

REIMBURSEMENT INSTRUCTIONS
Use the forms found on our website to request reimbursement for nursing assistant training and testing costs.  You should submit these forms with the NAC worksheets and supporting documents at the end of the quarter in which you had training and/or testing.

You have up to thirty (30) days from the end of the quarter to submit a reimbursement request.  Must be postmarked by the last day of the following month of the reimbursement quarter.

A.  PROVIDER INFORMATION
1. Enter the name of your facility.  If you have had a name change within the last two years, enter that name too.

2. Medicaid Reimbursement percentage.   NOTE:  The reimbursement percentage is calculated by taking the number of Medicaid patients days reported on your cost report Schedule N divided by the total patient days on the same schedule.  The reimbursement percentage is updated July each year and posted on the website.
3. Enter your provider one number.


4.
Enter the name of the person we should contact for questions concerning this form.


5.
Enter the telephone number of the contact person.
6.
Enter your seven digit Medicaid Vendor Number.

7.
Enter the fax number of the contact person.
8.
Enter the e-mail address of the contact person.

9.
Check the appropriate box for the quarter you are requesting reimbursement and enter the year.

B. DIRECT CARE COSTS


1. & 2. 
Follow instructions on the Instructor Information Sheet.  Transfer totals to the Reimbursement request form.
C.
OPERATIONS COSTS
1. through 5.
Follow instructions on the Supplies, Student and Instructor information sheets.  Transfer totals to the Reimbursement request form.

D.  TOTAL COSTS AND REIMBURSEMENT REQUEST

1. Enter total amount for Section B, items 1 and 2.

2. Enter the total amount for Section C, items 1 through 5.

3. Enter the total amount for Section D, 1 and 2.

4. Compute your Reimbursement amount by entering your Medicaid percentage on the line provided and multiply the total amount entered on line 3 by this percentage.

E. PROVIDER AUTHORIZATION


The Nursing Home Administrator must sign and date this form.  Submit originals signed in ink.
QUESTIONS?

Telephone numbers:
Toni Zorn (360) 725-2439
E-mail Addresses:
Toni Zorn – toni.zorn@dshs.wa.gov 




ALTSA Website –  https://www.dshs.wa.gov/altsa/management-services-division/nursing-assistant-certifieds-reimbursement-forms 
Mailing Address:
ALTSA, Office of Rates Management, Attention Toni Zorn, PO Box 45600, Olympia, WA  98504-5600

Overnight Address:
ALTSA, Office of Rates Management, Attention Toni Zorn, Blake West

(FEDEX, UPS)
4450 10th Ave SE, Lacey, WA 98503
Fax:


(360) 725-2641

