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	Federally Qualified Health Center 
Change of Scope Application, Checklist, & Submission Process
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[image: Warning with solid fill]Applicants are encouraged to review Section 17b-262-1001 of State Agency Regulation to ensure the change in scope request submitted to the Department meets all regulatory requirements, contains all required information, and complies with regulatory submission timelines.

	Change in Scope
	
	

	
	When determining if and when to file a change in scope, health centers should review all relevant sections of statute and regulation, as applicable. Generally, a change in scope request may be submitted when a health center experiences an increase or decrease in the scope of services furnished by the health center. In accordance with 17b-245d(c)(1), the health center shall notify the Department, in writing, of any such increase or decrease not later than sixty (60) calendar days after the end of the health center's fiscal year in which the change in scope occurs.


	Getting Started
	
	

	
	Below is a list of documents that may be applicable to your change in scope request. Complete the checklist to ensure you have all documents ready for submission.

	☐	Medicare Cost Report for the most recently filed fiscal year

	☐	Medicaid Cost Report for the most recently filed fiscal year

	☐	Audited Financial Statements for the most recently filed fiscal year 

	☐	Health Resources and Services Administration (HRSA) Approved Change of Scope (if applicable)

	☐	Requested rate change for the change in scope request. Please provide this information in Excel. The rate calculation worksheet must include all formulas so the Department can review the Applicants rate calculation request. Any file with missing formulas will be deemed incomplete and returned to the Applicant.

	☐	Narrative description of each change in scope of service, including how services are provided both before and after the change.

	☐	Complete the Application Form and Attestation Statement featured at the end of this document and include as part of your submission.

	☐	Any other supporting or supplemental documentation to support the request as necessary. Supplemental documentation may include, but is not limited to, utilization data, invoices, financial statements, trend analysis, cost documentation, purchase documents, vendor contracts, etc.


	Preparing the Application 
	
	

	
	
Reminder: This document serves as a guide only. Applicants must reference Section 17b-262-1001 of the Department’s regulations to ensure the submitted change in scope request meets all regulatory requirements and applicable timelines for submission. 

	
	Contact: Please include a contact name, phone number, and email address for the main point of contact within your organization. This person must be an authorized representative of the health center with decision making authority who is able to support requests for additional information, and answer questions about the application.  

	
	Narrative: The Applicant shall complete the narrative document attached to this application. The narrative provides the Department with the necessary information to better understand the reason for the change in scope project, impact the change in scope has on the health center, and the impact to Medicaid members. 
The narrative should be clear, easy to understand, and include all necessary information to inform the reader. There is no requirement on the length of the narrative, but Applicants should include as much information as possible to assist the Department in understanding the request and how services are provided both before and after the change. The narrative may include but is not limited to explanations regarding impact on existing services, addition of new services (if any), deletion of services (if any), impact the change in scope has on Medicaid members, impact on operational costs, requested rate adjustment, capital expenditures, and any other essential information. 
If the narrative references supporting documents, please use exhibit numbers or indexing to ensure all documentation is correctly cross referenced in the narrative and included in the final submission packet.  

	
	Requested Change in Rate: If the change in scope request seeks a rate adjustment, please include the requested change to the rate in the narrative. Applicants should also include an Excel worksheet file showing the requested rate adjustment calculation. Please include all calculation formulas in the Excel file. The rate calculation worksheet must include all formulas so the Department can review the Applicants rate calculation request. Any file with missing formulas shall be deemed incomplete and returned to the Applicant. The Applicant is required to resubmit the file with complete information. 

	
	Application Form and Attestation Statement: In addition to the documents listed in the above checklist, Applicants must complete and return the Application Form and Attestation Statement included below. 






	Submission
	[image: Mailbox outline]
	

	
	
Complete applications and all required documents shall be submitted via email to the Office of Reimbursement & Certificate of Need (CON) at:   con-ratesetting.dss@ct.gov Please include in the subject line the name of the health center and “Change of Scope Request”. 
All requests are required to be submitted via email. It is recommended to send supporting documents via email. If files are too large for email, a paper copy can be sent to the following address, and you must indicate in your email if paper copies are being submitted:
Office of Reimbursement & Certificate of Need
Department of Social Services
55 Farmington Avenue, 9th Floor
Hartford, CT 06105



	Department Review 
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1.
	
Once the application is received, the Department will review the packet within twenty-one (21) calendar days to ensure all required documentation is included. If additional information is required, the Department will notify the Applicant, and the Applicant will have thirty (30) calendar days after the Department's request to submit information. The Department shall review the additional information within fifteen (15) business days of receipt to ensure all requested documentation is included. Note that additional documentation not listed in the checklist contained herein may be deemed necessary by the Department. 

	2.
	The Department will have up to one hundred twenty (120) calendar days from the date the application is deemed complete to issue a decision, or earlier in accordance with regulation.  

	3.
	The Applicant will be sent the final decision signed by the Commissioner. If Applicants agree with the Department’s decision, they will sign and return the document to the Department. Signature is required so the Department can formally close the review and issue a rate change if applicable. 

	4.
	If the Applicant does not agree with the Department’s decision, they may request a discussion with the Department to further review and allow for additional consideration.

	5.
	Applicants also retain the right to appeal in accordance with CGS 17b-238(b).

	
	






	Final Decision & Rate Adjustments  
	
	

	
	
Once the decision is issued and the Applicant agrees, a revised Medicaid rate letter will be sent to the Applicant. The rate letter will reflect the revised rate for the change in scope decision. The Medicaid rate letter must be signed by an authorized representative of the health center and returned to the Department. 
The effective date of the revised rate will be the date of the Department’s approval of the change in scope request or the end date of the health center’s fiscal year in which the change in scope occurs, whichever is earlier. If funds are owed to the health center as a result of a retroactive rate adjustment, the funds will be issued to the health center during a monthly reconciliation process called the mass adjustment cycle. Payment reconciliation will take place in the month following receipt of the signed, fully executed rate letter. The monthly mass adjustment cycle takes place during the second Medicaid payment issuance. Please note, there may be scenarios where rates adjusted at the end of a month will not be captured in the following mass adjustment cycle. For example, if a rate change is entered into the reimbursement system on January 30th, the rate adjustment will not be captured until the March mass adjustment cycle. 





Federally Qualified Health Center Change in Scope
Application Form and Attestation Statement

	Health Center Name:  
	

	Health Center Fiscal Year End:  
	

	Effective Date(s) of Change(s) in Scope:
	



Information on the Change(s) in Scope of Service Please select the change(s) in scope of service that corresponds to the change(s) in scope of service at your health center. Note that one or more may apply:
	☐	A new service that is covered under the state plan, and which has not been previously incorporated into its rate 

	☐	Changes necessary to maintain compliance with amended state or federal regulations or regulatory requirements

	☐	Changes in service due to a change in applicable technology


	☐	Addition of a new clinical program (e.g., disease management) that is not a standalone service, and which has not previously been incorporated into the rate

	☐	Changes in operating costs due to capital expenditures 

	☐	Other: Please briefly explain the change in scope. Note that a full and detailed description shall be included in the narrative portion of the application.








Attestation by Officer or Administrator of the FQHC:
I, the undersigned, hereby certify under penalty of perjury that as an official of the subject facility I am duly authorized to sign this attestation, and that to the best of my informed knowledge and belief, the statements made herein, and the documents attached hereto are accurate, true, and complete in all material aspects.
I understand that the Department of Social Services is relying upon this application as part of its process to adjust the FQHC Prospective Payment System per-visit encounter rate in a manner that adheres to Section 702(b) of the Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act (BIPA) included in the Consolidated Appropriations Act of 2000, Public Law 106 – 554. Should it be determined that this attestation is materially false, incomplete, incorrect, or that the application includes incorrect, false, or misleading information, appropriate action shall be taken. 


	Signature:
	

	Name (Print):
	

	Position/Title:
	



	Date:
	

	Email address:
	

	Phone Number:
	





Narration Outline – Example
Please use the Outline to provide the Department with information regarding the project. Please complete the boxes below. You may provide additional pages if needed to explain the project. 
Project Background: Describe how this project came about, who is involved, and the purpose.
	 





Project Description: Please provide details regarding the reason for the project, impact to clients, impact to your organization, and any other necessary information. Please also provide cost information.
	 




High-Level Requirements: Describe the high-level requirements for the project. For example: New electronic health systems were purchased; employee training was required.
	 





Populations Impacted: List stakeholders, communities, or populations which may be impacted by this project and describe how they will be affected by the project.
	 





Implementation Plan: Include recommendations that lead to your proposed solution. Summarize what you’re proposing to do and how you’re going to meet the goals. You’ll be able to expand on the details within the ‘Our Proposal’ section.
	 





High-Level Timeline/Schedule: Describe what the high-level timeline/schedule will be to plan, design, develop and deploy the project. Generally, when will the project be complete.
	 





Other Information: Any other information deemed relevant for the Department to consider when reviewing the application. Please refer to the checklist on page 2 to ensure all necessary documentation is included. Send complete applications and all required documents via email to the Office of Reimbursement & Certificate of Need (CON) at: con-ratesetting.dss@ct.gov. Please include in the subject line the name of the health center and “Change of Scope Request." 
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