AFH Medicaid Policy with Min Payment

[NAME OF ADULT FAMILY HOME NAME]

MEDICAID PAYMENT POLICY
WAC 388-76-10522
[Name of adult family home] will accept Medicaid residents under certain conditions:
·  [Name of AFH] will have no more than [specified number] of Medicaid Residents at one time.
· Minimum rate for Medicaid Residents is [insert $ amount of min daily rate] per day for the base daily rate as assessed by the CARE tool.
· [Name of AFH] will review an accurate assessment of the potential Resident, review the Medicaid rate for that assessment, speak with the Resident’s Case Manager, meet the Resident and the Resident’s Representative, and may request references for the Resident. 
· [Name of AFH] does reserve the right to fill empty beds regardless of payer source and will not hold empty Medicaid beds for those who may need to convert to Medicaid in the future.

· If a Resident exhausts private funds and needs to convert to Medicaid, the Resident can convert to Medicaid in the AFH so long as there is a Medicaid bed available to do so, the process outlined above is observed, and the count of Medicaid Residents in the home does not grow beyond [specified number of Medicaid Residents for this AFH] residents.
· This policy is in place for the protection of all Residents and for the long term viability of the AFH.

· [Name of AFH] has provided the Resident and/or Representative with a Disclosure of Charges form (DSHS Form 15-449) for their review.
By signing below you acknowledge that you have read this form and a representative of the adult family home has explained it to you.
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