Table of Contents
State/Territory Name: Washington
State Plan Amendment (SPA) #: 15-0033
This file contains the following documents in the order listed:
1) Approval Letter

2) CMS 179 Form
3) Approved SPA Pages



DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

Seattle Regional Office

701 Fifth Avenue, Suite 1600, MS/RX-200

Seattle, WA 98104

Division of Medicaid & Children’s Health Operations

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

November 16, 2015

Dorothy Frost Teeter, Director
MaryAnne Lindeblad, Director
Health Care Authority

PO Box 45502

Olympia WA 98504-5502

RE: Washington State Plan Amendment (SPA) Transmittal Number 15-0033

Dear Ms. Teeter and Ms. Lindeblad:

The Centers for Medicare & Medicaid Services (CMS) Seattle Regional Office has completed its
review of State Plan Amendment (SPA) Transmittal Number WA 15-0033. This SPA is being
submitted in order to request a 12-month exception period to the federal requirement for a
Recovery Audit Contractor (RAC). This is to allow the Agency time to re-evaluate the services
to include in the RAC contract expected to be entered into before July 1, 2016.

This SPA is approved with an effective date of July 16, 2015.

If you have any additional questions or require any further assistance, please contact me, or have
your staff contact Yvonne Martin at yvonne.martin@cms.hhs.gov or (206) 615-3802.

Sincerely,

Digitally signed by David L. Meacham -S
DN: c=US, 0=U.S. Government, ou=HHS,
u=CMS, ou=People,
.9.2342.19200300.100.1.1=200004185
8, cn=David L. Meacham -S

Date: 2015.11.19 14:04:00 -08'00"

David L. Meacham

Associate Regional Administrator

cc:
Ann Myers, HCA
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36b

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State

WASHINGTON

Citation

Section 1902(a)(42)(V)(i)
of the Social Security Act

Section 1902(2)(42)(B)(ii)(1)
of the Act

Section 1902(a)(42)(B)(ii)(I)(aa)
of the Act

4.5b Medicaid Recovery Audit Contractor Program

_____The State has established a program under

which it will contract with one or more recovery audit
contractors (RACs) for the purpose of identifying
underpayments and overpayments of Medicaid claims under
the State plan and under any waiver of the State plan.

X _The State is seeking an exception to establishing
such program for the following reasons:
Washington conducted a procurement and didn’t receive any
bids from vendors. The State will be re-evaluating the services
to include in the RAC contract and needs additional time for re-
procurement.

X _The State/Medicaid Agency has contracts of the
type(s) ) listed in section 1902(a)(42)(B)(ii)(I) of the Act. All
contracts meet the requirements of the statute. RACs are
consistent with the statute.
Note: The State is in the process of re-evaluating the services
to include in the RAC contract and expects to enter into a
contract before July 1, 2016.

Place a check mark to provide assurance of the following:

X_ The State will make payments to the RAC(s) only from
amounts recovered.

X _The State will make payments to the RAC(s) on a
contingent basis for collecting overpayments.

The following payment methodology shall be used to
determine State payments to Medicaid RACs for identification
and recovery of overpayments (e.g., the percentage of the
contingency fee):

X __ The State attests that the contingency fee rate paid to
the Medicaid RAC will not exceed the highest rate paid to
Medicare RACs, as published in the Federal Register.

Back to TOC
The State attests that the contingency fee rate paid to

the Medicaid RAC will exceed the highest rate paid to
Medicare RACs, as published in the Federal Register. The
State will only submit for FFP up to the amount equivalent to
that published rate.

TN# 15-0033 Approval Date  11/16/15 Effective Date 7/16/15

Supersedes

TN# 14-0029





