
NASSAU COUNTY Jim 0. Higginbotham Dist. No 1 Fernandina Beach 
Hazel Jones Dist. No. 2 Fsrnandina Beach 

BOARD OF COIJNTY COMMISSIONERS Tom Branan Dist. No 3 Yulee 
P.0. BOX 1010 James E. Testone Dist No. 4 Hilliard 

Fernandina Reach. Florida 32034 Jimmy L. Higginbotham Dist No. 5 Callahan 

January 26, 1989 

T.J. "Jerry ' GREESON 
Ex.Offlc~o Clerk 

MICHAEL S. MULLIN 
County Attorney 

CERTIFIED MAIL 
RETURN RECEIPT REQUESTED 

Mr. Allen Ream 
Department of Banking & Finance 
Bureau of Local Government Finance 
The Capitol, Room 1001 
Tallahassee, FL 32399-0350 

Re: Shared County and State Health Care Program 
Proposed County Allocation 

Dear Mr. Ream: 

' Enclosed please find Nassau County's original application for the 
above-mentioned program. 

If any additional information is needed regarding same, please do 
not hesitate in contacting this office. 

Sincerely, 

T. J. "Jerryn Greeson 
Ex-Officio Clerk 

Enclosure 

xc: Dr. David Page 
Nassau County Health Dept. 

(904) 261 -5489 Board Room; 261 -61 27, 879-1 029,355-6275 all lines ext. 16 

An Affirmative Action/Equal Opportunity Employer 



NASSAU COUNTY 
BOARD OF C01JNTY COMMISSIONERS 
P.O. B o x  1010 
Fernandina Beach. F l o r i d a  32034 

January 26, 1989 

Jim B. Higginbotham Dirt. No 1 FernandinaBeach 
Hazel Jones Disc. No. 2 Fernandina Beach 
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Jimmy L. Higginbotham Dist No. 5 Callahan 

T.J. "Jerry-' GREESON 
Ex-Offielo Clerk 

MICHAEL S. MULLIN 
Countv Attorney 

Mr. Bill Little 
Medicaid Program Integrity 
1317 Winewood Boulevard 
Building 6, Room 271 
Tallahassee, FL 32399-0700 

Re: Shared County and State Health Care Program 
Proposed County Allocation 

Dear Mr. Little: 

Enclosed please find a copy of Nassau County's original 
application for the above-mentioned program. 

If any additional information is needed regarding same, please do 
not hesitate in contacting this office. 

Sincerely, 

T. J. "Jerry" Greeson 
Ex-Officio Clerk 

Enclosure 

xc: Dr. David Page 
Nassau County Health Dept. 

(904) 261 -5489 Board Room; 261 -61 27, 879-1029, 355-6275 all lines ext. 16 

An Affirmat~ve Actlon /Equal Opportunity Employer 



ST,ATE OF FLORIDA 
DEPARTLIENT OF HEALTH AKD REHABILITATILrE SERVICES 

Shared County and State  Heal th Care Program 
Proposed County A1 1 ocat  i on -. 

County Nassau 

o Ava i lab le  s t a t e  funds for  your county f o r  i n p a t i e n t  hosp i ta l  care . are $35,530 , assuming a l l  count ies p a r t i c i p a t e .  

o Your county must prov ide up t o  $199132 i n  matching funds i f :  

a. the county funded i n p a t i e n t  h o s p i t a l  care p r i o r  t o  Ju ly  1, 1988; 
b, the  county has not  reached the  maximum ad valorem m i  1 lage; and 
c. the  county has other revenue sources t o  fund the program, inc lud ing 

u n r e s t r i c t e d  reserves, t h a t  can be used s t a t u t o r i l y  t o  fund the  program. 

o The t o t a l  m o u n t  a v a i l a b l e  fo r  i n p a t i e n t  hosp i t  1 care f o r  t h i s  program, if your 
county p a t l c i p a t e s  a t  the  f u l l  35 percent  i s  454,662 . 

o The s t a t e  share w i  11 be ava i lab le  when a county provides less  than 35. percent 
* fund ing  i f  t h e  county: 

a. d i d  not  fund i n p a t i e n t  h o s p l t a l  servlces p r i o r  t o  Ju ly  1, 1988; 
b. has reached t h e  maximum ad valorem mi l lage;  and 
c. has no other revenue sources o r  has revenue sources t h a t  w i l l  meet p a r t  but 

not  a l l  o f  the  county share. 

o The l e v e l  o f  f i n a n c i a l  p a r t i c i p a t i o n  s h a l l  be determined by the Department o f  
Banking and Finance based on completion o f  the  a p p l i c a t i o n  i n  Attachment 2. 

Formula f o r  Determining County A l l oca t ion  

(a)  State Appropr iat ion = Amount per 
Number o f  Indiqents - Number o f  Medicaid Capita - 
i n  State E l i g i b l e s  i n  State 

Number o f  Indigents - Number o f  Medicaid X Amount per = County's 
i n  County E l i g i b l e s  i n  A l l oca t ion  

Source data i s  from: (a )F lo r ida  Consensus Est imat ing Conference; (b)1987 F l o r i d a  
S t a t i s t i c a l  Abstract; and ( c )  Ass is tant  Secretary fo r  Medicaid, Department of 
Health and Rehabi 11 t a t i v e  Services. 

1317 WINEWOOD BLVD. TALLAHASSEE. FL 32399-0700 

808 MARTINEZ. GOVERNOR GREGORY L. COLER. SECRETARY 



ATTACHMENT 2 

County P a r t i c i p a t i o n  A p p l i c a t i o n  f o r  
Shared County and Sta te  Hea l th  Care Program 

and 
Heal th Care Respons i b i  1 i ty Ac t  

County: 

Contact Person N ~ ~ :  T. J. " Je r r y "  Greeson Phone # 904-261-6127 

A. Shared County and Sta te  Hea l th  Care P r o q r a  (SCSHCP) 

Please complete t h i s  sec t ion  regarding your county 's  p a r t i c i p a t i o n  i n  t he  
SCSHCP. 

1. Do you d e s i r e  t o  p a r t i c i p a t e  i n  the  hared County and State Program f dur ing  the  op t i ona l  per iod? Yes No 

If yes, p lease cont inue t o  Quest ion 2. 

' I f  no, please go t o  Sect ion B, regarding the  Heal th Care 
- R e s p o n s i b i l i t y A c t .  

2. a) D id  your county fund i n p a t i e n t  h o s p i t a l  serv ices f o r  those who 
would be e l i g i b l e  f o r  t he  program on o r  be fore  J u l y  1, 19881 

Y e s L  No- 

1 If yes, how much was spent i n  f i s c a l  year  1987-88? Sz9 ,167 

b )  What i s  your  1988/89 i s c a l  ear  budget f o r  e l i g i b l e  i n p a t i e n t  
h o s p i t a l  serv ices? $SO ,000.~0 

3. What i s  your  ad valorem m i l l a g e  r a t e ?  7.3984 
(use work sheet on page 4) 

4.' a) Does your county have o ther  sources o f  revenue or  funding t h a t  are 
s t a t u t o r i l y  a v a i l a b l e  t o  fund t h i s  program, i n c l u d i n g  u n r e s t r i c t e d  

X reserves? Yes No 

b )  If yes, please i d e n t i f y  sources and prov ide est imates f o r  the 
f i s c a l  year  ending Septemer 30, 1989 and est imates f o r  the f i s c a l  
year  beginning October 1, 1989 and ending September 30, 1990. 

Source Amount Source Amount 



5. I f  a d d i t i o n a l  funds become a v a i l a b l e  because a county does no t  
p a r t i c i p a t e  dur ing  the  o p t i o n a l  per iod,  would your county be 
i n t e r e s t e d  i n  p r o v i d i n g  a d d i t i o n a l  funds i n  order  t o  rece i ve  a share 
o f  unsubscribed s t a t e  funds? 

Yes x (Th i s  does n o t  o b l i g a t e  t he  c o u n t y t o  p a r t i c i p a t e  i f  
a d d i t i o n a l  funds are  ava i l ab le . )  

No- (The county w i  11 n o t  be contacted i f  a d d i t i o n a l  funds 
become ava i l ab le . )  

6. E l i g i b i l i t y  Determinat ion Responsibi 1 i t i e s  f o r  the  Shared County S ta te  
Hea l th  Care Program. 

For those coun t i es  t h a t  c o n t r i b u t e  20 percent  o r  more t o  the program 
t h e  department s h a l l  conduct e l i g i b i l i t y  determinat ions o n l y  when the  
county demonstrates t h a t  s t a f f  a re  n o t  a v a i l a b l e  o r  a re  inadequate t o  
conduct t he  determinat ions o r  i n  those s i t u a t i o n s  where e l  i g i b i  1 i t y  
can be conducted concu r ren t l y  w i t h  another appl i c a t  i o n  process. 
(Sec t ion  409.2673(8)(a), F.S. ) 

For those count ies  t h a t  c o n t r i b u t e  l ess  than 20 percent  t o  fund the 
program, t h e  department s h a l l  determine e l i g i b i l i t y .  (Sect ion 
409.2673(8)(a), F.S.) 

. 1 .  

A t  t h  i s time, 1 eve 1 s o f  f i nanc i a1 p a r t i c i p a t i o n  have"no9 deeri 
establ ished,  however, i f  your  county p a r t i c i p a t e s  a t  a funding l e v e l  
o f  20 percent  o r  g rea te r  w i l l  the county conduct the e l i g i b i l i t y  
detemination for  the Shared County and State Health Care Progran? 

Yes X No 

B. Health Care Responsibility Act 

The county i s  requ i red  t o  p a r t i c i p a t e  i n  funding serv ices  under the  Heal th 
Care Respons i b i 1 i t y  Act. 

The county has the responsi  b i  1 i ty  t o  conduct e l  i g i  b i  1 i t y  
determina t ions  unless the  county demonstrates t h a t  t h e  s ta f f  a re  n o t  
a v a i l a b l e  o r  a re  inadequate t o  conduct the  de termina t ion  o r  i n  those 
s i t u a t i o n s  where the  department can conduct e l  i g i  b i  1 i ty  concur ren t ly  
w i t h  another a p p l i c a t i o n  process. (Sec t ion  154.306, F.S.) 

W i l l  the county conduct the e l i g i b i l i t y  determination for Health Care 
Responsibi 1 i y  Act. 

Yes X No 



We, the undersigned, do HEREBY CERTIFY, t o  the best o f  our knowledge, 
information, and be l ie f ,  t h a t  the  informat ion reported herein i s  as 
co r rec t  and complete as possible. 

inanc ia l  O f f i ce r  

January 24, 1989 
w 

Date: Date: January 24, 1989 

T. J. "Jerry"  Greeson James E. Testone 

.Name (Please P r i n t  or  Type) Name (Please P r i n t  or Type) 

Chief Finanical O f f i c e r  Chai rman 

Tbfk Box 456 Tbt.b. Box 1010 

.A r e  s qdern3ndina Beach, F lo r ida  32034 ' A%%5%dina Beach, F lor ida 32034 

( 904 261-6127 ( 904) 261-6127 

Telephone Telephone 

Note: Pa r t i c i pa t i on  i n  the SCSHCP i n  the opt iona l  year i s  condi t iona l  on 
rece ip t  by February 1, 1989. F a i l u r e  t o  t ime ly  r e tu rn  w i l l  be 
considered a decis ion not  t o  par t ic ipate .  

Return the o r i g i n a l  to: Return a copy to :  
M r .  A l len Ream Mr .  B i l l  L i t t l e  
Department o f  Banking & Finance Medicaid Program I n t e g r i t y  
Bureau o f  Local Government Finance - 1317 Winewood Boulevard 
The Capi to1 , Room 1001 Bldg. 6, Room 271 
Tallahassee, F lo r ida  32399-0350 T a l l  ahassee, F lo r ida  32399-0700 

( 904) 488-4098 (904) 487-2355 



Worksheet f o r  
D e t e r m i n a t i o n  o f  Ad Valorem M i l l a g e  

( S e c t i o n  A, Q u e s t i o n  3) 

1. Genera l  c o u n t y  m i l l a g e .  

12. Dependent d i s t r i c t  m i l l a g e s  county-wide.  0 

3. Dependent d i s t r i c t  a i l l a g e s  l e s s  t h a n  county-wide.  0  

4. T o t a l  h i g h e s t  p o s s i b l e  m d l l a g e  l e v i e d  b y  
c o u n t y  i n  a n y  t a x i n g  d i s t r i c t  (1+2+3). 

D i r e c t i o n s  

1. '6enera l  c o u n t y  m i l l a g e 8  i s  t h e  m i l l a g e  l e v i e d  
e x c l u d i n g  a n y  d e p e n d e n t  d i s t r i c t s .  

2. 'Dependent d i s t r i c t s  coun ty -w ide  m i l l a g e s m  i s  t h e  
sum o f  a l l  c o u n t y - w i d e  d e p e n d e n t  m i l l a g e s  l e v i e d .  

3. 'Dependent d i s t r i c t  l e s s  t h a n  county -w ide  m i l l a g e m  
i s  t h e  sum o f  a l l  d e p e n d e n t  l e s s  t h a n  c o u n t y -  
w i d e  m i l l a g e s  l e v i e d  w i t h i n  a n y  one  t a x i n g  
d i s t r i c t .  

4. The t o t a l  o f  1, 2, and 3 g i v e s  t h e  h i g h e s t  
p o s s i b l e  m i l l a g e  l e v i e d  b y  t h e  c o u n t y  f o r  a n y  one  
t a x i n g  d i s t r i c t .  

5. E n t e r  t h e  t o t a l  a t  S e c t i o n  A, Q u e s t i o n  3 o f  t h e  a p p l i c a t i o n .  

T h i s  worksheet  was p r e p a r e d  by t h e  Depar tment  o f  Revenue. F o r  
q u e s t i o n s  c o n t a c t :  

Norman McMi 1  l an  
B u r e a u  o f  Ad V a l o r e m  Taxes  
D e p a r t m e n t  o f  Revenue 
(904 )  488-3338 o r  
Suncom 278-3338 

Please r e t u r n  t h e  worksheet  w i t h  t h e  a p p l i c a t i o n .  
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NASSAU COUNTY Jim B. Higginbotham Dist. No. 1 Fernandina Beach 
Hazel Jones Dist. No. 2 Fernandins Beach 

B O A R D  OF ('OIINTY C O M M I S S I O N E R S   TO^ Branan Dist. NO. 3 Yulee 
P . 0 .  ROX 1010 James E. Testone Dist No. 4 Hilliard 

Fernandina Reach, Florida 32034 Jimmy L. Higginbotham Dist No. 5 Callahan 

April 12, 1989 

T.J. "Jerry" GREESON 
Ex .Ol l~c~o Clerk 

MICHAEL S. MULLIN 
Countv 4ttornev 

Mr. William L. Little 
Health Care Access Section, Administrator 
Medicaid Program Development 
Bldg. 6, Room 240 
1317 Winewood Blvd. r 

Tallahassee, Florida 3.2399-0700 

Dear Mr. Little: . > 

9 The Board of County Commissioners instructed this office to return 
t8 you the signed agreement and information regarding the Shared 
County and S.tate Health Care Program, which was approved in their 
meeting of April 11, 1989. 

Should you need further information please do not hesitate in 
-. contacting my office. 

Sincerely, 

EX-0fficio Clerk 

(904) 261 -5489 Board Room; 261 -61 27, 879-1029, 355-6275 all lines ext. 16 

An A ffrrmatrve Actron /Equal Opportunrty Employer 



STATE O F  FLORIDA 

BOARD M DEPARTMENT OF HEALTH AND REHABILITATIVE SERVICES 

DATE: 4-J\ l&ified M~~~ 
March 22, 1989 

ACTION: 3 , Return Receipt Requested 

INFO'- Mr. Jerry Greeson 
Nassau Clerk of the Court 
P.O. Box 456 
Fernandina Beach, Florida 32034 

Dear Mr. Greeson: 

Your county has previously notified my office of its 
intent to participate in the optional period of the Shared 
County and State Health Care (SCS) program. Our letter of 
December 30, 1988 notified you of the potential SCS program 
allocation figures of $35,530 in state funding and $19,132 
in required county matching funds. These figures were based 
on the assumption that all counties would participate in the 
optional period at the 35 percent matching rate. 

These December 1988 figures will constitute your 
county's initial allocation amount for fiscal year 1988/89. 
You must provide us with a written comfirmation of your 
acceptance of participation in the SCS program at the above 
funding level. Please utilize the attached "Participation 
and Funding Agreementn letter for this required 
confirmation. With your acceptance of participation, you 
must establish either a special SCS trust fund or a separate 
account in a multi-purpose trust fund and deposit the inital 
25 percent of the county's match amount. Please use the 
attached information form to notify us that this accounting 
requirement has been completed. As soon as we are notified, 
we will request the Office of the Comptroller to issue to 
your county the inital 25 percent state allocation. 

With 30 of the 67 counties participating in the 
optional period of the program, there is additional state 
funding available to your county under this program. For 
Nassau County, there is currently an additional amount of up 
to $18,070.59 in state funds available. In order to receive 
this additional funding, the county would be required to 
provide an additional matching amount of $9,729.85.  Please 
notify us on the attached information form as to whether you 
want this funding made available to your county. 

There may be further reallocations of SCS program funds 
during this fiscal year. Therefore, we are requesting that 
you provide us with a maximum amount the county is able and 
willing to allocate in order to receive state matching funas 
under this program for the current fiscal year. With this 

1317 WINEWOOD BLVD. TALLAHASSEE, FL 32399-0700 

BOB MARTINEZ. GOVERNOR GREGORY L. COLER, SECRETARY 
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STATE OF FLORIDA 
BOARD M DEPARTMENT OF HEALTH AND REHABlLlTATlVE SERVICES 

DATE: q-l\ , I % ~ ~ ~ ~ ~  Hail 
March 22, 1989 

ACTION:, 3 , Return ~eceipt Requested 

Mr. Jerry Greeson 
Nassau Clerk of the Court 
P.O. Box 456 
Fernandina BeachfaFlorida 32034 

Dear Mr. ~reeson: 

Your county has previously notified my office of its 
intent to participate in the optional period of the Shared 
County and State Health Care (SCS) program. Our letter of 
December 30, 1988 notified you of the potential SCS program 
allocation figures of $35,530 in state funding and $19,132 
in required county matching funds. These figures were based 
on the assumption that all counties would participate in the 
optional period at the 35 percent matching rate. 

These December 1988 figures will constitute your 
county's initial allocation amount for fiscal year 1988/89. 
You must provide us with a written comfirmation 6f your - acceptance of participation in the SCS program at the above 

e funding level. Please utilize the attached "Participation 
and Funding Agreementmm letter for this required 
confirmation. With your acceptance of participation, you 
must establish either a special SCS trust fund or a separate 
account in a multi-purpose trust fund and deposit the inital 

+. 25 percent of the county's match amount. Please use the 
attached information form to notify us that this accounting 
requirement has been completed. As soon as we are notified, 
we will request the Office of the Comptroller to issue to 
your county the inital 25 percent state allocation. 

With 30 of the 67 counties participating in the 
optional period of the program, t h e m i s  additional state 
funding available to your county under this program. For 
Nassau County, there is currently an additional amount of up 
to $18,070.59 in state funds avail-able. In order to receive 
this additional funding, the county would be required to 
provide an additional matching amount of $9,729.85.  Please 
notify us on the attached,information form as to whether you 
-want this funding made available to your county. 

There may be further reallocations of SCS program funds 
during this fiscal year. Therefore, we are requesting that 
you provide us with a.maximum amount the county is able and 
willing to allocate in order to receive state matching funas 
under this program for the current fiscal year. With this - 

1317 WINEWOOD BLVD. TALLAHASSEE. FL 32399-0700  

BOB MARTINEZ, GOVERNOR GREGORY L. COLER. SECRETARY 



Page 2 
Mr. Jerry Greeson 

amount identified on the attached information form, we will 
be able to notify you of any future funding that you would 
be eligible to receive. 

a 

We are requesting that you complete the attached 
agreement letter and information form and return it to the 
address below by no later than ~ p r i l  17, 1989. 

Mr. William L. Little 
Health Care Access Section, Administrator 
Medicaid Program Development 
-Bldg. 6, Room 240 
1317 Winewood Blvd. 
Tallahassee, Florida 32399-0700 

Please contact David Royce of my staff at (904) 487- 
2355 if you have any questions. 

~ssystant Secretary 
for Medicaid 

attachments 



SHARED COUNTY AND STATE HEALTH CARE PROGRAM 
PARTICIPATION AND FUNDING AGREEMENT 

BETWEEN 
THE DEPARTMENT OF HEALTH.AND REHABILITATIVE SERVICES AND 

Nassau COUNTY 

1. The county agrees to participate in the Shared County 
and State Health Care Program in accordance with 
provisions of Section 409.2673, F.S., F.A.C. 10C-34, 
and the program handbook. 

2. The county shall maintain a separate trust fund or a 
separate account in a multi-purpose trust fund for the 
Shared County and State Health Care Program. 

3. The county-agrees to share in the cost of the program 
at a rate of 35 percent for the county fiscal year 
ending September 30, 1989. This initial county share 
is: $19,132. . 

4. The state agrees to share in the cost of the program at 
a rate of 65 percent for the county fiscal year ending 
September 30, 1989. The initial state share.is: 
$35,530. 

a 

5. If-additional SCS state funds are made available to the 
county, the county agrees to provide matching funds 
at the rate specified in paragraph 3 in order to 
receive this additional state allocation amount. 

For the county: . For-the Department of HRS: 

Signature 

ai rman , Nassau County Board 

of ~ o u n  t;f%he. mi ssioners Title 

Date Date 



INFORMATION FORM 
INITIAL SC8 PROGRAM IMPLEMENTATION 

Nassau COUNTY 

A special trust fund or a separate account in a multi- 
purpose trust fund has been established. The twenty-five 
percent county share of $4,783.00 has been deposited in this 
fund . 

The county (requests)/(does not request) that 
additional SCS state funds be made available to the county 
in the amount of $18,070.59. The county agrees to provide 
matching funds in the amount of $9,729.85 in order to 
receive this additional state allocation amount. 

The county (will)/ ( I U i X X X W t X )  provide additional funds 
to match state funds that may become available. The maximum 
amount the count will make available for any such funds 
will be $ 50,000-%0 . 

Which hospital(s) does the county anticipate-it will be 
negotiating an agreement with for participation in the SCS 

a program: 
Nassau General 1700 East Lime St .  Fernandina Beach, F l  . 

U n i v e r s i t y  Hosp i ta l  655 West 8 t h  S t .  Jacksonv i l le ,  F1 

The contact person where the state allocation warrant 
can be sent: 

Name : M r .  T. J . " ~ e r r y "  ~reeco; 

Title: E X - O f f i ~ i 0  Clerk. : 

Fernandina Beach, F l o r i d a  32034 
Phone: (904) 261-6127 



.. - . I - 
Page 2 
Information Form 

The contact person who will perform eligibility 
determination function for your county: 

Name : M r .  Ken Adkins 

a 

Financ ia l  Counselor 

Address : P.O. Box 517 

Fernandina Beach, F1 32034 

The contact person who will perform the claim 
processing function for your county: 

Name : -'Mr.  Ken Adkins 

F inanc ia l  Counsel o r  Title: .' s 

Address : P.O. Box 517 
. . 

Fernandina Beach, F1 32034 

Phone : (904,) , 261-6191 

The contact person who will negotiate the county's 
reimbursement rate with participating hospitals: 

Name: Dr. David P .  Page, J r  

Title: Pub1 i c  Heal t h  Di r e c t o r  * - 
. 

Address: , P.O. Box 517 . . 
Fernandi na Beach, 'F1 32034 

Phone: ( 904) 261-6191 

Title 


