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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
Center for Medicaid & CHIP Services 
233 North Michigan Ave., Suite 600 
Chicago, Illinois 60601 

Financial Management Group/ Division of Reimbursement Review 

Dana Hittle, Director 
Oregon Health Authority 
500 Summer Street Northeast, E-15 
Salem, Oregon 97301-1079 

RE: TN 23-0017 

Dear Mrs. Hittle: 

We have reviewed the proposed Oregon state plan amendment (SPA) to attachment 4.19-B of 
your state plan, which was received by the Centers for Medicare & Medicaid Services (CMS) on 
June 7, 2023. This SPA extends the rate increases for 1915(k) state plan services approved in 
disaster relief SPA 22-0022 and were designed to refine Oregon's developmental disabilities 
system to be more person centered. 

Based upon the information provided by the state, we have approved this amendment with an 
effective date of May 12, 2023. We are enclosing the approved CMS-179 and a copy of the new 
state plan pages. 

If you have any additional questions or need further assistance, please contact James Moreth at 
206-615-2043 or James.Moreth@cms.hhs.gov.

Sincerely, 

Todd McMillion Director 
Division of Reimbursement Review 

Enclosures cc: 

August 17, 2023

CENTERS FOR MEDICARE & MEDICAID SERVICES 

CENTER FOR MEDICAID & CHIP SERVICES 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0193 
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Transmittal # 23-0017 
Attachment 4.19-B 
 Page 20 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
State/Territory:  OREGON 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 

Community First Choice State Plan Option 
Except as otherwise noted in the plan, state-developed fee schedule rates are the same for both 
governmental and private providers of services provided under the Community First Choice 
Option. The agency’s fee schedule is effective for services provided on and after May 12, 
2023.  Rates are published at: https://www.oregon.gov/DHS/SENIORS-
DISABILITIES/DD/PROVIDERS-PARTNERS/Documents/ODDS-Expenditure-Guidelines.pdf 

The following 1915(k) provider types are reimbursed in the manner described: 
Assisted Living Facility- Assisted Living Facility rates are established based upon market 
conditions designed to assure adequate access to services for beneficiaries.  Assisted Living 
Facilities rates are paid based on the individual’s assessed needs.  The individual’s needs result 
in a reimbursement in one of 5 payment levels. The different payment levels reflect the 
individual’s acuity and ADL needs as follows:   

Level 1 -- All individuals qualify for Level 1 or greater. 

Level 2 -- Individual requires assistance in cognition/behavior AND elimination or mobility or 
eating. 

Level 3 -- Individual requires assistance in four to six activities of daily living OR requires 
assistance in elimination, eating and cognition/behavior. 

Level 4 -- Individual is full assist in one or two activities of daily living OR requires assistance in 
four to six activities of daily living plus assistance in cognition/behavior. 

Level 5 -- Individual is full assist in three to six activities of daily living OR full assist in 
cognition/behavior AND one or two other activities of daily living. 

Behavioral Support Consultants- DHS developed rates for Behavioral Coaches and Behavioral 
Consultants based on the usual and customary charges for similar services provided within 
Oregon. 
Community Transition Providers- Payments are based on lowest market rate as evidenced by 
at least three bids. 

TN 23-0017  Approval Date  Effective Date:   5/12/23 
Supersedes TN 22-0022 

August 17, 2023

https://www.oregon.gov/DHS/SENIORS-DISABILITIES/DD/PROVIDERS-PARTNERS/Documents/ODDS-Expenditure-Guidelines.pdf
https://www.oregon.gov/DHS/SENIORS-DISABILITIES/DD/PROVIDERS-PARTNERS/Documents/ODDS-Expenditure-Guidelines.pdf
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