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(b) The survey agency may certify a
facility for a period that ends no later
than 60 days after the last day specified
in the plan for correcting deficiencies.
The certification period must not ex-
ceed 12 months, including the period al-
lowed for corrections.

(c) The survey agency may certify a
facility for up to 12 months with a con-
dition that the certification will be
automatically canceled on a specified
date within the certification period un-
less—

(1) The survey agency finds that all
deficiencies have been satisfactorily
corrected; or

(2) The survey agency finds and noti-
fies the Medicaid agency that the facil-
ity has made substantial progress in
correcting the deficiencies and has a
new plan for correction that is accept-
able.

The automatic cancellation date must
be no later than 60 days after the last
day specified in the plan for correction
of deficiencies under §442.105.

[43 FR 45233, Sept. 29, 1978. Redesignated and
amended at 53 FR 1993, Jan. 25, 1988; 59 FR
56236, Nov. 10, 1994]

§442.117 Termination of certification
for ICFs/MR whose deficiencies
pose immediate jeopardy.

(a) A survey agency must terminate
a facility’s certification if it deter-
mines that—

(1) The facility no longer meets con-
ditions of participation for ICFs/MR as
specified in subpart | of part 483 of this
chapter.

(2) The facility’s deficiencies pose im-
mediate jeopardy to residents’ health
and safety.

(b) Subsequent to a certification of a
facility’s noncompliance, the Medicaid
agency must, in terminating the pro-
vider agreement, follow the appeals
process specified in part 431, subpart D
of this chapter.

[51 FR 24491, July 3, 1986, as amended at 59
FR 56236, Nov. 10, 1994]

§442.118 Denial of payments for new
admissions to an ICF/MR.

(a) Basis for denial of payments. The
Medicaid agency may deny payment
for new admissions to an ICF/MR that
no longer meets the applicable condi-

§442.119

tions of participation specified under
subpart | of part 483 of this chapter.

(b) Agency procedures. Before denying
payments for new admissions, the Med-
icaid agency must comply with the fol-
lowing requirements:

(1) Provide the facility up to 60 days
to correct the cited deficiencies and
comply with conditions of participa-
tion for ICFs/MR.

(2) If at the end of the specified pe-
riod the facility has not achieved com-
pliance, give the facility notice of in-
tent to deny payment for new admis-
sions, and opportunity for an informal
hearing.

(3) If the facility requests a hearing,
provide an informal hearing that in-
cludes—

(i) The opportunity for the facility to
present, before a State Medicaid offi-
cial who was not involved in making
the initial determination, evidence or
documentation, in writing or in person,
to refute the decision that the facility
is out of compliance with the condi-
tions of participation for ICFs/MR.

(ii) A written decision setting forth
the factual and legal bases pertinent to
a resolution of the dispute.

(4) If the decision of the informal
hearing is to deny payments for new
admissions, provide the facility and the
public, at least 15 days before the effec-
tive date of the sanction, with a notice
that includes the effective date and the
reasons for the denial of payments.

[51 FR 24491, July 3, 1986, as amended at 59
FR 56236, Nov. 10, 1994]

§442.119 Duration of denial of pay-
ments and subsequent termination
of an ICF/MR.

(a) Period of denial. The denial of pay-
ments for new admissions will continue
for 11 months after the month it was
imposed unless, before the end of that
period, the Medicaid agency finds
that—

(1) The facility has corrected the de-
ficiencies or is making a good faith ef-
fort to achieve compliance with the
conditions of participation for ICFs/
MR; or

(2) The deficiencies are such that it is
necessary to terminate the facility’s
provider agreement.
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(b) Subsequent termination. The Med-
icaid agency must terminate a facili-
ty’s provider agreement—

(1) Upon the agency’s finding that
the facility has been unable to achieve
compliance with the conditions of par-
ticipation for ICFs/MR during the pe-
riod that payments for new admissions
have been denied;

(2) Effective the day following the
last day of the denial of payments pe-
riod; and

(3) In accordance with the procedures
for appeal of terminations set forth in
subpart D of part 431 of this chapter.

[51 FR 24491, July 3, 1986, as amended at 59
FR 56236, Nov. 10, 1994]
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