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INTRODUCTION 

II. Introduction 
Myers and Stauffer is pleased to respond to the request for proposal (RFP) from the 
Department of Health and Social Services (DHSS) for a contractor to conduct a health care 
provider tax feasibility study and provide recommendations. Myers and Stauffer is a nationally-
recognized leader in the area of provider tax and is well-positioned to assist DHSS with this 
project. Myers and Stauffer has a long history of providing quality Medicaid auditing and 
consulting services to DHSS for more than a decade and appreciate the opportunity to be 
considered for an expansion of its current role. Myers and Stauffer works exclusively with state 
and federal government agencies. As a result, neither the firm nor any individuals included 
in this proposal have an actual or perceived conflict of interest.  

We are one of the most experienced health care consulting, rate setting and auditing vendors in 
the nation – with a dedicated team of professionals providing the following services to state 
agencies for more than 35 years. In addition, we are the only vendor which has limited its 
practice to serving only government health care agencies, thereby eliminating all possible 
conflicts of interest. 

 Provider tax consulting and calculations. 
 Upper payment limit. 
 Rate setting. 
 Cost report auditing. 
 DSH payment and audit. 
 Supplemental payments. 
 CPEs. 
 State plan and rule drafting. 
 Program integrity. 
 Claims adjudication review 
 Pay for performance analysis. 
 Other various analytical and consulting services 

Myers and Stauffer began its government health care accounting practice in 1977. We have 
experience with virtually all Medicaid program service areas, including skilled nursing facilities, 
hospitals, federally qualified health centers, rural health clinics, managed care delivery 
systems, home health agencies, physicians, pharmacies and other clinic and practitioner 
services. With more than 700 professionals in 18 offices, Myers and Stauffer offers the 
opportunity to partner with a firm that contracts exclusively with state and federal agencies.  

Myers and Stauffer is a nationally-based certified public accounting firm, specializing in 
accounting, consulting, program integrity and operational support services to public health care 
and social service agencies. Our firm is focused solely on providing accounting and health care 
consulting services to state and federal agencies managing government-sponsored health care 
programs. This includes assisting in the development of state reimbursement systems, 
including pharmacy, disproportionate share hospital program consulting, cost report auditing 
and rate setting/cost settlement calculations, defending reimbursement rates and 
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methodologies from health care providers’ administrative and judicial challenges, program 
integrity development and reviews, and data management and analysis services. Staffed with 
professionals who have extensive experience performing audits, desk reviews and a wide array 
of rate setting policy, technical and analytical services, we have earned a reputation for being 
creative and innovative in helping our clients adapt to an ever-changing health care system. 

Myers and Stauffer has assisted our state Medicaid agency clients with provider tax projects 
since enactment of the provider tax and donation regulations. We have assisted several states 
with their pursuit of automatic waivers of the broad-based and uniformity requirements of the 
provider tax regulations. Our provider tax experience includes the following states: 

 Alabama  
 Arkansas 
 Colorado 
 Georgia 
 Idaho  
 Indiana 
 Iowa  
 Kansas  
 Kentucky 
 Louisiana 
 Maryland 
 Mississippi 
 Missouri 
 Montana 
 New Jersey 
 New Mexico 
 North Carolina 
 North Dakota 
 Pennsylvania 
 Virginia 
 West Virginia 
 Wyoming 

Myers and Stauffer’s corporate commitment to serve the state of Alaska for this project comes 
from the highest levels of the firm. Myers and Stauffer has an established partnership with 
DHSS that extends over much of the last two decades primarily providing Medicaid-related 
audit and consulting services. This history with Alaska gives us a comprehensive 
understanding of the health care environment within the state. We are well-informed regarding 
Alaska’s health care programs and we understand the unique dynamics associated with 
providing health care in the geographically challenging and culturally diverse environment of 
the state of Alaska. A summary of Myers and Stauffer’s work in the state of Alaska is presented 
in the experience and qualifications section of our proposal. 
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Through the provision of previous and ongoing projects for DHSS, Myers and Stauffer has 
become well-informed regarding the Alaska Medicaid program. We understand the unique 
dynamics associated with providing health care in the geographically challenging and culturally 
diverse environment of the state of Alaska. This experience enables us to bring a perspective 
that other potential bidders may not have.  

A. Firm Address and Primary Contact 
Myers and Stauffer LC 
8555 W. Hackamore Dr. Suite 100 
Boise, ID 83709 

Contact: Tammy Martin, Member 
Mailing Address: 8555 W. Hackamore Dr. Suite 100, Boise, ID 83709 
Phone: (800) 336-7721 
E-mail: tammym@mslc.com 

B. Willingness to Comply with RFP 
Myers and Stauffer LC, a certified public accounting firm, will perform the services requested 
for this project and will comply with all provisions of the RFP. 

A copy of the firm’s Alaska business license is included in Appendix A. Our Vendor Tax ID is 
48-1164042.  

C. Signature of Authorized Individual 
Tammy Martin, member, has the authority to bind Myers and Stauffer to all terms and 
conditions contained in the RFP and resultant contract. Her signature is located on the 
preceding transmittal letter. Her authority to commit the firm of Myers and Stauffer LC to the 
representations contained in this proposal is evidenced by the Certificate of Authority located in 
Appendix B. 
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UNDERSTANDING 
OF THE PROJECT 

III. Understanding of the Project 
Project understanding 
Myers and Stauffer has a unique understanding and appreciation of the complexity of the 
health care industry, including state use of provider tax mechanisms to fund programs, 
supplemental payment programs, and most other Medicaid programs being utilized by states 
today. 

Our understanding of this project is that the DHSS is looking for a vendor to consult with the 
state regarding various options for a provider based tax program for the 19 classes of providers 
identified in 42 CFR §433.56 and summarized below. The vendor will be responsible for 
conducting a feasibility study of various types of provider tax methodologies and the economic 
impact of implementing these methodologies.  

 Inpatient hospital. 
 Outpatient hospital. 
 Nursing facility. 
 Intermediate care facility services for individuals with intellectual disabilities. 
 Physician services. 
 Home health services. 
 Outpatient prescription drugs. 
 Services of managed care organizations. 
 Ambulatory surgical center services. 
 Dental services. 
 Podiatric services. 
 Chiropractic services. 
 Psychological services. 
 Therapist services. 
 Nursing services. 
 Lab and x-ray services. 
 Emergency ambulance services. 
 Other. 

We also understand the necessity to stay within the critical timelines specified in the RFP. The 
timelines are driven by deadlines to be ready for the upcoming legislative session. These 
timelines require that the feasibility study and recommendations and the draft tax proposal be 
submitted by December 1, 2015, and that the contractor should present these reports to 
stakeholders and other members of the workgroup. 

Background 
Provider taxes are currently being used by most states today. The provider tax programs allow 
states to provide supplemental funding mechanisms to providers at virtually no extra cost to the 
state. For example, Alaska currently pays hospital providers a supplemental payment. The 
funding from these supplemental payment programs is drawn down from CMS and the state 
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pays the state share of the supplemental payment. State’s can use the provider tax as a means 
to fund the state share of the program, meaning the program is funded with virtually no use of 
state general funds. Other states utilize provider taxes when the state is faced with budget cuts.  

Federal Rules and Limits 
As with most federal programs, there are a vast number of federal rules that must be complied 
with for these programs. In addition, there is a variety of different tax methods that can be 
employed. Therefore, it is critical that states utilize vendors who are experts in the field of 
provider taxes to ensure that the programs follow all rules and guidelines. Myers and Stauffer is 
uniquely qualified to assist Alaska with the implementation of provider tax programs. Following 
is a high level of some of those rules. 

P1/P2 Broad-Based Test 
Tax programs must be “broad-based,” meaning that all providers within a class are taxed. If the 
tax is not broad based, then the state must request a waiver from CMS. The waiver requires 
that a test be performed proving that the tax is generally redistributive. This entails a 
mathematical calculation that compares the proportion of Medicaid revenue being taxed under 
the proposed tax program with the proportion of Medicaid revenue being taxed under a broad 
based tax. This is referred to by CMS as a P1/P2 test and consists of the following: 

P1 Calculation  

 Calculate the tax as if it were broad based and applied to all providers or activities in 
that class. 

 Determine the proportion of this tax that is associated with Medicaid (i.e. Medicaid tax 
rate times Medicaid units being taxed. 

 Divide the Medicaid proportion of the tax by the total tax. 
 Result = P1 

P2 Calculation  

 Calculate the tax under the tax program. 
 Determine the proportion of the tax that is associated with Medicaid (i.e. tax rate times 

Medicaid units for providers being taxed under the tax program). 
 Divide the Medicaid proportion of the tax under the tax program by the total tax under 

the tax program. 
 Result = P2 

P1 / P2 Calculation – If the result is at least 1, CMS will automatically approve the test. If the 
result is at least .95, further tests will be required.   

B1/B2 Uniform Test 
Another example of a potential limitation is that tax programs must be “uniform,” meaning that 
the taxed providers are taxed at the same rate. If the tax is not uniform, then the state must 
request a waiver from CMS. The uniform waiver is a generally redistributive test. In consists of 
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a mathematical calculation to demonstrate that the tax payments are generally redistributed 
among providers so as to not exceed the tax payments as if the tax program were broad based 
and uniform. 

This test utilizes a linear regression model where the slope of the linear regression is measured 
using the percentage share of the total tax paid by all taxpayers (dependent variable) and the 
taxpayers Medicaid statistic such as the provider’s number of taxable units (independent 
variable).   

B1 = The calculation of the slope of the linear regression as if the tax were broad based and 
uniform. 

B2 = Calculate the slope of the linear regression for the State’s tax program. 

B1 / B2 Calculation – If the result is at least 1, CMS will automatically approve the test. If the 
result is at least .95, further tests will be required. 

If a state is requesting a waiver of both the broad-based and uniform requirements only the 
B1/B2 test shall be met. 
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IV. Methodology Used for the Project 
 

A. Scope of Work (RFP 5.01) 
 
1. Introduction 
The state of Alaska is seeking a contractor to provide consulting services and support for the 
development of a health care provider tax program. We understand that the Alaska Medicaid 
program would like to study the feasibility of using provider taxes as part of its Medicaid funding 
strategy. We appreciate the opportunity to respond to this RFP and look forward to working with 
the state on this important initiative. Our firm brings a wealth of expertise in Medicaid financing 
and funding issues, and we have many years of experience consulting with our state Medicaid 
clients on a wide range of issues regarding state funding mechanisms. Under this project, we 
will conduct a feasibility study and provide recommendations for a provider tax program that 
aligns with the state’s needs and programmatic objectives. Based on the study and 
recommendations, we will prepare a provider tax program proposal that outlines the provider 
tax structure, data elements, and procedures. We also look forward to working with the state 
and other stakeholders in the successful implementation of a tax program that generates the 
desired state funding for Alaska’s Medicaid program. 

Health Care Provider Taxes 
Over the years, many state Medicaid programs, including many of our clients, have elected to 
transition away from IGT and CPE programs due to the risk these programs present from a 
federal oversight perspective. CPE programs have a risk of paying providers in excess of their 
public expenditures, which can only be effectively measured after the reimbursement period, 
and IGT programs have risks from “recycling” federal funds, and from the timing of the 
transfers. 

To replace these state-share funding mechanisms, many states have turned to provider tax 
programs. Federal regulations addressing permissible health care related taxes are located at 
42 CFR 433.68 and permit states to tax health care providers and use these funds as the state-
share of Medicaid program expenditures. While these federal regulations permit health care 
taxes on a wide range of providers and services, the most frequently taxed entities among state 
tax programs are typically those that provide the highest volume of Medicaid services, including 
hospitals, nursing facilities, ICFs/IID providers, and managed care organizations. As outlined in 
federal regulations, as follows is a list of taxable health care providers and services: 

 Inpatient hospital services. 

 Outpatient hospital services. 

 Nursing facility services. 

 ICF/IID. 

 Physician services. 
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 Home health care services. 

 Outpatient prescription drugs. 

 Services of managed care organizations. 

 Ambulatory surgical center services. 

 Dental services. 

 Podiatric services. 

 Chiropractic services. 

 Optometric/optician services. 

 Psychological services. 

 Therapist services. 

 Nursing services. 

 Laboratory and x-ray services. 

 Emergency ambulance services. 

 Other health care items or services on which the state has enacted a licensing or 
certification fee. 

We have assisted a number of Medicaid programs with their hospital, nursing facility and 
ICF/IID provider tax programs. The tax programs can often be fully executed during the rate 
payment period, and the required tax waivers are frequently federally approved prior to the 
program being implemented. 

There are several constraints states must satisfy in order for the tax proceeds to be permissible 
under federal requirements. These include: 

 Health care related taxes must be broad-based (e.g., applied to all providers in the 
class, including non-Medicaid providers) unless a waiver of this requirement is 
obtained. 

 Health care related taxes must be uniform (the same tax rate) unless a waiver of this 
requirement is obtained. 

 Taxpayers must not be held harmless for their tax expense, that is, the taxes levied 
cannot be guaranteed to be returned to the provider. 

 Taxes must be limited to a Federally-prescribed percentage of net patient revenue, 
which is currently six percent. 

A health care tax program can be implemented without a waiver if the tax is broad-based and 
uniform. However, states are also allowed to obtain waivers of the broad-based and uniformity 
provisions, provided they can demonstrate their non-broad-based, or non-uniform taxing 
programs are generally redistributive (i.e., Medicaid services are taxed at the same or lower 
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rate than would have occurred if the tax was broad-based and uniform). Regardless of whether 
a tax program requires a waiver, federal approval of state plan amendments is required if the 
tax program results in changes to provider payment rates and/or reimbursement 
methodologies. 

Our federal funding consultants are well versed on Medicaid provider tax programs. We have 
assisted states not only in modeling and designing provider tax programs but also in the data 
collection and ongoing implementation and maintenance of these programs. We have also 
assisted our clients with developing the statistical models needed to demonstrate that a state’s 
tax program meets the criteria needed to obtain a federal waiver of the broad-based and 
uniform requirements. 

One particularly relevant example is our work with the Mississippi Medicaid program that 
decided a few years ago to transition away from their IGT funding system for disproportionate 
share hospital (DSH) and upper payment limit (UPL) payments, so that both public and private 
hospitals could share equally in the financing of the state share for these payment programs. 
They opted to implement a broad-based provider tax program that generates the state-share 
needed to fund their UPL and DSH program, by taxing hospitals a per diem rate for all non-
Medicare inpatient days of care provided by the hospitals. One of the advantages of a provider 
tax approach for Mississippi is that it eliminates the need for a CPE reconciliation following the 
payment year, and once the provider tax program is approved by CMS there is little risk from 
OIG or other federal reviews of this financing approach.  

Another recent example is our work with the Indiana Medicaid program. Facing the need to 
provide hospitals with an increase in reimbursement rates, and a desire to eliminate UPL-based 
supplemental payments that could be directed only to certain hospitals, the state began 
exploring alternatives to their existing payment structure. We assisted the state in working 
collaboratively with hospitals to develop and implement a tax program that achieved multiple 
critical objectives, including providing much-needed reimbursement increases to hospitals and 
replacing UPL payments. We continue to work with the state in administering this program, 
including collecting data from hospitals, complying with federal reporting requirements, and 
modifying the tax program as needed.  

We have extensive experience working with Medicaid programs using CPE, IGT and provider 
tax systems to help generate the state-share of Medicaid payments. Having in-depth 
knowledge of these funding systems has helped our clients achieve their financial goals, while 
maintaining compliance with federal Medicaid statutes and regulations.  

Following are some examples of some of the options for UPL and tax programs for a sampling 
of the 19 provider types included in this RFP. 

2. Nursing Facility Concepts and Methodologies 
Provider Tax Approaches 
Revenue generated from nursing facility provider taxes is used by many states to provide 
supplemental upper payment limit payments but it is also used in broader initiatives such as 
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long-term care rebalancing or pay-for-performance programs or supplants budget shortfalls. In 
these cases the tax revenue provides the state share of the incentive program payments 
intended to encourage community-based services or quality outcomes. Regardless of how the 
tax revenue is used it’s important to gain input from all stakeholders. Myers and Stauffer has 
extensive experience working with stakeholders to gain their input on projects such as this. 

When states make supplemental payments to providers (as described below), the funds are 
drawn down from federal dollars. States can implement a tax to the providers to fund the state 
share of the total Federal dollars.   

The taxes are typically calculated by determining the total state share dollars owed to CMS. 
That total amount is typically broken down into units to tax each provider. Typical units are per 
patient day or per net patient revenue.   

Alaska has a Federal Medical Assistance Percentage (FMAP) of 50%, which is on the low end. 
The low FMAP coupled with the federal maximum amount that can be taxed of 6% of net 
patient revenue poses a challenge to Alaska. If the state share to fund the full UPL payment 
exceeds the maximum 6% tax, to pay the entire UPL gap, Alaska would have to fund part of the 
supplemental payment with state general funds. Therefore, it is critical that states with lower 
FMAP rates be careful about how much UPL gap they distribute to providers to avoid using 
state general funds.   

If the goal is to generate additional funding to nursing facilities via a provider tax program, many 
states utilize a supplemental upper payment limit (UPL) program and then assess a tax to the 
providers to fund the state share of the supplemental payment. The UPL calculations typically 
use one of the following approaches: 

Resource Utilization Group (RUGs) UPL Based Approach 
The RUGs based approach uses the minimum data set (MDS) data that providers are already 
federally mandated to submit to CMS. State’s can access this data by obtaining a Data Use 
Agreement (DUA) with CMS to collect the data to use for Medicaid rate setting, UPL 
calculation, or other purposes. For the RUGs based UPL, the MDS data is extracted for all 
Medicaid residents for a certain period of time and the data is run through a Medicare grouper 
to determine what Medicare would have paid for those Medicaid residents. The average of 
what Medicare would have been paid is then compared to what Medicaid did pay. The 
difference between these two amounts is the UPL gap. The gap is calculated for each 
ownership group of private, non-state government, and state owned. That gap by ownership 
class is available for distribution to providers within each group as a supplemental payment. 
Distributions between each group are typically made based on each provider’s percentage of 
Medicaid days to total days within each group.   

Cost Based UPL Approach 
Under a cost-based approach, to determine the amount that Medicare would have paid, states 
utilize either a Medicare or a Medicaid cost report to identify total allowed costs. Total allowable 
costs divided by total patient days is calculated and multiplied by Medicaid days to determine 
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the Medicare upper limit. That limit is compared to total Medicaid payments. The difference 
between these two amounts is the UPL gap. The gap is calculated for each ownership group of 
private, non-state government, and state owned. That gap by ownership class is available for 
distribution to providers within each group as a supplemental payment. Distributions between 
each group are typically made based on each provider’s percentage of Medicaid days to total 
days within each group. 

3. Hospital Concepts and Methodologies 
Hospital Tax Approaches 
Like nursing facilities, provider tax programs for hospitals can vary depending on the state’s 
programmatic and budgetary needs and objectives, input from legislators and other 
stakeholders, and provider reimbursement and tax collection considerations. Hospital tax 
programs often impose a tax on hospital revenues, such as a percentage of gross revenues or 
net patient revenues. In other models, the tax is imposed on a non-revenue basis, such as on 
the number of beds or the number of patient days. 

Proceeds from hospital tax programs are typically used for providing increased reimbursement 
to hospitals or to replace existing payment mechanisms, such as UPL payments. Hospital taxes 
are also used to generate funding for expanding Medicaid coverage. In addition, like other 
provider taxes, some hospital tax programs are structured such that the state retains a portion 
of the funds to be used for other state Medicaid expenditures. 

Hospital involvement in the development of a hospital tax program is important, and the 
success of the tax program depends heavily on close collaboration between the state and the 
impacted hospitals. Involvement and input of all stakeholders from the onset is important to 
ensure that the calculation, data inputs, and methodology are transparent and the participating 
entities have an invested interest and stake in the success of the program. In addition, an open 
and transparent process will help hospitals understand the tax program, which will enable them 
to plan appropriately for the impact the program will have on their finances.   

Reimbursing Tax Expense 
If the tax program funds an increase in hospital reimbursement, the reimbursement increases 
should be structured so that the payments are directed towards the taxpaying hospital entity 
without violating the hold harmless provisions and not to other affiliated providers who are not 
participating in the tax program. In this manner, the payments that the tax is intended to fund 
are directed towards the taxpaying provider and the services they render to Medicaid 
recipients. 

Another important aspect of a hospital tax program is that consideration should be given to 
hospital systems as a whole in determining the distribution and burden of the tax. While a tax 
must have a mix of “winners” and “losers,” the impact on individual hospitals can be mitigated 
to the extent the hospital is part of a larger hospital network.  
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4. Pharmacy Tax 
A limited number of states assess provider taxes for prescription drugs. Louisiana, Alabama 
and Missouri are all examples of states with a provider tax on prescription drugs directed at 
pharmacy providers. Provider taxes relating to prescription drugs can be implemented as a flat 
tax rate per prescription. For example, in Louisiana and Alabama, a rate of $0.10 per 
prescription is assessed. In Missouri, the tax is assessed as a percentage of gross sales. In 
some states, certain prescriptions are considered exempt from the tax. This can include 
prescriptions dispensed by inpatient hospitals, county health departments, mental health 
facilities, state operated facilities or prescriptions with charges below a certain threshold. In 
Missouri, proceeds from the pharmacy provider tax are used to allow for pharmacies to receive 
an “enhanced” dispensing fee in addition to a “base” dispensing fee. 

5. Modeling Expertise 
As noted in our introduction there are a number of federal requirement that a provider tax must 
comply with in order for the state to avoid an FMAP reduction. Myers and Stauffer has an in-
depth understanding of the federal provider tax regulations and can prepare financial models to 
monitor compliance with the various federal standards such as the P1/P2 and B1/B2 tests. 
These models will allow the state to adjust many variables and estimate the impact to providers 
while still ensuring the provider tax will meet all of the tests required for CMS approval. 

B. Deliverables (RFP 5.02) 
1. Feasibility Study and Recommendation 
It is our understanding from the RFP that the draft feasibility study is due by December 1, 2015. 
To meet this aggressive timeline is going to require an experienced firm that can hit the ground 
running with this project. Myers and Stauffer has experience with many states and provider 
types in calculating various provider tax scenarios. In addition, we have a database of approved 
state methodologies and state plan language from various states. Upon contract award, we will 
be ready to immediately start researching and summarizing options for tax programs. 

We will provide a feasibility study in a report format that will be both detailed enough to include 
our sources, background, methodology and data sources but will also include high level 
summaries that are more appropriate for presentation to legislators who are not experienced in 
the intricacies and details of these complicated programs. Our study will include the following 
items as are required in the RFP. 

a. Fiscal, Economic, and Operational Impact 
Our study and presentation materials will include a summary of the fiscal, economic, and 
operational impact of utilizing a provider tax program. Fiscal and economic impact to both 
providers and to the state is the main objective of these programs. Programs must be 
established in a manner to have the least negative impact to providers as is possible. 
Operational impact is another key issue to consider. The cost of operations to monitor and 
operate a tax system is critical to review also. If the state doesn’t have the staff or team to keep 
the project up and running, it will not be a viable system.  
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Many provider types, such as chiropractors, are likely not required to file much information with 
the state annually. The operational impact of adding a tax program for those types of providers 
might be unreasonable as it will likely require new filings and data collection requirements. 
Therefore, our study will begin with an analysis of all the potential provider types and then the 
list will be pared down to the provider types that make sense to move forward with more 
detailed analysis for consideration for these programs. 

b. Financial Impact on Providers 
Each tax option that is modeled will be summarized into a concise format for each provider 
type. The study will identify the fiscal impact to each provider and to the state as a whole. We 
also envision showing each modeled impact side by side for each provider so that the models 
can be compared for fiscal impact in a comparison view. 

c. Ability to Leverage Federal Matching Funds 
Once we have pared the 19 provider types down to those types considered feasible for a tax 
program, we will begin modeling scenarios that will assist the state in leveraging additional 
federal funding. As described in the nursing home and hospital example sections above, our 
study will include various upper payment limit models that could be used to enhance federal 
funding. If it is the state's desire to leverage federal funding for upper payment limit (UPL) 
supplemental payments, we will model various methodologies to determine which UPL 
methodology will draw down the most federal funding. Our study will identify the new 
supplemental payments that would be made to each provider compared to the new tax 
payment each provider will be required to pay to fund that payment. We will assist the state in 
selecting the model that draws down the most federal funding with the least fiscal impact to the 
providers and to the state. 

d. Effect of Tax on Medicaid Reimbursement Rates 
There are several methodologies that can be considered to help offset the cost of the new 
taxes to providers. As described above, new UPL supplemental payment programs can be 
initiated where the UPL gap is distributed to the providers, and is funded with federal dollars but 
the providers pay the state share of the distribution through a tax. 

Medicare does not allow provider taxes to be included in allowable costs but states have the 
flexibility to include provider taxes in reimbursable costs for Medicaid reimbursement to the 
extent of their Medicaid utilization. Including the tax in Medicaid reimbursement will be a part of 
our feasibility study as well. 

e. Effect on UPL from Proposed Rate Adjustment 
Some states may decide to reduce normal Medicaid reimbursement and supplement those 
losses to providers using a UPL and provider tax program. These rate reductions can save the 
state money while also keeping the total service reimbursement, plus UPL distribution, less 
provider tax at a generally consistent rate. Reducing routine rates will have the effect of 
increasing the UPL room to providers. 
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Conversely, states may decide to keep routine reimbursement consistent or provide an inflation 
adjustment and will usually include an add-on rate to provide direct reimbursement back to the 
provider to cover the allowable Medicaid provider tax costs, which increases the routine 
Medicaid payments. This method will have an impact of reducing the UPL gap available for 
distribution to providers. 

In Alaska’s case, because the FMAP is only 50 percent and because the maximum tax that can 
be assessed to providers is 6 percent of net patient revenue, the supplemental UPL payments 
may be limited such that the entire UPL gap may not be paid. This could mean that the total 
amount of UPL available to distribute may not change with changes to the routine Medicaid 
reimbursement. Our feasibility study will include all of these different scenarios so the state and 
stakeholders can select the methods that are the most reasonable. 

f. State Plan Amendments (SPAs) 
Myers and Stauffer has assisted many states in developing state plan amendments and we 
frequently communicate with all of our offices to survey what trends we are seeing in SPAs that 
are being approved or not approved by CMS. We also maintain a database of the approved 
UPL and provider tax methodologies used by many states. We also have the ability to draw on 
our internal resources and staff to review current SPAs to utilize language that has been 
previously approved by CMS.  

g. Evaluation of Proper Use of Provider Tax to Offset Costs 
Many states prefer to develop a UPL and provider tax program that is at no cost to the state. 
For example, the tax may be used to fund the entire state share of the supplemental payment. 
Another example is that the fees charged by the consultants to prepare the UPL and provider 
tax may be charged to the providers as part of their tax. Our study will include various 
scenarios such as these to determine the fiscal impact to both the providers and to the state. 

h. Stakeholder Input 
Myers and Stauffer has worked on countless consulting programs with most states. Our 
experience has shown that having stakeholder input into the process from beginning to end is 
key to a successful project. Including stakeholders can sometimes slow down the modeling 
process but experience has shown that when the entire group is involved in the process from 
the beginning to the end, providers and other stakeholders are more willing to comply and have 
buy off into the final decisions.  

We have worked on multiple workgroups and have found that the most successful groups 
include members from the provider associations, providers (large, medium, and small 
operations), legislators, DHSS and Myers and Stauffer. 

2. Draft Tax Proposal 
Based on the information collected and analysis conducted in the feasibility study, as well as 
our provider tax recommendation, we will work closely with the state to prepare a draft tax 
proposal to be considered for implementation. The tax proposal will outline in detail the critical 
components of the tax program, including the detailed structure of the tax, procedures for 
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levying and collecting the tax, and procedures for collecting relevant data for the tax. Our firm’s 
many years of experience with state funding issues and provider tax models makes us well-
positioned to develop a tax proposal that meets the state’s needs for this program. 

a. Detailed Tax Structure 
Often the most critical component of a provider tax model is the statistical basis on which the 
tax is calculated, or the taxable unit. Health care provider taxes are typically assessed on the 
amount of gross revenues, patient revenues, the number of beds, or the number of patient 
days. Under these approaches, the tax is progressive and impacts larger providers, or those 
that provide a higher amount or volume of services, more than smaller providers. By contrast, a 
flat tax imposes a uniform fee in the same amount on all taxpayers. Most states with tax 
programs have chosen to use a progressive tax model because this is viewed as a more 
equitable distribution of the tax and can mitigate the tax burden on the net contributors (i.e., the 
“losers,” or those that pay more in taxes than they receive in reimbursement increases). 

As part of identifying the basis for the tax, or the taxable unit, states should consider whether 
the tax should be imposed on the gross unit or whether a more targeted unit that has 
exceptions or “carve outs” is more suitable for the state and providers. While some state 
programs impose a tax on all patient days, all beds, or gross revenues, other programs are 
based on a taxable unit that represents a subset of the total. A few examples include net 
patient revenue, non-Medicare revenue, non-Medicare patient days, or occupied beds. These 
targeted approaches are often used to maximize the benefit for the taxpaying entities. 
However, for tax programs that are not broad-based or uniform, careful attention needs to be 
given to the taxable units to ensure the state meets the statistical criteria for a waiver of the 
federal broad-based and/or uniformity requirements. 

The tax proposal will also identify the health care entities subject to the tax and whether any 
entities in the class of taxpayers will be exempt from the tax. Exempting certain members of the 
class from the tax may be desired, but the implications of that structure will need to be analyzed 
as this will result in a tax structure that is not broad based and will need federal approval of a 
waiver of the broad-based requirements. Many state tax programs exempt providers that are 
owned by the state or by the federal government. Some provider tax programs also exempt 
other government owned providers from the tax, such as non-state government owned 
providers, effectively taxing only private (or non-public) providers. Other exemptions may be 
based on the type of provider. For example, some hospital tax programs exempt long-term 
acute care hospitals because of the nature of services these hospitals provide and because 
these hospitals typically have low Medicaid patient volumes. 

Other important considerations include the usage of the tax receipts, whether solely for provider 
payments or whether the state retains a portion of the funding. Financial and accounting factors 
should be considered, such as whether the funds go into the state’s general fund or the 
Medicaid program fund. Other details include the frequency of tax collection, the method in 
which the tax is collected, and the agency responsible for tax collection. 
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The tax proposal will also incorporate financial information detailing the impact of the tax on 
each provider and the projected total revenue to be generated by the tax. This information will 
be critical for the state to determine whether the level of tax generated by the program is 
sufficient or whether the program should be adjusted to accommodate the state’s funding 
needs and requirements. 

b. Procedures for Levying and Collecting the Tax 
The draft tax proposal will address the procedures necessary to levy the tax and collect the tax 
from impacted providers. We will work closely with the state and in collaboration with the 
Alaska Department of Revenue to ensure the collection functions of the program are 
appropriate and comply with state law and existing revenue collection systems and protocols, 
including the Tax Revenue Management System. 

While a state’s department of revenue taxation and collection systems can be used to collect 
provider tax revenue, some states classify provider taxes as “fees” and collect them apart from 
the department of revenue. In these instances, the state develops its own protocols to collect 
the fees from providers, assuming that the authorizing state legislation that sets forth the tax 
program provides the Medicaid program with the authority to collect the tax. 

For levying and collecting the tax, there are a number of administrative items that should be 
evaluated, including the following: 

 Developing a process to identify the providers that are subject to the tax as well as 
maintaining and updating this on an ongoing basis. This process is critical to ensure 
that taxpayers are identified and any changes, such as provider closures, new 
providers, changes in ownership, and changes in provider type, are identified as 
quickly as possible and the impact on the tax identified. 

 Communicating with taxpayers regarding the amount of tax owed, the due date(s) of 
the tax, the collection process, provider responsibilities for payment and data 
submission, and penalties for non-compliance. 

 Establishing provisions for appeal rights for providers who dispute the amount of tax 
assessed. 

 Logistics for collecting the tax, accounting for tax receipts, and determining what 
agencies and agency staff, and/or contractors, are tasked with these duties. 

States should also develop an ongoing monitoring plan to monitor tax collections to ensure 
sufficient taxes are being collected to fulfill the program’s objectives. The monitoring process 
should also be equipped to evaluate whether tax receipts are too high such that the program 
should be adjusted. The monitoring process should also ensure that tax collections do not 
exceed the federally-prescribed percentage of net patient revenue. 

c. Procedures for Data Collection and Federal Reporting 
After the tax program is developed and implemented, the state will need to collect data from 
providers on an ongoing basis for the duration of the tax program. This data may be needed to 
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update the tax calculation after the initial tax period so that it is based on more current data. 
The state may also wish to modify certain components of the tax model after it has been in 
place for some period of time. For any such updates or changes, data will be needed to adjust 
the tax model as well as any associated calculations and reporting, including fiscal impact 
estimates and upper payment limit demonstrations. Types of data that may need to be 
collected include: 

 Provider cost report data. Depending on the tax structure, Medicare and/or Medicaid 
cost reports may be the best initial source of data because providers typically complete 
them on an annual basis and are already familiar with the cost report submission and 
filing process. 

 Provider self-reported data other than cost reports. Additional non-cost report data may 
be required if the tax calculation incorporates data elements that are not collected via 
the cost report. States using provider self-reported data should develop clear 
requirements and expectations regarding the data, data sources, and the 
timing/frequency of data submission. Providers should maintain supporting 
documentation of the data reported to the state. Examples of self-reported data are: 

o Providers that are not enrolled with the Medicare or Medicaid programs likely 
do not file a cost report, so an alternate data collection mechanism will be 
needed in these cases. 

o Tax programs based on in-state activity only (revenues, days), in which case 
in-state statistical data will need to be collected.   

 MMIS claims data. 

 Upper payment limit information to ensure that payment increases funded by the health 
care provider tax do not exceed the Medicare UPL. 

 Tax collection estimates and fiscal impact estimates of reimbursement changes. 

Federal reporting requirements are necessary for health care provider tax programs that are 
not broad-based and uniform. For these programs, a waiver must be submitted to CMS to 
demonstrate that the non-broad based and/or non-uniform tax is generally redistributive. In 
addition, if the provider tax program generates funds to increase payment rates or results in a 
change to reimbursement methodologies, a state plan amendment will also need to be 
submitted to CMS. Other federal reporting may also be necessary, including upper payment 
limit demonstrations. Our professionals have extensive experience working with our state 
Medicaid clients on preparing waiver requests and state plan amendments, calculating upper 
payment limit demonstrations, and responding to CMS questions and requests for additional 
information 

3. Public Presentations and Subject Matter Expertise 
Myers and Stauffer has participated in many work groups with state staff, provider 
representatives and consumer advocates and believe in a teamwork attitude. The best results 
come when all participants provide contributions and the group as a whole is responsible for 
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finding solutions. We have been very successful with this type of work group approach. Studies 
such as these can be very complicated. The study needs to be detailed enough for the experts 
in Medicaid reimbursement to understand and they must also be prepared in a manner that can 
be understood by other parties such as legislators. Myers and Stauffer has hands on 
experience in explaining these complicated programs for all levels of understanding. 

We will ensure that our team is available to provide public presentations and serve as subject 
matter experts. Our team members will structure our project plan to ensure that a draft of our 
tax proposal is completed by December 1, 2015. Our team will be available for conference calls 
or meetings to present the draft documents and will be available for questions and follow-up 
research. 

Once the workgroup has met and discussed the draft study, Myers and Stauffer will take the 
comments and requests and will prepare a finalized version of the study and proposed tax 
models. The finalized version will be presented to the state for their final review and approval.  

Upon agreement of the final version, our team will be available between December 2, 2015 and 
June 30, 2016 for presentations to the department, public officials, the legislature, and other 
stakeholders in Anchorage and Juneau. We understand that this will require a minimum of one 
trip to Anchorage, one trip to Juneau, and several conference calls. 

In addition to being available for scheduled meetings, our team will be available to provide 
subject matter expertise by phone and email for purposes of answering questions and providing 
guidance to the department throughout the project.  

 



 
RFP No. 2015-0600-3125 

   May 21, 2015 

www.mslc.com     page 23  

  
 

MANAGEMENT PLAN
FOR THE PROJECT 

V. Management Plan for the Project 
 
Since 1977, Myers and Stauffer has provided accounting, program integrity, consulting and 
analysis services to state and federal agencies. We currently have 18 offices and serve clients 
in 45 states, including the Alaska Department of Health and Social Services. Myers and 
Stauffer is highly regarded for its professional objectivity, innovation, quality people, and 
unparalleled service. Unparalleled service requires commitment and an understanding of the 
client’s needs and then fulfilling those needs in an effective and economical manner. We are 
committed to providing efficient and economical services to Alaska Medicaid, while maintaining 
the highest levels of quality and service. We have the resources to meet your needs and 
exceed your expectations.  

We are one of the most experienced health care audit and consulting vendors in the nation – 
we have a dedicated team of experienced professionals and have been providing health care 
and pharmacy auditing, pricing, analytical and consulting services to state agencies for nearly 
40 years. Myers and Stauffer has more than 700 professionals, who work full time with local, 
state and federal health care programs. Our extensive experience providing Medicaid auditing 
and consulting is bolstered by our depth of resources and commitment to client service.  

Approach to the Alaska Study 
Our proposed methods/approach can be summarized into the following general areas: 

 Project Kick-Off Meeting: Upon the state’s notice of intent to award, we anticipate a 
kick-off meeting with DHSS staff to further our understanding of DHSS’s objectives and 
time line and begin work on the feasibility study. During this meeting, project team 
members will be introduced, key points of contact will be identified, and exact deadlines 
will be established. In addition, we will finalize the provider types that are subject to the 
study. Following the meeting, Myers and Stauffer will prepare a memorandum outlining 
its understanding of the project goals, an updated work plan and updated project time 
line. 

 Begin Project Research: Our team will begin researching other state methodologies, 
options, SPAs, limits, etc. Research results will be summarized by possible options by 
provider types to create a "menu" of choices. A report will be prepared to present to the 
group as a starting point. A call or meeting will be scheduled to go over the initial 
research. The menu will be pared down to exclude provider types that are not feasible to 
tax based on access to data or other constraints.   

 Begin Data Gathering: For the provider types remaining in the study, data gathering 
processes will begin. For example, cost reports, MMIS, or other data may be required.   

 Develop Models: Perform high level modeling of UPL & tax scenarios under the "menu." 
Summarize models into spreadsheets and summaries for group presentation. Meet with 
group and refine models after meeting. Further pare down provider listing if needed and if 
results of model don’t seem feasible. 

 Draft Tax Proposal: Develop draft tax proposal including tax structure, listing of 
providers subject to tax, projected tax revenue, exemptions and carve outs. Meet with 
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workgroup to go over model, follow up from meeting to finalize model and supporting 
documents. Finalize model and presentations after the meeting. 

 Perform Quality Control Reviews: It is the policy of Myers and Stauffer that all 
deliverables receive a second review by management staff who did not participate in the 
preparation. Additionally, when critical or sensitive issues are involved, our quality 
assurance partner will perform further consultation and review. This partner is not 
associated with the engagement directly, but is available to the project team as needed 
to assure that all products and services are of the highest quality and meet or exceed 
your expectations. 

 Public Presentations: Summarize findings, models and develop presentation to give to 
the public. Trips to Anchorage and Juneau to present and serve as subject matter 
experts.  

Approach to Client Service 
Our approach to serving as a state’s accounting, auditing and consulting contractor is built on 
our knowledge that in order to truly serve the role as your trusted advisor, we must have the 
ability to serve as a knowledge resource for the state when challenging issues arise. Health 
care reimbursement issues are often complex and Medicaid program officials need access to a 
firm with knowledge of new developments at the federal level, as well as within Medicaid 
programs across the nation. As your contractor, we will bring you knowledge and expertise 
gained from working with CMS as well as Medicaid agencies across the country. With decades 
of experience working with state Medicaid programs, we bring vast experience in the areas of 
provider tax, DSH reimbursement/auditing, UPL determinations, supplemental payments, 
CPEs, IGTs, state plan and rule drafting and MCO consulting. 

We assist our Medicaid clients with being prepared for any challenges they may face. Program 
staff must be prepared to address all challenges as they are presented. Frequently, there is a 
need to prepare studies and analyses to help support the agency’s position on given issues or 
to demonstrate that assertions made about the program are unfounded. 

Myers and Stauffer recognizes Alaska Medicaid’s need for program support and we approach 
our assignments with this in mind. That is why we place great emphasis on information 
technology and develop comprehensive databases containing a rich source of information in 
order to support financial analyses for state policy makers. We also write detailed computer 
programs supporting our clients’ rate setting systems, while also demonstrating transparency in 
the process. Having this data in a centralized, continuously updated data center not only allows 
us to perform our consulting services, but ensures that our clients have the information they 
need to run their Medicaid system. This is a value-added service that many of our competitors 
cannot provide. 

The opportunity to expand our services in Alaska is very exciting for Myers and Stauffer. Our 
proposal not only demonstrates the breadth of our experience with Medicaid programs across 
the nation; it also demonstrates our more than 35 years of experience providing similar services 
to state Medicaid agencies. Our proposal illustrates our understanding of the tasks needed to 
ensure successful completion of this project and introduces our project staff. The real benefit of 
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choosing Myers and Stauffer lies in the vast array of resources we can provide Alaska Medicaid 
in managing its overall Medicaid program. As CMS continues to make changes at the federal 
level that impact Medicaid programs, there is great benefit in having a contractor that can work 
across the wide array of reimbursement issues, ensuring a statewide strategy for Alaska 
Medicaid among all provider types the Medicaid program serves. We assure you that no other 
firm can match the range of our experience, government health care knowledge, staff 
resources or our commitment to high quality service and deliverables. 

In addition to the in-depth experience that we bring to the project, Alaska Medicaid will have 
access to a project team with senior professionals committed to proactive, ongoing 
communication.  

We have structured our organization by Engagement Team to facilitate the development of 
highly specialized technical skills and coordinated delivery of services. As you can see in the 
chart below, our engagement teams cover the full spectrum of Medicaid and Medicare services, 
including: benefits and program integrity; cost report, attest and DSH audits; managed care; 
nursing facilities rate setting and MDS verification; pharmacy; and rate setting and consulting.    

 
 
At Myers and Stauffer, we understand the complexities of operating a state’s Medicaid agency 
and that in order to provide exceptional client service; it requires a team of dedicated and 
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skilled professionals that can respond timely to our client’s needs. We understand that you 
need: 

 A reliable single point of contact that is accessible when you need it to help address 
issues as they arise. 

 The dedication and ability to provide on-site assistance to participate in working 
sessions and meetings when needed. 

 A team that is dedicated to providing timely responses to your inquiries. 

 Access to technical expertise to address the complex challenges of Medicaid 
reimbursement systems. 

 A resource that can bring a broad base of knowledge gained from experience in 
working with other states and CMS to help share lessons learned and to incorporate 
best practices. 

 An advisor who can stay on the cutting edge of advancements and new methodologies 
in Medicaid delivery systems and payment reforms.  

We will deliver a comprehensive, customized and consultative approach that will maximize the 
benefits offered to the Alaska Medicaid program. This section provides a brief discussion of 
preliminary plans for accomplishing the requirements of this RFP. Although we have significant 
experience assisting state Medicaid agencies with project activities very similar to those 
requested in this RFP, we recognize that each Medicaid program is unique. This necessitates 
that we work closely with our Medicaid agency clients on each engagement to ensure all state-
specific issues are addressed. 

Myers and Stauffer’s management plan will ensure that DHSS’s objectives are met. The 
foundation of our management plan is the designation of a project team comprised of senior-
level staff with direct, hands-on experience with similar projects for other state agencies. In 
addition, project director, Tammy Martin, CPA, is a member (owner/partner) with the firm and 
has the ability to directly assign additional firm resources to the project as necessary to ensure 
its successful completion. Ms. Martin has successfully directed similar projects for Myers and 
Stauffer, including provider tax projects and the Alaska Disproportionate Share Hospital audit 
engagement. Dave Halferty, and Tim Guerrant, CPA, will serve as co-project managers. They 
will oversee day to day activities, serve as the primary points of contact, and provide oversight 
and supervision to the remaining project staff. Ms. Martin will communicate regularly with the 
project managers and will also participate in scheduled status meetings with DHSS. 

Our policy is to properly plan, perform, supervise, review, document and communicate all 
engagements in accordance with professional standards, regulatory authorities and project 
requirements. Management assigns personnel according to the expertise required to 
accomplish each task. Staff with knowledge of the issues, appropriate training and experience 
are available throughout the contract. This enhances our ability to meet contract time frames, 
requirements and leads to sound project control. We also believe in a collaborative approach to 
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our engagements. We believe that open communication and discussion of ideas throughout the 
engagement is the best way to ensure that all needs are being identified and met.  

Through our quality assurance system, we monitor firm activities. We have written standard 
operating procedures that are applied to all engagements. As part of these procedures, the 
quality assurance officer performs quality assurance checks that promote adherence to 
contract compliance criteria and other management policies. Myers and Stauffer has 
participated in and fully complies with the American Institute of Certified Public Accountants’ 
program of quality control. As a routine standard operating procedure, the project director and 
project managers will regularly discuss all major aspects of the project with Mr. Allan Hansen 
and Ms. Amy Perry, who will be responsible for quality assurance for this project. Mr. Hansen 
has extensive experience working with the state of Alaska, and will work with the project 
director to ensure project goals are achieved and standards are followed. Ms. Perry has 
extensive experience with state provider tax programs. 

The project will be conducted in an objective and professional manner. There will be prompt 
response to telephone calls and correspondence from DHSS. Conference calls will be held with 
DHSS and others in addition to routine progress meetings. The project director will review each 
deliverable and measure progress against the project time schedule. Control mechanisms, 
such as weekly status reports, will apprise the project director of progress with all key facets of 
the project and will ensure that goals are met.  

Even with the best planning, problems may arise throughout the course of a given project. We 
anticipate unexpected challenges and difficulties during each project. These problems may be 
caused either by forces external to the project team or within the project team. Regardless of 
the source, our first step is to closely monitor the work plan, scheduling and reporting. To 
minimize the unexpected complications, we will communicate regularly with DHSS staff through 
conference calls, emails and on-site meetings. We will keep DHSS staff fully informed of all 
significant developments. Reports, both oral and written, will provide information on a regular 
basis as to the status of the project. We will address any problems in a professional and timely 
manner. If problems arise, DHSS will be informed of the situation and potential remedies, 
including assigning additional staff.  
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VI. Experience and Qualifications 
 

A. Organizational Chart 
We are pleased to present the following organizational chart which shows the proposed 
structure to accomplish the requirements of the RFP. Resumes for each key staff member 
listed on the organizational chart are included at the end of this section. 

 

B. Organization and Project Team 
Tammy Martin, CPA, member, will have overall responsibility for this engagement and will 
address all contract issues. As project director, she will ensure all work is performed to the 
highest standards and will assist the project managers in accomplishing required tasks and 
goals. She will attend project meetings and be available to Department staff as often as 
needed. She is responsible for reviewing deliverables and coordinating the professional 
resources based on the work plan. She has 20 years of professional experience with Myers 
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and Stauffer in the area of health care reimbursement, including provider tax calculations. In 
addition, Ms. Martin currently serves as the project director for the Alaska DSH audit contract. 

Allan Hansen, principal (partner), will serve as quality assurance for this engagement. He will 
coordinate all activities of this project and will maintain close and frequent communication with 
DHSS. He currently manages the firm’s project to perform audits of Alaska Medicaid providers 
for DHSS. Mr. Hansen supervises engagement teams of accountants and registered nurses to 
perform review procedures on Medicaid claim documentation.  

Mr. Hansen also participated in the firm’s recent project for DHSS to evaluate the 
reimbursement methodology for home and community-based services and recommend 
alternative methodologies. Mr. Hansen also manages the firm’s pharmaceutical dispensing and 
acquisition cost studies. He has led studies for the states of Alaska, California, Kentucky, 
Texas, Minnesota, Nevada, Arkansas, Idaho, Oregon, Wyoming, Louisiana, Maryland, 
Mississippi and Kansas and has served as senior analyst for pharmacy litigation support 
engagements. 

Amy Perry, CPA, member (partner) has more than 20 years of experience providing auditing, 
consulting and accounting services to state Medicaid agencies. Ms. Perry managed the firm’s 
provider cost audits and rate setting services for the state of Iowa for eight years. Ms. Perry 
managed the triennial rebasing of hospital base, capitol cost, direct and indirect medical 
education and disproportionate share rate and recalibration of DRG weights. For outpatient 
hospital services, she managed and was actively involved in assisting Iowa with the transition 
from an APG reimbursement methodology to APC methodology. She also assisted with 
implementation of nursing facility and hospital provider tax programs, DSH/UPL programs 
through data collection, payment calculations and consulting services. She has prepared 
detailed reports to CMS officials demonstrating the state’s compliance with federal DSH/UPL 
statutes and regulations. Ms. Perry leads the firm's rate setting and consulting engagement 
team and will provide subject matter expertise and quality assurance for this engagement. 

Our quality assurance system monitors firm activities and reports to the highest levels of the 
firm. We have written standard operating procedures that are applied to all engagements. As a 
part of these procedures, Mr. Hansen will perform quality assurance checks that promote 
adherence to contract compliance criteria and other management policies. He will oversee 
quality control reviews and processes and provide high-level strategic input into the overall 
project. In addition, he will review deliverables and monitor contract performance milestones.  

Dave Halferty is a senior manager with nearly 15 years experience working for the State of 
Kansas Department on Aging and its successor KDADS. During his tenure with the State of 
Kansas, he worked primarily with the nursing facility reimbursement program but also worked 
with the Home and Community-Based Services (HCBS) waivers and the Program of All-
Inclusive Care for the Elderly. During his last three years at KDADS, Mr. Halferty served as 
chief financial officer for the agency and was also a member of the KanCare Steering 
Committee. He has participated in many meetings and discussions with managed care 
organizations, nursing facilities, HCBS providers, beneficiaries, family members, advocacy 
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groups and other stakeholders. During his tenure with the state, Kansas implemented a nursing 
facility provider tax after many years of debate amongst stakeholders. Mr. Halferty was 
responsible for modeling provider tax options throughout this process. These experiences will 
make Mr. Halferty a valuable asset to the project team. 

Tim Guerrant, CPA is a senior manager with over 12 years of experience with Myers and 
Stauffer providing accounting and consulting services to government health care agencies. Mr. 
Guerrant has extensive experience in rate setting, reimbursement design and consulting 
involving inpatient and outpatient hospital services, physicians, durable medical equipment, 
medical supplies, clinics and other health care providers and services. Mr. Guerrant also has 
experience in pharmacy dispensing cost studies, upper payment limits, provider taxes, fiscal 
impact modeling, provider appeals and Medicare/Medicaid legislation and policy issues.  

Karen Calhoon, CPA, is a senior manager. Ms. Calhoon has experience with hospital UPL 
and provider tax programs. In addition, Ms. Calhoon currently serves as the audit manager for 
the Alaska hospital DSH audit contract. 

Berry Bingaman, CPA, is a manager. Ms. Bingaman has experience with hospital rate setting 
and tax programs. Ms. Bingaman currently serves as a manager for the Indiana hospital rate 
setting contract. 

C. Personnel Roster 
Name/Title Project Role Location Estimated Hours

Tammy Martin, CPA 

Member 

Project Director Boise, Idaho 122 

Allan Hansen 

Principal 

Quality Assurance Kansas City, Missouri 7 

Amy Perry, CPA 

Member 

Quality Assurance Kansas City, Missouri 20 

Dave Halferty 

Senior Manager 

Co-Project Manager Topeka, Kansas 264 

Tim Guerrant, CPA 

Senior Manager 

Co-Project Manager Indianapolis, Indiana 264 

Karen Calhoon, CPA 

Senior Manager 

Accountant Boise, Idaho 108 

Berry Bingaman, CPA 

Manager 

Accountant Indianapolis, Indiana 108 

 
Resumes for our listed staff members begin on the following page.  
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D. Similar Experience 
Since 1977, Myers and Stauffer has provided accounting, program integrity, consulting and 
analysis services to state and federal agencies. We currently have 18 offices and serve clients 
in 45 states, including Alaska.  

 

We specialize in providing Medicaid consulting, auditing, rate setting, program integrity and 
other operational support services to state Medicaid agencies. Through these opportunities, we 
have assisted state Medicaid agencies in conducting budget analysis to maximize program 
funding, consulted with states on development and submission of state plan amendments 
(SPA), worked effectively with CMS in dealing with Medicaid funding issues on behalf of our 
state clients, prevented unnecessary program expenditures, identified hundreds of millions of 
dollars of inappropriate payments and recoveries, assisted in the development of state 
reimbursement systems, performed eligibility audits and analysis, defended audit findings from 
providers’ administrative and judicial challenges, and performed data management and 
analysis services to assist our clients in better managing their programs. We are experts in 
federal Medicaid laws and regulations, and are able to assist our clients to obtain all of the 
federal funding available within the federal/state cost-sharing parameters. 

Our team of professionals has considerable academic training and specialized experience in 
health care consulting and reimbursement. In addition to certified public accountants (CPA), our 
project teams include certified fraud examiners (CFE), health care policy and reimbursement 
specialists, registered nurses (RN), pharmacists, dental consultants, managed care specialists, 
Medicaid eligibility auditors, physician consultants, statistical consultants, academic 
researchers, financial analysts, attorneys, certified coders and computer information systems 
professionals.  

Myers and Stauffer represents the highest level of technical experience in providing the 
services requested in the RFP. Our extensive exposure to state Medicaid managed care 
programs enables us to draw upon program integrity and monitoring program features, 
experiences and best practices from other Medicaid programs to address the requirements of 
this important initiative for Alaska. 
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We offer a full array of services designed to assist our state and federal clients in succeeding 
with every part of their operations. These services include: 

 UPL and provider tax consulting and preparation. 

 DSH audits, data gathering, calculations, database preparation and consulting. 

 Rate setting and Reimbursement methodology design and implementation. 

 Establishment of provider reimbursement rates including UPLs and provider tax. 

 Developing and implementing comprehensive monitoring systems for Medicaid MCOs 
including conducting financial and performance audits of MCOs. 

 Cost report audits, settlements, and database creation. 

 Medicaid performance audits and consulting engagements. 

 CMS 64 – quarterly expense report reviews. 

 CPE reconciliations and  consulting 

 Representation of states before CMS, Department of Justice (DOJ) and Office of the 
Inspector General (OIG). 

 Assistance with CMS and OIG audit findings. 

 Medicaid funding consulting including provider assessment plans. 

 State plan amendment assistance. 

 State auditor assistance. 

 Medicaid agency operations consulting. 

 Fraud and litigation support. 

 Appeal representation and expert witness testimony. 

 Eligibility payment error rate measurement (PERM) activities. 

 Electronic health records (EHR) incentive payment audits. 

 Delivery system reform incentive payment (DSRIP) system development and auditing. 

 Recovery audit contractor (RAC) services. 

 Fraud, waste and abuse detection and identification of improper payments through 
claim/billing reviews.  

 Medicaid policy consulting. 

 Pharmacy claims and pharmacy benefit manager (PBM) audits. 

 Medicaid management information systems (MMIS) audits. 

We are one of a few firms nationally that specialize in these areas. Our services include 
statistical and fiscal impact modeling, comparison with national practices, setting weights and 
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defining allowable costs, developing computerized rate setting systems for client use, database 
development and drafting supporting regulations and state plan amendments.  

Detailed descriptions of our experience are included for your review. Each project includes the 
reference name and phone number for our primary contact. We encourage the review 
committee to contact any and all of these references for more information about the 
project or more detail regarding their work with Myers and Stauffer.  

Myers and Stauffer boasts the reputation of being professional, knowledgeable, courteous 
and timely with its projects. Myers and Stauffer encourages the evaluation committee to 
contact any of the individuals listed on our experience pages as a reference for the firm. We 
have also included professional reference letters from our state agency clients in Appendix F. 
The reference letters are not intended to serve as a substitute for independent inquiry by the 
evaluation team. 
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E. Minimum Requirements (RFP 6.06 and RFP 2.08) 
Per the requirements in the Minimum Qualifications listed in section 6.06 of the RFP, the 
following table outlines the date the certifications and credentials referenced in our project team 
member resumes were met. 

Team Member Certification Dates minimum 
qualification was met 

Tammy Martin, CPA Certified Public Accountant 4/20/1999 

Amy Perry, CPA Certified Public Accountant 10/19/1993 

Tim Guerrant, CPA Certified Public Accountant 12/6/2007 

Karen Calhoon, CPA Certified Public Accountant 10/20/1999 

Berry Bingaman, CPA Certified Public Accountant 8/30/2010 

 
1) Experience Providing Consultation in Health Care Provider Tax Evaluation, 
Implementation or Revision Including Our Process in Data Collection, Analysis and 
Implementation (at least two in the past 10 years) 

Due to the RFP electronic file size restrictions, the table below provides some detailed 
examples of states and projects where we have performed provider tax work. Supporting 
exhibits are provided as proof of our calculations and can be found at Appendix E. 

State/Provider 
Type 

Project Start 
& End Dates 
(Including 
Month & 

Year) 

Description of 
experience with 

providing 
consultation in 

provider tax 
assessments 

Process for data 
collection, analysis, 
and implementation 

Example 
as proof 

provided? 
ID/Outpatient 
Hospital 

June 2010 - 
current 

TAX 
Tax assessment 
based on the % of net 
patient revenue 
needed to fund state 
share of UPL 
payment. 
 
UPL 
Developed and 
implemented a cost 
based UPL 
supplemental 
payment methodology 
and related tax 
assessment. 

TAX 
Net patient revenue 
for tax collected from 
Medicare cost reports 
Worksheet G series. 
 
UPL 
UPL costs and 
payments collected 
from Medicaid cost 
settlements. 
 
Data for distributing 
payments from state 
MMIS system report. 
 

Appendix 
E, Exhibit 
1 
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State/Provider 
Type 

Project Start 
& End Dates 
(Including 
Month & 

Year) 

Description of 
experience with 

providing 
consultation in 

provider tax 
assessments 

Process for data 
collection, analysis, 
and implementation 

Example 
as proof 

provided? 
Distributed to 
providers based on 
Medicaid payments in 
prior calendar year. 
 

 
 

ID/Inpatient 
Hospital 

January 2014 
- current 

TAX 
Tax assessment 
based on the % of net 
patient revenue 
needed to fund state 
share of UPL 
payment. 
 
Drafted the SPA for 
CMS submission. 
 
UPL 
Developed and 
implemented a DRG 
based UPL 
supplemental 
payment methodology 
and related tax 
assessment. 
Distributed to 
providers based on 
Medicaid inpatient 
days in prior calendar 
year. 

TAX 
Net patient revenue 
for tax collected from 
Medicare cost reports 
Worksheet G series. 
 
UPL 
DRG Medicare 
payments from state 
MMIS data ran 
through a DRG 
grouper.  Medicaid 
units and payments 
collected from 
Medicaid cost 
settlements. 
 
Data for distributing 
payments from state 
MMIS system report. 
 
 

Appendix 
E, Exhibit 
2 

ID/ICF/ID Jan 2010 - 
Current 

TAX 
Taxed amount to fund 
the state share of the 
UPL + vendor 
preparation fees.  
Providers taxed based 
on total patient days. 
 
UPL 
Developed and 
implemented a cost-
based UPL approach. 
 
UPL room distributed 
based on audited 
MCD days. 

TAX 
Total taxable patient 
days from audited 
Medicaid cost reports. 
 
Net patient revenue 
6% test data from 
Medicaid cost reports. 
 
UPL 
Cost data from 
audited cost reports. 
Payment data from 
daily room times 
Medicaid days. 
 

Appendix 
E, Exhibit 
3 
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State/Provider 
Type 

Project Start 
& End Dates 
(Including 
Month & 

Year) 

Description of 
experience with 

providing 
consultation in 

provider tax 
assessments 

Process for data 
collection, analysis, 
and implementation 

Example 
as proof 

provided? 
WY/NF Jan 2009 - 

current 
TAX 
Taxed amount to fund 
the state share of the 
UPL + vendor 
preparation fees.  
Providers taxed based 
on total non-Medicare 
days. 
 
 
UPL 
Developed and 
implemented a UPL 
system using RUGs 
basis for Medicare 
upper limit. 
 
UPL room distributed 
based on Medicaid 
days. 
 
 

TAX 
Total taxable patient 
days from audited 
cost reports and MCR 
cost reports. 
 
Net patient revenue 
6% test data from 
Medicare cost reports 
Worksheet G series. 
 
UPL 
RUGs based UPL 
data collected from 
MDS via a data use 
agreement with CMS.  
MDS detail ran 
through Medicaid 
RUG grouper.  Total 
average amount that 
MCR would have paid 
compared to 
Medicaid payments 
from MMIS system to 
determine UPL room.  
Medicaid days 
derived from state ran 
MMIS report.  
 
State has a low 
FMAP of 50% so 
entire UPL room can’t 
be distributed.  
Limited to 6% max 
tax rate. 
 

Appendix 
E, Exhibit 
4 

IA/NF April 2010 – 
current 

TAX 
Developed and 
implemented a 
provider tax 
assessment model. 
 
Taxed amount to fund 
the state share of 
reimbursement rate 

TAX 
Total taxable patient 
days from 
supplemental form 
submitted by the 
nursing facilities on a 
quarterly basis to 
determine tax 
amount. 

Appendix 
E, Exhibit 
5 
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State/Provider 
Type 

Project Start 
& End Dates 
(Including 
Month & 

Year) 

Description of 
experience with 

providing 
consultation in 

provider tax 
assessments 

Process for data 
collection, analysis, 
and implementation 

Example 
as proof 

provided? 
increases.  Providers 
taxed based on total 
non-Medicare days. 

 
Max tax rate not to 
exceed 3%. 

IA/Inpatient 
and Outpatient 
Hospital 

July 2010 - 
current 

TAX 
Developed and 
implemented a 
provider tax 
assessment model. 
 
Taxed amount funds 
provider rate 
increases. 
 
Tax assessment 
based on a % of the 
provider’s FY 2008 
non-Medicare net 
patient revenue. 
Results in the same 
tax amount due each 
quarter. 

TAX 
Amount is submitted 
quarterly by the 
provider. 
 
Increased payments 
flow through the 
MMIS claims 
payment. 

Appendix 
E, Exhibit 
6 

LA/NF 
(Provider Tax) 

Jul 2002 - 
Current 

TAX 
Instituted a provider 
tax program in the 
state of Louisiana for 
all nursing facilities. 
No separate UPL 
supplemental 
payment program was 
instituted along with 
the provider tax 
program. 
 
Provider tax is used to 
fund standard 
Medicaid NF per diem 
reimbursement rates. 
Providers are 
reimbursed for 
Medicaid’s share of 
the allowable costs 
associated with the 
provider tax program 
as a pass-through in 
the per diem 

TAX 
Louisiana bed tax per 
day cannot exceed 
$10.00 due to current 
statutory language. 
 
Each year a 
prospective provider 
tax calculation is 
established to verify 
that the current 
program is within 
mandated 6% of net 
patient service 
revenue threshold. 
 
A separate 
calculation is 
performed to 
determine what the 
maximum provider 
tax assessment (at 
6% of net patient 
service revenue) 

Appendix 
E, Exhibit 
7 
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State/Provider 
Type 

Project Start 
& End Dates 
(Including 
Month & 

Year) 

Description of 
experience with 

providing 
consultation in 

provider tax 
assessments 

Process for data 
collection, analysis, 
and implementation 

Example 
as proof 

provided? 
reimbursement rates.  
 
Provider tax is 
assessed on all days 
regardless of payer 
type.  Tax is uniform 
and board based, no 
CMS waiver was 
required. 
 
Provider tax 
assessment amount is 
a stand-alone figure 
designated in the 
Medicaid state plan.  
No specific calculation 
methodology is 
included. 

exclusive of the 
statutory cap. 

LA/NF (UPL 
Calculation) 

2005 - 
Current 

UPL 
UPL calculation for 
non-state owned or 
operated facilities use 
a RUG based 
approach. 
 
UPL calculation for 
state owned or 
operated nursing 
facilities uses a cost 
based approach. 
 
UPL calculation are 
done at least annually 
and may be 
performed for 
significant changes to 
the Medicaid state 
plan 

UPL 
Non state owned or 
operated calculation:  
 
RUGs based UPL 
data collected from 
MDS via a data use 
agreement with CMS.  
MDS detail ran 
through Medicaid 
RUG grouper.  Total 
average amount that 
MCR would have paid 
compared to 
Medicaid payments 
from MMIS system to 
determine UPL room.  
Medicaid days 
derived from state ran 
MMIS report.  
 
State owned or 
operated calculation: 
Utilizes the most 
recently reviewed 
Medicare cost report 
days and charges.  

Appendix 
E, Exhibit 
8 
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State/Provider 
Type 

Project Start 
& End Dates 
(Including 
Month & 

Year) 

Description of 
experience with 

providing 
consultation in 

provider tax 
assessments 

Process for data 
collection, analysis, 
and implementation 

Example 
as proof 

provided? 
LA/PRTF (UPL 
Calculation) 

2013 – 
Current 

UPL 
UPL calculation 
utilizing a customary 
charge approach. 
 
UPL calculation is 
performed annually. 

UPL 
Provider cost and 
charge information is 
collected from filed 
Medicaid cost reports.  
 
New providers may 
be directly contacted 
for proof of customary 
charge information. 
 
Managed care and 
MMIS system reports 
are utilized to verify 
Medicaid payments. 

Appendix 
E, Exhibit 
9 

IN/Inpatient 
and Outpatient 
Hospital 

July 2011 - 
Current 

Tax 
Implemented a 
hospital assessment 
fee program that 
provided payment 
increases and 
replaced UPL 
payments.   
 
Assessment fee 
based on patient 
days. 
 
Collected necessary 
data, prepared fee 
calculation model, and 
coordinated 
communication with 
hospitals.  Drafted 
SPA for submission to 
CMS. 

Tax 
Many data elements 
obtained from cost 
reports (patient days, 
net patient revenue). 
Other data elements 
obtained from DSH 
surveys and from the 
hospital association. 

Appendix 
E, Exhibit 
10 

 

Additional Experience in Tax and UPL Consulting 
The following table provides a high level summary of states and provider types where we 
perform UPL and/or provider tax work. This table is presented as further support of experience 
but examples are not provided due to the RFP file size requirements. We are happy to provide 
additional example support if requested. 
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State NF ICF/IID 
Inpatient
Hospital 

Outpatient
Hospital IMD PRTF Clinic 

Alabama T & U   T & U T & U   U   

Arkansas U             

Colorado T & U             

Georgia     U         

Idaho T & U T & U T & U T & U U     

Indiana T & U T & U T & U T & U   U   

Iowa T & U T & U T & U T & U U U U 

Kansas T & U U       U   

Kentucky U T & U T & U T & U T & U T & U   

Louisiana     U         

Maryland T & U U U U U U   

Mississippi     U U       

Missouri U           U 

Montana U   U U       

New Jersey T & U             

New Mexico     U       U 
North 
Carolina T & U             

North Dakota     U   U     

Pennsylvania T & U             

Virginia U   U         

West Virginia U             

Wyoming T & U U           
*Legend: T = Tax; U = UPL 

2) Experience Consulting with State Medicaid Agencies on Medicaid Operations, Policy 
or Reform Which Includes Working with the Centers for Medicare and Medicaid Services 
(at least 5 years) 

We acknowledge and attest to having more than the required five years of experience 
consulting with State Medicaid Agencies on Medicaid operations, policy and reform. In fact, we 
have 38 years of specialization in providing these services to state Medicaid agencies. 

We currently serve Medicaid and public health agencies in 45 states, as well as the Centers for 
Medicare and Medicaid Services and the U.S. Department of Justice. We specialize in 
providing auditing, rate setting, program integrity, and other operational support services to 
state Medicaid agencies. Through these opportunities, we have prevented unnecessary 
program expenditures, identified hundreds of millions of dollars of inappropriate payments and 
recoveries, assisted in the development of state reimbursement systems, performed eligibility 
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audits and analyses, defended audit findings from providers’ administrative and judicial 
challenges, and performed data management and analysis services to assist our clients in 
better managing their programs. 

Myers and Stauffer has worked closely with states and CMS on various state initiatives. We 
have participated in meetings, discussions and negotiations with CMS on a variety of subjects, 
including upper payment limit tests, CPE programs, the development of the Payment Accuracy 
Measurement (PAM) and PERM demonstrations, state plan amendments, DSH policies, 
federal funding policies and new grant initiatives. We have an in-depth understanding of the 
relationship between states and CMS. We have assisted our state Medicaid clients in 
compliance with federal regulations and CMS policies.  

Over the last 35 years, we have assisted various states including Alabama, Georgia, 
Mississippi and Iowa with CMS form completion and reconciliation, from the CMS-64 (Quarterly 
Expense Report) to the CMS 416 (Early Periodic Screening Diagnosis and Treatment). The 
objective of these initiatives involved confirming compliance with applicable regulations, 
policies, and procedures, and validating the accuracy of the underlying data to prevent 
misstatements in accounting and reporting and to gain efficiencies and to ensure states 
received the full federal participation they are entitled to receive. We have worked 
collaboratively with states and other contractors to forecast utilization and expenditures, 
develop budgets, and to prepare required forms. We have performed activities such as 
reconciliations of claims to cash disbursement journals, inter-agency accounting reconciliations, 
and tying program expenditures to the CMS-64. 

The matrix on the following pages clearly shows our breadth of experience, including the years 
we have worked for each state and CMS. Additional information on several of these projects 
can be found above in this section.  
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Alabama Medicaid Agency 2008-present      

Alaska Department of Health and Social Services 1994-present       

Arkansas Department of Human Services
1983-2001;   2009-

present  

Centers for Medicare & Medicaid Services 1992-present            

Colorado Department of Health Care Policy & Financing 1984-present        

Connecticut Department of Social Services 2011-present    

Delaware Department of Health and Social Services 2011-present 

Florida Agency for Health Administration 2014-present  

Georgia Department of Community Health 2004-present          

Hawaii Department of Human Services 2002-present      

Idaho Department of Health and Welfare 1992-present            

Illinois Department of Healthcare and Family Services 2004-present   

Indiana Family and Social Services Administration 1982-present           

Iowa Department of Human Services 2000-present   

Kansas Health Policy Authority 2001-present        

Kentucky Cabinet for Health and Family Services 1998-present             

Louisiana Department of Health and Hospitals 2001-present      

Myers and Stauffer: Comprehensive Client Overview
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Maryland Department of Health and Mental Hygiene 1980-present         

Maryland Health Care Commission 2006-present 

Massachusetts - Univ. of Mass. Medical School 2001-present  

Michigan Department of Community Health 2008-present  

Mississippi Division of Medicaid 2006-present           

Missouri Department of Social Services 2008-present   

Montana Department of Public Health and Human Services 1991-present  

Nebraska Department of Health and Human Services 2008-present  

Nevada Department of Health and Human Services 2001-present          

New Hampshire Department of Health and Human Services 2009-present  

New Jersey Department of Human Services 1999-present      

New Mexico Human Services Department 2004-present   

North Carolina Department of Health and Human Services 2000-present      

North Dakota Department of Human Services 2009-present    

Ohio Department of Job and Family Services 1999-present     
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Pennsylvania Department of Public Welfare 2003-present 

Rhode Island Department of Human Services 2010-present 

South Carolina Department of Health and Human Services 2004-present  

Tennessee Bureau of Tenn Care 2005-present   

Texas Health and Human Service Commission 2002-present          

U.S. Department of Justice 1996-present      

Vermont Agency of Human Services 2010-present   

Virginia Department of Medical Assistance Services 1995-present          

Washington Department of Health and Human Services 2009-present   

West Virginia Department of Health and Human Resources 2001-present   

Wisconsin Department of Health Services 2011-present 

Wyoming Department of Health 1988-present         
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3) Expertise in Alaska Health Care System 
Myers and Stauffer has been working with the state of Alaska Department of Health and Social 
Services (DHSS) since the 1990s, which gives us a comprehensive understanding of the health 
care environment within the state. The firm is well-informed regarding Alaska’s health care 
programs and understands the unique dynamics associated with providing health care in the 
geographically challenging and culturally diverse environment of the state of Alaska. A 
summary of Myers and Stauffer’s work in the state of Alaska is presented below: 

 From 2009 to present, conduct audits of disproportionate share hospitals (DSH). 

 From 2012 to 2014, Myers and Stauffer worked with DHSS to explore options for 
incorporating an acuity adjustment methodology into the Medicaid reimbursement 
methodology for home and community-based services and behavioral health 
services. As part of this project, we developed and tested a cost collection survey 
tool for behavioral health providers. 

 In 2012, Myers and Stauffer began providing EHR audit services to DHSS. We 
completed updates to the Audit Guide and the stratification of providers into risk 
pools for sampling purposes. 

 In 2012, Myers and Stauffer assisted DHSS with a survey of pharmacy dispensing 
cost. The pharmacy project included the design, distribution, collection, review and 
analysis of a survey tool designed to obtain cost data from pharmacies that 
participate in the Alaska Medicaid program. 

 From 2007 to 2010, Myers and Stauffer assisted DHSS with an initiative to revise 
the reimbursement methodology for home and community-based services. This 
project included the collection of provider cost data and the development of a new 
rate methodology. 

 Since 2003, Myers and Stauffer has conducted provider desk audits and on-site 
audits for DHSS. This engagement included assisting DHSS to transform the 
auditing requirement from its conceptual legislative framework to a functioning 
reality. We worked with DHSS to establish clearly defined processes to perform 
annual cycles of desk audits and on-site audits of providers. This resulted in the 
identification and reporting of numerous claims overpayments and netted valuable 
information to assist DHSS with its efforts to promote provider compliance. Our 
findings have assisted DHSS by providing insight into specific areas in which to 
focus provider education and training. Our findings also helped to identify potential 
weaknesses in Medicaid regulations, provider billing manuals and Medicaid 
Management Information System protocols, allowing DHSS to make improvements. 

 In the 1990’s Myers and Stauffer was engaged to provide technical assistance in the 
development of the Alaska Telehealth Reimbursement Research Project addressing 
the state’s telehealth expansion system. This included developing a report which 
addressed researching and analyzing telehealth initiatives and best practices 
throughout the country, the development of reimbursement and coverage policies, 
analyzing telehealth issues in Alaska.  
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 Also, in the 1990s, Myers and Stauffer provided audit services to DHSS for cost 
reports submitted by hospitals and nursing facilities as well as consulting services 
related to inpatient hospital reimbursement and the resource based relative value 
scale system used for physician reimbursement.  
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VII. Appendix 
 

A. Alaska Business License  

B. Certificate of Authority 

C. Offeror’s Checklist 

D. Debarment Certification 

E. Sample Reports 

F. Myers and Stauffer Client Reference Letters 
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B. Certificate of Authority 
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C. Offeror's Checklist 
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D. Certification Regarding Debarment, Suspension, Ineligibility 
and Voluntary Exclusion Lower Tier Covered Transactions 
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