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percent limit and that amount will be-
come the low-DSH State’s DSH allot-
ment for the current Federal fiscal 
year. In no Federal fiscal year will a 
low-DSH State’s DSH allotment be al-
lowed to exceed its individual State 12- 
percent limit. 

(e) Supplemental amount available for 
low-DSH States. 

(1) A supplemental amount is the 
State’s share of a pool of money (re-
ferred to as a redistribution pool). 

(2) CMS will calculate the redistribu-
tion pool for the appropriate Federal 
fiscal year by subtracting from the pro-
jected national DSH expenditure target 
the following: 

(i) The total of the State DSH base 
allotments for all high-DSH States; 

(ii) The total of the previous year’s 
State DSH allotments for all low-DSH 
States; 

(iii) The State growth amount for all 
low-DSH States; and 

(iv) The total amount of additional 
DSH payment adjustments made in 
order to meet the minimum payment 
adjustments required under section 
1923(c)(l) of the Act, which are made in 
accordance with § 447.296(b)(5). 

(3) CMS will determine the percent of 
the redistribution pool for each low- 
DSH State on the basis of each State’s 
relative share of the total unadjusted 
medical assistance expenditures for the 
Federal fiscal year compared to the 
total unadjusted medical assistance ex-
penditures for the Federal fiscal year 
projected to be made by all low-DSH 
States. The percent of the redistribu-
tion pool that each State will receive is 
equal to the State’s total unadjusted 
medical assistance expenditures di-
vided by the total unadjusted medical 
assistance expenditures for all low- 
DSH States. 

(4) CMS will not provide any low- 
DSH State a supplemental amount 
that would result in the State’s total 
DSH allotment exceeding 12 percent of 
its projected total unadjusted medical 
assistance expenditures. CMS will re-
allocate any supplemental amounts not 
allocated to States because of this 12- 
percent limitation to other low-DSH 
States in accordance with the percent-
age determined in paragraph (e)(3) of 
this section. 

(5) CMS will not reallocate to low- 
DSH States the difference between any 
State’s actual DSH expenditures appli-
cable to a Federal fiscal year and its 
State DSH allotment applicable to that 
Federal fiscal year. Thus, any unspent 
DSH allotment may not be reallocated. 

(f) Special provision. Any increases in 
a State’s aggregate disproportionate 
payments, that are made to meet the 
minimum payment requirements speci-
fied in § 447.296(b)(5), may exceed the 
State base allotment to the extent 
such increases are made to satisfy the 
minimum payment requirement. In 
such cases, CMS will adjust the State’s 
base allotment in the subsequent Fed-
eral fiscal year to include the increased 
minimum payments. 

[57 FR 55143, Nov. 24, 1992, as amended at 58 
FR 43182, Aug. 13, 1993] 

§ 447.299 Reporting requirements. 
(a) Beginning with the first quarter 

of Federal fiscal year 1993, each State 
must submit to CMS the quarterly ag-
gregate amount of its disproportionate 
share hospital payments made to each 
individual public and private provider 
or facility. States’ reports must 
present a complete, accurate, and full 
disclosure of all of their DSH programs 
and expenditures. 

(b) Each State must report the aggre-
gate information specified under para-
graph (a) of this section on a quarterly 
basis in accordance with procedures es-
tablished by CMS. 

(c) Beginning with each State’s Med-
icaid State plan rate year 2005, for each 
Medicaid State plan rate year, the 
State must submit to CMS, at the 
same time as it submits the completed 
audit required under § 455.204, the fol-
lowing information for each DSH hos-
pital to which the State made a DSH 
payment in order to permit 
verification of the appropriateness of 
such payments: 

(1) Hospital name. The name of the 
hospital that received a DSH payment 
from the State, identifying facilities 
that are institutes for mental disease 
(IMDs) and facilities that are located 
out-of-state. 

(2) Estimate of hospital-specific DSH 
limit. The State’s estimate of eligible 
uncompensated care for the hospital 
receiving a DSH payment for the year 
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under audit based on the State’s meth-
odology for determining such limit. 

(3) Medicaid inpatient utilization rate. 
The hospital’s Medicaid inpatient utili-
zation rate, as defined in Section 
1923(b)(2) of the Act, if the State does 
not use alternative qualification cri-
teria described in paragraph (c)(5) of 
this section. 

(4) Low income utilization rate. The 
hospital’s low income utilization rate, 
as defined in Section 1923(b)(3) of the 
Act if the State does not use alter-
native qualification criteria described 
in paragraph (c)(5) of this section. 

(5) State defined DSH qualification cri-
teria. If the State uses an alternate 
broader DSH qualification method-
ology as authorized in Section 
1923(b)(4) of the Act, the value of the 
statistic and the methodology used to 
determine that statistic. 

(6) IP/OP Medicaid fee-for-service (FFS) 
basic rate payments. The total annual 
amount paid to the hospital under the 
State plan, including Medicaid FFS 
rate adjustments, but not including 
DSH payments or supplemental/en-
hanced Medicaid payments, for inpa-
tient and outpatient services furnished 
to Medicaid eligible individuals. 

(7) IP/OP Medicaid managed care orga-
nization payments. The total annual 
amount paid to the hospital by Med-
icaid managed care organizations for 
inpatient hospital and outpatient hos-
pital services furnished to Medicaid eli-
gible individuals. 

(8) Supplemental/enhanced Medicaid IP/ 
OP payments. Indicate the total annual 
amount of supplemental/enhanced Med-
icaid payments made to the hospital 
under the State plan. These amounts 
do not include DSH payments, regular 
Medicaid FFS rate payments, and Med-
icaid managed care organization pay-
ments. 

(9) Total Medicaid IP/OP Payments. 
Provide the total sum of items identi-
fied in § 447.299(c)(6), (7) and (8). 

(10) Total Cost of Care for Medicaid IP/ 
OP Services. The total annual costs in-
curred by each hospital for furnishing 
inpatient hospital and outpatient hos-
pital services to Medicaid eligible indi-
viduals. 

(11) Total Medicaid Uncompensated 
Care. The total amount of uncompen-
sated care attributable to Medicaid in-

patient and outpatient services. The 
amount should be the result of sub-
tracting the amount identified in 
§ 447.299(c)(9) from the amount identi-
fied in § 447.299(c)(10). The uncompen-
sated care costs of providing Medicaid 
physician services cannot be included 
in this amount. 

(12) Uninsured IP/OP revenue. Total 
annual payments received by the hos-
pital by or on behalf of individuals 
with no source of third party coverage 
for inpatient and outpatient hospital 
services they receive. This amount 
does not include payments made by a 
State or units of local government, for 
services furnished to indigent patients. 

(13) Total Applicable Section 1011 Pay-
ments. Federal Section 1011 payments 
for uncompensated inpatient and out-
patient hospital services provided to 
Section 1011 eligible aliens with no 
source of third party coverage for the 
inpatient and outpatient hospital serv-
ices they receive. 

(14) Total cost of IP/OP care for the un-
insured. Indicate the total costs in-
curred for furnishing inpatient hospital 
and outpatient hospital services to in-
dividuals with no source of third party 
coverage for the hospital services they 
receive. 

(15) Total uninsured IP/OP uncompen-
sated care costs. Total annual amount of 
uncompensated IP/OP care for fur-
nishing inpatient hospital and out-
patient hospital services to Medicaid 
eligible individuals and to individuals 
with no source of third party coverage 
for the hospital services they receive. 
The amount should be the result of 
subtracting paragraphs (c)(12) and 
(c)(13), from paragraph (c)(14) of this 
section. The uncompensated care costs 
of providing physician services to the 
uninsured cannot be included in this 
amount. The uninsured uncompensated 
amount also cannot include amounts 
associated with unpaid co-pays or 
deductibles for individuals with third 
party coverage for the inpatient and/or 
outpatient hospital services they re-
ceive or any other unreimbursed costs 
associated with inpatient and/or out-
patient hospital services provided to 
individuals with those services in their 
third party coverage benefit package. 
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Nor does uncompensated care costs in-
clude bad debt or payer discounts re-
lated to services furnished to individ-
uals who have health insurance or 
other third party payer. 

(16) Total annual uncompensated care 
costs. The total annual uncompensated 
care cost equals the total cost of care 
for furnishing inpatient hospital and 
outpatient hospital services to Med-
icaid eligible individuals and to indi-
viduals with no source of third party 
coverage for the hospital services they 
receive less the sum of regular Med-
icaid FFS rate payments, Medicaid 
managed care organization payments, 
supplemental/enhanced Medicaid pay-
ments, uninsured revenues, and Sec-
tion 1011 payments for inpatient and 
outpatient hospital services. This 
should equal the sum of paragraphs 
(c)(9),(c)(12), and (c)(13) subtracted from 
the sum of paragraphs (c)(10) and (c)(14) 
of this section. 

(17) Disproportionate share hospital 
payments. Indicate total annual pay-
ment adjustments made to the hospital 
under Section 1923 of the Act. 

(18) States must report DSH pay-
ments made to all hospitals under the 
authority of the approved Medicaid 
State plan. This includes both in-State 
and out-of-State hospitals. For out-of- 
State hospitals, States must report, at 
a minimum, the information identified 
in § 447.299(c)(1) through (c)(6), (c)(8), 
(c)(9) and (c)(17). 

(d) Each State must maintain, in 
readily reviewable form, supporting 
documentation that provides a detailed 
description of each DSH program, the 
legal basis of each DSH program, and 
the amount of DSH payments made to 
each individual public and private pro-
vider or facility each quarter. This in-
formation must be made available to 
Federal reviewers upon request. 

(e) If a State fails to comply with the 
reporting requirements contained in 
this section, future grant awards will 
be reduced by the amount of FFP CMS 
estimates is attributable to the ex-
penditures made to the dispropor-
tionate share hospitals as to which the 
State has not reported properly, until 
such time as the State complies with 
the reporting requirements. Deferrals 
and/or disallowances of equivalent 
amounts may also be imposed with re-

spect to quarters for which the State 
has failed to report properly. Unless 
otherwise prohibited by law, FFP for 
those expenditures will be released 
when the State complies with all re-
porting requirements. 

[46 FR 47971, Sept. 30, 1981, as amended at 73 
FR 77950, Dec. 19, 2008; 74 FR 18657, Apr. 24, 
2009] 

Subpart F—Payment Methods for 
Other Institutional and Non-
institutional Services 

SOURCE: 43 FR 45253, Sept. 29, 1978, unless 
otherwise noted. Redesignated at 46 FR 47973, 
Sept. 30, 1981, and further redesignated at 58 
FR 6095, Jan. 26, 1993. 

§ 447.300 Basis and purpose. 
In this subpart, § 447.302 through 

§ 447.325 and § 447.361 implement section 
1902(a)(30) of the Act, which requires 
that payments be consistent with effi-
ciency, economy and quality of care. 
Section 447.371 implements section 
1902(a)(15) of the Act, which requires 
that the State plan provide for pay-
ment for rural health clinic services in 
accordance with regulations prescribed 
by the Secretary. 

[72 FR 39239, July 17, 2007] 

§ 447.302 State plan requirements. 
A State plan must provide that the 

requirements of this subpart are met. 

[46 FR 48560, Oct. 1, 1981] 

§ 447.304 Adherence to upper limits; 
FFP. 

(a) The Medicaid agency must not 
pay more than the upper limits de-
scribed in this subpart. 

(b) In the case of payments made 
under the plan for deductibles and co-
insurance payable on an assigned Medi-
care claim for noninstitutional serv-
ices, those payments may be made only 
up to the reasonable charge under 
Medicare. 

(c) FFP is not available for a State’s 
expenditures for services that are in 
excess of the amounts allowable under 
this subpart. 

NOTE: The Secretary may waive any limi-
tation on reimbursement imposed by subpart 
F of this part for experiments conducted 
under section 402 of Pub. L. 90–428, Incentives 
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