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(D) Recommended payment rate for each cost area component. The
median projected unit of service from each cost area is determined.
The median cost component for each of the three cost areas is
multiplied by 1.044 to calculate the recommended payment rate for
each cost area.

(3) Total recommended payment rate. The recommended payment rate is
determined by summing the recommended payment rates described in IX
(2) and the cost area component from IX (1)(A).

(4) For rates effective September 1, 2007 through July 31, 2008, the total
recommended payment rate will be equal to the rates in effect July 31,
2007 plus 3.0%. These rates were posted on the agency’s website on
September 1, 2007.

(5) For services provided on or after August 1, 2008, the attendant cost area
from 15.X is equal to the rate in effect July 31, 2008, plus $0.09. These
rates were posted on the agency’s website on July 16, 2008. All rates are
available through the agency’s website as outlined on Attachment 4.19-B,
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