient care; and 
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(d) Are conducted by ODJFS employees auditors or by accounting firms who, 
during the period of the professional engagement or employment and 
during the period covered by the financial statements cost reports, do 
not have nor are committed to acquire any direct or indirect financial 
interest in the ownership, financing, or operation of a nursing facility 
(NF) or intermediate care facility for the mentally retarded in this state; 
and 
 
(e) Are conducted by ODJFS employees auditors or by accounting firms who, 
as a condition of the contract or employment, shall not audit any facility 
that has been a client of the firm or an ODJFS employee auditor; and 
 
(f) Are conducted by ODJFS employees auditors or by auditors who are 
otherwise independent as determined by the standards of independence 
established by the American institute of certified public accountants 
www.aicpa.org; and 
 
(g) Are completed within the time period as specified by ODJFS in paragraph 
(A)(1) of this rule; and 
 
(h) Provide to the facility provider complete written interpretations which that 
explain in detail the application of all relevant contract provisions, 
regulations, auditing standards, rate formulae, and ODJFS policies, with 
explanations and examples, that are sufficient to permit the facility 
provider to calculate with reasonable certainty those costs that are 
allowable and the rate to which the provider's facility is entitled. 
 
(B) ODJFS shall prepare a written summary of any audit disallowance set forth in 
paragraph (A) of this rule. Where the facility provider is pursuing judicial and 
administrative remedies in good faith regarding the disallowance or finding, ODJFS 
shall not withhold from the facility's provider's current payments any amounts the 
department claims to be due from the facility set forth in the final rate recalculation 
provision provider pursuant to section 5111.28 of the Revised Code. 
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5101:3-3-13 4 Exception review process for nursin:: facilities (NFs). 

(.4) The definitions of all terms not defined in this rule are the same as set forth in rules 
5101 :3-3-01 and 5101 :3-3-43.1 of the Administrative Code. 

(1) "Combination review" is a type of exception review where the Ohio department 
of job and family services (ODJFS) reviews records selected in one of the 
following ways: 

(a) A combination of records selected pursuant to random and targeted criteria: 
or 

(h) Records initially selected for a targeted review, hut insufficient records were 
available to meet the targeted review sample size requirements, are 
combined with randomly selected records to complete the sample size. 

(c) Records initially selected for a random review conIhined with records 
selected for a targeted review as a result of findings of the random review. 

(2j "Exception review" is a review of minimum data set (MDS) assessment data. It 
is conducted at a selected nursing facility (NF) by registered nurses and other 
appropriate licensed or certified health professionals employed by or under 
contract with ODJFS for purposes of identifying any patterns or trends related to 
resident assessments submitted in accordance with rule 5101:3-3-43.1 of the 
Administrative Code, which could result in inaccurate case mix scores used to 
calculate the direct care rate. 

13) "Eftecti+e date of the rate" is either the first day of July or January for a given 
fiscal year 

(4) "Exception review toleranee level" is the level of variance between the facility 
and ODJFS in MDS assessment item responses affecting the resource utilization 
groups, version Il l  (RUG 111) classification of a facility's residents. Two kinds 
of toierance levels have been established for exception reviews: initial sample 
tolerance Iesel: and expanded review tolerance levei. 

!a) "'lrrrtial sample tolerance 1eveI" is the percentage of unverifiable records 
found h i n g  the initial sample of an exception review, below which no 
hrther review will be pursued for the same six month period. The initial 
sample toierance level shali be less than fiiieen per cent of the entire 
sample. 

TfJ iU-0(iZ Approval Date 1 8 2014 
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(b) "Expanded review tolerance level" is an acceptable level of variance in the 
calculation of a provider's quarterly facility average medicaid ease mix 
score or an acceptabie per cent of rhe records sampied at exception review 
that were lu~verifiahle. 

(5) "Random review" is a type of exception review that examines randomly selected 
records from any of the RUG 111 major categories identified in rule 5101:3-3- 
43.2 of the Administrative Code. 

(6 )  "Record" is an MDS assessment identified as a medicaid record as set forth in 
paragraph (D)(2) of rule 5 101 :3-3-43.3 of the Administrative Code. 

(7) "Targeted review" is a type of exception review that targets records in restorative 
nursing programs, current toileting program or trial, andlor bowel toileting 
program, clinically complex with symptoms of depression, or one or more of the 
seven mutually exclusive RGG I11 major categories identified in rule 5101:3-3- 
43.2 of the Administrative Code. Nursing rehabilitation/restorative care 
includes records grouped in the following RUG 111 classifications: RLB, RLA, 
IB2, IA2, BB2, BA2, PE2, PD2, PC2, PB2, and PA2 as identified in rule 
5101:3-3-43.2 of the Administrative Code. Clinically complex with depression 
includes records grouped in the following R17G 111 classification: CC2, CB2, 
and CA2 as identified in rule 5101:3-3-43.2 ofthe Administrative Code. 

(8) The "variance" is the percentage difference between the quarterly facility average 
medicaid case mix score based on exception review findings and the quarterly 
facility average medicaid case mix score from the provider's submitted MDS 
records. 

(a) The exception review tolerance level shall be either less than a hvo per cent 
variance between the quarterly facility average medicaid case mix score 
based on exception review findings and the quaneriy facility average 
medicaid case mix score h m  the provider's submitted MDS records or less 
than nventy per cent of the medicaid records sampled at exception review 
were unverifiable. 

Jb) The vaiance calculation will not recognize modifications to MDS 
assessmalts and new ;isszssrien-ri:s foiioiving an inactivationt submitted by 
the facility aAer notification ofthe excepion review. 

(9j A "verifiable MDS record"is a provider's completed h1DS assessment form. 
based on facility supplied MDS assessment data, submitted to the state for a 
resident for a specific reporting quarter, which upon examination by ODJFS 
during an exception review. has been detmined to accurately represent the 
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aspects of the resident's condition, during the specified assessment time frame, 
that affect the correct RUG 111 classification of that record. 

(10) h "unverifiable MDS record" is a provider's completed MUS assessment form, 
based on facility supplied MDS assessment data, submitted to the state for a 
resident for a specific reporting quarter which, upon examination by ODJFS, has 
been determined to inaccurately represent the aspects of the resident's condition, 
during the specified assessment time frame, that affect the RUG 111 classification 
of that record. MDS coding may he deemed unsupported if inconsistencies are 
found in the sources of information through verification activities. 

fB) All exception reviews will comply with the applicable provisions of the medicare and 
medicaid programs. 

(C) Providers may he selected for an exception review by ODJFS based on any of the 
following: 

(1) The findings ofa  certification survey conducted by the Ohio department of health 
that may indicate that the facility is not accurately assessing residents, which 
may result in the resident's inaccurate classification into the RUG I11 system; 

(2) A risk analysis profile that may include, but is not limited to, one or more of the 
following: 

(a) A change in the frequency distribution of their residents in the major RUG 
111 categories, nursing rehabilitation~restorative care, or clinicaily complex 
with depression; or 

(b) The frequency distrihution of residents in the major RUG If1 categories, 
nursing rchabiIitationirestorative care, or clinically complex with depression 
that exceeds statewide averages; or 

(c) A sudden or drastic change in the facility average case mix score; or 

(dl A change in the frequency &smbu:~on of codcd responses to a MDS item 

(3) Prior resident assessmerit perfi~m-arrre of the provider, may inch& bur is not 
limited to, ongoing problems wirh assessment submission deadlir~es, mor  raws, 
incorrect assessment dates, and apparent unchanged assessment praeticsls) 
following a previous exception review. 

(D) Exception reviews shall be conducted at the facility by registered nurses and other 
iicensed or certified health professionais under contract wirh or employed by ODJFS. 
When a team of ODJFS reviewers conducts an on-site exception review, rhe team 
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shall be led by a registered nurse. Persons conducting exception reviews on behalf 
of ODJFS shall meet the following conditions: 

( I )  During the period of their professional employment with ODJFS, reviewers must 
neither have nor be committed to acquire any direct or indirect financial interest 
in the ownership, financing, or operation of a NF which they review in Ohio. 

(2) Rebriewers shall not review any provider where a member of their family is a 
current resident. 

(3) Rebtewers shall not renew any prov~der that has been a cllent of the revlewer 
wlthin the past twenty-four months 

(4) Employment of a member of a health professional's Family by a provider that the 
professional does not review does not constitute a direct or indirect financial 
interest in the ownership, financing or operation of a ?E. 

( 5 )  Reviewers shall not review any provider that has been an employer of the 
reviewer within the past twenty-four months. 

(E) Prior notice: ODJFS shall notify the provider by telephone at least two working days 
prior to the review. 

jF) Providers selected for exception reviews must provide ODJFS reviewers with 
reasonable access to residents, professional and nonlicensed direct care staff, the 
facility assessors, and completed resident assessment instruments and supporting 
docurnenration regarding the residents' care nceds and treatments. Providers must 
also provide ODjES wirh sufficient infoom~ation to be able to contact the resident's 
attending or consulting physicians, other professionals from all disciplines who have 
observed, evaluated or treated the resident, such as contracted therapists, and the 
resident's familylsignificant others. These sources of information may help to 
validate infomaxion provided on the resident assessment instmment submitted to the 
srate. Verification activities may include reviewing resident assessment forms and 
supportrng docummtation, conducr~ng interviews with staff knosledgeable about the 
resident dunng the oobsenratxon perrod for the MDS, and observing residents 

(G) exception rcgiea~ sirdl be conducted of a random, targeted, or a combination of 
random md targeted sarnpies of completed resident assessn~ent instmrnents. The 
initial sampie size shall be greater than or equal to the minimum sample size 
presented in appendix A to this mie. The expanded sasnpie is based on the iniiiai 
sample findings. The expanded sample size is presented in appendix B to this rde, 

jN) Results from review of the initial sample shali be used to decide if further action by 
ODES is warranted. If the iilitial sample is io be expanded for further review, 
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ODJFS reviewers shall hold a conference with facility representatives advising them 
of the next steps of the review and discussing the initial sample findings. If the 
sartipic uT ceriiew~d records exceeds ine initid sarnpie roierancc ievei described in 
paragraph (A)(il)(a) of this rule, ODJFS: 

(1) May subsequently expand the exception review process to review MDS 
assessments as follows: 

(a) If the initial sample was a targeted review, the expanded sample size shalt be 
the lesser of the remaining records in the targeted category or the applicable 
minimum expanded sample size presented in appendix B to this rule. 

(b) If the initial sample was a random review that became a targeted review, the 
expanded sample shall be the lesser of the remaining records in the targeted 
category or the applicable minimum expanded sample size presented in 
appendix R to this rule. 

(cf If the initial sample was a random review, the expanded sample size shall be 
at least the applicable minimum sample size as presented in appendix B to 
this rule. 

(d) If the initial sample was a conlbination review, the expanded sample size 
shall he at least the applicable minimum sample size as presented in 
appendix B io this rule. The expanded sa~nple may consist of the remaining 
records in the targeted and random categories. 

(e) If the expanded review tolerance level is exceeded, ODES may 
subsequently expand the sample size far ihe same reportmg quarter up to 
and tncludlng one hundred per cent of the records and continue the revlew 
process 

(I) Ax the conciusion of the on-site portion of the exception review process. ODJFS 
reviewers shall hold an exit conference with facility representatives. Reviewers will 
share preliminary findings an&or concerns about verification or failure ro vezify 
RUG if1 classification for reviewed records. ~cviewers wili give provider 
rqresentalives one u.riSen p r e i i m i w ~  copy of the exception review findings 
indicating whether the facility was under or over the esrablished tolerance levels, 

(3) Ail exceptioii reviews skail include a final written s u m q  of the exception review 
findings including the find facility tolerance level caiculations and revised yuarleriy 
facility werage total case mix score and revised cjuarte?iy faciiity average medicaid 
case mix score. ODJFS shall mail a copy of the finat writren summary to the 
provider. 
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(K) Ail exception review reports shall be retained by ODJFS for at least six years. 

j i j  if the expanded revlew tolerance level is exceeded, ODJFS shaii use the exception 
review findings to calculate or recalculate resident case mix scores, quarterly, 
semiannual, and annual facility average case mix scores. Catculations or 
recalculations shall apply only to records actually reviewed by ODJFS and shali rrot 
be based on extrapotations to unreviewed records of findings from reviewed records. 
For example, ODJFS shall recalculate quarterly facility average case mix scores by 
replacing resident case mix scores of reviewed records and not changing the resident 
case mix scores of umevieured records. 

(M) ODJFS shall use the quarterly, semiannual, and annual facility avenge case mix 
scores based on exception review tindings which exceed the exception review 
tolerance level to calculate or recalculate the facility's rate for direct care costs for 
the appropriate six month period(s). However, scores recalculated based on 
exception review findings shail not be used to override any assignment o f a  quarterly 
facility average case mix score or a peer group cost per case mix unit made in 
accordance with rule 5101:3-3-43.3 of the Administrative Code as a result of the 
facility's failure to submit, or submission of incomplete or inaccurate resident 
assessment information, unless the recalculation results in a lower quarterly or 
semiannual facility average case mix score or peer group cost per ease mix unit than 
the one to be assigned. 

(1) If the exception review of a specific reporting quarter is conducted behie the 
efiective date of the rate for the conesponding six month period, and the review 
results in findings that exceed the tolerance level, ODJFS shall use the 
recalculated quarterly faciiiiy average case mix scores to calculate the faeilitys 
serniannuai average case mix score for the facility's direct care rate for that six 
month period. Calculated rates based on exception review findings may result 
in a rate increase or rare decrease compared to the rate based on the facility's 
submission of assessment information, 

(2) If the exception review of a specific reporting quarter is conducted after the 
effeuive date of the rate for a corresponding six nonth period, the review 
resuits in finding that exceed rhe exception review tolerance ieirei arad indicate 
the faciiiiy received a lower rate than it was entitled to receive, ODJFS shaii 
increase the direct care rate pmspectiveiy for the remainder of the six month 
period, bsginnlng one month aiier fhe first day of the month after the exception 
review is completed. 

(3) If the exception review of a specific reporting quaner is conducted after the 
effective date of the rate for a conesponding six month period, and the review 
resulrs in findings that exceed the exception review tolerance level and indicate 
the k i l i ry  received a bigfier rate than it was entitled to receive, O D E S  shail 
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reduce the direct care rate and apply it to the six month periods when the 
provider received the incorrect rate to determine the amount of the overpayment. 
Overpayments are payabie in accordance with rule 5101:3-3-22 of the 
Administrative Code. 

(N) Except for additional information submitted to ODJFS as piut of ?he processes set 
forth in paragraphs (0)  and (P) of this rule, the ODES exception review 
determination for any resident case mix score shall be considered final. A provider 
may submit corrections for individual records in accordance with rule 5101 :3-3-43.1 
of the Adminiswative Coile, however, the exception review determination for any 
resident assessment case mix score will be used to establish the facility average case 
mix score. 

(0) The provider may seek reconsideration of any prospective direct care rate which was 
established by recalculating the direct care rate as a result of an exception review of 
resident assessment infomation conducted before the effective date of the rate. 
Requests for rate reconsideration related to exception review findings must be 
submitted in accordance with the following procedures: 

( I )  A reconsideration of a prospective direct care rate on the basis of a dispute with 
ODJFS exception review findings shall be submitted to ODJFS no more than 
thirty days after receipt of exception review findings. 

( 2 )  The requesr for a reconsideration of a prospective sate on the basis of a dispute 
with exception review findings shaii be filed in accordance with the following 
procedures: 

(a) The request shall be iu writing, and 

(b) The request shall be addressed to "Ohio Department of Job and Family 
Services, Ohio Eiealth Plans, Bureau of Long Term Care Services and 
Supports, Disability and Aging Policy Section"; and 

jcj f he request shall lndlcare that it IS a request for rate recons~deration due to a 
dlspute filth exccprlon revlew findings, and 

( U T  *he request &a?i include a detailed explanarion of the i t e m  on ihe resident 

assessment records under dispute as weli as copies of re!evLmi, supporting 
documentation ftom specific individual records. The rcqaesr shall also 
include the provider's proposed resolution. 

(3)  ODJFS shail respond in writing within sixty days of receiving each written 
request for a rate reconsideration related to disputed exception review findings. 
!f ODJFS requests additional information to determine if the rate adjustment is 
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warranted, the provider shall respond in writing and shall provide additional 
supporting documentation no more than thirty days after the receipt of the 
request for additionai infomation. ODJFS shall respond in writing within sixty 
days of receiving the additional information to the request for a rate 
reconsideration due to disputed exception review findings. 

(4) If the rate is increased pursuant to a rate reconsideration due to disputed 
exception review findings, the rate adjustment shail he implemented 
retroactively to the initial service date for which the rate is effective. 

(5) When calculating the annual and semiannual facility average case mix scores in 
accordance with rule 5:01:3-3-43.3 of the Administrative Code, ODJFS shall 
use any resident case mix scores adjusted as a result of a rate reconsideration 
determination in lieu of the resident case mix scores from rhe exception review 
iindings. 

(P) The findings of an exception review conducted after the effective dare of the rate may 
be appealed under provisions of the Adminisrrative Procedure Act, Chapier 119. of 
the Revised Code. ODJFS shall not withhold from the facility's current payments 
any amounts ODJFS claims to be due from the facility as a result of the exception 
review findings while the provider is pursuing administrative or judicial remedies in 
good faith. 

TN Approval Date 1 8 Zgij 
§dpr-rsedes 
TK W EBectrvr Bate i O / O i / i O  



5101:3-3-43.4 Page 1 of 3

       
Appendix A

Exception Review Resident Initial Sample Selection

Medicaid Resident Census on 
Reporting Period End Date

Minimum Initial Sample Size
Required

1-4 All

5-10 5

11-20 8

21-40 10

41-44 11

45-48 12

49-52 13

53-56 14

57-75 15

76-80 16

81-85 17

86-90 18

91-95 19

96-100 20

101-105 21

106-110 22

111-115 23

116-160 24

161-166 25
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Continued: Appendix A
Exception Review Resident Initial Sample Selection

Medicaid Resident Census on 
Reporting Period End Date

Minimum Initial Sample Size
Required

167-173 26

174-180 27

181-186 28

187-193 29

194-300 30

301-310 31

311-320 32

321-330 33

331-340 34

341-350 35

351-360 36

361-370 37

371-380 38

381-400 39

401-410 40

411-420 41

421-430 42

431-440 43

441-450 44

451-460 45
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Continued: Appendix A
Exception Review Resident Initial Sample Selection

Medicaid Resident Census on 
Reporting Period End Date

Minimum Initial Sample Size
Required

451-460 46

461-470 47

471-480 48

481-490 49

491 or greater 50
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Appendix B
Exception Review Resident Expanded Sample Selection

Medicaid Resident Census on
Reporting Period End Date

Minimum Expanded Sample Size
Required (includes initial sample)

1 1

2 2

3 3

4 4

5 5

6 6

7 7

8 8

9 9

10-11 10

12 11

13 12

14-15 13

16 14

17 15

18-19 16

20 17

21-22 18

23 19

24-25 20
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Continued: Appendix B
Exception Review Resident Expanded Sample Selection 

Medicaid Resident Census on
Reporting Period End Date

Minimum Expanded Sample Size
Required (includes initial sample)

26 21

27-28 22

29-30 23

31 24

32-33 25

34-35 26

36-37 27

38-39 28

40-41 29

42-43 30

44-45 31

46-47 32

48-50 33

51-52 34

53-55 35

56-57 36

58-60 37

61-62 38

63-65 39

66-68 40

69-71 41
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Continued: Appendix B
Exception Review Resident Expanded Sample Selection 

Medicaid Resident Census on
Reporting Period End Date

Minimum Expanded Sample Size
Required (includes initial sample)

72-74 42

75-77 43

78-81 44

82-84 45

85-88 46

89-92 47

93-95 48

96-100 49

101-104 50

105-108 51

109-113 52

114-118 53

119-123 54

124-128 55

129-134 56

135-140 57

141-146 58

147-152 59

153-159 60

160-167 61
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Continued: Appendix B
Exception Review Resident Expanded Sample Selection 

Medicaid Resident Census on
 Reporting Period End Date

Minimum Expanded Sample Size
Required (includes initial sample)

168-174 62

175-183 63

184-191 64

192-201 65

202-211 66

212-221 67

222-232 68

233-245 69

246-258 70

259-272 71

273-287 72

288-304 73

305-322 74

323-342 75

343-364 76

365 or greater 77
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Sec. 5111.28 Operators Required to Refund Certain Payments; Interest; Penalties, Rate Adjustments 

(A) If a provider properly amends its cost report under section 5111.27 of the Revised 
Code and the amended report shows that the provider received a lower rate under the 
original cost report than it was entitled to receive, the department of job and family 
services shall adjust the provider's rate prospectively to reflect the corrected information. 
The department shall pay the adjusted rate beginning two months after the first day of the 
month after the provider files the amended cost report. If the department finds, from an 
exception review of resident assessment information conducted after the effective date of 
the rate for direct care costs that is based on the assessment information, that inaccurate 
assessment information resulted in the provider receiving a lower rate than it was entitled 
to receive, the department prospectively shall adjus t the provider's rate accordingly and 
shall make payments using the adjusted rate for the remainder of the calendar quarter for 
which the assessment information is used to determine the rate, beginning one month after 
the first day of the month after the exception review is completed. 

(B) If the provider properly amends its cost report under section 5111.27 of the Revised 
Code, the department makes a finding based on an audit under that section, or the 
department makes a finding based on an exception review of resident assessment 
information conducted under that section after the effective date of the rate for direct care 
costs that is based on the assessment information, any of which results in a determination 
that the provider has received a higher rate than it was entitled to receive, the department 
shall recalculate the provider's rate using the revised information. The department shall 
apply the recalculated rate to the periods when the provider received the incorrect rate to 
determine the amount of the overpayment. The provider shall refund the amount of the 
overpayment. 

In addition to requiring a refund under this division, the department may charge the 
provider interest at the applicable rate specified in this division from the time the 
overpayment was made. 

(1) If the overpayment resulted from costs reported for calendar year 1993, the interest 
shall be no greater than one and one-half times the average bank prime rate. 

(2) If the overpayment resulted from costs reported for subsequent calendar years: 

(a) The interest shall be no greater than two times the average bank prime rate if the 
overpayment was equal to or less than one per cent of the total medicaid payments to the 
provider for the fiscal year for which the incorrect information was used to establish a rate. 

(b) The interest shall be no greater than two and one-half times the current average bank 
prime rate if the overpayment was greater than one per cent of the total medicaid payments 
to the provider for the fiscal year for which the incorrect information was used to establish 
a rate. 

(C) The department also may impose the following penalties: 

SNODGR

SNODGR



5111.28.000                                                                                             Attachment 4.19D 
                                                                                                         Page 2 of 2 

            TN#   06- 010  Approval Date 05/17/07  
                                        Supersedes 
                                                                                   TN#      New   Effective Date 07/01/06       

(1) If a provider does not furnish invoices or other documentation that the department 
requests during an audit within sixty days after the request, no more than the greater of one 
thousand dollars per audit or twenty-five per cent of the cumulative amount by which the 
costs for which documentation was not furnished increased the total medicaid payments to 
the provider during the fiscal year for which the costs were used to establish a rate; 

(2) If an exiting operator or owner fails to provide notice of a facility closure, voluntary 
termination, or voluntary withdrawal of participation in the medicaid program as required 
by section 5111.66 of the Revised Code, or an exiting operator or owner and entering 
operator fail to provide notice of a change of operator as required by section 5111.67 of the 
Revised Code, no more than the current average bank prime rate plus four per cent of the 
last two monthly payments. 

(D) If the provider continues to participate in the medicaid program, the department shall 
deduct any amount that the provider is required to refund under this section, and the 
amount of any interest charged or penalty imposed under this section, from the next 
available payment from the department to the provider. The department and the provider 
may enter into an agreement under which the amount, together with interest, is deducted in 
installments from payments from the department to the provider.  

(E) The department shall transmit refunds and penalties to the treasurer of state for deposit 
in the general revenue fund. 

(F) For the purpose of this section, the department shall determine the average bank prime 
rate using statistical release H.15, "selected interest rates," a weekly publication of the 
federal reserve board, or any successor publication. If statistical release H.15, or its 
successor, ceases to contain the bank prime rate information or ceases to be published, the 
department shall request a writ ten statement of the average bank prime rate from the 
federal reserve bank of Cleveland or the federal reserve board. 

(2005  H 66,  eff. 7-1-05) 
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