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Outpatient Hospital Services, continued: 

The agency's fee schedule increased as of October 1,2009 for ambulatory surgery groups 
and emergency room services and is effective for services provided on or after that date. 
The five percent rate increase was later expanded across all outpatient services performed 
for dates of services on or after January 1,2010. Rates and fees can be found by 
accessing the agency's website at jfs.ohio.govlOHP1provider.stm. The rates available at 
this website include all annual or periodic adjustments to the fee schedule. 
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2-a. Supplemental outpatient hospital upper limft payments for prkate, publie non state- 
owned and publk state-owned hospitals 

Supplemental Outpatient Payments for State-owned and Operated Hospitals: 

A. Ohio hosp~tals owned and operated by the state as of October I of the year preceding 
payments (state hospitals) shall be paid supplemental amounts for the provision of 
hospital outpatient services set forth in this section. The supplemental amounts shall he in 
addition to any other amounts payable to hospitals with respect to those services. 

B. Data sources used in calculating suppimental payments to state hospitals ~nciude the 
Medicare Cost Report (CMS 2552-96) and Medicaid MMlS outpatient fee-for-service 
date of service claims data. For state fiscal years 2012 and 2013, the Hospital fiscal year 
ending in SYF 2010 Medicare cost reports reCrieved from the Hospital Cost Report 
Information System and Medicaid MMtS outpatient visit date of service claims data and 
Ohio Medicaid Hospital Cost Report (JFS 02930, Rev. 412010) payment data From the 
state fiscal year prior to the month of payment will be utilized unless otherwise noted. 

C. The total supplemental payments shall not exceed the amount calculated using the 
following methodology: 

1. For each state owned or operated hospital, total Medicare outpatient costs were 
divided by the total outpatient Medicare charges to establish the hospital specific 
outpatient Cost to Charge Ratio (CCR). Medicare cost reports with hospital fiscal 
yean ending in SEY 2010 (7/1/2009-6/30/2010 were utilized. 

2. For each state owned or operated hospital, total Ohio Medicaid outpatient charges 
were multiplied by the CCR calculated in paragraph (C)(i) to calculate Ohio 
Medicaid outpatient costs. 

3. The outpatient hospital market basket update value of 2.6% was applied to each state 
owned or operated Ohio hospital's Medicaid costs from paragraph (CK2) at a 
drscowted rate for hospitals with fiscal year end prior to 2010 state fiscal year end 
&130/20 iO plus for two years to d e t m n e  the UPL for SFY 2012 and a third for SFY 
2013. Ohio Medicaid outpatient costs were addttiodly multiplied by a f i r  of 1.01 
for ctne Cnucal Aceem Hospttais. 

4. Ohio Medicaid outpatient payments for state fiscal year 2010 were then subtracted to 
find the outpatient upper payment Limit gapiap. The sum ofthe differences for these 
pubhe hospttals repremts the total state owned outpattent Upper Payment L~rn t t  gap. 

D. From a pod ai funds equal to the upper payment iimit gap eaalcuIatcd in (Cjf4), state 
owfied or openred hospitals shail receive a payment equal to a percentage increase in 
ilutparient hospital Medicajd payments applied ro SFY 2010 ourpatient hospital 'Medicaid 
fee-for-service payments. This percentage increase will be equal to the pool amount 
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divided by total date hospital SFY 2010 Medicnid outpatient fee-for-service payments. 
Supplemental payments shall be paid in four installments within the state fiscal year. 

E. Supplemental payments made to cost based providers wilt be excluded from the cost 
settlement process. 

F. Hospital payments made under this section, when combined with other payments made 
under the State plan shall not exceed the limit specified in 42 CFR 447.321. 

G. The total funds that wili be paid to each hospital will be included in the calculation of 
disproportionate share limits as described in rule 5101 :3-2-07.5 of the Ohio 
Administrative Code. 
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Supplemental Outpatient Payments for Public Non-state Government-owned and Operated 
fiospitals: 

H. Ohio hospitals owned and operated by a gov-ent entity other than the state as of 
October 1 of the year preceding payments (public non-state owned hospitals) shall be 
paid supplemental amounts for the provision of hospital outpatient services set forth in 
this section. The supplemenW amounts shall be in addition to any other amounts payable 
to hospitals with respect to those services. 

I. Data s o w  used tn calculating supplemental payments to public non-state owned 
hospitals include the Medicare Cost Report (CMS 2552-96) and Medicaid MMIS 
outpatient f-for-serv~ce date of service claims data FOP state f i d  years 2012 and 
2013. the Hosuital fiseal veac en&ncr in SFY 2010 Medicare cost m r t s  retrieved fiom 
the Hospital Cost ~e~ortinformation System and Medicaid MMIS butpatient visit date of 
service claims data and Ohio .Medicaid Hospital Cost Report (JFS 02930, Rev. 412010) 
payment data from the SFY prior to the month of paym&t will be utilized unless 
otheMrisc noted. 

J. The total supplemental payments shall not exceed the amount calculated using the 
following methodology 

1. For each public non-state government owned and operated hospital, total Medicare 
outpatient costs were divided by the totat outpatient Medicare charges to establish the 
hospital specific outpatient Cost to Charge Ratio (CCR). Medicare cost reports with 
hospital fiscal years ending in SFY 2010 (7/1/2009-6/30/2010 were utilized. 

2. For cads pubtic mn-st8fe ~vernmeat owned and hospital, total Ohio 
Medicaid outpatient charges were multrplied by the CCR calculated in paragraph . . .  

(JWI) to calculate Ohio b&icaid outp&ent costs. 

3. The outpatient hospital market basket update value of 2.6% was applied to Ohio 
Medicaid outpstient costs from v m d  (JN2f at a discounted rate for howitah with 
fiscal year Bfd mior to 201 0 st& fi&ve&end 6/30/2010 ohas for two ve& to 
&er&ne the ~ P L  for SFY 2012 and a fhird for SFY 201 3. '0hio Medi&d 
ourpatient costs were additiodly multiplied by a factor of 1.01 far tk Critical 

1. Ohia M&i& ourpatient payments for state tifcaf year 2010 were then subwaed to 
find the o u w e n t  upper p m t  limit gap. Tht. sum of the differences for tfiese 
pubtic txrspsrals reprema the foW non-stafe g o v m m t u m e d  011tpatient Upper 
Pa9ment Limit gap. 

K. From a pool of i d s  in ihe total amount of $3,673,852 in both SFY 2012 and SFY 2013, 
p a p a t s  shall be made to all public non-rtate owned hospitals paid under the outpatient 
prospective payment system. This payment will be qua1 to 'fie pool amount multiplied 
by the hospital specific ratio of hospitd's outpatient Medicaid fee-for-service visirs to the 
total Medicaid outpahmt fee-for-senice visits for all public non-state owned hospitals 
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pard under the outpatient prospective payment system. Supplemental payments undex 
this section shall be paid semiannually. 

L. From a po l  of funds equal to the upper payment limit gap calculated in (J)(4) less 
payments made in (K), public non-state owned hospttals with fewer than 200 hospitals 
b& shall receive a percentage increase applied to SFY 2010 outpatient Medicaid fee- 
for-service payments. This  percentage increase wilt be equal to the pool amount divided 
by the to& small public non-state hospital SFY 2010 Medicaid outpatient fee-for-service 
payments. Supplemental payments under this section shall be paid in four instaIIments 
witlun the state f seal year. 

M. Supplemental payments made to wst-based providers will be excluded from the cost 
settlement process. 

N. Hospital payments made under this section, when combined with other payments made 
under the State plan shall not exceed the limit p i f i e d  in 42 CFR 447.32 1. 

0. The total funds that will be paid to each hospital will be included in the calculation of 
disproportionate share limits a s  described in rule 5101:3-2-07.5 of the Ohio 
Administrative Code. 

m: 
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Supplemental Oulpatient Paymenfs for Private hospitals: 

P. All privately owned Ohio hospitals as of October 1 of the year preceding payments 
(private hospitals) shall be paid supplemental amounts for the provision of hospital 
outpatient services set forth in this section. The supplemental amounts shall be in addition 
to any other mounts payable to hospitals with respect to those services. 

Q. Data sources used in calculating supplementiit payments to private hospitals include the 
Medicare Cost Report (CMS 2552-%) and Medicaid MMIS outpatient fee-for-service 
date of service claims data. For state fiscal years 2012 and 2013, the Hospital fiscal year 
ending in SFY 2010 Medicare cost reports retrieved from the Hospital Cost Report 
Information System and Medicaid MMIS outpatient visit date of service claims data and 
Ohio Medicaid Hospital Cost Report (JFS 02930, Rev 4/2010) payment data fiom the 
SFY prior to the month of payment wit1 be utilized unless othawise noted. 

R The total supplemental payments shafl not exceed the amount calculated using the 
following methodolog~r 

I .  For each private Ohio hospital, total Medicare outpatient costs were divided by the 
total outpatient Medicare charges to establish the hospital speclfic outpment Cost to 
Charge Ratio (CCR). Medicare cost reports with hospital fiscal years ending in SFY 
2010 (7/1/2009-6/30/2010 were utilized. 

2. For each private Ohio hospital, total Ohio Medicaid outpatient charges were 
multiplied by the CCR calculated in paragraph (R)(l) to calculate Ohio Medicaid 
outpatient costs. 

3. The outpatient hospital market basket update value of 2.6% was applied to Ohio 
Medicaid outpatient costs h m  paragraph (R)(2) at a discounted rate for hospitats 
with fiscal year end prior to 2010 state fiscal year end 613012010 plus fitr two years to 
determine the UPL for SFY 2012 and a third for SFY 2013. Ohio Medicaid costs 
were additionally multiplied by a factor of 1 .O1 for the Critical Access Hospitals. 

4. Ohio Medicaid outpatient hospital payments for state fiscal year 201 0 were then 
subtracted to find the outpatient u p w  payment limit m. The sum of the diffffences 
for these private hospitals represents tde btal privately-owned outpatient UPL gap. 

S. From a poot of W s  in t k  total amount of $1 1,806,618 in both SFY 2012 and SFY 
201 3, pawme shall be made to aff privaie Ohio hoepitats paid under the outpatiat 
prospectbe payment system, except Children's Hospitals. The payment will be equal to 
the p i  amount multiplied by the ratio of each private Ohio hospital paid under the 
outpatient pr-tive pepent system outpatient Medicaid fee-for-service visits to rhe 
total outpaient 4fedicaid reofor-service mcounisrs for all Ohio private hospitals paid 
under the outpatient pmspective papent system. 

T. From a pool of funds equal to the upper payment limit gap calculated in paragraph (R)(4), 
less payments made in paragraph (S), private hospitals will be paid the folIowing 

Approval Date: w-sm 
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supplemental payments for the provision of hospital outpatient services. All private 
hospitals shall receive a percentage increase applied to total SFY 2010 Medicaid 
outpatient fee-for-service payments. This percentage increase will be equal to the pool 
amount divided by total private hospital SFY 2010 Medicaid outpatient fee-for-service 
payments. 

U. Supplemental payments in paragraph (R) shall be paid semiannually and supplemental 
payments in paragraph (S) shall be paid in four installments within the state fiscal year. 

V. Supplemental payments made to cost-based providers will be excluded from the wst 
settlement process. 

W. Hospital payments made under this section, when combined with other payments made 
under the State plan shdl not exceed the limit specified in 42 CFR 447.321. 

X. The total funds that will be paid to each hospital will be included in the calculation of 
disproportionate share limits as described in rule 5101 :3-2-07.5 of the Ohio 
Administmtive Code. 
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2-b. Rural health clinic services and other ambulatory services furnished by a rural health 
clinic. 

Services billed by a rural health clinic (RHC) are reimbursed through an all-inclusive 
rate, determined by Medicare, cost related reimbursement system. All RHC services are 
to be billed on the all inclusive rate basis and include laboratory services furnished by the 
clinic. 

For services rendered on or after January 1,201 1, RHCs shall be paid in accordance with 
the methodology described in Section 111 of Attachment 4.19-B, Item 2-c. 

TN: 11-027 
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1 Federallv Qualified Health Center IFOHC) Services 

An eligible provider of FQHC services is an entity that receives a section 330 Public Health 
Services gant(s) or is an FQHC Look-Alike, as determined by the Centers For Medicare and 
Medicaid Services (CMS). For the Ohio Department of Job and Family Services (ODJFS) to 
recognize a facility as an FQHC, the entity must provide the department with documentation that 
service sites are providing services in accordance with the provisions of section 330 of the Public 
Health Service Act. 

Description of the Ohio FQHC program is accomplished in the State Plan by identikng in rule 
services that are covered (5 101 :3-28-02); by specifying limitations and coverage policies that 
govern FQHC services (5101:3-28-03); and by identifying how FQHC services are hilled 
(5101 23-28-04), Under the prospective payment system (PPS), cost reports are required only 
for new FQI-ICs, for FQHCs that add a new category of senice, or for FQHCs that request and 
are approved fix a change in scope of service (5101 :3-28-09). FQHC PPS cost reports are 
described (5 101 :3-28-10] a? is billing for FQHC services (5101 :3-28-11). Description of the 
FQHC progam also is accomplished by identifying in ruie the supplemental payment system 
(51 01 :3-28-07) and by describing the PPS (5101:3-28-08). 

The plan covers all services listed in Section 1861 jaa) (1) (Aj, (B) and (C) of the Act, including 
drugs and biologicals referenced in 1861 (s) (10) (A) and (B) of the Act. The language found in 
3-28-02 (A) (02) of the rule allows for sewices and supplies h i s h e d  as "incident to the 
professional services" to be a covered sewice. The cost of such services is used to help build the 
encounter rates. 

. - 
! .  Ohio speciiicaiiy identifies FQHC co*creJ sciviccs in ruie. iiuie jiOl:i-5Y-i;2 idenrif~cs 
the :ore services in (:%)jl) t,. jA)(3) and the noncore covered sewices are identified in paragraph 
(B) of the same rule. Noncore covered services are Physical Therapy: Speech Pathology and 
Audiology. Dental, Podiauy. Optometric/Optician. Chiropractic, Transportation, and Mental 
Wealth. EPSDT, Laboratory, radiology. other diagnostic services and Prepancy Related Sewices 
(PRS) are a part of Ohio's physician program and are automatically incorporated into the FQHC 
program by reference to Chapter 5 10 1 :3-4 of the Ohio Arirninistrative Code, the chapter of 
physician rules {see Rules 5101:3-28-03). 

Sewices not routinely covered in Ohio's tkledicaid program ma># be approved by the department 
if the services art: determined to be medically necessary by the d~x&meni.  This coxwage, since 
it affkcts all Medicaid patients: is broader &an what i s  required by the federal statutory EPSDT 
pn,visicins of 42 U.S.C 1396djr). 
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The FQHC definition for encounter is a face-to-face contact between a patient and provider of 
core and non-core services as defined in 5101:3-25-04 (B). Rule 5101:3-28-04 fB)(4) allows for 
multiple encounters on the same day if the encounters are with different provider types that are 
distinct centers h r  direct and irdirect cost allocation purposes, each with a separate and distinct 
PPS rare, as explained as follows: 

I .  Medical 

7 . Physical Therapy 

3. Speech Pathology and Audioloyy 

3. Dental 

5 .  Podiatry 

-J i. Chiropractic 

3. Transporration 

(> Menral Health 

#'  -3 Pa\-ment for Services Rendered Prior to Januarv 1- 2001 

Prior to PPS, Ohio determined each FQHC's rates using ailowabie and rrasonable costs for ihe 
provision of covered services divided by the nuinber of billable encounters to detennine each 
FQHC's reimbursement rate(s). 4 separate rate was developed for each of the nine service 
typesicost centers previously mentioned. Ailowable costs were subject to a 30 percent ceiling 
for administrative, general and overhead costs, and a $30,000 exemption to the 30 percent ceiling 
was allowed for physician recruiment costs. Also, reported costs were subject to efficiency 
standards for each cost centerltype of service, and transportation was limited to S 15.00 per one 
way trips to a FQWC service. To determine an inrerim payment rate, ailuwabie and reasonable 
ciists were divided by tota! encounters. The interim rate was subiect to tile FQHC cap plus S1.00 
if tlie PQHC provided Pregnariey Reiated Services. 

FQHCs were interim settled based upon the cost report for the year being settled. Sew rates. 
based upon actual costs for the time periods, were detemined. These rates were then used to 
iletennine urban and rural means for each service; the means were multiplied by regionai wage 
index hctors on a site by site basis. The Medicare FQHC cap (pius S I .OO for Pregnancy Related 
Ser.L.ices) was coinpared rcl ihe wage index mean. The FQHC was reimbursed either its 
:illoixable rates if below the cap. or rhe cap if the ailowabie rate exceeded the cap 

mS yo. 06-003 Approval Dale 'JUN 3 0 
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III FOHCiRaC PPS Pavments for Services on or  After Januanl1.2001 
For services rendered on or after January 1,2001. FQHCs'RIICs are reimbursed on a PPS basis 
as required by the provisions of the Benefits Improvement and Protection Ad of 2000. 

Base PPS rate for FOHCs 

For each FQHC for the initial year payment, Ohio used the Medicaid FQHC program fiscal year 
(MPFY) that coincides with the calendar year (CY). Ohio established a PPS rate equal to 100% 
of the average ofthe center's costs of furnishing Medicaid covered ambulatory services provided 
during MPFY 1999 and MPFY 2001;. that were related to the costs of furnishing such services 
and based on tests of reasonableness. These same tests of reasonableness were previously 
approved by CMS as appropriate measures of reasonable costs and were used to establish each 
FQHC's reasonable costs in the years prior to PPS. To determine the average, Ohio added 
together the 1999 rate and the 2000 rate for each service type and divided by two. A separate 
rate was developed fbr each of the nine covered senrice types~cost centers. 

Base PPS rates for Rural Health Clinics (RHCs) 

For each RHC for the init.,al year payment, Ohio determined a single, aii-inclusive rate for fiscal 
year 1999 and for fiscal year 2000. Computations were based on the clinic's fiscal year. These 
rates wcre set based on the payment principles described in Ohio Administrative Code. An 
average of these rates was calculated by adding together the 1999 Medicare rate and the 1000 
. ,. . . .. . .., , , . 

: :  t y  ; il;s Ji.e?-;T ,%. , . .\ ;'. > ' ' ' . \  rr;fe : ' .' 13.' . , . d , , ' ,  ~ 

Kc.: 3.6 :\ni. i i ) i  - 4 1  ui ,< , . -w>:  : t ,  

Septcmbcr 30. 200 1 .  The PPS system fbr RFlCs was implemented ivhcn 1999 and 2000 
Medicare cost reports became avaiiable. These cost repofis were requested and received from 
each indiiiduaI Ohio RHC. 

Milnen an RHC provided one of the nine service tjpes;cost centers other than medical, the 
Medicare rate was adjusted to reflect the provision of these services on a per encounter basis and 
wcre incorporated into the calcuiation of the base PPS rate. 

Adiustments for Change in Scone 
The PPS rate for FQHCRHC is adjusted, if necessary, to rake into accoun: any increase or 
decrease in the scope of services furnished by a FQHC!RI-IC during a fiscal year. Any 
adjustments for increases~decreases in the scope of services address typel duration, intensity and 
amount of service to the extent that these parameters relate to a change in scope of senicec. An 
adjustment for a change in scope of service is always made when there is an addition or deletion 
of a covered service typelcost center. Tke sewice typelcost center is defined as follows: medical, 
deniai, mental health: physical therapy, podiatry, optome~/optieian, chiropractic, speech 
pathologflaudioiogy, and transportation. Adjustments are also made when there is a change in 
scope for reasons other than the addition or deletion of an zntire senrice type. 

' JUN ? 0 ?a TNS Xo, 06-ti03 Approval Date- 
Supersedes 
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FQHCs- For FQHCs, there are two methods for determining if an increase or decrease in scope 
of services occurred and for determining the appropriate adjustment to the current PPS rate. 
Method One is used if there is an adjustment due to a change in scope of service because the 
FQHC added a new or deleted an exisring service tyye. Method Two is used if the FQHC 
believes that they h a w  changed the scope of the services they provide and the change is not the 
addition or deletion of a service of a service type. 

llnder Method One, if there is an adjustment due to a change in scope of service because the 
FQHC added a new service type. an interim start-up rate for the new service tlpe is assigned and 
becomes effective on the date the provider added the new senlice type. The start-up rate is set at 
the sixtieth percentile of ail the values for urban or rural providers offering that service type. The 
urban and rural sixtieth percentile is calculated on October 1 of each year and is used for rate 
assignments occuning between October 1"' and September 30"'. This rate is in effect until a cost 
report based rate is established. lipon receipt and review of the provider's pre-and post-change 
cost repon delineating the costs associated with the change in scope of service, Ohio determines 
and assigns a base PPS rate specific to the FQHC's costs based on reasonable cost parameters 
and tests of reasonableness described in Administrative Code. 

Under Method Two, FQHCs have the option to submit a request for review of documentation lo 
the State claiming that other situations constitute a change in scope of service, e.g., a 
documented increase in intensity of service. Such requests for r e ~ i e w  are given individual 
consideration by Ohio. If there are adjusmients necessary due to a change in scope of service 
due to an increase in intensity. the adjustment takes effect on the first day ofthe first full month 
after Ohio re%:iews the prcwider's documentation and c?cc;,mpanying cost report and grants ihc 

.. . , . :.eiiucsl %rr ,; ihanp> :cope i,f:;e-i.ic-. L:ptjn re:ipt and cex;icxx pr<j~c, :c;cr J ~ C .  ~ n j  e 

post-change ccsi report dclineatinii - the costs associateti with the change in the scope ci f icn- i~c.  
the amount of the adjustment is determined by establishing pre-change and posr-change 
reasonable cosr based rates and calculating the difference between the two. 

RHCz - Since RMCs are paid only under a single ail-inclusive payment rate: the method for 
making adjusmients for increases and decreases in scope of services is a hybrid of Method Two 
described for FQHCs (above), with the basic difference being that only changes in scope due to 
the addition or deletion of one of the named srrvice types would qualify for an adjusment. For 
any change in scope ofsewices, the adjusrnlent arnount would be de tmined  using the same 
mechanism described under Method Two. 

On October 1" 'of each fiscal year (since federal fiscal )-ear 2002. beginning October I ,  2001 j, all 
PPS rates are adjusted. The adjusted rates are caiculated by adjusting the PPS rates in effect on 
September 30'"f the pre-i-ious tiscal year by the percentage increase in the Medicare Economic 
Index (Mill) for primary care senices. The new rates may he adjusted, ifnecessary, f i ~ r  any 
increase or  decrczisi. in the scope cifsercices fiirnished during that fiscal year, 

,, . , ~ ,  (, -I??,; 
,J2j& 3 LJ*>.> 
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PPS Rates for Vewiv Oudified FOHCsiRHCs 

SewIy qudified FQHCs!RHCs have thnr initial rates set at the level of other FQHCIRHCs in the 
same or nearest adjacent area that are similar in size, caseload, and scope of services offered. If 
there is no FQHCIRHC in the nearest adjacent area that is similar, the state-wide rurd or state- 
wide urban sixtieth percentile is used for the start-up rate. After the first year of operation, 
FQHCs submit a cost report, and that cost report is used to determine the new FQHC's PPS base 
rate. Rates for newly qualified FQHCs and RHCs are adjusted on October i of every year using 
the ME1 method used for established FQHC'RHCs. 

The Medicaid managed care program in Ohio is not statewide at this time and therefore does not 
currently affect all FQHCS or RHCs in the state. Ohio makes srrpplementai payments as 
necessary to FQHCs or RHCs that provide services to Medicaid managed care enrollees. Ohio's 
managed rare progam is limited to the fiill-risk model and contracts with managed care 
organizations (MCOsj; there is no Primary Care Case Management (PCCM) propam. (Piease 
note that in Ohio contracting MCOs are referred to as managed care plans (MCPs). 

Since July i: 2001 in accordance with Ohio's provider agreements with participating managed 
care plans. MCPs have been required to offer FQHCsiRHCs expedited reimbursement on a 
service-specific basis in an amount no less than the payment made to other providers for the 
same ur similar services. If the MCP has no cornparahie service-specific rare shicturc. ?he 91iiC:I) 

. . ~Ises rhc Meci:c:ird ?c~-lij:-\er-:~~: pat~V.eo6 - 3 i j ~  in +ffecl 5>r fif;n ':{QHr, RIjC -;:>.irieru, Ckio~ 
suppiemental 1payme1it is :he difference hetwcen thc MCP paymeat mil the PPS rare f;?r the 
senr,ce, 

The supplemental payment approach diffas depending on the date of service delivery. For the 
period January 1,2001 to June 30,1001, Ohio required FQHCs to complete quarteriy an FQHC- 
MCP Medicaid Encounter worksheet; reporting all MCP revenues received for encounters with 
Medicaid managed care enrollees by type of services. 

For senlices furnished on and aiier July 1.2001, the FQHC or RHC bills the MCP for any 
services provided to an MCP enroltee. Upon receipt of payment by the MCP. the FQHC or RIIC 
submits to the Department a claim reporting the MCP paymenr as "third parry liability JTPL)." 
'rb- *1 us- ,t. aftlie T P t  model enables the department to generate the suppiementtai payment equai to 

the difierence behveen the MCP reimbursement and the PPS ratejs) far the FQHC or RIIC. The 
Depamnei~t's supplemental paqmmt obligation is determined using the PPS ratejs) without 
regard to the effects of any financial perbrmance incentives (positive or negative) received by 
the FQHC or RHC from the MCP. Claim payments to FQHCs/FWCs using the TPL mode! are 
made weekly. 

..',",. . %. - '* y- I..,! 

INS No. 06-00? Approval Date s Y 

Supersedes 
TS.;S KO. 01-006 Effec:;ic: Dare 07!0!:2006 



STATE OF OIiIO ATTACHMEhT 4.1943 
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PAGE 6 of 6 

Siippiemenral payments are made at !cast eveq four months Payment is made at a rate 
equlr aienr to whai the FQHC or RHC would receive under the PPS 

V. Apnlication of Consumer Co-navmenls 

For sentces rendered on or after January 1. 2006, cenan consumers have a co-payment for 
certain services, in accordance with Attachment 3.1 -A. Irem 10, page 1 of i and Item 6, page 2 of 
4 and tn accordance with Attachment 4.19-B. Etern !0, page I of I and Item 6, page i of 1 

VI. Aitemative Pavment ~lethodologv for Governmental-Operated FOHCs 

Effective October 1,201 I ,  any FQHC operated by ti Stare or local govmmenta! agency may 
request reimbursement using an aiternate payment inethodology (APM) administered in 
accordance with Section 1902@bf(6) of the Act. 

The APM make interim payments to these FQHCs at the PPS rates and annually reconciles ccot 
to the intetim PPS rates. In accordance with Section 19"32(bb)(6)(B) of the .kc:, the FQHCs wti! 
be paid APM rates that are at least qua1 to the amounts paid under PPS. Annually, f ie  State 
reimburses eligible FQHCs for any rmneiied cost that exceed FPS rate payments. regardless of 
whether the interim payment is made by the State or a managed care organization (MCO). 

Under federal requirements tn sectlon 1902(bb)(5)jB) ofthe Act. the State will eonhnue to make 
managed can  urapareund payments at least every four months that equai the diffcerice hetween 
PPS and the managed cart: paymenr. 

At the end of the settlement period, rhe Depaftment wili pay the FQHC for services reimbursed 
under the APM an additional amount qua i  to the difference betcveen iis actual incurred 
aIlowab!e Medicaid cost and the following sums: 

I .  lnterirn PPS-based rates, 
2 ,  P a w i s  made by Medicaid managed care plans, and 
3. Supplmentd payments that must be made by the State to the FQHC ai least every 

k>w months that q u a i  the diffmnce between the payments made by t ldicaid 
managed care pian.; and the PPS-based rate 

1n;enm paynenils) ii the PPS cite per visi: based on a face-to-Face encounter{sj!visits 
between a pii:ienc and FQtlC' pr(ivider of the fi>lio\ving Mciiiaid scmicei: 
1 Medical 
2. Eabciiatory 
3. Radii;!ogy 

TY: =+ 
Supersedes: 
1% : WQJ 

r\pproval Dare: . NOV 07 20ii 

Effe~ti~.~e Date: -- ! 0; i '201 - i 
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4. Dental 
5 .  Speech Therapy Serviccs 
6. Mcntal Health Services 
7. Transportation 
8. Vision Care 
9. Podiatry 
10. Chiropractic 

Rule 5101: 3-28-04 (B)(4) aiiows for multiple encounters on the same day if the encounters 
are uiith different provider types that arc distinct centers for direct and indirect cost allocation 
purposes, for the services listed in Item A. 1-10. 

B. Cost reports 

Cost reports are submitted annually within one hundred twenty (120) days after the closc of 
the FQHC fiscal year. Each service site of a government-operatcd FQHC uses the cost report 
CMS approved for TN 10-014 to cotnpile and submit a cost report that identifies the total 
actual incurred allowable Medicaid costs for the service sitc during the fiscal year. 

The Department reconciles the filed cost report to final payments to the FQHC within one 
hundred twenty (120) days of receiving a clean cost report. 

An average cost per visit for each of the types of visits paid on an interim basis is calculated 
for each FQHC service, regardless of payer, offered at the site by dividing the total allowable 
actual incurred cost for the service by the total number of all face-to-face encountersivisits. 

For each FQHC service, the total allowable actual incurred Medicaid cost for the fiscal year is 
the product of the average cost per eneounterivisit and the number of face-to-face 
encountersivisits made by Medicaid-eiigibie individuals. 

If total altowable actual incurred Medicaid reconciled cost for thc fiscal year exceeds 
ail interim payments for the fiscal year, then within two years of the end of thc fiscai 
year for which cost was reported, the Department will pay the difference between total 
aliowabie actual incurred Medicaid reconciied cost and all interim payments. 

If atl interim payments for FQNC services for thc fiscal year exceed the APM, then the 
Deparmtent recovers tihe excess payment. Excess payment to an FQHC will be 
recovered by thc Department within sixty (60) days. 

m: 10-014 
Supersedes: 
TN: NEW 

.4pprovai Date: NOV 07 28% 

Effectivc Date: 1011 /20!1 
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STATE OF OHIO ATTACHMENT 4.19-B 
REFERENCE PRE-PRINT PAGE 2 
AND SUPPLEMENT 2 
OF ATTACHMENT 3.1-A 
ITEM 4, PAGE 1 OF 1 

4a. Skilled Nursinq Facilitv Services for Individuals Under 21 
Years of Ase or Older 

REFERENCE SUPPLEMENT 2, RULE 5101:3-3-05 AND RULE 5101:3-3-15. 

4b. Earlv and Periodic Screeninq Diaanosis of Individuals Under 
21 Years of Acre and Treatment of Conditions Found 

Payment is made according to the provider type rendering 
service as described elsewhere in this schedule. 
Environmental assessments performed by the Ohio Department of 
Health will be reimbursed at a cost based negotiated rate. 

4c. Familv PLannina .= 

Payment is made according to the provider type rendering 
service as described elsewhere in this schedule. 

SUBSTITUTE PAGE TN No, 93-39 APPROVAL DATE 
SUPERSEDES 
TN No. 90-38 EFFECTIVE DATE 10-1-93 



State of Ohio Attachment 4.1 9-B 
Item 4-d 
Page 1 of 1 

4. d. Tobacco cessation counseling services for pregnant women. 

Rates and fees schedules for tobacco cessation counseling services for pregnant women 
can be found by accessing the agency's website at jfs.ohio.gov/OHP/provider.stm. The 
tobacco cessation counseling services rates available at this website include all annual or 
periodic adjustments to the tobacco cessation counseling services fee schedule. The 
agency's tobacco cessation counseling services fee schedule was set as of January 1, 
2012, and is effective for tobacco cessation counseling services services provided on or 
after that date. Except as otherwise noted in the plan, state-developed fee schedules and 
rates are the same for both governmental and private providers. 

Payment for pharrnacotherapy for cessation of tobacco use by pregnant women is 
described in Attachment 4.1 9-B, Item 12-a of this State plan. 

TN: 11-013 
Supersedes 
TN: NEW 

Approval Date 611 411 3 

Effective Date: 0 1/0 1/20 12 
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State of Ohio Attachment 4.19-B 
Item 5-a 
Page 2 of 7 

5. a. Physicians' services whether furnished in the office, the patient's home, a hospital, a nursing 
facility or elsewhere, continued. 

99204" OFFICEIOP VISIT 

99205" OFFICEIOP VISIT 

9921 1 * OFFICEIOP VISIT 

992 12" OFFICEIOP VISIT 

9921 3" OFFICEIOP VISIT 

992 14* OFFICEIOP VISIT 

992 15" OFFICEIOP VISIT 

9924 1 OUTPATIENT CONSULT 

99242 OUTPATIENT CONSULT 

99243 OUTPATIENT CONSULT 

99244 OUTPATIENT CONSULT 

99245 OUTPATIENT CONSULT 

90801 PSYCHIATRIC DIAGNOSTIC INTERVIEW 

90802 INTERACTIVE PSYCHIATRIC DIAGNOSTIC INTERVIEW 80% 

90804 INDIVIDUAL PSYCHOTHERAPY 20 TO 30 MINUTES 

90805 WITH MEDICAL EVALUATION AND MANAGEMENT 

90806 INDIVIDUAL PSYCHOTHERAPY 45 TO 50 MINUTES 

90807 WITH MEDICAL EVALUATION AND MANAGEMENT 

90808 INDIVIDUAL PSYCHOTHERAPY 75 TO 80 MINUTES 

90809 WITH MEDICAL EVALUATION AND MANAGEMENT 

9081 0 INTERACTIVE PSYCHOTHERAPY 20 TO 30 MINUTES 

TN: 09-035 
Supersedes: 
TN: 97-06 

Approval Date: 09 /27 /12  

Effective Date: 0 110 1 120 10 
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Page 3 of 7 

5. a. Physicians' services whether furnished in the office, the patient's home, a hospital, a nursing 
facility or elsewhere, continued. 

9081 1 WITH MEDICAL EVALUATION AND MANAGEMENT 

90812 INTERACTIVE PSYCHOTHERAPY 45 TO 50 MINUTES 

908 13 WITH MEDICAL EVALUATION AND MANAGEMENT 

90814 INTERACTIVE PSYCHOTHERAPY 75 TO 80 MINUTES 

9081 5 WITH MEDICAL EVALUATION AND MANAGEMENT 

90845 PSYCHOANALYSIS 

90846 FAMILY PSYCHOTHERAPY (WIO PATIENT PRESENT) 

90847 FAMILY PSYCHOTHERAPY (PATIENT PRESENT) 

90849 MULTIPLE-FAMILY GROUP PSYCHOTHERAPY 

90853 GROUP PSYCHOTHERAPY 

90857 INTERACTIVE GROUP PSYCHOTHERAPY 

90862 PHARMACOLOGIC MANAGEMENT 

The maximum reimbursement for services delivered by a physician assistant employed by or 
under contract with a physician is the lesser of the provider's billed charge or eighty-five per 
cent of the Medicaid maximum, except for services delivered by a physician assistant when a 
physician also provided distinct and identifiable services during the visit or encounter and 
services that are usually provided by medical personnel below the physician assistant and/or 
advanced practice nurse level of education (e.g., collection of specimens, immunizations), 
which are reimbursed at the lesser of the billed charge or an amount based on the Medicaid 
maximum for the particular service. 

TN: 09-035 
Supersedes: 
TN: 97-06 

Approval Date: 0 9 / 2 7 / 1 2  

Effective Date: 0 110 1 120 10 



State of Ohio Attachment 4.1 9-B 
Item 5-a 
Page 4 of 7 

5. a. Physicians' services whether furnished in the office, the patient's home, a hospital, a nursing 
facility or elsewhere, continued. 

The maximum reimbursement for the office visits listed below is as indicated when they are 
billed as a pregnancy-related service: 

new patient, problem focused visit $49.85 

new patient, expanded problem focused visit $49.85 

established patient, evaluation & management by non-physician $1 9.73 

established patient, evaluation & management by physician $49.85 

TN: 09-035 
Supersedes: 
TN: 97-06 

Approval Date: 09 /27 /12  

Effective Date: 0 1/01/20 10 
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5. a. Physicians' services whether furnished in the office, the patient's home, a hospital, a nursing 
facility or elsewhere, continued. 

Psycho-therapy provided by a non-physician employed by or under contract with a physician 
will be reimbursed as follows: 

Services provided by a clinical psychologist will be reinbursed at eighty-five percent of 
the Medicaid maximum for an examination personally performed by a licensed 
psychologist. 

Individual and group therapy services provided by other non-physicians will be reimbursed at the 
lesser of the provider's billed charge or fifty percent of the Medicaid maximum for the therapy 
code. 

TN: 09-035 
Supersedes: 
TN: 97-06 

Approval Date: 09 /27 /12  

Effective Date: 0 110 1 I20 10 
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5. a. Physicians' services whether furnished in the office, the patient's home, a hospital, a nursing 
facility or elsewhere, continued. 

Reimbursement for multiple surgical procedures performed on the same patient by the same 
provider is the lesser of billed charges or one hundred per cent of the medicaid maximum 
allowed for the primary procedure (the primary procedure is the surgical procedure that has the 
highest medicaid maximum listed on the fee schedule); fifty per cent of the medicaid maximum 
allowed for the secondary procedure; or twenty-five per cent of the medicaid maximum allowed 
for all subsequent (tertiary, etc.) procedures. 

Reimbursement for bilateral procedures, when performed bilaterally, on the same patient by the 
same provider, is the lesser of billed charges or one hundred fifty per cent of the medicaid 
maximum allowed for the same procedures performed unilaterally. 

TN: 09-035 
Supersedes: 
TN: 97-06 

Approval Date: 9 / 2  7/12 

Effective Date: 0 110 1 I20 10 
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State of Ohio Attachment 4.19-B 
Item 6 
Page 3 of 6 

6. Medical care and any other types of remedial care recognized under State law, 
furnished by licensed practitioners within the scope of their practice as defined by 
State law. 

I b. Optometrists' Services 

Optometrists' services (other than those provided under 42 CFR 435.531 and 
436.531) are not now but were previously provided under the plan. Services of 
the type an optometrist is legally authorized to perform are specifically included 
in the term "physicians' services" under this plan and are reimbursed whether 
furnished by a physician or an optometrist. 

TN: 1 1-009 
Supersedes: 
TN: 09-035 

Approval Date: 1 112 1 11 2 

Effective Date: 12/2/20 1 1 
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6. Medical care and any other type of remedial care recognized under State law, furnished 
by licensed practitioners within the scope of their practice as defined by State law, 
continued. 

c. Chiropractors' services. 

Payment is the lesser of the billed charge or an amount based on the Medicaid maximum 
for the service. The Medicaid maximum is the amount listed on the Department's fee 
schedule. 

Rates and fees can be found by accessing the agency's website at 
jfs.ohio.govlOHP1provider.stm. The rates available at this website include all annual or 
periodic adjustments to the fee schedule. The agency's fee schedule was set as of January 
1,201 0, and is effective for services provided on or after that date. Except as otherwise 
noted in the plan, state-developed fee schedules and rates are the same for both 
governmental and private providers. 

TN: 09-035 
Supersedes: 
TN: 08-012 

Approval Date: / 112 

Effective Date: 0 1 10 1 I20 10 
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6. Medical care and any other type of remedial care recognized under State law, furnished 
by licensed practitioners within the scope of their practice as defined by State law, 
continued. 

d. Other practitioners' services. 

(1) Mechanotherapists' services. 

Payment is the lesser of the billed charge or an amount based on the Medicaid 
maximum for the service. The Medicaid maximum is the amount listed on the 
Department's fee schedule. 

Rates and fees can be found by accessing the agency's website at 
jfs.ohio.gov/OHP/provider.stm. The rates available at this website include all 
annual or periodic adjustments to the fee schedule. The agency's fee schedule was 
set as of January 1,201 0, and is effective for services provided on or after that date. 
Except as otherwise noted in the plan, state-developed fee schedules and rates are 
the same for both governmental and private providers. 

TN: 09-035 
Supersedes: 
TN: 08-012 

Approval Date: 9 / 2  7/12 

Effective Date: 0 110 1/20 10 
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6. Medical care and any other type of remedial care recognized under State law, furnished 
by licensed practitioners within the scope of their practice as defined by State law, 
continued. 

d. Other practitioners' services, continued. 

(2) Psychologists' services. 

Payment for services delivered by a psychologist is the lesser of the billed charge or 
eighty-five percent of the Medicaid maximum for the service. 

Rates and fees can be found by accessing the agency's website at 
jfs.ohio.gov/OHP/provider.stm. The rates available at this website include all 
annual or periodic adjustments to the fee schedule. The agency's fee schedule was 
set as of January 1,2010, and is effective for services provided on or after that date. 
Except as otherwise noted in the plan, state-developed fee schedules and rates are 
the same for both governmental and private providers. 

TN: 09-035 
Supersedes: 
TN: 08-012 

Approval Date: 09 /27 /12  

Effective Date: 0 110 1/20 10 



State of Ohio Attachment 4.1 9-B 
Item 6-d-4 
Page 1 of 1 

6. Medical care and any other type of remedial care recognized under State law, furnished 
by licensed practitioners within the scope of their practice as defined by State law. 

d. Other practitioners' services 

(4) Pharmacists' services. 

Providers will be reimbursed a fee schedule amount for administering seasonal 
and pandemic influenza vaccines. Except as otherwise noted in the state plan, the 
state developed fee schedule rates for seasonal and pandemic influenza vaccine 
administration are the same for both governmental and private providers. The 
agency's fee schedule rate was set October 1,2009, and is effective for services 
provided on or after that date. The fee schedule may be accessed at the following 
website: http://jfs.ohio.gov/OHP/provider.stm. 

When a provider administers a seasonal or pandemic influenza vaccine in a 
pharmacy, the administration fee is the lesser of the provider's charge or the 
Medicaid maximum fee schedule amount of ten dollars. This fee schedule 
amount is effective for services provided on or after October 1, 2009, and 
applicable to services rendered by governmental and private providers. 

TN: 09-036 
Supersedes 
TN: NEW 

A ~ ~ r o v a l  Date: OCT 2 2 ?@I2 

Effective Date: 1 010 112009 



State of Ohio Attachment 4.19-B
Item 6-d-(6)
Page 1 of5

6. Medical care and any other type of remedial care recognized under State law, ibmished by
licensed practitioners within the scope of their practice as defined by State law.

d. Other practitioners’ services

(6) Advanced practice nurses.

A. Certified Registered Nurse Anesthetists’ (CRNAs’) services:

The payment methodology for anesthesia services consists of multiplying the sum
of the procedure base units (from the latest Relative Value Guide by the American
Society of Anesthesiologists) and the time units (per each 15 minutes) by the
conversion factor [S = (B + T) X CF].

TN: 12-019 Approval Date: 11/22/13

Supersedes:
TN: NEW Effective Date: 1010112012



State of Ohio Attachment 4. I 9-13
Item 6-d-(G)
Page 2 of 5

B. Clinical Nurse Specialists’ (CNSs’) services:

Rates and fees can be found by accessing the agency’s website at
jfs.ohio.gov/OHP/provider.stm. The agency’s fee schedule is in effect for CNSs’

services provided on or after October 1,2012. Except as othenvise noted in the plan,

_____

— msaevloeaieehEduieiaiiamtes are thiiiiWi’5Fb’6ih goverñiãlid’ —

private providers.

Payment is the lesser of (he bi lied charge or an amount based on the Medicaid
maximum for the set-vice, The Medicaid maximum is the amount listed on the

agency’s fee schedule.

The following payment scenarios also exist:

The maximum reimbursement for CNSs’ services is (he lesser of the provider’s
billed charge or (he percentage listed below, multiplied by the site differential
percentage rate, whichever is less:

eighty-five per cent of the Medicaid maximum when services are provided in
the following places: an inpatient hospital, outpatient hospital, or hospital
emergency depanment. or

one hundred per cent of the Medicaid maximum when services are provided in
any non-hospital place of service.

For Rural Health Clinic (RHC)-based, Federally Qualified Health Center
(FQHC)-based and Outpatient Health Facility (OHF)-based practices,
reimbursement for services is the Medicaid maximum set forth in Section III of
Attachment 4.19-B, Item 2c.

The maximum reimbursement for the services listed below, when provided in a
hospital setting (i.e., inpatient, outpatient or emergency department), is the lesser
of the provider’s billed charge or 80 percent of the Medicaid maximum:

Office or other outpatient services, evaluation and management of new and
established patients

Office or other outpatient consultations for new and established patients

The maximum reimbursement for the office visits fisted below is as indicated
when they are billed as a pregnancy-related service:

new patient, problem focused visit $49.85

TN: 12-0 19 Approval Date: 11/22113

Supersedes:
TN: NEW Effective Date: 10/01/2012



State of Ohio Attachmern 4.19-B
item 6-d-(6)
Page 3 of S

new patient, expanded problem focused visit $49.85

established patient, evaluation & management by non-physician $19.73

TN: 12-019 Approval Date 11/22/13

Supersedes:
I’N: NEW Effective Date: 10/01/20 12



Slate of Ohio Attachment 4.19-B
Item 6-d-(6)
Page 4 of 5

C. Certified Nurse Practitioners’ (CNP) services, other than certified pediatric or family

nurse practitioners’ services

Rates and fees can be found by accessing the agency’s website at
jft.ohio.govfOHP/provider.stm. The_agency’s fee schedule is in effect for CNPs’

servióeirovidedón or after déiober I, 2T2rE’xcepi as otherivise nàied in the plan,

state-developed fee schedules and rates are the same for both governmental and

private providers.

Payment is the lesser of the billed charge oran amount based on the Medicaid

maximum for the service. The Medicaid maximum is the amount listed on the

agency’s fee schedule.

The following payment scenarios also exist:

The maximum reimbursement for CNPs’ services is the lesser of the provider’s

billed charge or the percentage listed below, multiplied by the site differential

percentage rate, whichever is less:

eighty-live per cent of the Medicaid maximum when services are provided in

the following places: an inpatient hospital, outpatient hospital, or hospital

emergency department; or

one hundred per cent of the Medicaid maximum when services are provided in

any non-hospital place of service.

For Rural Health Clinic (RFIC)-based, Federally Qualified Health Center

(FQHC)-based and Outpatient Health Facility (OHF)-based practices,
reimbursement for services is the Medicaid maximum set forth in Section III of

Attachment 4.19-B, Item 2c.

The maximum reimbursement for the services listed below, when provided in a

hospital setting (i.e., inpatient, outpatient or emergency department), is the lesser

of the provider’s billed charge or 80 percent of the Medicaid maximum:

Office or other outpatient services, evaluation and management of new and
established patients

Office or other outpatient consultations for new and established patients

The maximum reimbursement for the office visits listed below is as indicated

when they are billed as a pregnancy-related service:

new patient, problem focused visit $49.85

TN: 12-019 Approval Date: 11/22/13

Supersedes:
TN: NEW Effective Date: 10/01/2012
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new patient, expanded problem focused visit $49.85

established patient, evaluation & management by non-physician S 19.73

TN: 12-019 Approval Date: 11122/13

Supersedes:
TN: NEW Effective Date: 10/01/20 12







State of Ohio 

7. Home health services, continued. 

Attachment 4.19-B 
Item 7-c 
Page 1 of 1 

c. Medical supplies, equipment, and appliances suitable for use in the home. 

Payment for enteral nutrition products is the lesser ofthe billed charge or an amount based 
on the Medicaid maximum for the product. The Medicaid maximum is the amount listed 
on the Department's Durable Medical Equipment fee schedule. Where no Medicaid 
maximum is specified, payment is the average wholesale price (A WP) minus 23 per cent. 

Payment for blood glucose monitors, test strips, lancets, lancing devices, needles including 
pen needles, calibration solution/chips, and syringes with a needle less than or equal to 1 
milliliter will be based on wholesale acquisition cost (WAC) plus seven per cent. In the 
event that WAC cannot be determined, reimbursement will be A WP minus 14.4 per cent. 
The Medicaid maximum is the am~mnt listed on the Department's Pharmacy fee schedule. 

For all other items, payment is the lesser of the billed charge or an amount based on the 
Medicaid maximum for the service or item. The Medicaid maximum is the amount listed 
on the Department's Durable Medical Equipment fee schedule. Where no Medicaid 
maximum is specified, payment is 72 per cent of the list price or, if no list price is 
available, 147 percent of the invoice price. 

All rates are published on the agency's website at 
medicaid.ohio.gov/PROVIDERSIFeeScheduleandRates.aspx. The agency's Durable 
Medical Equipment fee schedule was set:as of July l, 20l3, and is effective for services 
'pl-Qvid~ , OQ' or a,fter ~at _d~te~ The. agency's diabetic tes.tins and injection supplies fee 
schedule (under the Pharmacy fee schedule) was set as of July 1, 2013, and is effective for 
services provided on or after that date. Except as otherwise noted in the plan, state­
developed fee schedules and rates are the same for both governmental and private 
providers. 

lN: 13-012 
Supersedes: 
TN: 11-002 

Approval Date: 5/2/14 

Effective Date: 7/1/2013 



State ofOhio Attachment 4.19-B
(tern 7-d
Page I of I

7. Home health services, continued.

d. Physical therapy, occupational therapy, or speech-language pathology and audiology
services provided by a home health agency or rehabilitation facility.

Payment is the lesser of the billed charge or an amount based on the Medicaid maximum
for the service, The Medicaid maximum is the amount listed on the Departments fee
schedule.

Rates and fees can be found by accessing the agencjs website at
j&ohio.gov/OHP/provider.stm. The agency’s fee schedule was set as of January 1,2010,
and is effective for services provided on or after that date. Except as otherwise noted in
the plan, state-developed fee schedules and rates are the same for both governmental and
private providers.

TN: 11-002 Approval Date 11/6/13

Supersedes:
TN: 09-035 Effective Date: 2/1/2011
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STATE OF OHIO ATTACHMENT 4.1 9-8 
REFERENCE PRE-PRINT PAGE 4 
OF ATTACHMENT 3.1 -A 
ITEM 9 ,  PAGE 2 OF 9 

9. Clinic Services (Continued) 

f b l  Cost of items which were not requirements during the period 
covered by the base l i ne  cost report b u t  which became 
requirements o r  were imposed by federal court orders d u r i n g  the 
prospective rate year are met on a retroactive basis based on 
cost  reports f i l ed  a t  the conclusion of the prospective year. 
Only those expenses associated with the new requirements. which 
require the addition of new personnel o r  equipent ,  are subject 
to  the one-time retroactive settlement. Thereafter, such costs 
become recognized according to  the methodology described above. 

2.  For purposes of th i s  paragraph, the " in i t i a l  program year" i s  defined 
as the time period beginning with the effective date and ending 
December 31, 1983. Rates will be determined based on cost  reports 
submitted for  the period beginning January 1 ,  1982 and ending June 
30, 1982, for  the i n i t i a l  program year. Rates will be updated by an 
inflation factor  as described i n  paragraph (9 ) .  Rates so established 
may be used by OHFs in b i l l ing  for  services provided on and a f te r  the 
effect ive date of the OHF provider agreement. 

A1 1 OHFs must submit a cost  report  by October 3, 1983, for the period 
beginning July 1 ,  1982 through June 30, 1983. Rates will be 
established within 45 days of the date upon which a complete cost  
report i s  submitted. Rates so established will be used by OHFs in 
b i l l ing  for  services beginning January 1 ,  1984. Beginning April 1984 
OHFs must adhere to  instructions defined in paragraph ti01 For cost 
report r'i 1 b g  .. * 

3. Except as noted in paragraph (21, interim rates for  new facii  i t i e s  
will be canputed as  follows: interim payments will be granted based 
on the average ra tes  of a l l  part icipating OHFs. Ongoing rates  will 
be calculated from a cost  report f i l ed  a f t e r  one canplete calendar 
quarter of experience. Ongoing rates will be computed according to  
the c r i t e r i a  set forth i n  paragraphs (4f  t o  (81 (with no inflationary 
allowance) and will be adjusted t o  compensab for  any 
overpayment/underpaflent made during the interim period. F o r  
purposes of reimbursement provisfons contained i n  th is  paragraph, a 
"new f a c i l i t y u  is defined as any of We following: 
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9.  Clinic Services (Continued) 

a. A faci1 i t y  not par t ic ipat ing in the Medicaid program for one 
year prior to OHF application. 

b. A f a c i l i t y  part icipating in Medicaid immediately prior to OHF 
application and expanding or  adding services i n  order t o  meet 
the OHF requirements s e t  forth i n  rule 5101 :3-29-01 of the 
Administrative Code. 

c.  A f a c i l i t y  approved as an OHF which undergoes a change of 
ownership due to purchase o r  lease [rental by an unrelated 
party. Reference paragraph ( 4 ) ( c )  fo r  definit ion of a related 
party. 

d. A f a c i l i t y  approved as an OHF which adds a service el ig ibie  fo r  
payment on a prospective ra te  basis. 

4 .  "Cost which are reasonable and related to patient  care" are those 
contained in the following reference material in the following 
pri ori  ty: "Health Insurance Manual 15 Provider Reimbursement 
Manual ," "Heal th Insurance Manual 5 Principles of Reimbursement for 
Provider Costs ," and "General Accepted Accounting Principl es"; except 
that: 

a. Costs related t o  pat ient  care and services tha t  are not covered 
under rhe 3itF program as  described i n  rule 5101:3-29-01 rn 
3101 :3-29-04 o f  Lbe 4dm1nisz~rteive Caae are l o t  aflowaoie. 

b. The s t r a igh t  l ine  method of cwnputing depreciation i s  required 
for  cost  f i l i n g  purposes, and i t  must be used fo r  a i l  
depreciable assets. 

c. For purposes of dewm-inining allowable and reasonable cost  in the 
purchase of goods and services from a related party, the 
following definit ion of related shall  be used: "Related" i s  one 
who enjoys, o r  has enjoyed &th in  the previous five years,  any 
degree of anotfier business relat ionship with the owner o r  
operator of the f a c i l i t y ,  d i rect ly  or indfrectly,  or  one who i:s 
related by marriage or  birth to  the owner or  operator of the 
Facil 1 t y  , 

APPROVAL DATE 

EFFECTWE DATE 
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d.  Tests of reasonableness include those identified in paragraphs 
14) to 18). 

e .  The department reserves the r i gh t  to establish other t e s t s  of 
reasonableness which may be necessary to  assure effect ive and 
e f f i c i en t  program administration. 

5. The cei l ing for costs reported on the cost  report will be the median 
plus one standard deviation of the percentage relationship of 
administrative and general costs to total costs as reported by 
outpatient hospital departments participating in the Medicaid program 
i n  areas of the s t a t e  where participating OHFs are located. 

6 .  For each of the services identified i n  paragraph (1 ) ( a )  otherwise 
allowable costs allocated for  items, will be adjusted in instances 
when hours of operation of the service component are less  than 30 per 
week on an annualized basis. Any adjustment would be canputed based 
on appl ication of the r a t i o  of actual hours of operation of the 
service component t o  a base of 30 hours per week on an annualized 
basis, not t o  exceed 100 percent. 

7.  Costs recognized f o r  ra te  se t t ing  purposes will be adjusted based on 
m i n i m u m  required efficiency standards calculated as encounters per 
hour. Prospective rates established for  any of the following service 
canponents will not exceed the lower of e i t he r  the reported allowable 
cost divided by the product of hours worked by a professional and the 
encounters per hour as  shown below: 

a. medical services--2.97 encounters per hour 

b. dental services--1.85 encounters per hour 

c.  mental health services--.8 encounters per hour 

d. vision care services--2.3 encounters per hour 

e .  speech and hearing services--1.8 encounters per hour 

f '  physical medicine services--2,O encounters per hour 

8. %hen the nurnber o f  parll'eipatfng OHFs i s  25 or greater,  the t e s t  of 
reasonableness prescribed in this paragraph vril'l replace the t e s t s  o f  
reasonableness provided i n  paragraphs 15)  and 16). For each of Ure 
services identiffed in paragraph (1  ) ( a ) ,  the median plus one standard 
deviation weighted by- a reasonable u t i l  i ra t ion factor will be 
determined fran a l l  cost reports f i l ed  by participating OHFs. The 
ra te  assigned to each OHF for each service cmponent wil l  be the 
lesser  of the OHF's othernise a1 lowable costs or  the weighted median 
plus one standard deviation for similar services. 

TMS Y APPROVAL DATE 
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9 .  Clinic Services (Continued) 

9.  A n  OHF's u n i t  rates are calculated from historical  cost information 
as reported in cost  reports f i l ed  by each participating c l in i c  for  a 
prior cost-reporting period. A1 lowable and reasonable costs 
determined will be updated by an inflation factor as described in 
this  paragraph. For allowable costs recognized i n  the cost report 
year, an inflationary factor  will be added for  various categories of 
cost  equal to  the total  of the actual inflationary factor between the 
midpoint of the cost  report year and the midpoint of the following 
year as  established by the Department of Labor S t a t i s t i c s  and an 
estimated inflationary factor froa the midpoint of the preceding year 
to  the midpoint of the year for  which the prospective ra te  i s  
calculated based upon the preceding 12-month average. For each 
calendar year for  each of the following categories of costs,  an 
inflationary factor will be computed from the U.S. Department of 
Labor's "Monthly Labor Review" (unless otherwise specified): 

a. Personal (e.g., nurses, administration, legal ,  accounting, 
management, data services, employee fringe benefits ,  medical 
records, operation and maintenance services, housekeeping, and 
1 aundry I .  

b. Medical supplies subject to  cost-related reimbursement and 
expenses. 

c ,  Yonduraole goads ( e  .g., ofCice suapl fes and printing:. 

3, Fuel and u t i l  itfles. 

e .  Transportation services. 

f. Medical and rehabil i tat ion professional personnel . 
g. Insurance. 

h. Real e s t a t e  taxes. 

10. As a condition for  participation i n  the Ti t le  XIX program, a l l  CltiFs 
must subtinit cost  reports. 

a ,  rinnual cost  reports nust be f i l ed ,  except for the initial 
program year as  provlded i n  paragraph (21, by April 1 s t  of eacn 
year f o r  the period beginning January 1 s t  and ending Decernbe~ 31 
of the preceding calendar year. 

EFFECTIVE DATE %A0 
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9.  Clinic Services (Continued) 

b .  Failure t o  f i l e  an annual cos t  report by April 1 s t  of each year 
will resu l t  in terinination of the OHF's provider agreement, with 
such termination t o  be effect ive  within 30 days unless a 
complete and adequate cost  report i s  submitted by the OHF within 
t ha t  30-day period. 

c.  I f  an incomplete o r  inadequate cos t  report i s  recelved prior t o  
April I s t ,  the department will notify the OHF that  information 
i s  lacking. A corrected cos t  report i s  t o  be submitted within 
45 days of not i f icat ion of inadequacy. Any resubaission of an 
inadequate cost  report within the 45-day period or any fa i lu re  
to resubmit within 45 days indicates a lack of good-faith e f f o r t  
and will resu l t  in imed ia t e  termination. 

d. The accrual method of accounting shall be used fo r  a l l  cos t  
reports f i l ed  except that  government ins t i tu t ions  operating on a 
cash method may f i l e  on the cash method of accounting. The 
"accrual method of accounting" means that  revenue i s  reported i n  
the period when i t  is  earned, regardless of when i t  i s  
collected, and expenses are reported i n  the period i n  which they 
are incurred, regardless of when they a re  paid. The "cash 
method" of accounting means tha t  revenues are recognized only 
when cash is received, and expenditures f o r  expenses and asset  
items are not recorded unti l  cash i s  disbursed for them. 

e ,  OHFs are required to 5dentSfy a]: reiated organizations; i .e. ,  
related to the OHF by c m o n  ownership or  control .  She cost  
claimed on the cost  reports fo r  services, f a c i l i t i e s ,  and 
supplies furnished by the related organization shall not exceed 
the Tower of ( a )  the cos t  t o  the rei ated organization o r  ( b )  the 
price of comparable services,  f a c i l i t i e s ,  o r  supplies generally 
available. 

TNS K APPROVAL DAVE 
SUPERSEM 
TW I B$. 9 EFFECTIVE DATE 
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9. Clinic Services (Continued) 

1 1 .  The prospective ra tes  for  services established for  an OHF are n o t  
subject t o  subsequent adjustments except in instances of rate 
adjustments specified i n  paragraphs (1 ) and ( 3 ) .  The difference 
between the cost reported by a c l i n i c  in a cost  report used for 
calculating the various prospective ra tes  and those costs established 
by a f i e ld  o r  on-site audit  are subject to recovery in fu l l  by means 
of a retroactive r a t e  adjustment of the prospective rates.  A u d i t  
exceptions will apply to  the various rates established for the 
prospective year upon which the cost  report i s  based. If the errors 
in the cost  report increase the various unit  rates which otherwise 
would have been paid. All overpayments found i n  on-site audits not 
repaid within 30 days a f t e r  the audit i s  finalized shall be cer t i f ied  
to the s t a t e  auditor and/or attorney general for  collection in 
accordance with the provisions of s t a t e  law. 

Audits will be conducted by ODPU f o r  services rendered by OHFs 
participating i n  T i t le  XIX ( k d i c a i d ) .  These audits are made 
pursuant to  federal regulatory 1 aw and are empowered to  ODPU through 
section 5101.37 of the Revised Code. The examination of OHF costs 
will be made i n  accordance with generally accepted auditing standards 
necessary to  f u l f i l l  the scope of the audit. To f a c i l i t a t e  this 
examination, providers are required t o  make avail able a1 1 records 
necessary t o  fu l ly  disclose the extent of services provided to 
program recipients. The principal objective of the audit i s  to  
enable ODPU or  i t s  designee t o  determine that payments which have, 
been made, or  ,dl  i be made, are i n  accordance w i t h  federal ,  s t a t e ,  
and agency requirements. Based on the audit,  adjustments wi l l  be 
made as  required. Records necessary to  ful ly  disclose the extent 
services provided and costs associated with those services must be 
maintained for  a period of three years (o r  until the audit  is 
completed and every exception i s  resolved). These records must be 
made available, upon request, to  ODPW and the U.S. Department of 
Health and Human Services f o r  audi t  purposes. No payment for  
outstanding unit  ra tes  can be made i f  a request for audit i s  refused. 

EFFECTIVE DATE 
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9. Clinic Services (Continued) 

There are basically two types of audits. 

a.  The f i r s t  i s  a desk audi t  of cost  reports f i l ed  ~ a c h  year and 
subsequent calendar quarterly reports to ensure that no 
mathematical e r ro r  occurs, that  the cost calculations are 
consistent with the rate-setting formula as established by the 
department, and to  identify categories of reported costs which, 
because of the i r  exceptional nature, bear further contact with 
the OHF for  cl arification/ampl if ication.  

b. The second i s  a f i e ld  audit.  These are performed on-site or 
where the necessary disclosure information i s  maintained t o  
assure the OHF has complied with both cost  principles and 
program regulations . 
Cost reports shall  be retained for  a t  l e a s t  three years. 
Summary reports for  a l l  on-site audits shall be maintained for  
public review i n  the Ohio Department of Public Welfare for a 
period of one year. The depth of each on-site audit may vary 
depending upon the findings of computerized risk analysis 
prof i les  developed by the department taking i n t o  consideration 
such factors as  cos t  category screens (cos t  categories above 
median), location, level of services provided Medicaid 
recipients , occasions or  frequency of services,  and mu1 ti-shared 
costs. The depth of each on-sd+n audit shall be a t l e a s t  
suff+cient ly  comprebens-ive fn scope t o  ascertain, i n  a i l  
materia? respects, whether the costs as reported and subiiritted 
by the OHF are true, correct ,  and representative t o  the best of 
the f ac f l f t y ' s  abi l i ty .  Failure to reta$n or  provide the 
required financial and s t a t i s t i ca l  records renders the ONF 
1 iable for  monetary damages equal t o  the difference between: 

(i) established categorical unit  rates paid to the provider for  
the prospective year i n  questl'on and; 

[ i f )  the lowest categorical uni t  rates for  l ike  services paid i n  
the s t a t e  of Ohio t o  d n  OHF similar in structure.  



State of Ohio Attachment 4.19-B 
Item 9 
Page 9 of 9 

9. Clinic services, continued. 

12. Based on the filing of calendar quarterly utilization evaluation reports, adjustments will be 
made in the rates. Quarterly reports for utilization evaluation must be filed within 30 days of 
calendar quarter end. This filing will result in a utilization adjustment of rates, if variances in 
utilization would result in a five percent or greater increase or decrease in the prospective rate, 
with 60 days of due date. The approved rates will be adjusted to reflect the four most current 
calendar quarters of reported utilization. During the initial four quarters of participation of an 
OHF, the utilization factors will be adjusted by substituting the reporting quarterly utilization 
for the average quarterly utilization factors report. Failure to file the quarterly utilization 
evaluation report (see paragraph (6) will result in suspension of payment for eligible services 
rendered until such time as the quarterly report is received, evaluated, and adjusted by the 
Division of Fiscal Affairs. The OHF will then be notified of any adjustment and any new rates 
applicable. If the quarterly utilization evaluation report is not received within 60 days after 
suspension, termination will be recommended. 

c. Ambulatory surgery centers. 

Payment is the lesser of the billed charge or an amount based on the Medicaid maximum for the 
service. The Medicaid maximum is the amount listed on the Department's fee schedule. 

Covered ASC surgical services are listed under the column headings "Current ASC Group" and 
"Previous ASC Group" on the agency's fee schedule, identified by number one, two, three, four, 
five, six, seven, eight, or nine. 

Rates and fees can be found by accessing the agency's website at jfs.ohio.gov/OHP/provider.stm. 
The rates available at this website include all annual or periodic adjustments to the fee schedule. 
The agency's fee schedule was set as of January 1,201 0, and is effective for services provided on 
or after that date. Except as otherwise noted in the plan, state-developed fee schedules and rates 
are the same for both governmental and private providers. 

TN: 09-035 
Supersedes: 
TN: 90-38 

09 /27 /12  
Approval Date: 

Effective Date: 0 110 1 I20 10 
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11. Physical therapy and related services. 

a. Physical therapy. 

Attachment 4.19-B 
Item 11-a 
Page 1 of 1 

Physical therapy services are covered as hospital, home health agency, physician, limited 
practitioner, nursing facility, clinic. or Medicaid School Program (MSP) services. See 
items (1), (2), (5), (6), (7), and (9) for reimbursement provisions. 

Payment for physical therapy services provided by outpatient hospitals, physicians, 
limited practitioners, and clinics is the lesser of the billed charge or an amount based on 
the Medicaid maximum for the service. The Medicaid maximum is the amount listed on 
the Department's fee schedule. 

All rates are published on the agency's website at 
medicaid.ohio.gov/PROVIDERS/FeeScheduleandRates.aspx. 

The agency's physical therapy fee schedule was set as of January I, 2010, and is effective 
for services provided on or after that date. 

Except as otherwise noted in the plan, state-developed fee schedules and rates are the 
same for both governmental and private providers. 

Payment for physical thempy services provided by inpatient hospitals is subject to 
Diagnostic Related Group (DRG) prospective payment, or cost if ORO-exempt. 

Payment for physical therapy services provided to residents of intermediate care facilities 
for the mentally retarded (ICFs-MR) is included in the facility per diem. 

For residents of nursing facilities (NFs), physical therapy services are billed by NFs on a 
fee-for-service basis and reimbursed at the lesser of the billed charges or 85% of the 
Medicaid maximum. For dates of service on or after 8/l/09, payment for physical thempy 
services provided to residents of NFs is included in the facility per diem. 

TN: 13-019 
Supersedes: 
TN: 09-035 

Approval Date: ___ _ 

Effective Date: 09/0 l/20 13 
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11. Physical therapy and related services, continued. 

b. Occupational therapy. 

Attachment 4.19-B 
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Occupational therapy services are covered as hospital, home health agency, physician, 
limited practitioner, nursing facility, clinic, or Medicaid School Program (MSP) services. 
See items ( 1), (2), (5), (6), (7), and (9) for reimbursement provisions. 

Payment for occupational therapy services provided by outpatient hospitals, physicians, 
limited practitioners, and clinics is the lesser of the billed charge or an amount based on 
the Medicaid maximum for the service. The Medicaid maximum is the amount listed on 
the Department's fee schedule. 

All rates are published on the agency's website at 
medicaid.ohio.gov/PROVIDERS/FeeScheduleandRates.aspx. 

The agency's occupational therapy fee schedule was set as of January 1, 2010, and is 
effective for services provided on or after that date. 

Except as otherwise noted in the plan, state-developed fee schedules and mtes are the 
same for both governmental and private providers. 

Payment for occupational therapy services provided by inpatient hospitals is subject to 
Diagnostic Related Group (DRG) prospective payment, or cost if DRG exempt. 

Payment for occupational thempy services provided to residents of intermediate care 
facilities for the mentally retarded (ICFs-MR) is included in the facility per diem. 

For residents of nursing facilities (NFs), occupational therapy services are billed by NFs 
on a fee-for-service basis and reimbursed at the lesser of the bilJed charges or 85% of the 
Medicaid maximum. For dates of service on or after 8/1/09. payment for occupational 
therapy services provided to residents of NFs is included in the facility per diem. 

TN: 13-019 
Supersedes: 
TN: 09-035 

Approval Date: ___ _ 

Effective Date: 09/01/2013 
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II. Physical therapy and related services, continued. 
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c. Services for individuals with speech, hearing, and language disorders (provided by or 
under the supervision of a speech pathologist or audiologist). 

Speech-language pathology and audiology (SLPA) services are covered as hospital, home 
health agency, physician, nursing facility, clinic, or Medicaid School Program (MSP) 
services. See items (I), (2), (5), (7), and (9) for reimbursement provisions. 

Payment for speech-language pathology and audiology (SLPA) services provided by 
outpatient hospitals, physicians, limited practitioners, and clinics is the lesser of the billed 
charge or an amount based on the Medicaid maximum for the service. The Medicaid 
maximum is the amount listed on the Department's fee schedule. 

All rates are published on the agency's website at 
medicaid.ohio.gov/PROVIDERS/FeeScheduleandRates.aspx. 

The agency's speech, bearing, and language disorders services fee schedule was set as of 
January I, 20 I 0, and is effective for services provided on or after that date. 

Except as otherwise noted in the plan, state-developed fee schedules and rates are the 
same for both governmental and private providers. 

Payment for SLPA services provided by inpatient hospitals is subject to Diagnostic 
Related Group (DRG) prospective payment, or cost if DRG exempt. 

Payment for SLPA services provided to residents of intermediate care facilities for the 
mentally retarded (ICFs-MR) is included in the facility per diem. 

For residents of nursing facilities (NFs), SLPA services are billed by NFs on a fee-for­
service basis and reimbursed at the lesser of the billed charges or 85% of the Medicaid 
maximum. For dates of service on or after 8/1/09, payment for SLPA services provided to 
residents of NFs is included in the facility per diem. 

TN: 13-019 
Supersedes: 
TN: 09-035 

Approval Date: ___ _ 

Effective Date: 09/0 !120 13 
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12. Prwribed drugs, dentures, and prosthetic devices: and eyeyiasses prescribed b> a 
ph~sician skilled in diseases of the cqe or b! an optometiisf. 

a, Prescribed d r u ~ s  

Coverage of prescription drugs meets ail repofling requirements and prot isions of section 
1927 ofihs Social Security hsr. 

Reimbursernent for drugs \vill be made based on the various categories as specified 
klow. 

No supplemental al lo~ance % i l l  be authorized for broken-lot charges. prescription 
d e l i v e ~  cliarges or stare and Local sales I=. 

Biglings must k submitted on the basis of the pharmacy's reasonhie and customaq 
charge, thar is, a charge wwhh does nor exceed the merage prescription price paid b? the 
general public for similar services. including billing charges. fami!y prescription protiies. 
detivttrq charges, and orher pharmaceutical services. 

Reimbursement for covered drugs is the lesser of the suhmined charge or the calculated 
alionabie minus & an) appl~cable co-pajmmt. The calculeted alioxabie consists of 
product cost and a dispensmg fee. 

Aurust 1.2009, oacrnzni for xiected over-the-counter dmes oruvided to residents of 
SFs is inciudeff in ;he&&F~I?rp_r_r_r&&a~d.is.nututgi&i~~eAirei~nbursem~nt on a fee-for- 
service basis. Reimbursement mrrhodolu~v for nursing faciiities is dcscriri? 
Attachment 4. L9-0 

Defeatnrsarro~~ ofrrllevrah#e pharmeemt1cs1 product m&. 

{A) Maximum aiiiitiabiecosrs hate heen determined b> thi. feberal ikpamr-en~ ;i 
iieaiih and i-iumaii Scrr i;ei hair ieiecred drug. 'fire !>eparment chali noi make 
reimiiiirszirmt iilr there produc:~, in the aggii-gate. 31 3 rate higher l iar1 tits 
* y s 4 ~ .  :LLL~U, . * #  ,a*- .,+LE ,- li$t%it ( $ X I -  j pe,ws. 



.-i~fachmeiit 4. L 9-R 

lrem i 2-a 
Page 2 of j 

! 2 .  Prescribed drugs. denrurer, and prostlietic devices: w.d eyeglasses prescribed by a 
physician skilled in diseases of the eqe orb) sn oprometrist. 

a. Prescribed dritgs (continued) 

(B) The Departrnent may establish a MAC ibr additionai selected drugs \+here either 
bio-equivalency of the drugs has been established or bio-inequivitlmcy of the 
drugs has not been established. Reimbursement for state MAC drugs shail be 
based on the sixtj-tifih percentile ot'the estimated acquisition cost oiai l  readily 
available generically equivalent drugs. 

(2 )  tstimated Acquisition Cost (E4C) pharmaceutical5 

(A) All products. other than those designated as MAC drugs. % i l l  be considered EAC 
drugs. Reimbursement will be based on the estimate ofu,hoiesale acquisition cost 
jWACj determined by periodic review of pricing information from Ohio drug 
nhoiesalers. pharmaceutical manufacturers and a pharmacy pricing update 
service. 
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I?.  Prescribed drugs, dentures. and prosthetic detices; and e!eglasses prescribed by a 
physician skilled in diseases oithe eye or bq an oprometrist. 

a. Prewibed drugs icontintfed) 

- ,  P - U e g i n i ~ i n g  with dates of service on or after 
October 1.2005 the masitnum reimbursenirnt for these drugs %%ill he WAC plus 
seven per cent. 

. . 3. 

. . -+- In the event that WAC 
can not be determined, the Departmenr wili define '.EAC" as average wholesale 
price (AWP) minus 14.4 per cent for claims with dates of service on or aRer 
October I. 2005. 

(3) Dispensing fee 

The dispensing fee for non compounded drdgs shall be three &liars and seventy cens  
for c-amofr 3 l .  2009. For claims with-e -- 
of service on or after January i~ 2010 the dispensine fee For nsn cornnounded claims 
snail be one doliar e i~hcl  ccrars. 

The Stale hm.sepatate dirpeniinr fee for co~nnoiindea nrescriutions. 
C&imilbmiited i'or infusion comouunds ~ i i l  r s<&e a disoc-nsins fee of ren cloilar~ 

3 i r h  a maximum diraensina fee ofone hundred ti* dovliars per ci&z-.<>mnr>undrj 
Jmss ihiit aan niii infusion e ~ n ; m t ; n d ~ ~ ~ ~ a j ~ p a r e n r z ~ a i  niiiriiiiin clairn>~aJi.~eir:e 
. 3 3 e  six didiar d i s ~ n s i n g ~ c r ~ ~ c % . r ~ l . i ~ ~ . .  
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a 
physician skilled in diseases of the eye or by an optometrist, continued. 

b. Dentures. 

Payment is the lesser of the billed charge or an amount based on the Medicaid maximum 
for the item. The Medicaid maximum is the amount listed on the Department's fee 
schedule. 

Rates and fees can be found by accessing the agency's website at 
jfs.ohio.gov/OHP/provider.stm. The rates available at this website include all annual or 
periodic adjustments to the fee schedule. The agency's fee schedule was set as of January 
1,20 10, and is effective for services provided on or after that date. Except as otherwise 
noted in the plan, state-developed fee schedules and rates are the same for both 
governmental and private providers. 

TN: 09-035 
Supersedes: 
TN: 09-018 

Approval Date: / / 

Effective Date: 0 110 1 I20 10 



State of Ohio Attachment 4.19-B 
Item 12-c 
Page 1 of 1 

12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a 
physician skilled in diseases of the eye or by an optometrist, continued. 

c. Prosthetic devices. 

Payment is the lesser of the billed charge or an amount based on the Medicaid maximum 
for the service or item. The Medicaid maximum is the amount listed on the Department's 
fee schedule. Where no Medicaid maximum is specified, the provider must submit either 
the list price or the invoice price. The Medicaid agency will pay 72 per cent of the list 
price or 147 per cent of the invoice price. 

Rates and fees can be found by accessing the agency's website at 
jfs.ohio.gov/OHP/provider.stm. The rates available at this website include all annual or 
periodic adjustments to the fee schedule. The agency's fee schedule was set as of January 
1,2010, and is effective for services provided on or after that date. Except as otherwise 
noted in the plan, state-developed fee schedules and rates are the same for both 
governmental and private providers. 

TN: 09-035 
Supersedes: 
TN: 09-018 

Approval Date: / 

Effective Date: 0 110 1 120 10 
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12. Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a 
physician skilled in diseases of the eye or by an optometrist, continued. 

d. Eyeglasses. 

Payment is the lesser of the billed charge or an amount based on the Medicaid maximum 
for the item. The Medicaid maximum is the amount listed on the Department's fee 
schedule. 

Rates and fees can be found by accessing the agency's website at 
jfs.ohio.gov/OHP/provider.stm. The rates available at this website include all annual or 
periodic adjustments to the fee schedule. The agency's fee schedule was set as of January 
1,201 0, and is effective for services provided on or after that date. Except as otherwise 
noted in the plan, state-developed fee schedules and rates are the same for both 
governmental and private providers. 

TN: 09-035 
Supersedes: 
TN: 09-01 8 

Approval Date: 09 /27 /12  

Effective Date: 01/01/2010 
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STATE OF OHIO ATTACHMENT 1.19-B 
ITEM 13-d-1 
Page 1 of 2 

13. Other diabmostic, screening, preventive, and rehabilitation services. i.e., other than those 
provided elsewhere in the plan. 

d. Rehabilitative services 

1. REHABILITATIVE SERVICES PROVIDED BY COMMUNITY MENTAL HEALTH 
FACILITIES 

Each community mental health agency shall maintain a schedule of usual and customary 
charges for all community mental health services it provides. The agency shall use its usual 
and customary charge schedule when billing Medicaid for rendered services. Reimbursement 
for community mental health services shall be the lesser of the charged amount or the 
Medicaid maximum amount. 

Calculation of the Medicaid maximum amount for community mental health services: 
A. For all conlmunity mental health senices except community psychiatric supportive 

treatment (CPST), the Medicaid maximum amount is equal to the unit rate for the service 
according to the department's service fee schedule multiplied by the number of units 
rendered. 

B. For CPST services not rendered in a group setting, the Medicaid maximum mount  is 
calculated as follows: 
1. If the total number of service units rendered by a provider per date of service is less 

than or equal to six, the Medicaid maximum amount is equal to the unit rate 
according to the department's service fee scheduIe multiplied by the number of units 
rendered. 

2. If the total number of services units rendered by a provider per date of service is 
greater than six, the Medicaid maximum amount is equal to the sum ot:. 
a. The unit rate according to the department's service fee schedule ~nuftiplied by six; 

and 
b. Fifty percent of the unit rate according to the department's service fee schedule 

multiplied by the difffaence between the total number of units rendered minus six. 

For CPST services rendered in a group setting. the Medicaid maximum amount is 
calculated as follows: 
I .  I T  the total number of sewice units rendcred by a provider per date of service is less 

than or equal to six, the Medicaid maximum amount is qua1 to the unit rate 
according to the department's sen-ice tee schedule multiplied by the number of anits 
rendered. 

2 If the total number of sen ices units rendered f34 ii provider per cfate of service 1s 

grei:ter than six. the Medicaid maximum amount is equal to the sum ot': 
a. The unit rate according to the depann~cnt's scn.tce t'ce schedule nttiltiplicd by mi: 

and 
b. Fifty pcrcent of the unit rate according to the departmalt's bcnicc k c  schcdule 

inultiplied by the difft'rencc: between thc total nutnbcr of units rendcred minus six. 

DEC 0 6 2011 
Appro\ dl Datc: --* -- - 

Efkctive Datc: 7/0  I /20 f 1 



STATE OF OHIO ATTACHMENT 4.19-B 
ITEM 13-d-I 
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13. Other diagnostic, screening, preventive, and rehabilitation services. i.e., other than those 
provided elsewhere in the plan. 

d. Rehabilitative services 
I .  REHABILITATIVE SERVICES PROVIDED BY COMMUNITY MENTAL HEALTH 

FACILITIES. continued 

As a condition of participation, all Medicaid providers of community mental health services 
must have a current "Ohio Health Plans Provider Enrollment Application/'Time Limited 
Agreement for Organizationsr'. Providers agree to comply with state statutes, Ohio 
Administrative Code rules, and Federal statutes and rules. This includes compliance with 
Ohio Administrative Code rule related to the annuaI submission of a cost report and related 
information to the Ohio Department of Mental Health (ODMH). ODMH will provide this 
information to the Ohio Department of Job and Family Services on an annual basis and in 
accordance with the requirements of the interagency agreement between the two 
departments. Future fee schedule updates will be based upon this information. 

Except as otherwise noted in the plan, state-developed fee schedule rates for these services 
are the same for both governmental and private providers. The fee schedule rates are 
effective for services provided on or after October 4, 2010. Rates and fees can be found by 
accessing the agency's website at http:lljfs.ohio.govI(OHPIprovider.stnl. 

The State shall not claim FFP for any non-institutional service provided to individuals who 
are residents of facilities that meet the Federal definition of institution for mental diseases or 
a psychiatric residential treatment facility as described in Federal reb~lations at 42 CFR 
440.140 and 440.160 and 32 CFR 44 1 Suhparts C and D. 

The State shall not claim FFP for any services rendered by providers who do not meet the 
applicable Federal and/or State detinition of a qualified Medicaid provider. 

With respect to individuals who are receiving rehabilitation services as residents of facilities 
the State shall not claim FFP for room and board and for non Medicaid services as a 
component of the rate for senices authorized by this section of the state pian (Attachment 
4.19-B, Item 13-d-1 page 2 of 2.)  The rates in the department's service fee schedule as 
authorized by this plan amendment sha!l be set using mdhods that ensure the rates do not 
i~lclude costs not directly related to the provision of Medicaid services such as costs 
associntd with the caf'eteria. Only thosi: facility (direct or indirect) costs that can be 
Identified as directly supporting the prokision of  he non-institutional senices will be 
incirtbcd in the Tares, 

'FN: I I-Oltl  
Supcrscdes 
TN: 08-0 I 1 

DEC 0 6 2011 ;2ppro\ al Date. - - . - - -- - 

il'ffectltc Date: 7 Ill 201 I 



State Of Ohio Attachment 4.19-B 
Item 13-4-2 
Page I of 2 

13. Other diagnostic, screening, preventive, and rehabilitative services, i.e., other than 
those provided elsewhere in the plan. 

2. Rehabilitative services provided by alcohol and other drug treatment programs 

Each community alcohol and other drug treatment program shall maintain a 
schedule of usual and customary charges for all community alcohol and other 
drug treatment services it provides. The program shall use its usual and 
customary charge schedule when billing community Medicaid for rendered 
services. Payments for covered services will be based on the lesser of the charged 
amount or the Medicaid maximum amount for the rendered service according to 
the department's service fee schedule. 

As a condition of participation, all Medicaid providers of alcohol and other drug 
treatment services must have a current "Ohio Health Plans Provider Enrollment 
Application/Time Limited Agreement for Organizations". Providers agree to 
comply with state statutes, Ohio Administrative Code rules, and Federal statutes 
and rules. This includes compliance with Ohio Administrative Code rule related 
to the annual submission of a cost report and related information to the Ohio 
Department of Alcohol and Drug Addiction Services (ODADAS). ODADAS will 
provide this information to the Ohio Department of Job and Family Services on 
an annual basis and in accordance with the requirements of the interagency 
agreement between the two departments. Future fee schedule updates will be 
based upon this information. 

Except as otherwise noted in the plan, statedeveloped fee schedule rates for these 
services are the same for both governmental and private providers. The fee 
schedule rates are effective for services provided on or after October 4,20 10. 
Rates and fees can be found by accessing the agency's website at: 
httn:l/ifs.ohio.~ov/OHP/~rovider.st~n. 

The unit of service definitions can be found by accessing the agency's website at: 
h~:l/ifs.ohio.~ov/OHP/nmvider.stni. 

The State shall not claim FFP for any non-institutional service provided to 
individuals who are residents of facilities that meet d ~ e  Federal definition of an 
institution for mental diseases or a psychiatric residential treatment facility as 
described in Federal regulations at 42 CFR 440.140 and 440.1 60 and 42 CFR 44 1 
Subparts C and D. 

The State shall not claim FFP for any services rendered by providers who do not 
meet the applicable Federal andlor State definition of a qualified Medicaid 
provider. 

TN: 12-007 
Supersedes: 
TN: 11-028 

Approval Date: JUN fb 72012 

Effective Date: 7/ 1 120 12 
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13. Other diagnostic, screening, preventive, and rehabilitative services, i.e., other than 
those provided elsewhere in the plan. 

With respect to individuals who are receiving rehabilitation services as residents 
of facilities, the State shall not claim FFP for room and board and for non- 
Medicaid services as a component of the rate for services authorized by this 
section of the plan (Attachment 4.19-B, ltem 13-4-2, page 2 of 2). The rates in 
the department's service fee schedule as authorized by this plan amendment shall 
be set using methods that ensure the rates do not include costs not directly related 
to the provision of Medicaid services such as costs associated with the cafeteria. 
Only those facility (direct or indirect) costs that can be identified as directly 
supporting the provision of the non-institutional services will be included in the 
rates. 

TN: 12-007 
Supersedes: 
TN: 1 1-028 

'JUN 8720)2 
Approval Date: 

Effective Date: 711 /20 12 
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13. Other diagnostic, screening, preventive and rehabilitative services. i.e., other than those 
provided elsewhere in the olan (Continued) 

d. Rehabilitative services (Continued) 

3. REHABILITATIVE SERVICES PROVIDED BY HABILITATION CENTERS 

I Refer to Tabic ! far a description of each habilitation center service. 
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13. Other diapnostic, screening, preventive and rehabilitative services, i.e., other than those 
provided elsewhere in the plan (Continued) 

d. Rehabilitative sewices (Continued) 

3. REHABILITATIVE SERVICES PROVIDED BY HABILlTATION CENTERS 

SUPERCEDES 
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13. Other dia~nostic, screening, oreventive and rehabilitative services, LC., other than those 

provided elsewhere in the plan (Continued) 
d. Rehabilitative services (<'ontinued) 
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13. Other diaenostic, screening, preventive and rehabilitative services, i.e., other than those 
provided elsewhere in the plan (Continued) 

d. Keh;rbilir:~ri\e services (Continued) 
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13. Other diaenostic, screening, preventive and rehabilitative services, i.e., other than those 

provided elsewhere in the plan (Continued) 

d. Rehabilitative services (Continued) 
3. REHABILITATIVE SERVICES PROVIDED BY HABILITATION CENTERS 
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13. Other dia~nostic, screening, oreventive and rehabilitative services, i.e,, other than those 
provided eise.;vhere in the alan (Continued) 

d. Rehabilitative services (Continued) 

3. REHABILXTATIVE SERVICES PROVIDED BY HABILITATION CENTERS 
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13, Other diagnostic, screening, preventive and rehabilitative services, i.e., other than those 
provided elsewhere in the plan (Continued) 

d. Rehabilitative services (Continued) 

3. REHABILITATIVE SERVICES PROVIDED BY HABILITATION CENTERS 

r. . .. . , , , 'is NO. IIPI'KOVA~. 1)A'TE: ::~.- 2 -i , ~ . , .; 
SUPERCEDES 



STATE OF OHIO 
ATTACHMENT 4.19-B 

REFERENCE PRE-PWT PAGES 5 AND 6 
OF ATTACHMENT 3.1 -A 

ITEM 13, PAGE 9 OF 9 

13. Other diagnostic, screening. coreventive and rehabilitative services, i.e., other than those 
provided elsewhere in the plan (Continued) 

d. Rehabilitative services (Continued) 

3. RENABII,ITATIVE SERVICES PROVIDED BY HABIII,ITATION CENTERS 

T N  NO. APPROVAL DftI'E: 
SVPERCEDES 
'rN NO. FFFRCTIVE DA'TF: 3;1103 



STATE OF OHIO ATTACHMENT 4 -1 9-B 
REFERENCE PRE-PRINT PAGE 6 
OF ATTACHMENT 3.1 -A 

1) 
ITEM 14, PAGE 1 OF 1 

14. Services For Individuals  Age 65 o r  Older In I n s t i t u t i o n s  For Mental Diseases 

b. Ski l l ed  nursing f a c i i  i t y  se rv ices  

None designated t o  da te .  

c .  I n t e m d i a t e  ca re  f a c i l i t y  se rv ices  

None designated t o  da te .  
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State of Ohio Attachment 4.19-B 
Item 17 
Page 3 of 3 

17. Nurse-midwife services, continued. 

The maximum reimbursement for the office visits listed below is as indicated 
when they are billed as a pregnancy-related service: 

new patient, problem focused visit $49.85 

new patient, expanded problem focused visit $49.85 

established patient, evaluation & management by non-physician$l9.73 

established patient, evaluation & management by physician $49.85 

TN: 09-035 
Supersedes: 
TN: 90-38 

ApprovalDate: 09/27/12 

Effective Date: 0 110 1 120 10 
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18. Hospice Care 

Reimbursement for Hospice care will be made at one of four predetermined rates for each 
day in which a beneficiary is under the care of the Hospice. The daily rate is applicable 
to the type and intensity of services furnished to the beneficiary for that day. There are 
four levels of care into which each day of care is classified: 

Routine home care. 

Continuous home care. 

Inpatient respite care. 

General inpatient care. 

The Medicaid Hospice rates are set prospectively by CMS based on the methodology 
used in setting Medicare Hospice rates, which are adjusted to disregard the cost offsets 
attributable to Medicare coinsurance amounts. Hospice payment rates are also adjusted 
for regional differences in wages, using indices published in the Federal Register and 
daily Medicaid hospice payment rates announced through the Centers for Medicare and 
Medicaid's memorandum titled "Annual Change in Medicaid Hospice Payment Rates-- 
ACTION" issued by the Director of the Center for Medicaid, CHIP and Survey & 
Certification Disabled and Elderly Health Programs Group (DEHPG). 

Hospices will also be reimbursed a per diem amount to cover room and board services 
provided by the nursing facility (NF) or intermediate care facility for the mentally 
retarded (ICF-MR) to the Medicaid beneficiary who has elected Hospice care and resides 
in the NF or ICF-MR. This reimbursement rate is equal to 95 percent of the base rate 
paid to that particular facility of residence. 

Physicians who provide direct patient care are reimbursed according to Medicaid's fee- 
for-service system. This reimbursement is in addition to the daily rate paid to the 
Hospice. If the physician is a Hospice employee, the Hospice will bill for services on 
behalf of the physician. If the physician is the beneficiary's attending physician and is 
not a Hospice employee, the physician will bill the department directly. 

A Hospice's annual Medicaid reimbursement cannot exceed its annual Medicaid caseload 
multiplied by the statutory cap amount. Total Medicaid payments made to the Hospice 
for services provided by physicians who are Hospice employees, along with total 
payments made at the various Hospice daily rates, will be counted in determining 
whether the cap amount has been exceeded. Payments made for the services of 
physicians who are not Hospice employees and for payments made for room and board 
will not be included in the cap calculation. A hospice will not be reimbursed for inpatient 
days (general and respite) beyond 20 percent of the total days of care it provides to 
Medicaid beneficiaries during the "cap year." 

TNS NO. 1 1-003 
Supersedes 
TNS NO. 90-38 

Approval Date 
JUN 0 7 2011 

Effective Date 2/1/2011 



State of Ohio Attachment 4.19-B 
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The department will perform a desk audit on each Hospice provider once a year 
following the end of the cap period in order to compute and apply the cap amount and 
audit payments made for inpatient services. 

Rates and fees can be found by accessing the agency's website at 
jfs.ohio.gov/OHP/provider.stm and clicking the Fee SchedulesIRates link. The rates 
available at this website include all annual or periodic adjustments to the fee schedule. 
The agency's fee schedule was set as of October 1,2010, and is effective for services 
provided on or after that date. Except as otherwise noted in the plan, state-developed fee 
schedules and rates are the same for both governmental and private providers. 

TNS NO. 11-003 
Supersedes 
TNS NO. 90-38 

Approval Date JUN 0 7 2011 
Effective Date 211 /20 1 1 
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Attachment 4.19-B 
Item 19-a 
Target Group C: DD 
Page 1 of 2 

19. Case management services and tuberculosis related services. 

a. Methods and standards for paymenl/reimbursement of case management services as defined in, 
and to the group specified in, Supplement 1 to Attachment 3. t -A Target Group C: DD (in 
accordance with Section 1905(a) (1 9) of Section 19 15(g) of the Act). 

Raters): 
The statewide rate of $ I  5.48 per unit was derived by using the average cost of calendar year 
2009 salary and fringe benefii information obtained from aighteen 0hio County Boards of 
Developmental Disabilities (CBDD). The reported costs fiom the counties represent 
approximately seventy percent of the total costs for individuals delivering the targeted case 
management service. A rate was calculated by inflating forward 2009 costs to calendar year 
201 1. The rate also includes case management travel costs and an indirect cost rate of twelve 
percent. 

State-developed fee schedule rates are for Ohio County Boards of Developrtrental Disabilities, 
govmmentcrl providers of case manugement fir psom with deveIopmepttd dbabilin'es. me agency's 
fee schedule nole wiIi be set as cf July I ,  201 1-mtd i s  eflective fur services provided on or aflm that drde. 
AN r a t s  are publ2sked in ruie 5101:3-4$-01 uf the Ohio Administmtive Code. 

Unit Definition: 
A unit of sewice is equivalent to fifteen (15) minutes. Minutes of service provided to a specific 
individual can be accrued over one calendar day. The number of units that may be billed during 
a day is equivalent to the total number of minutes of TCM provided during the day for a 
specific individual divided by fifteen plus one additional unit if the remaining number of 
minutes is eight or greater minutes. 

Claims Pavment Proceq: 
Providers will submit claims lo the Ohio Department of Developmental Disabilities (DODD). 
For all providers of TCM, DODD will have a voluntary reassignment of claims payment form 
on file, 

DODD will receive the claims thmugh their system, conduct up-front edits and forward the 
claims to the Ohio Department of Job and Family Services (ODJFS) f'or adjudication. 

DODD will post claims adjudication status as well as remittance advice illformation to their 
secure website for providers to access and download. 

Post Review; 
TIODD will review claims quarterly to assure that each TCM practitioner does not biU more 
than 26, 15-minute units a day. This maximum is applied to services rendered on a daily basis 
rather than an average of service volume for some period of time greater than one day. DODD 
will conduct a retrospective prior authorization for units that exceed the established limit in 

JUL 19 2011 
Approval Date: 

Supercedes: 
TN NO. 0$-026 EBective Date: 7/1/20 1 1 
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Item 19-a 
Target Group C: DD 
Page 2 of 2 

cases where individuals receiving services meet medical necessity criteria established in Ohio 
Administrative Code rule. lf any such claim does not meet the criteria for medical necessity, 
the CBlDD will return overpayment within two quarters of the state fiscal year to the state 
Medicaid agency. -The return will be handled throwh the DQDD Medicaid bill in^ System if 
the claims are less than 330 days from the date of service. Otherwise, the return will be 
processed as a separate transaction, 

TI\d NO, 10-008 
Supercedes: 
'TN No. NBW 

'JUL 1 9 2Q1t 
Approval Date: 

Effective Date: 7/ 1/2012 
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9 Case management services and Tuberculosis related services. 

a. Methods and standards for payment/reimbursement of case management services as 
defined in, and to the group specified in, Supplement 1 to Attachment 3.1 -A Target 
Group E: HMG-HV Help Me Grow Home Visiting Program (in accordance with Section 
1905(a)(19) of Section 191 5(g) of the Act). 

.Rate@: 
The rates of $1 1 .SO and $13.50 per quarter hour were derived by using data collected for 
a salary survey referenced in the Ohio Department of Health, Help Me Grow, Cost 
Survey, June 2010. The reported survey costs for the early childhood educatorlspecialist 
and service coordinator were averaged to determine the $1 1.50 rate, and the reported 
survey costs for the licensed nurse and licensed social worker were averaged to determine 
the $13 .SO rate. The rates were adjusted for fiinge benefits, productivity assumptions, an 
administrative percentage and travel costs to determine a base rate which was then 
inflated for year 201 1. 

Except as otherwise noted in the plan, state-developed fee schedule rates are the same 
for both governmental and private providers of Targeted Case Management services 
provided to Medicaid-eligible expectant first time parents, first time parents, infants, and 
toddlers under the age of three years who are enrolled and participating in Ohio's Help 
Me Grow Home Visiting Program. The proposed effective date for the fee schedule 
reimbursement rates is 7111201 2 and would be effective for services provided on or after 
that date. 

The number of units that may be billed during a day is equivalent to the total number of 
minutes of TCM provided during the day for a specific individual divided by fifteen plus 
one additional unit if the remaining number of minutes is at least eight minutes. 

Unit Dehition: 
A unit of service is equivalent to a quarter hour (fifteen minutes). Up to 232 units of this 
service may be provided to an individual over one year. 

A fifteen minute unit may be billed if the individual receives more than 8 minutes of 
service. 

TNS No. 10-011 
su-es 
TNSNo. NEW 

Approval Date MAR - 9 2012 
Effective Date 710 1 /20 1 2 
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1 9. Case management services and Tuberculosis related services. 

a. Methods and standards for payment/reimbursement of case management services as 
defined in, and to the group specified in, Supplement I to Attachment 3.1 -A Target 
Group F: ODADAS (in accordance with Section 1905(a)( 19) of Section 191 5(g) of the 
Act). 

Ratds): 
The unit rate of $78.17 per hour was derived by using provider cost data for state fiscal 
year 2006. The analysis showed that the proposed rate was within a reasonable range 
when compared to both the average and median unit cost, with some falling below and 
some falling above. The reimbursement methodology is as follows: 

I )  If the total number of service units rendered and billed by a provider per date of 
service to a unique client is less than or equal to 1.5, the Medicaid payment amount is 
equal to the unit rate according to the department's service fee schedule multiplied by 
the number of units billed or the provider billed amount based upon their established 
usual and customary charge, whichever is less. 

2) If the total number of service units rendered and billed by a provider per date of 
service to a unique client is greater than 1.5, the Medicaid payment amount is equal to 
the sum of: 

The unit rate according to the department's service fee schedule multiplied by 
1.5; and 

Fifty percent of the unit rate according to the department's service fee schedule 
multiplied by the difference between the total number of units billed minus 1.5. 

The number of units that may be billed during a day is equivalent to the total number of 
minutes of TCM provided during the day from a specific provider for a specific 
individual divided by sixty plus one additional tenth of a unit if the remaining number of 
minutes is at least four (4) minutes. 

Unit Definition: 
A unit of service is equivalent to one hour and may be billed in tenth of an hour (six 
minute) increments. 

A tenth of a unit may be billed if the individual receives more than four (4) minutes of 
service. 

Claims Pavment Process: 
Providers will submit claims to the Ohio Department of Job and Family Services 
(ODIFS). The ODJFS will process the claims and reimburse the providers at IOWA. 

nU: 12-007 Approval Date: JUfd 3 7 20@ 
Supersedes: 
'IX: NEW Effective Date: 07/01 /2012 



STATE OF OHIO ATTACHMENT 4.1 9-8 
REFERENCE PRE-PRINT PAGE 8 
OF ATTACHMENT 3 .I -A 
iTEM 20, PAGE 1 OF 1 

10. Extended serv ices t o  pregnant wanen. 

2eimbursement f o r  extended serv ices t o  pregnant women i s  made t o  the serv ice 
z rov ider  i n  accordance w i t h  the reimbursement descr ip t ions  found i n  

vresponding medical serv ice items i n  4.1 9. 
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State of Ohio Attachment 4.19-B 
Item 23 
Page 3 of 3 

23. Certified pediatric and family nurse practitioners' services, continued. 

The maximum reimbursement for the office visits listed below is as indicated 
when they are billed as a pregnancy-related service: 

new patient, problem focused visit $49.85 

new patient, expanded problem focused visit $49.85 

established patient, evaluation & management by non-physician$l9.73 

established patient, evaluation & management by physician $49.85 

TN: 09-035 
Supersedes: 
TN: NEW 

09 /27 /12  
Approval Date: 

Effective Date: 0 1 I0 1 I20 10 
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State of Ohio Attachment 4.1 9-B 
Item 24-a 
Page 1 of 1 

24. Any other medical care or remedial care recognized under State law and specified 
by the Secretary. 

24-a. Transportation. 

Payment is the lesser of the billed charge or the Medicaid maximum for 
the service. The Medicaid maximum is the amount listed on the 
department's fee schedule. 

Rates and fees can be found by accessing the agency's website at 
jfs.ohio.gov/OHP/provider.stm. The rates available at this website include 
all annual or periodic adjustments to the fee schedule. The agency's fee 
schedule was set as of January 1,2010, and is effective for services 
provided on or after that date. Except as otherwise noted in the plan, state- 
developed fee schedules and rates are the same for both governmental and 
private providers. 

Transportation provided by nursing facilities for their recipient-residents is 
included as a part of nursing facility services. Nursing facilities receive a 
per diem amount that includes payment for all transportation services and 
are responsible for ensuring that their recipient-residents obtain those 
transportation services. Such services are paid for by the nursing facilities 
and are not eligible for reimbursement on a fee-for-service basis. For 
dates of service beginning 0811 812009 and ending 09/30/2009, however, 
transportation providers may submit claims directly on a fee-for-service 
basis for providing transportation services to nursing facility residents. 

TN: 09-035 
Supersedes: 
TN: 09-010 

Approval Date: 0 g / 2 7 / 12 

Effective Date: 01/01/2010 



%ate of Ohio "Ittachmen; 4.19-B 
kern 24-b 
Pare 1 of 1 

4 .  Anv other medicai care or remedial fare recowized under State law and s~ecified 
bv rhe Secretarv. 

24-h Serk~ces Fumrbhed rn a Reiiinous Yonmed~cai Health Care institut~on 

Pament is the same 3s it is for anv nursing facility I 3 F i  or intermediate 
prrfaciiitv (If Ff. 



State of Ohio Attachment 4.l'i-£3 
Item 24-c 
Page ! of 1 

24. Asv other medicd care or remedial care recomized under Stare law and snecified 
bv the Secreiarv. 

24-i. RGiiations 

This item is not annlicabie. 



State of Ohio Mtachen t  1. LY-5 
tiem 2-44 
Paee 1 of: 1 

2-4. Anv other medical care or remedial m e  recowized under State law and swcitied 
bv the Secrrtarv. 

2-44,  Skilled Nursine Facility Stwices for individuais Lnder Aee 21 

Payment is the same for services urovided to individuals younger than 21 
as it is for services provided to individuals 21 wars of axe ar older. 



State of Ohm 

24. An? other medieai ccare or rmedlai rare recomlzed under Stere ia* and soecrfied 
bv the Secrerm. 

24-e. Emergency Hospitai Smices  

Pammt I S  made on the same basis as for out-of-stale hoioltdl senices 
f See A t f a c ~ e n t  4 19-A 1 



State iit Onto 

24, Anv other medical ca-e or remedid care recornired under Srate law and saec i t s  
bv the Sezretarv. 

14-f. Personal Care Services 

This &em is not aoolicablz. 

TransmirtaI \umber &&Q ..%ppfi>~ll Dxte. 
";une~.si-,tes SEF 2 3 2811 



Stair otSOhio ZttacfiWient 4 10-B -- 
Licm 24-g 
Pane I of 1 

24. .Anv uther medical care or remedial care recormized under State law and saecified 
by the Seeretaw 

Z l e .  Cridcal Access Hosoital iCAHi Sen31ces 

This item is not aoolisable. 

- 
i ransminsi Xumher 9,')9(: ??ppr(i~al Date: 
Snperse:rs $&P & 3 261 
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Revision: HCFA-PM-9 1-4 (BPD) Supplement 1 to 
Attachment 4.19-8 

Page 1 of 6 
OMB No. 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE 

Pavment of Medicare Part A and Part B Deductible/Coinsurance 

Except for a nominal recipient copayment (as specified in Attachment 4.18-A of this state 
plan), if applicable, the Medicaid agency uses the following general method of payment: 

1. Payments are limited to State plan rates and payment methodologies for the 
groups and payments designated with the letter "SP" on page 2. 

For specific Medicare services which are not otherwise covered by this State 
plan, the Medicaid agency uses Medicare payment rates unless a special rate or 
method is set out on Page - in item - of this attachment (see 3, below). 

2. Payments are up to the full amount of the Medicare rate for the groups and 
payments designated with the letters "MR" on page 2. 

3. Payments are up to the amount of a special rate, or according to a special 
method, described on Pages 3 and 3a under items 1,2 and 3 of this 
Supplement, for those groups and payments designated with letters "NR" on 
page 2. 

4. Any exceptions to the general methods used for a particular group or payment 
are specified on Page - in item - of this attachment (see 3 above). 

- 1 l 

TS: ! 2-002 Approval Date: - ke 20'2 
Supersedes: 
TN: 05-01? Effec1it.e Date: 01: 'Ol~  12 

ACFA ID: '912E 



Revision: HCFA-PM-91-4 (BPD) Supplement 1 to 
Attachment 4.1 9-8 

Page 2 of 6 
OMB No. 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

StatefTenitorv: OHIO 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
OTHER TYPES OF CARE 

Pament of Medicare Part A and Part B DeductibleXoinsurance 

QMBs: Part A MR/NR deductibles MWNR coinsurance 

Part B MR/NR deductibles MRmR coinsurance 

Other Medicaid Recipients Part A MR/NR deductibles MWNR coinsurance 

Part B MRMR deductibles MR/NR coinsurance 

Dual Eligible (QMB Plus) Part A bi.R/NR deductibles hdR/NR C O ~ U T ~  

Part B MR/NR deductibles MIUNR coinsurance 

nr: 12-002 
Supersedes: 
'fs: 05-0 1 7 

Approval Date: - JUN - 8 2012 

Effective Date: 01 !'01;2012 
HCFA ID: 7Y82E 



Revision: HCFA-PM-91-4 (BPD) Supplement 1 to ATTACHMENT 4.19-B 
August 2005 Page 3 

OM% No: 0938- 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

Stateflemtory: OHIO 

METHODS AND STAhPARDS FOR ESTABLISHING PAYMENT UTES - 
OTHER TYPES OF CARE 

Pavrnent of Medicare Part A and Part B DeductibleICoinsurance 

1. In order to implement a new Medicaid payment policy for cost sharing for nursing 
facility (NF) services provided as a Medicare Part A benefit the Medicaid agency will: 

Establish that Ohio Department of Job and Family Services (ODJFS) will pay as 
cost sharing the lesser of the coinsurance amount or the Medicaid maximum 
allowable reimbursement rate for the identitied services minus the Medicare Part 
A plan payment to the nursing facility for the same services. If the Medicare Part 
A plan payment is more than the Medicaid maximum, ODJFS will pay nothing 
for the services. 

- In order to implement a new Medicaid payment policy for cost sharing for inpatient 
hospttal services provided as a Medicare Pan A benefit the Medicaid agency will 
reimburse the lesser of: - 
a. The sum of the deductibie, co-payment and coinsurance amouar as provided by 

Medicare Pan A or; 
b. The Medicaid Maximum Allowed Amount minus the total prior payment. The total 

prior payment includes the amount paid by Medicare and any other applicable third 
party payments. The Medicaid Maximum Allowed Amount is the amount that would 
be payable by Medicaid if the hospitalization were billed, in its entirety, ro the 
department as a Medicaid-only claim. The Medicaid Mavimum Allowed Amount is 
calculated as either the applicable DRG prospective payment as described in 
Appendix 4.19-A of the State Plm, Ohio Administrative Code (OAC) n12e 5 101 3-2- 
7.1 1, or as the payment applicable for services reimbursed on a reasonable cost basis 
as described in Appendix 4.19-A of the State Pian OAC rule 5 101 :?-2-22. 

TP\; No. 05-01'7 Approval Date JAM m 0- 20% - EPTechte Dare IOi0li05 
Supersedes 
TN No. 05-012 RGFA ID, 7982E 



Revision: HCFA-PM-9 1-4 (BPD) Supplement 1 to 
Attachment 4.19-B 

Page 3a of 6 
OMB No. 0938- 

3. Cost sharing for outpatient hospital services provided as a Medicare Part B benefit are 
reimbursed at the lesser of: 

a. The sum of the deductible, co-payment and coinsurance amount as provided by 
Mediwe Part B or; 

b. The Medicaid maximum allowed amount minus the total prior payment. The total 
prior payment includes the amount paid by Medicare and any other applicable third 
party payments. The Medicaid maximum allowed amount is the amount that would 
be payable by Medicaid if the outpatient services were billed, in its entirety, to the 
department as a Medicaid-only claim. 

m: 12-002 
Supersedes: 
TN: NEW 

Approval Date: 
'Jm $ 2012 

Ef'fective Date: OI/01,'2012 
HCFA if): 7482E 



Revision: HCFA-PM-914 (BPI)) Supplement 1 to ATTACHMENT 4.19-8 
AUGUST 1991 Page 4 - 

OMB No.: 0938- 

STATE PLAV UNDER TITLE XIX OF THE SOCIAL SECCFUTY ACT 

State !Territory: Ohio 

METHODS ilND STANDARDS FOR ESTABLISHING PAYMENT U T E S  
OTHER TYPES OF C.W.F. 

Pavment of Medicare Part C DeductihIeiCoinsurance 

Except for a nominal recipient copayment (as specified in Attachment 4.18 of this State plan), if 
applicable, the Medicaid agency uses the following general method for payment: 

1. Payments are limited to State plan rates and payment methodoiogies for the groups and 
payments listed below and designated with the letters "SP". 

For specific Medicare services which are not otherwise covered by this State plan, the 
Medicaid agency uses Medicare payment rates untess a speciai rate or method is set out on 
Page 3 in item .4 of this attachment (see 3. below). 

2. Payments are up to the full amount of the Medicare rate for the groups and payments listed 
below, and designated with the letters "MR.  

3. *** Payments are up to the amount of a special rate, or according to a special method, described 
on Page 6 in item of this attachment, for those groups and payments listed below and 
designated with the letters "NR". 

3. Any exceptions to the generai methods itsed for n particular g o u p  or payment are specified 
an Page 3 in item - of this attachment (see 3. above). 

i " L 3  Effective Date 

Approval Date 



Revision: HCFA-PM-914 (BpDt Supplement 1 to ATTACHMENT 4.1943 
ACGUST 1991 Paee 5 - 

O M 3  No.: 0938- 

STATE PLAV UNDER TITLE XIX OR THE SOCIAL SECLrKIT?: ACT 

State iTerritory: Ohio 

METHODS MiD STANDARDS FOR ESTABLISHING PAYMENT RATES 
OTHER TYPES OF CARE 

Pavment of Medicare Part C DeductihleICoinsurance 

QMBs: Part A - Deductibles - Coinsurance 

Part B - Deductibles - Coinsurance 

Part C Deductibles Coinsurance 

Other Part .k - Deductibles - coinsuranee 
Medicaid 
Recipients Part B - Deductibles - coinsurance 

Part C Deductibles Coinsurance 

lirisi Part ,1 - Deductibles - Coinsurance 
:'liijibic 
:s'.%IB Plus) Psrr B - Deducribles - Coinsurance 

Part C Deductibles Coinsurance 

r\ "io. 03-025 
Approval Date 



Revision: HCFA-PM-914 (BPD) Supplement 1 to -4TTACHMENT 4.19-B 
AUGUST 1991 Page 6 

O m  No.: 0938- 

STATE PLAIY USDER TlTLE XM OF THE SOCE4L SECGRITY ACT 

State /Territory: Ohio 

METHODS AiiD STANDARDS FOR ESTABLISBLNG PAYMENT RATES 
OTHER TYPES OF CiiRE 

Pavment of Medicare Part C DeductibIelCoinsurance 

I. For Qualified Medicare Beneficiaries (QXEs) enrolled in Medicare Part C (Medicare Advantage) 
managed health care plans the department will pay the lesser of the provider's billed charge for the 
deductible, coinsurance, andlor co-pays, the difference between the Medicare plan's payment to the 
provider for a service or services identified and the maximum allowable reimbursement rate under 
the Medicaid State Plan for the same identified service or  services, or the Medicaid liability if the 
service had been rendered under Medicare Part A or Part B. 

TN So. 03-025 
Approval Date 

i 

Supersedes Effective Date -'! jLt? 
> .'", T\;?ro. " ,  

- 
HCFA ID: 79SZE 
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ATTACHMENT 4.19-B 
(FILED PIT END) 

REFERENCE Attachments 3.1-A 
ITEMS 6,  11, 13. 19 and 24 

Page 1 of 4 

Cost-Based Reimbursement for IDEA Services Provided in Schools 

I .  The reimbursement for providers, other ihan Medicaid school program providers. 
is based on the lesser of the billed charge or the Medicaid maximum for the 
particular service performed according to the deparunent's procedure code 
reference file. 

2. Effective for dates of service on and afier {dore a~urovcdbv CUS.), reimbursement 
for direct medical services (salaries, benefits, and contract compensation) 
provided by a school approved as a Medicaid school program provider of services 
will be at an interim rate which will be the lesser of the billed charge or the 
Medicaid maximum for the particuiar service according to the department's 
procedure code reference file. The interim rate is the rate for a specific service for 
a period that is provisional in nature, pending the completion of a cost 
reconciliation and a wst settlement for that period. Services delivered through a 
Medicaid scbool program provider that are aHowable for Medicaid reimbursement 
are: 

a. Audiology (reference pre-print page 4, item I ! )  
b. Counseling {reference pre-print pages 5 and 6, item 13) 
c. Nursing (reference pre-print pages 2 and 3 , item 6 )  
d. Occupational Therapy (reference pre-print page 4, item 1 1) 
e. Physical Therapy (reference pte-print page 4, item 11) 
f. Psychoiogy (reference pre-print pages 5 and 6, item 13) 

.= g. Social Work (reference pre-print pages 5 and 6, item 13) 
h. Speech Language Pathology (reference pre-print page 3: item L 1 j 
i. Targeted Case Managemnt (reference pre-print page 8. item 19) 
j. Transportation - Reimbursed per unit of service. The unit of service is 

b d  on a one-way trip. {reference phe-print page 9, item 24) 

3. Certification of public expenditures: The non-federal share of the cost of the 
services will be paid by the Medicaid school prngrm provider. The ,Medicaid 
schooi program provider shall certify, via attestation at the time of chiming, the 
avaiiabiiily of appropriate appropriared ndsuff&ent non-federal share of rhe costs for which 
claim for rembmment  IS made. The single state Medicaid agency (ODJFS) 
will reimburse the Medicaid school p r o m  provider ot the int& rate :he 
f e d 4  financial pdcipation (FFP) portion of the claim only. 

4 Reimb~rsemen? for other direct medicat sen-xces (ex. Travel, materials and 
supplies), md~rect costs. and equrpment W I I E  be made through the cost repa 
recunciiiation process. 

5 To determine the Medicaid-allowab1e direct and indirect costs of providing direct 
medical services to Medicaideligible clients, the foilo%ing sieps are performed: 

rw~~._oso2o A W R O V A L D A ~ ~ ~ ~  1 2 2008 
SUPERSEDES 
I3 No. EFFESRIE DATk- 



STATE OF OHIO 
ATTACHMENT 4.19-B 

(FILED A T  END) 
REFERENCE Attachments 3.1-A 

ITEMS 6, 11, 13.19 and 24 
Page 2 of I 

Cost-Based Reimbursement for IDEA Services Provided in Schools 

a. Direct costs for direct medical services include unallocated payroll costs 
and other unallocared costs that can be directly charged to direct medical 
services. Direct ~avroll costs include totai cornoensation ii.e.. salaries and * .  , . 
benefits and contract compensation) of direct services personnel listed in 
the desmiotions of the covered Medicaid services delivered by schools. 
excluding transportation penomel. 

b. Other direct costs include costs directly related to the approved direct 
services personnel for the deliveiy of medical services, such as purchased 
services, capital outlay, travel, materials and supplies. These direct costs 
are accumulated on the annual cost report, resulting in total direct costs. 

c. Total direct costs for direct medical services are reduced by any federal 
payments for &use costs, resulting in adiusted direct costs for direct 
medical services. 

d. Adiusted direct costs are then allocated to direct medical services 
regardless of payer source by applying the direct medical services 
percentage from the CMS-approved time study, resulting in net direct 
m. 

e. A CMS-approved time study methodology is used to determine the 
percentage of rime that medical service personnel spend on direct medical 
services, inciuding targeted case management, general and administrative 
time and all other activities to account for 100 percent of time to assure 
that there is no duplicate claiming. Tnis rime study mefhodology will 
utilize three rnurually exclusive cost pools representing individuals 
performing administrative activities and direct services. A suff~cienr 
number of medical services personnel wit1 be sampled to ensure time 
study results that wili have a confidence level of at least 98 percent within 
a precision of plus or minus two percent overall. The same singfe direct 
medicaI services time study percentage is appiied against costs for all 
medicai disciplines. 

f. Indirect costs are determined by appiying the school disrpicf's specific 
unrestricted indirect cost rate to its riel direff costs as approved by ODE 
under the auihority of USDE, which is  the cognizant agemy for school 
districts, 

g. Net direct costs and indirect wsb we cornhind, and the resuits ~e 
multiplied by thc: rdio oftbe total number of students with hdividuaiized 
Edufarion Programs (IEPs) ceceiving medical services and eligibie fw 
Medicaid so the totai number of students with IEPs receiving medical 
services. 

h. To determine the direct and indinxt costs of specializrd b m p m t i o n  
sewices to Medicaid-eligible students, the folIowing steps are performed. 

AUG 1. 4, ZOOS TN No. APBROVAI DATE: 
SUPERSEDES 
PM ?in. EFFECTWE DATE: 7tIW5 



STATE OF OHIO 
ATTACHMENT 4.19-8 

(FILED AT END) 
REFERENCE Attachments 3.1-A 

ITEMS 6.11, 13, 19and24 
Page 3 of4  

Cost-Based Reimbursement for IDEA Services Provided in Schools 

i. tdentification ofdirect costs for c o v d  specialized transportation 
services includes: direct payroll costs (salaries and benefits and contract 
compensation) of bus drivers and mechanics, gasoline and other fuels, 
other mamtertance and repair costs, vehicle insurance, rentals. and vehlcle 
depreciation. Depreciation must be documented by completing the 
depreciation schedule in the cost report. These direct costs arc 
accumulated on the annual wst report, resulting in total direct 

.. transuortation costs. 
11. Total direct transwrtation costs are reduced by any federal 

payments for those costs, resulting in adiusted diect transwrtation costs. ... 
111. Adiusted dire& transaortation cots are then ailocated to Medicaid 

by applying the ratio of one-way trips provided pursuant to an IEP to 
Medicaid beneficiaries over total one-way specialized trips resuiting in net 
direct tr(~nsportotion cosn. Trip logs will be maintaineddaily to record 
one-way specialized transportaiion trips. 

iv. Indirect costs are determined by applying the school district's 
specific unrestricted indirect cost rate to its n& direct tronsporttation costs 
as approved by ODE under the authority of USDE, which is the cognizant 
agency for school districts. 

v. Net direct costs and indirect costs are combined. 

6. A m d  Cost Report Process: Each Medicnid schmi program provider wiii 
complete an a n n d  cost report for all services delivered during the previous stare 
frscal year covering Iuiy I through June 30. The primary purposes of the cost 
report are to: 

a. Document the provider's total CMS-approved, Medicaid-ailowabie scope 
of costs for delivering Medicaid school services, including direct coss and 
indirect costs, based on a CMS-approved cost allocation methodology and 
prwedwes, and 

h. Reconcile its interim payments to its total CMS-approved Medicaid- 
aliowable scope of costs based on CMS-approved cost allocation 
procedures. 

7. The Cost Reconciliation Process: The cost reconciliation process Lviil be 
wmpieed -within t-ael'ie (i2) months of the State fiscal yeear. 'The total CMS- 
approved, hsedicaid allowable scope: of costs based on CMS-approved cost 
allocation methodology procedures are compared to the provider's Medicaid 
interim payments for school sewices delivered during the reporting period as 
documented in &he Medicaid Management Information System ( M I S ) ,  resulting 
in cost reconciliation. 

SN NO. -g&& VP~OATEPUG 1 2 2008 
SUPERSUNS 



STATE OF OHIO 
AnACIIMENT 4.19-B 

(FILED AT END) 
REFERENCE Attachments 3. l -A 

I E M S  6, I I. 13, 19 and 24 
Page4 o f4  

Cost-Based Reimbursement for IDEA Services Provided in Schools 

For the purposes of cost reconciliation, Ohio will not modifj the CMS-approved 
scope of costs. the CMS-approved cost allocation methodolog;v procedures, or the 
CIAS-approved time study for cost-repfling purposes referenced in this state plan 
amendment except by CMS approval prior to implementation; however. such 
approval does not necessarily require the submission of a new state plan 
amendment. 

For claims submitted after the effective date of SPA 05-007 and SPA 05-020; that 
is July 1,2005, and prior to the implementation of the CMS-approved time study 
only, cost reconciliation wlIl be performed in accordance with a methodology 
developed by the Department and approved by CMS that utilizes the quarterly 
results of the prospectively approved time study and applies them to pnor period 
claims. 

8. Cost Settlement for a Medicaid school program provider: The actual Medicaid 
share of each Medicaid school programs provider's costs for the year will be 
compared to the total Medicaid reimbursements to the Medicaid school program 
provider for that yeax. Any overpayment determined as a result of the annual 
reconciliation of cost will be paid and/or collected and reimbursed in accordance 
with State and fe$eraI Medicaid rules. Any underpayment determined as a resuit 
of the annual reconciliation of cost will he paid in accordance with State ma 
federal Medicaid rules. 

TM fb. L)S-020 AWROVAL DATE: 1 2 2008 
SUPERSEBES 
TN Rlo. now EFFECTrn WE: ?fib35 




