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Methods and Standards for Establishing Payment Rates - Other Types of Care 

I. Drugs 
A. Reimbursement 

1. Participating pharmacies are reimbursed for the cost of the drug plus a 
dispensing fee. Payments shall not exceed the upper limits specified in 42 
CFR 447.331 through 447.334. 

2. Participating dispensing physicians are reimbursed for the cost of the drug 
only. 

3. Providers will be reimbursed only for drugs supplied from pharmaceutical 
manufacturers who have signed a rebate agreement. 

B. Payment Limits - Payment for the cost of drugs shall be the lesser of: 

1. The Federal Maximum Allowable Cost (FMAC) of the drug for multiple source 
drugs other than those brand name drugs for which a prescriber has certified 
in writing as "brand medically necessary" or "brand Necessary" ; 

2. The State Maximum Allowable Cost (SMAC). A SMAC may be established 
for any drug for which two or more A-rated therapeutically equivalent, multi­
source, non-innovator drugs with a significant cost difference exist. The 
SMAC will be determined taking into account drug price status (non­
rebatable, rebatable), marketplace status (obsolete, regional availability), 
equivalency rating (A-rated), and relative comparable pricing. Other factors 
considered are clinical indications of generic substitution, utilization and 
availability in the marketplace. The source of comparable drug prices will be 
nationally recognized comprehensive data files maintained by a vendor under 
contract with the Department for Medicaid Services. Resources accessed to 
determine SMAC include Average Wholesale Price, Wholesale Acquisition 
Cost, and Direct Price (to retail pharmacies) with weights applied based on 
the distribution of the volume purchased. 

a. Multiple drug pricing resources are utilized to determine the 
estimated acquisition cost for the generic drugs. These resources 
include pharmacy providers, wholesalers, drug file vendors such as 
First Data Bank, and pharmaceutical manufacturers; 
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b. The estimated acquisition cost for each product is maintained in a 
MAC pricing file database; 

c. Products are then sorted into drug groups by GCN, which denotes 
the same generic name, strength, and dosage form; 

d. A filter is applied to remove all drug products that are obsolete, are 
not therapeutically equivalent, or are not available in the 
marketplace; 

e. The acquisition cost for the remaining drug products are analyzed 
to produce the estimated acquisition cost for the drug group giving 
due consideration (which consists of utilization and availability in 
the marketplace) to the lower cost products; 

f. The resulting estimated acquisition cost is used to produce a SMAC 
rate. The resulting SMAC is always greater than the pharmacy 
provider actual acquisition cost and is designed to provide the 
pharmacy with an appropriate profit margin; 

g. The SMAC rate will then be applied to all brand and generic drug 
products in that specific GCN; 

h. The SMAC file is updated monthly. Kentucky's MAC list may be 
downloaded from the following website: 
http://kentucky.fhsc.com/providers/mac.asp ; 

i. A pharmacy provider may appeal a SMAC price; 

3. Effective February 23, 2005, the Estimated Acquisition Cost (EAC) for a 
generic drug shall equal the average wholesale price (AWP) minus fourteen 
(14) percent and for a brand drug shall equal the AWP minus fifteen (15) 
percent; or 

4. The provider's usual and customary charge. 
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5. The depanmenl shall reimburse Ihe following dlUgs al the lesser orlhe aw,"1 hilled 
charge or average wholesale price (AWP) minus len (10) percelll ifthe drug is 
administered in a physician's office: 

TN No: 07·007 
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n. Rho(D) immune globulin injection; 
b. An injeclable antineoplaslic drug; 
c, McdroxyprogesteJ'one acetate tor contracl:ptive lise, 150 mg: 
d. Penicillin G benzathinl: injection; 
e. C~nria,'(one sodium injl!ction; 
f. Intravenous itmnune glohulin injection; 
g. Sodium hyaluronate or hylnn G-F for intra-urlicular injection; 
h. An inlruutcrine contraceptive device: 
i. An imphmtilule contl'aceplivc device; 
j. Long acling i1lieclable rispcridone: or 
k. An injecl"hle, infused or inhaled dlUg or biolngical thai is: 

(I) Not typically self·administered; 
(2) Not listed (lS a nuncovered immllnil.ation or 

vaccine: and 
(3) Requires specinl handling. slom!!e, shipping. dosing 

or administration. 

If long acling injectable ri'peridnne is provided 10 an individual covered under both 
Medicnid and Medicare and administered by a ph}sician employed hy a Community 
Menial Health Cenler (eMile) or olher licensed medical professional employed by a 
CMHC, the department sh~1I provide reimbursement at the same· rate it reimburses fur 
these dntgs provided to a Medicaid recipielll, excepl thallhe deparllnenl shalll'eduec 
reimbursement by Ihe amount oflhe Ihird party ohligation. 
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Methods and Standards for Establishing Payment Rates - Other Types of Care 

C. Dispensing Fee 

1. When establishing dispensing fees, the Department takes into consideration 
the conclusions of a report regarding the dispensing of prescription 
medications to persons eligible for Medicaid benefits. The report is based 
upon a survey of pharmacy dispensing costs in the Commonwealth of 
Kentucky, a review of academic literature, and the reimbursement rates of 
other payers. The report, required by state law, is submitted every three (3) 
years to the Governor and to the Legislative Research Commission. Utilizing 
the above information the Department establishes a reasonable dispensing 
fee. 

Effective February 23, 2005, the dispensing fee for a generic drug 
prescription is $5.00 and for a brand name drug prescription is $4.50. The 
dispensing fee is applied to outpatient pharmacies and to long term care 
facilities. 

2. For nursing facility residents meeting Medicaid patient status, an incentive of 
two (2) cents per unit dose shall be paid to long term care pharmacists for re­
packaging a non-unit dose drug in unit dose form. 
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tt. Physician Services 

TN No: 06-013 
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A. Definitions 

(I) "Resource-based relative value seale (RBRVS) unit"" is a value based 
on Current Proeedural Terminology (CPT) codes established by the Ameriean 
Medical Association assiened to (he serviee whieh takes into consideration rhe 
physicians' work, practice expenses. liability insurance. and a geographic factor 
based on the prices of :ilaffing and other resources required to provide the 
service in an area rcialive 10 national average price. 

(2) "Usual and customary eharge" refers to Ihe uniform 8RlOllnI Ihe 
individual physician charges in Ihe majority of cases for a specific medical 
procedure or service. 

(3) "Medical School Faculty Physician" is a physician who is employed by 
a statc-supported school of medicine (for teaching and clinical responsibilities). 
receives their camings statement (W-2) from the state-supportcd school of 
medicine for (heir teaching and clinical responsibili[ies. and [hey are part ofa 
university health care systcm that includes: 

(a) a teaching hospiml: and 
(b) a state-owned pediatric teaching hospital; or 
(c) an aftiliation agreemem with a pediatric teaching hospital. 

(4) Reimbursement for an anesthesia service shall include: 

(a) Preoperative and postoperative visits: 
(b) Administration of (he anesthe(ic; 
(c) Administration of fluids and blood incidental to the anesthesia or 
surgery: 

(d) Postoperative pain managemenl: 
(e) Preoperative. intraoperative. and postoperative monitoring 
services: and 
(f) Insertion of arterial and venous cathcters. 

8. Reimbursement 

(I) Paymcnt for covered physicians' services shall be based on the 
physicians' usual and customary actual billed charges up to the lixed 
upper limit per procedure established by the Departmenlnsing a 
Kentuck)' Medicaid Fee Schedule developed from a resource-based 
relative value scale (RBRVS). 

(2) If there is no RBRVS based fee the Department shall sct a reasonable 
fixed upper limit by reimbursing 45% of billed charges. Fixed upper 
limits not determined in accordance with the principle shown in this 
seclion (if any) due to consideration of other faclors (such as recipient 
access) shall be specified herein. 
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(3) The flat rate ft" a service shall be established by ntultiplying the dollar conversion fhctor 
by the sum "rt". RVU units plus the number orunits spent on that specilied procedure. RBRVS 
units shall be multiplied by a dollar conversion factor to arrive at Ihe fixed upper limit. The dollar 
conversion factors arc a~ fnllm\'.'i: 

Types of Service Kentucky Conversion ractor 

Deliveries Not applicable 

Non-delivery Related Anesthesia $15.20 

Non-anesthesia Related Services $29.67 

(4) The fixed upper limit ror a cov.red ane,thesia service shall not exceed the upper limit 
that wa, in errect nn June 1.2006 by 1110r. than twenty (20) percent. The reimbursement shall not 
decrease below the upper paymenL limit in effect un June 1,2006: 

C. Reimbursement Exceptions 

(I) Physicians will only be reimbursed for the administrution of specified immunizations 
obtained free Irom the Depanment for Public Health through the Vaccines for Children Program 
to provide immunizations lor Medicnid recipients under the age of nineteen (19). Vaccine costs 
will not be reimbursed. 

(2) Payments for obstetrical de livelY services provided on or atler September 15, 1995 shall 
be reimbursed the lesser oflhe actual billed chnrge or at the standard fixed fee paid by type of 
procedure. The obstetrical service·s and tixed fees are: 

I)elivery only 
Vaginal delivelY including postpartulll care 
Cesarean delivery only 
Cesarean delivery including postpartum care 

$870.00 
$900.00 
$870.00 
$900.00 

(3) for delivery· related anesthesin services provided on or alier July I, 2006, a 
physician shall be reimbursed the lesser o!'the actual billed charge or a standard fixed lee 
paid by type of procedure. Those procedures and fixed fees are: 

Vaginal uelivery 
Cesarean sectiQn 
Neuroxiullnbor anesthesia for a 
vaginal delivery or cesareun section 
Additional anesthesia for cesarean delivery 
lollowing neuroxiallabor anesthesia for 
vaginal delivery 
Additional anesthesia for cesarean 
hysterectomy following neuroxial labor 
anesthesia 

$215.00 
$3 .15.00 

S350.00 

525.00 

$25.00 

(4) PHymcnl rOT individuals I!ligibl~ for coverage under Medicare Part l) is made, in 
accordance with Sections A and B and item. (I) through (4) and (6) "fthis section within 
the individual's Medicare deductible and coin.umnce liahility. 
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(5) For s.crvicc~ pnwiucu on or aflcr July 1, 1990. rami!)' practice rhysicians 
practicing in gcng,nJphil: arcus with no more thun om; (1) primary care physician pt.:r 
5,000 popull'lion, as reporled by Ihe Uniled Siales [)eparlmenillf-Hculih and Human 
Services. shetH be reimbursed at the physichms' uSliitl mnl customary actlJHI billed churg,t:s 
up 10 125 percenl orthc lixed upper limit per pnlccuurc estahlished hy the f)cparlmclIt. 

(6) For services provith.:u nn !If allcr July I, 1990. physician laboratory services 
shall he reimbursed hascd nn the Medicare allowahle payment rilles. For lahoratory 
~ervices with no l:stabli!ihcd allowahle pUYITH.:nt rate, the payment shalllx: si,xty-five (65) 
pcn:cnl orlhc usual Hnd customary Hc[uul hilled chargc~. 

(7) Procedures specified by Medicare alld published unnually in the Federal 
Register and which are commonly performed in the physician's olliee are subject to 
outpaticnllimits if provided nt ailernalive siles and shall be paid adjusted mtes to lake 
into account the change in usual site of services. 

(8) Paymenls for the injectiou procedure lor ehemonueleolysis of in vertebral 
disk(s), lumbar, shall be paid the lesser oflhe aCllIal billed charge or at a fixed upper limil 
of $793,50 as established by the Department. 

(9) Specified liunily planning procedures perfonned in the physician office selting 
shall be reimbursed al the le·sser oflhe aClual billed charge or Ihe eslablished RBRVSfee 
plus aClllal cost ofille supply minus leu percent. 

(10) Cel1ain injectable anilbiOlics and antineoplastics, and clmlruccplivc' 'hall he 
reimbursed at the lesser of the actual billed charge or at the itveragc wholc"ialc price of 
the medication supply minus len (10) percent. 

(11) When oral surgeons render services which are within (hI! scope of their licensed 
oral surgery practice, Ihey shall be reimbursed as physicians (i.e., in Ihe manner dcscrihed 
above). 

(12) Vor a practice-related service provided by" physiei"n ""istanl,lhe parlicipating 
physician shall be reimbursed at the IIsual and CU!;tOnltlry lu::lua\ hilled charge up to the 
fixed upper limit per procedure establi!Shcd hy lhe l1eptlrlmcnl for Medicaid Services at 
sevenly-five (75) perccnlllf(hc physician" ~xcd upper limit per procedure. 

(13) Any physician participating in the lock-in program will be paid a $10_00 per 
month lock-in fee for provision of patient munngement services for each recipient locked­
inlo thai physician. 

Approval Date: 07/24/0H [;ffective Dale: 1011107 
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(14) Supplelllt:nlul payments will he made for servic.es provided by medico I school [ucully physicians either 
directly Of a.:; :mper\li~ors ofresidenls. These pa),lllcJlts fire in auditiun to payment, IIthcnvi'\e pro\,ided 
nnder the state plan to physicians that quolif), for such payments under the c.rileria olltlined below in Part 
Ca} of this section. The payment mclhmJolol;!Y for cstahlishing i1nd mAking the supplemental puyments is 
provided below in PUr1~ (b) Hnd (c) oflhis section. 
a. To qualify for a '\lIpplementnl payment under this section. physicians must IIIl:d tht: fullowing 

criteria: 
I. Be Kentu(;ky licensed physiciun:,; 
2. De enrolled n:, Kt:ntuck}' Medicaid provirlcr.,,: (\nd 
J. Be Mcdical School Facility Physicians as dctined in AU 4. 1 9-I3. page: 20.3. with (Ill 

agreemenl 10 as-,.igl\ thcir payments to the slate-owned acadcmi..; meJicull:clltl:r in 
accordance with 42 CFR 447.10. 

h. ror physicians qualifying under Pun (a) orlilis st:clion. It :;upp!cmcnla.1 payment will he made. 
The payment amount will bl! t:quul to (hI; lliITcrcnec hclwccn I'ilymenl~ otherwise: made 10 these 
physidoJl:i anu lilt: UYt:ntgc ntl!.: paid fur the services hy commercial Insurers. The p3~lllent 
umounts arc detcrmincd hy: 
I. AnnuRlly calculating an average commercial pil)'IllCllt per procedure corJe for all 

ser .... ices paid to Ihe eHglbl~ providers by commercial insurcrs u:;ing (he pruvit.krs' 
contracted nllcs with commercial in:,urt:P.i for l'ueh procedure cude from an Iletual 
year's dutu. bcginning with CY 2006: 

2. Mulllpl}'ing the [otal number of Medicaid claims paid per procedure: code by the 
a\'crage commercial paymenl rate for tach procedure code 10 establish tin: t:slilllulcd 
commercial payments to be made for these sef· .. ic~s; uml 

3. Subtracting the initiol rt:t:-for-~crviee Medicaid paymcnls, all MediCine: paymems. 
unu ull Thinl Part)' Liahility payment." already made tor these services 10 establish the 
supplemcntal rl3ynlffll amoulll. Efleclivc JMll:\t) 1,2007 311 claims where Mcdb;arc 
is the primar)' pro\'ider will be excluded frolll the supp\cmcntul pU}'JllCIiI 
methodoloro'· 

4. The supplementall>n}'lllents will bt: l'ttleulalcd tinnually after (he end of each ('y 
using QCluitl dUltl from lhc mma rceent complc.tec1 (:Y. (:laiIllS dalA will only be llsed 
for physicians meeting the criteria in Part (n) above. Ira physician did not meet the 
criteria lor the whole calendar year, thell only the claims data that coincides wilh 
their dales of eligibility will b~ used in the colculatioll. Tht: supplemental payments 
will not be increased wilh UU)' tn:nrJing or innatinnary indexes. 

c. Initiol fl!e-for-soCf\'ice pl\)lIIcnls under Part (a) of this section ' .... ill he paid on an interim c\aims­
~pccifie basis through the l)epartment'S claims procc.".ssing system uSIl1g the methodology 
outlined elsewhere in this slate pl:m. The 5uppltmentnl payment. which represents linul 
payment for services, will be mode as four (4) equill Quarter1)- PU)"IIIClltS. 

(15) A sccond an~.slhesia service provided by n pro"idef to U n:cipielll un the sam~ date of service shRl1 he 
rdmbursed UI tile Mellicuill Physician fec Schedule amount e,\ilahlished by the Department. 

(16) A bilultirul procedure shHII be reimhur.icd at one 11Imrlred titty (150) percent ofthe amOtHH C'stttblishcd by 
till;: Ol:purtment. 

(171 A fixed nHe of twcnty-fivc (25) ctoltars for ,meslhcsia add-on services pro ... ided to a I"l!cipient lIorler ugl: 
one ( I) IIr over age sevent)" (70). 

(t H) Ilhy~icians ,\fill only be reimbursed for the adillinistratioll of illllllunil.llliUfrS, tu i.ncludc the innUCl11..a 
vaccine, 10 a Medic.,id rc.>Gipiellt of a"~· nge. Vnccillt c.:o:;(s willllut bl,; reimhursed. 

{19) The department slmll reillll>urs~ a nat r.ult: of scvcnty-two (72) dollars per ol11ce visit tor.m oflice visit 
beginning nfter 5:00pm MOltduy through Friday or heginning after l2:oopm on SaturdQ), through the 
remuimhjc uf thc weekend. 

(20) Deep sedatinn of general anesthesiA relating to oral surgcl)' performed by 1111 oml :;urgcoll shall havc a 
then rate· ofS150. 

(21) For nn eval\lation Md mMagemelit SCJ"icc wilh II eum:spunding el' I of9'::J21-l or YY2t5 e:xcecding the 
limit outlined ill AU 3.t·A, p. 7.2.1 & All 3. t.n. p. 21, I)MS will reilllhurse an)' such dnim as 0. CPT 
code 99213 evalutltiull uwJ mltnctJl,l.!ment visit. 

(22) The e\'uluotioll und manMgcmcnt services with a corresponding CPT of 99201-99205 um199211·9921.s 
haYt: ht:t:T1 t'lIham:cd from approximately lifty-se\'(f\ (57) percent of!V1e:dicare nllowuhlt to t:ight)-sc"cn 
U1lrJ Ollt: hulf(87,5) percent ofMedic:ue ~Ilowahk. 

[). A!)surances. The State hereby assures that payment for physician s.crvicc~ Hre consistent with efficiency, 
economy, and quality of care and payments tor services do not exceed the:: prcvHiling charges in the 
locality for cnmpHruble services under comparable circumstances. 
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III. Dental Services 

TN: 06-005 
Supersedes 
TN: 01-013 

A. Definitions 

(I) For purposes of determination of payment nsual and customalY actual billed charge refers 
to the uniform amount the individual dentist charges in the majority of cases for a specific dental 
procedure or service. 

(2) "Dental School Faculty Dentist" is a dentist who is employed by a state-supported school 
of dentistry (for teaching and clinical responsibilities) and who receives their eamings statement 
(W -2) from the state-supported school of dentistry for their teaching and cl inical responsibilities. 

B. Reimbursement for Outpatient and Inpatient Services 

(I) The department shall reimburse participating dentists for covered services provided to 
eligible Medicaid recipients at the dentist's actual billed charge not to exceed the fixed 
upper limit per procedure established by the department. 

(2) With the exceptions specified in section (3), (4), and (5), the upper paymentlirnit per 
procedure shall be established biincreasing the limit in effect on 6/3 0/00 by 32 .78%, 
rounded to the nearest dollar. This rate of increase is based upon an allocation of funds by 
the 2000 Kentucky General Assembly and a comparison to rates of other states based 
upon a survey of Dental Fees by the American Dcnlal Association. 

(3) Ifan upper payment limit is not established for a covered dental service in 
accordance with (2) above, the department shall establish an upper limit by the 
following: 
a. The state will obtain no less than three (3) rates from other sources such 

as Medicare, Workmen's Compensation, private insurers or three (3) 
high volume Medicaid providers: 

b. An average limit based upon these rates will be calculated; and 
c. The calculated limit will be compared to rates for similar procedures to 

assure consistency with reimbursement for comparable services. 

(4) The following reimbursement shall apply: 
a. Orthodontic Consultation, $112.00, except that a fixed fee of$56.00 shall be 

paid if: 
I. The provider is referring a recipient to a medical specialist; 
2. The prior authorization for orthodontic services is not 

approved; or 
3. A request for prior authorization for orthodontic services is 

not made. 
b. Prior authorized early phase orthodontic services for moderately severe 

disabling malocclusions, $1,367 for orthodontists and $1,234 for 
general dentists. 

c. Prior authorized orthodontic services for moderately severe disabling malol.:clusions. 
S 1.825 for orthodontists and S 1.649 for general 
dentists. 

d. Prior authorized orthodontic services for severe disabling malocclusions. $2.754 ror 
orthodontists rmd $2,455 for general dentists. 

t:. Prior authorizcd services for Temporomandibular Joint (lMJ) therapy. an assessed rate 
per service not to exceed $424. 

(5) This reimbursement methodology docs nol apply to oral surgeons' services that are included within 
the scope of their licenses. Those serviccs arc reimbursed in accordance wilh the rcimburscmelll 
methodOlogy for physician services. 

Approval Date: 05/15/08 Effective Date: 01/01/06 
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TN: 06·005 
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TN: 01·013 

(6) Medicaid reimbursement shall be made for medically nCl'cs~ar)' denial ~ervicl:s 
provillcd in lin inpatient or uutpatient setting if: 
n. The recipient has a physical, mental, or behavioral condition that would .ieupardize the 

recipient's health and safety it'providcd in a dentist's 
office: anti 

b. In accordance with generally accc.:pted standards of good dental prncticc. the dental 
service would customarily be provided in an inpatient or outpatient hospital selling duc to 
Ihe recipient's physical, menial. or behavioral condition. 

(7) Supplemental payments will be made for services provided by dental school fncully dentists either 
directly or as supervisors of residents. These payments arc ill addition to payments otherwise provided under 
the state plan dentists that qualify for such payments under the criteria outlined below in Part (a) of this 
section. The payment m~lhodology for estahlishing and making the supplemental payments is provided 
hL'low in Parts (b) and (e) of this sect ion. 

a. To qualify for a supplemental paymcnt under thi s section, dl.':nlists mLlst meet thc 
following criteria: 
I. Dc Kentucky licensed dentists: 
2. Be enrolled as Kentucky Medicaid providers: and 
3. Be Dental School Faculty Dentists as deli ned in AU 4.19-8, page 20.6. \\'ilh an 

agreement to assign their paYlllents to the state-owned academic medical center 
in accordance with 42 CFR 447.10. 

b. For dentists qualifying under Part (a) of this section, a supplemclltal payment will be 
made. The payment amount will be equal to the difference between payments otherwise 
made to these dentists and the average rate paid for Ihe services by commercial insurers. 
The payment amounts arc determined by: 
I. Annually calculating an average commercial puyment per procedure code for 

all services paid to the eligibl~ providers by commercial insurers using the 
providers' contracted rates with commcrcial insurers for each procedure code 
from an uctual year's data, beginning with CY 2006: 

2. MUltiplying the total number of Medicaid claims paid per procedure code by 
the average commercial payment rate for eaeh procedure code to establish the 
estimated commercial payments to be made for these services: and 

3. Subtracting lhe initial fcc-far-service Medicaid payments. all Medicare 
payments. and all Third Party Liability payments already made for these 
services to establish the supplemental payment amount. Ellcctive January I. 
2007 all claims where Medicare is the primary provider will be excluded from 
the supplemental payment methodology. 

4. The supplemental payments will be calculated annually after the end of each 
CY using actual data from the most rl!cent completed CY. Claims data will 
only be used for dentists meelingthc criteria in Part (a) above. If a dentist did 
not meet the criteria for the whole calendar year. thell only the claims data that 
coincides with their dates of eligibility will be used in the calculation. The 
supplemental payments will not he incn:ased with any trending or inflationary 
indexes. 

c. Initial fcc·for-servicc payments under ParI (a) of thi s section will be paid 011 an interim 
clnims-speeilic basis through the Department's claims processing system using the 
methodology outlined elsewhere in this state plan. The supplemental payment. which 
represents final payment for services, will be made as rour (4) equal quarterly payments. 

C. Assurances. The State hereby assures that payment for dentists services arc consistent with 
efficiency, economy, and quality of care and payments for services do not exceed the prevailing 
charges in the locality for comparable services under comparable circumstances. 

Approval Date: 05115/08 Effective Date: 01/01/06 
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IV. Vision Care Services 

A. Definitions. 

for purposes ofdetcllninalioll ofpaymcnl, uusual and cllstomary actual billed charge" 
refers to the uniform amount the individual optometrist or ophthalmic dispenser charges 
in the majority of cases for a specific procedure or service. 

B. Reimbursement tbr Covered Procedures and Materials for Optometrist" 

TN No: 06-012 
Supersedes 
TN No: 00-13 

(I) Reimbursement for covered services, within the optometrist's scope of 
licensure, except materials and laboratory services, shall be based On the 
optometrists' lIslial and customary actual billed charges lip to the fixed upper 
"limit per procedure established by the department IIsing a Kentucky Medicaid 
Fee Schedule developed i'rom a resource-based relative value sca le (RBRVS) 
with a conversion factorof S29.67. 

Fixed upper limits not determined in accordance with the R13RVS methodology 
(due to factors such os availabili ty) sha ll be set by the deportment us ing the 
following methodology. 

The fixed upper limit for the procedure shall be consistent with the genera l nrray 
. ,~fratcs for the type of service. "General array affixed rates" means Ilmt the rate 
upper limit set for the procedure will be al the same re lative Leve l. so far as 
possible, as the rates for procedures which are similar in natllre. The listing of 
'simi lar services is referred to as the Ugeneral array." The actlla l upper limit is 
derived by using not less than 3 other sources such as Medicare, Workman's 
Compensation. other federal programs. other state or local governments, and 
health in surance organizations or if a rate is not available from these sources 
then we so licit rates trom at least 3 of the highest vo lume instate providers ofille 
services. After obtaining at least 3 rates. the rates are added toge ther then 
divided by the Ilumber of rates to obtain an average rate which is then compared 
to similar procedures paid in comparable circulllstances by the Medicn id 
program to set the upper lin\it. 

(2) \Vith the exception ofrmes paid fo r dispensing services, fi xed upper limits for 
vision services shall be calculated using the same RBRVS units as those lIsed in 
·the physicians services program, with the units multiplied by the "all other 
se rvi,ces" cOllversion factor to arrive at the fixed upper limit for each procedure. 

(3) The upper payment lilllit for the following dispensing serv ices shall he 
establishcd by increasing the limit in effect on 6/30/00 to a fcc no less than the 
Medicare allowable fee established tor the service 

(a) fitting of spectacles; 
(b) Special spectac les fitting; and 
(c) Repair and adjustment of spectacles. 

" '. 

(4) Reimbursement for materials (eyeglasses or parts of eyeglasses) shall be made at 
.the optical laboratory cost of the materials not to exceed upper limits for 
materials as set by the department. An optical laboratory invoice, or proor of 
actllol acquisi tion cost of materials, shall be maintained in the recipient's 
medical records for post· payment review, The agency upper limits for materials 
are set based on the agency's best estimate of reasonable and economical rates at 
which the materials are widely and 

Approval Date: 1122/09 Effective Date: 7/1 /2006 
:, . 
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consistently available, taking into consideration statewide billing practices. amollnts 
paid by Medicaid programs in selected comparable states, and consultation with the 
optometry Technical Advisory Committee of the Medical Assistance Advisory 
Council as to the reasonableness of the proposed upper limits. 

(5) Laboratory services shall be reimbursed at the actual billed alllount not to exceed 
Medicare allowable reimbursement rates, If there is no established Medicare 
allowable reimbursement rate, the payment shall be sixty-five (65) percent of usual 
and cllstomary actual billed charges. 

C. Maximulll Reimbursement for Covered Procedures and Materials for Ophthalmic 
Dispensers 

Reimbursement for a covered service within the ophthalmic dispenser's scope of 
licensure shall be as described in Section B (above). 

D. Effect of Third Party Liability 

When payment for a covered service is due and payable from a third party source, such as 
private insurance, or some other third party with a legal obligation to pay, the amollnt 

payable by the department shall be reduced by the amount of the third party payment. 

TN No.00-13 
Supersedes 
TN No. 97-04 

Approval Date JUN 1 4 2001 Effective Date 7-1-00 
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F. Kentucky will comply with the requirements in Section 1905 of the 
Social Security Act relating to medically necessary services to EPSDT 
recipients. For services beyond the stated limitations or not covered 
under the Title XIX state plan, the state wi 11 determine the medical 
necessity for the EPSDT services on a case by case basis through prior 
authorization. 

TN No. 94 10 
SupersedeS 
TN No. 94-8 

Approval Date /-16,96 Effective Date 6-01-94 
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V. Hearing Services 

A. The State Agency shall reimburse a participating audiologist at usual and customary 
actual billed charges up to the fixed upper limit per procedure established by the 
Kentucky Medicaid Fee Schedule with a conversion factor of$29.67. 

Audiologists shall be entitled to the same dispensing fee for hearing aids as shown in 
Section B. 

B. Hearing Aid Dealers. 

I. 

a) 

b) 

c) 

I) 
2) 

I) 
2) 

If a manufacturer's invoice price is submitted fora hearing instrument billed to 
the department, the department shall reimburse the lesser of: 
The manufacturer's invoice price plus a professional fcc of: 
$150 for the first (one (I) ear) hearing instrument; and 
Fifty (50) dollars for the second (tll'O (2) cars or binaural) hearing instrument if 
two (2) hearing instruments afC dispensed on the same date; 
The actual hearing instrument specialist's cost plus a professional fee of: 
$150 for the first (one (I) ear) hearing instrument; and 
nfty (50) dollars for the second (two (2) cars or binaural) hearing instrument if 
two ('2) hearing instruments are dispensed on the same date; or 
The suggested retail price submitted by the manufacturer for the hearing 
instrument. 

2, If a manuFacturer's invuice price ofa heming instrument billed to the 
department does not match the manufacturer's submitted price schedule which 
includes the manufacturer's invoice price for the hearing instrument, the 
depal1ment shall reimburse the participating spccialist in hearing instruments at 
,the lesser of: 

a) rhe lowest price submitted for a comparable hearing instrument plus a 
professional fcc of: 

I) $150 for the tlrst (one (I) ear) hearing instrument; and 
2) Fifty.(50) dollars for the second (two (2) ears or binaural) hearing instrument if 

two (2) hcaring instruments arc dispensed on the same date~ 
b) The actual specialist in hearing instruments' cost pillS a professional fcc of: 

I) $150 for the IIrst (one (I) ear) hearing instrllment: and 
2) Fifty (50) dollars for the second (two (2) ears or binaural) hearing instrument if 

two (2) hcming instrumcnts are dispensed on the same date; or 
c) The lowest suggested retail price submitted by a manufacturer for a compan,ble 

instrument. 

" . 

C. Replacement Cord Reimbursement. The department shall reimburse for a replacement 
cord at the he~ring instrument specialist's cost plus a professional fee set at $21.50. 

D, Hearing Instrument Repair Reimbursement. The department shall reimburse a hearing 
instrument specialist in hearing instruments for a hearing instrument rcpair: 

TN NO: 06-012 
Supersedes 
TN NO: 98-12 

l. On the basis of the manufacturer's charge for repair 01' replacement of parts; 
2. PillS the hearing instrument specialist's cost for postage 

and Insurance relative to the repair; 
3. Plus a professional tee of$21.50; and 
4, ,Not to exceed the price ofa ilew hearing instrument .. 

- :' - , 

Approval Date: 01/22/09 EtTective Date: 7/1/2006 
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State: Kentucky 

2 . If the manufacturer of the hearing aid billed to the program 
has not submitted a dealer price schedule which includes that 
hearing aid, the State Agency shall reimburse that 
participating hearing a id dealer at the lessers of: 

a) The lowest dealer price submitted for a comparable hearing 
aid plus a professional fee of seventy-five (75) dollars or 
at "the actua l dealer cost plus a professional fee of seventy­
five (75) dollars or twenty-five (25) dollars for the second 
aid \'/hen two hearing aids are dispensed on the same date; 

b) The actual dealer cost plus a professional fee of seventy­
five (75) dollars for the first aid and twenty-five (25) 
dollars for the second aid \'/hen two hearing aids are 
dispensed on the same date; or 

c) The lowest sugges ted retail price submitted for a comparable 
aid. A comparable aid is defined as an aid falling within the 
general classification of fitting type, i.e., body, behind­
the-ear, in-the-ear, eyeglasses. 

c. Cords. The State Agency shall make payment for a replacement cord 
at the dealer's cost, plus professional fee set at the fixed 
upper limit 

D. Hearing Aid Repairs . The State Agency shall reimburse a hearing 
aid dealer for a hearing aid repair on the basis of the 
manufacturer 's charge for repair or replacement of parts, plus 
the dealer's cost for postage and insurance relative to the 
repair, plus a professional fee set at the fixed upper limit. 

TN # 98-12 
Supersedes 
TN # 90-27 

Approval 
Date ___ M_Afl_u_l_i_m 

Effective 
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VI. Screening Services 

A. The state agency shall reimburse providers for screening services in accordance with their 
lIsual payment procedures outlined in this state plan. 

B. The state agency shall reimburse screening clinics or agencies with the 

TN No: 04-003 
Supersedes 
TN No: 98-11 

lessor of the payment procedure for physician's services described in Attachment 4.19-
B, page 20.3, or the usual and clistomary charge oflhe provider for the service. 

' .. 

Approval Dme: 11/19/08 ElTective Date: 3/18/04 

" . 
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VI-A.. Payme-;;~f';~ Non-covered Services Provided Under the Early and 
Periodic Screen~', Diagnosis, and Treatment Program (EPSDT) 

When serv~ces within the definition of medical services as shown in Sect.i"on 
1905(a) of the Act, but not covered in Kentucky's title XIX state plan, ·are 
provided as EPSDT services, the state agency shall pay for the services using 
the following methodologies: 

(1) For services which would be covered under the state plan except for the 
existence of specified limits (for example, hospital inpatient services) 
the payment shall be computed in the same manner as for the same type of 
service which is covered so long as a rate or price for the element of ser­
vice has been set (for example, a hospital per diem). These services, de­
scribed as in Sect~on 1905(a) of the Social Security Act, are as follows: 

(a) 1905(a)(1), inpatient hospital services; 
(b) 1905(a)(2)(A), outpatient hospital services; 1905(a)(2}(B). rural 

health clinic services; 1905(a)(2)(C), federally qualified health cen­
ter services; 

(c) 1905(a)(3), other laboratory and X-ray services; 
(d) 1905(a)(4)(B), early and periodic screening, diagnosis, and treatment 

services; 1905(a)(4)(C), family planning services and supplies; 
(e) 1905(a)(5)(A). physicians services; 1905(a)(5)(B). medical and surgi-

cal services furnished by a dentist; 
(f) 1905(a)(6). medical care by other licensed practitioners; 
(g) 1905(a)(7). home health care services; 
(h) 1905(a}(9), clinic services; 
(i) 1905(a)(10). dental services; 
(j) 1905(a)(11}. physical therapy and related services; 
(k) 1905(a)(12), prescribed drugs. dentures, and prosthetic devices; and 

eyeglasses; 
(1) 1905(a)(13). other diagnostic. screening, preventive and rehabilita­

tive services; 
(m) 1905(a)(15), services in an intermediate care facility for ~le mental­

ly retarded; 
(n) 1905(a)(16), inpatient psychiatric hospital services for individuals 

under age 21; 
(0) 1905(a)(17}. nurse-midwife services; 
(p) 1905(a)(18), hospice care; 
(q) 1905(a)(19), case management services; and 
(r) 1905(a)(~. other medi~al and remedial care specified by the Secre­

tary. 2.2. P/Z ilf.'1i4 5-6' ~'2.. 

(2) For all other uncovered services as described in Section 1905(a) of the 
Social Security Act which may be provided to children under age 21 the 
state shall pay a percentage of usual and customary charges. or a negotiat­
ed fee. which is adequate to obtain the service. The percentage of charges 
or negotiated fee shall not exceed 100% of usual and customary c~ges. and 
if the item is covered under Medicare. the payment amount shall not exceed 
the amount that would be paid using the Medicare payment methodology and 
upper limits. Services subject to. payment using this. methodology are as 
follows: 

---------------
TN# gn-n 

Supersedes 
TN# None 

---- -----------------------------------------------------------------
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(a) 

(b) 
(c) 
(d) 

(e) 

Any service described in 1, above, for wh~ch a rate or price-has not. 
been set. for the individual item (for example, it.ems of durable medi­
cal equipment for which a rate or price has not. been set s~ce the 
item is not covered under Medicaid); 
1905(a)(8), private duty nursing services; 
1905(a)(20), respiratory care services; 

.... 1 , " . . ,. , 

1905(a)(21), services provided by a certified pediatric nurse practi­
tioner or certified family nurse practitioner (to the extent permitted 
under state law and not otherwise covered under 1905(a)(6); and 
1905 (a)( 24), other medical or remedial care recognized by the Secre­
tary but which are not covered in the plan including services of Chris­
tian Science nurses, care and services provided in Christian Science 
sanitoriums, and personal care services in a recipient's home. 

TN # 
------------------------------------------------------------------------------------

QO-27 
S upersedes 

TN# NOAe 

NOV 4 1993 Approved __________ __ Eff. Date 7-\-Qn 
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-- -- ---- -- - - --
VII: Transporlation Services 

A. Attlbulnn~e Seryicc~ 

(I) The deparlment shall reimburse an ambulance service at the lesser of the provider's usual 
and customary charge or an upper limit eslablished by the department fiJr the service. 
Payment for an amhulance service shall be contingent upon a statemenl of medical 
necessity. 

(2) The upper limit for air ambulance transpurtation shall be set al $3.500 per one (1) way 
lrip. 

(3) The upper limit for all ambulance service (uther than air ambulance transp.,,1ation) shull 
he calculated by adding a base rate, mileage allowance, and 1101 rate fee as fi.llows: 

TN No: 08-00 I 
Supersedes 
TN No: 0~-OQ6 

(a) The base rate for Advalleed Lite Support (ALS) emergency ambulance 
n'allsp0l1ation 10 the emergency ronm of a hospital shall he set at S I 10 per one 
(I) way trip; the mileage allowance for trips shall be tour (4) dollar< per mile for 
mileage rrom mile one (I); a flat 1ll1c oftwenly-five (25) dollars shall be set for 
each additional recipient with no additional alillwance for mileage. 

(b) The hase rate for Basic Life Support (RLS) emergency amhulance lronsportalioll 
to the emergency room of a hospital shall be set a' eighty-two dollars and fifty 
cents (82.50) pcr one (I) way trip; the mileage allowance for Irips shall be three 
(3) dollars per mile for mileage frolll mile one (I):" flat rutc of twenty (20) 
dollars shall be scI for each additional recipient with no addilional allowance for 
mileage. 

(c) The base rale tor any ALS or BLS providing emergency ambulance 
transportation to an appropriate medical facility or provider olher than the 
emergency room of a hospilal shall be set at sixty (60) dollars per one (1) way 
ttip; lhe mileage allowance for trips shall be two (2) dollars and fifty (50) cents 
per mile for mileage rrotlllllile one (I): a flat rate "ffifteen (15) dollars shall be 
set for each additional recipicnl with no additional rate for mileage. 

(d) rhe basc rate for BI .S e.mergcncy ambulnnce transportation to the emergency 
room ofa hospital during which the. services of an ALS Medicnl First Response 
provider ix required III stabilize lhe patient shall be SilO; the mileage allowance 
shall be fOllr (4) doll." per mile from mile aile (I); a f1al rate ot'twenly-five 
(25) dollars shall be set filf e~ch additional recipient with no additional rate lor 
mileage. 

Approval Date: 08125/08 EfTective Dalc: 1/1/2008 
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(e) The ba,e rate for ilLS emergency ambulance transportation to a medical facility 
or provider other than the emergency room ofa hospital during which the 
services of an AI.S Medical First Response provider arc required shall be ,ixty 
(60) dollars; the mileage allowance shall be two (2) dollars and fifty (50) ccnts 
per mile from III ile one (I); a flat rate oftlfteen (15) dollars shall be set for each 
additional recipient with no additional rate for mileage. 

(f) The ba,e rate tor non-emergency nmhnlance transportatinn during which the 
recipient requires no medical care during transport shall he fifty-five (55) dollars 
and the mileage allowance 'hall be two (2) dollars per mile fl'om mile one (I). 

(g) The cost of other itemized supplies tor A LS or BLS emergency transportation 
,ervices shall be the actual coxt as reflected on the transporlation provider's 
invoice which shall be maintained in thu provider's files alill shall be produced 
upon request by the depallment. Iiach quarter, the department shall review a 
random sample of invoices to verify reported cosls, 

(4) In addition to the rates descrihed in paragraph (3) above. administratiun of oxygon during 
an ambulance transpollation sorvice (olher than air ambulance transportation) shall be 
reimbursed at a flat rate often (10) dollars per ono (I) way trip when medically 
necessary. 

(5) Reimbursement tor a" ambulance service shall not be made if a recipient 
receives tr.nspollatil", fTee as the re·sult of a local subscription fee or ta.,. 

B, Commercial Transportation CalTiers 
When a hroker has heen terminated, the department shall reimburse participating 
commercilil transportation carriers at uswtl commcrchd T~tes nn an interim basis (pending 
selection of a now hroker) with limitations as follows: 

(I) For taxi scrvices provided in regulated aruas the provider shall be reimbursed the normal 
passenger rate .. harged to the general puhlic for none (1) way Irip regardless ofthc 
number or Medicaid eligible recipients Iransp0l1ed when the trip is within the medical 
.. rvice area. The taxi shall be paid the single passenger rate regardle.ss of the number of 
additional passengers. 

(2) For taxi services in those areas of the state where laxi rutes are not regulnted by the 
appropriate local rate setting authority, and for taxi services in regulated arCHS when they 
go outside the medical service nrea, the provider shall be reimbursed the lIormal 
pnssonger rate charged tho general public tor a single pa."enger (wilhout payment for 
additional passengers. if any) up to Ihe IIpper limit; reimbursemenl for transport of a 
parent or attend.nt shall he considered included within Ihe upper limit allowed for the 
trip. The upper limit tor a taxi tran'porting a recipient shall be: 

TN No: 08-QO 1 
Suporsedes 
TN No: 05-006 

Approval Date: 08/25108 Effective nate: lil/2008 
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(a) The usual and customary charge up to a maximum of six (6) dollars for trips of five 
(5) miles or less, one (1) way, loaded miles. 

(b) The usual and customary charge up to a maximum of twelve (12) dollars for trips of 
six (6) to ten (10) miles, one (1) way, loaded miles . 

. 
(c) The usual and customary charge up to a maximum of twenty (20) dollars for trips of 
eleven (11) to twenty-five (25) miles, one (1) way, loaded miles. 

(d) The usual and customary charge up to a maximum of thirty (30) dollars for trips of 
twenty-six (26) miles to fifty (SO) miles, one (1) way, loaded miles. 

(e) For trips of fifty-one (51) miles or above shall be the lesser of the usual and customary 
charge or an amount derived by multiplying one (1) dollar by the actual num'>er of 
miles, not to exceed a maximum of seventy-five (75) dollars per trip, one (1) way, loaded 
miles. , 

C. Private Automobile Carriers. 

TN No. 96-1 
Supersedes 
TN No. 95-8 

(1) The department shall reimburse private automobile carriers at the basic rate of 
twenty-two (22) cents per mile plus a flat fee of four (4) dollars per recipient if waiting 
time is required. For round trips of less than five (5) miles the rate shall be computed 
on the basis of a maximum allowable fee of six (6) dollars for the first recipient plus four 
(4) dollars each for waiting time for additional recipients. Private automobile carriers 
shall have a signed participation agreement with the Department for Medicaid Services 
prior to furnishing reimbursable medical transportation services. 

(2) For round trips of five (5) to twenty-five (25) miles the rate for private automobile 
carriers shall be computed on the basis of maximum allowable fee of ten (10) dollars for 
the first recipient plus four (4) dollars each for waiting time for additional recipients. The 
maximum allowable fee rates shall not be utilized in situations where mileage is paid. 

Effective Date 1-18-% 
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TN No. 96-1 
Supersedes 
TN No. 95-8 

(3) Even though the maximum allowable fee rate when computed on the basis of twenty­
two (22) cents per mile plus four (4) do11ars for waiting time would not equal the six (6) 
dollars or ten (10) dollars allowable ampunts, the higher amount is paid to 

·encourage private automobile carriers to provide necessary medical transportation. 
Additionally, nothing in this section requires the department to pay the amounts 
specified if the private automobile carrier expresses a preference for reimbursement in a 
lesser amount; then the lesser amount shall be paid. Toll charges shall be reimbursable 
when presented with a receipt. 

(4) Waiting time shall be a reimbursable component of the private automobile carrier 
transportation fee only if waiting time occurs. If waiting time occurs due to admittance of 
the recipient into the medical institution, the private automobile carrier may be 
reimbursed for the return trip to the point of recipient pick-up as though the recipient 
were in the vehicle; that is, the total reimbursable amount shall be computed on the basis 
of the maximum allowable fee or mileage rate plus waiting time. Waiting time shall not 
be paid for the attendant or caretaker relative (e.g., mother, father) who is accompanying 
the recipient and not personally being transported for Medicaid covered service. 

(5) If a private automobile carrier is transporting more than one (1) recipient, only one 
(1) mileage payment shall be allowed. Mileage shall be computed on the basis of the 
distance between the most remote recipient and the most remote medical service utilized; 
and will include any necessary additional mileage to pickup and discharge the additional 
recipients. 

D. Non-Commercial Group Carriers. 

(1) The department shall reimburse participating non-commercial group carriers based 
on actual reasonable, allowable cost to the provider based on cost data submitted to the 
department by the provider. 

(2) The minimum rate shall be twenty (20) cents per recipient per mile transported and 
the rate upper limit shall be fifty (SO) cents per recipient per mile transported. 

(3) Payment for a parent or other. attendant shall be at the usual recipient rate. 

E. Specialty Carriers. 

(1) Participating specialty carriers shall be reimbursed at the lesser of the following rates: 

• 
Effective Date 1-18-96 
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(a) The actual charge for the service; or 

Attachment 4.19-B 
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(b) The usual and customary charge for that service by the carrier, as shown in the 
schedule of usual and customary charj;es submitted by the carrier to the department; or 

(c) The program maximum established for the service. 

(2) Program maximums shall be: 

(a) For nonambulatory recipients who require the use of a wheelchair, the upper limit 
shall be twenty-five (25) doJlars for the first recipient plus four (4) doJlars for each 
additional nonarnbulatory recipient transported on the same trip, for each time a 
recipient is transported to or transported from the medical service site. To this base rate 
shall be added one (1) dollar and fifty (50) cents per loaded mile for the first recipient for 
miles the reCIpient is transported;'and toll charges actually incuned anacertified; 
mileage charges shall not be allowed for additional recipients. 

(b) For ambulatory recipients who are disoriented, the upper limit shall be twelve (12) 
dollars and fifty (50) cents for the first recipient plus four (4) dollars for each additional 
disoriented recipient transported on the saine trip for each time a recipient is transported 
to or transported from the medical service site, To this base rate shall be added one (1) 
dollars and fifty (50) cents per loaded mile for the first recipient for miles the recipient is 
transported, and toll charges actually incuned and verified; mileage charges shall not be 
allowed for additional recipients. 

(c) For both paragraphs (a) and (b) of this section, empty vehicle miles shall not be 
included when computing allowable reimbursement for mileage. 

(3) Reimbursement shall be made at specialty carrier rates for the following types of 
recipients only: 

(a) Nonarnbulatory recipients who need to be transported by wheelchair, but shall not 
include recipients who need to be transported as stretcher patients; and 

(b) Ambulatory recipients who are disoriented. 

Effective Date 1-18-% 
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TN No. 2.i:.8. 
Supersedes 
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(4) The specialty carrier shall obtain a statement from the recipient's physician (or, if the recipient 
is in a nursing facility, from the director of nursing, charge nurse, or medical director in lieu of 
physician) to verify that transportation by the specialty carrier is medically necessary due to the 
recipient's nonambulatory or disoriented condition. Claims for payment which are submitted 
WitllOut the required statement of verification shall not be paid. 

F. Specially authorized transportation services authorized in unforeseen circumstances may be paid 
for at a rate adequate to secure the necessary service; the amount allowed shall not exceed the 
usual and customary charge of the provider. The Department for Medicaid Services shall review 
and approve or disapprove requests for specially authorized transportation services based on 
medical necessity. 

G. J]se of nat rates, 

Transportation payment shall not exceed the lesser of six (6) dollars per trip, one (I) way (or 
twelve (12) dollars for a round trip), or the usual fee for the participating transportation provider 
computed in the usual manner if: 

(I) The recipient chooses to use a medical provider outside the medical service area; and 

(2) The medical service is available in the recipient's medical service area; and 

(3) The recipient has not been appropriately referred by the medical provider within his medical 
service area. 

H. Meals and Lodeine 

The !lat rate for meals and lodgings for recipients and attendants when preauthorized (or post­
authorized if appropriate) by the department shall be as follows: 

(I) Standard Area: 

(a) Meals: breakfast-$4 per day; lunch-$5 per day; dinner-$II per day; and 

(b) Lodgings: $40 per day 

(2) High Rate Area: 

(a) Meals: breakfast-$5 per day; lunch-$6 per day; dinner-$15 per day; and 

(b) Lodgings: $55 per day. 

Approval Date 1~ .2.2-9~ Effective Date.1::l:2.l 
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(1) Any reimbursement for medical transportation shall be contingent upon the recipient receiving the 
appropriate preauthorization or postauthorization for medical transportation as required by the 
Department for MedicaidServices. 

(2) (a) Authorization shall not be granted for recipients transported for purposes other than to take 
the recipient to or from covered Medicaid services being provided to that recipient, except in Ole 
instance of one (1) parent accompanying a child to or from covered medical services being provided to 
the child or if one (I) attendant is authorized for a recipient traveling to or from covered medical 
services based on medical condition of the recipient. 

(b) Reimbursement shall be limited to transportation services and shall not include the services, salary . 
or time of the attendant or parent. 

(3) An individual who owns a taxi company and who uses the taxi as his personal vehicle shall be 
reimbursed at the private auto rate when transporting household family members. 

(4) Mileage for reimbursement purposes shall be computed by the most direct accessible route from 
point of pickup to point of delivery. 

TN No. 2.l:R 
Supersedes 
TN No.lli!m 

Approval Date 1-.it -9 h Effective Date ..1=.l..:25. 
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VIII. Outpatient Hospital Services 

A. Effective August 1, 2003, the Department will pay for in-state outpatient 
hospital services in accordance with the following: 

1. Cardiac catheterizations, CT scans, lithotripsies, magnetic resonance 
imaging , ultrasounds, and observations will be paid at a fixed rate per 
procedure/service. 

a. The rates for treatment procedures, including cardiac catheterization 
and lithotripsy, were calculated at 150% of the average adjusted costs 
for the procedure in state fiscal years 2000 and 2001. 

b. The rates for diagnostic procedures, including CT scans, ultrasounds, 
and magnetic resonance imaging were calculated at 100% of the 
average adjusted costs for the procedure in state fiscal years 2000 
and 2001. 

c. The rate for observation was calculated at 100% of the average 
adjusted cost for state fiscal years 2000 and 2001. 

2. Outpatient services billed with the following revenue codes will be 
reimbursed on an interim basis by multiplying billed charges by a facility­
specific outpatient cost-to-charge ratio: 

TN No. 03-015 
Supersedes 
TN No. 01-06 

Service Revenue Code 
Pharmacy 250,251,252,254,255,258,260,261, 

634,635,636 
X-Ray 320,321,322,323,324,330,342,400, 

403,920 
Supplies 270,271 272,274,275,621,622,623 
EKG/ECG & Therapeutic 410,412,413,420,421,422,423,424, 
Supplies 440,441,442,443,460,470,471,472, 

480,482,510,512,516,517,730,731, 
732,740,901,922,940,942,943 

Room & Miscellaneous 280,290,370,372,374,700,710,750, 
761 ,890,891,892,893,921 

Dialysis 821,831841 
Chemotherapy 330,331 ,332,333,334,335 

Effective Date: 08/01/03 
Approval Date: 06/03/04 
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a. The cost-to-charge ratio is determined by dividing each hospital's 
Medicaid costs for providing outpatient services by its Medicaid 
outpatient billed charges. The cost and charge data will be taken from 
the most recently audited Medicare cost report. 

b. Upon receipt of the audited cost report, payments will be settled to 
cost at the hospital-specific fiscal year-end . 

3. If a service listed in the chart above is provided to the same recipient on 
the same day as a service listed under subsection 1, it will be included in 
the fixed rate per procedure. 

4. Outpatient surgeries will be grouped according to the 1997 Medicare 
ambulatory surgical center groups and paid at the following rates which 
are adjusted to reflect the higher costs associated with providing services 
in a hospital setting: 

Ambulatory Surgical Reimbursement Rate 
Center Group 

Group 1 $397 
Group 2 $534 
Group 3 $610 
Group 4 $753 
Group 5 $858 
Group 6 $1,016 
Group 7 $1 ,191 
Group 8 $1,191 

Surgeries that do not have a group rate will be reimbursed at a facility­
specific outpatient cost-to-charge ratio. 

5. Outpatient laboratory services will be paid at the Medicare technical 
component rate . A laboratory service with no established Medicare rate 
will be reimbursed by multiplying the facility-specific outpatient cost-to­
charge ratio by billed charges, with no year-end settlement. Laboratory 
services provided to a recipient on the same day as services listed in A. 1 
through 4 will be bundled with the fixed rate payment and not reimbursed 
separately. 

TN No. 03-015 
Supersedes 
TN No. None 

Approval Date: 06/03 / 04 
Effective Date: 08/01/03 
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6. Emergency room services 

TN No. 03-015 
Supersedes 
TN No. None 

a. The Department will reimburse for emergency room services at a fixed 
rate per visit based upon the level of service provided. In addition, 
cardiac catheterization lab, CT Scan, lithotripsy, magnetic resonance 
imaging, observation, and ultrasound will be paid on a fixed rate basis 
in accordance with Section A(1) . 

b. Services provided in the emergency room will be paid according to 
three (3) levels of service with a corresponding assessment fee as 
follows: 

• An assessment, or triage, shall be payable at $20.00. 
• Levell will be those services billed using CPT code 99281, 

reimbursed at $82.00. 
• Level II will be those services billed using CPT codes 99282 and 

99283, reimbursed at $164.00. 
• Level III will be those services billed using CPT codes 99284, 

99285, 99291, and 99292, reimbursed at $264.00. 

c. The flat rates per visit were calculated in accordance with the 
following : 

The Level II rate was calculated by multiplying the average costs for 
Level II services in state fiscal years 2000 and 2001 (adjusted by the 
moving average of Data Resources, Inc., for the Hospital Market 
Basket) by .75. 

The Levell rate was established at 50% of the Level II rate . The 
Level III rate was established at $100 higher than the Level II rate. 

d. Services listed under Section A(2) will be bundled with the emergency 
room payment and will not be paid an additional amount. Additional 
reimbursement will be made for CT Scan, magnetic resonance 
imaging, observation, ultrasound, lithotripsy, and cardiac 
catheterization when provided with an emergency room visit at the 
fixed rate amount. 

e. Thrombolytic agents will be reimbursed at the hospital's acquisition 
cost. 

Effective Date: 08/01/03 
Approval Date: 06/03/04 
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7. The Department will reimburse state-owned or operated hospitals on 
an interim basis in accordance with the above provisions with a 
settlement to actual Medicaid costs at the end of the year. 

B. Critical Access Hospitals 

1. Outpatient services in a critical access hospital will be exempt from the 
fixed rate reimbursement system and will be reimbursed on an interim 
basis by multiplying charges by the lesser of the Medicare cost-to­
charge ratio or the Medicaid outpatient cost-to-charge ratio. This 
interim rate will be settled to cost at the end of the year. 

2. Laboratory services provided in a critical access hospital will be 
reimbursed in accordance with the Medicare fee schedule and settled 
to cost at the end of the year. 

C. Out of State Hospitals 

1. Outpatient services which include cardiac catheterization lab, CT 
Scan, lithotripsy, magnetic resonance imaging, observation, 
ultrasound, and outpatient surgeries provided by an out-of-state 
hospital will be reimbursed in accordance with Section A. 

2. Outpatient services listed in Section A(2) provided by an out-of-state 
hospital will be reimbursed by multiplying the average outpatient cost­
to-charge ratio of in-state hospitals by the charges billed. 

D. Cost Reports 

In-state hospitals providing outpatient services will be required to submit a 
cost report within five (5) months after the hospital's fiscal year end. 

E. An emergency room or other outpatient service provided with in 3 days of an 
admission for the same or related diagnosis will be included in the 
reimbursement for the impatient admission and will be paid in accordance with 
Attachment 4.19-A. 

TN No. 03-015 
Supersedes 
TN No. None 

Approval Date: 06/03/04 
Effective Date: 08/01/03 
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F. Supplemental Payments to Non-state Government-owned or 
Operated Hospitals. 

TN # 01-15 
Supersedes 
TN # None 

1. The Department provides quarterly supplemental payments 
to non-state government-owned or operated hospitals for outpatient 
services provided to Medicaid recipients. The supplemental 
payments are made from a pool of funds, the amount of which is 
the difference between the Medicaid payments otherwis.e made to 
the qualifying hospitals for outpatient services to Medicaid patients 
and the maximum amount allowable under applicable federal 
regulations at 42 CFR 447.321. 

2. To qualify for a supplemental payment, a hospital must be a 
non-state government-owned or operated hospital that has entered 
into an Intergovernmental Transfer Agreement with the 
Commonwealth. The payment amount for a qualifying hospital is 
the hospital's proportionate share of the established pool of funds 
determined by dividing the hospital's payments for outpatient 
services provided to Medicaid patients during the most recent fiscal 
year by the total payments for outpatient services to Medicaid 
patients provided by all qualifying hospitals for the same fiscal year. 

APprovalla~~ 1 2 2002 Effective Date: 4/02101 
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G. Emergency Room Services 

1. Effective for services provided on and after September 1, 2002, the 
Department will reimburse for emergency room services at a flat rate per 
visit based upon the level of service provided. In addition, diagnostic and 
radiological procedures will be paid at specific rates. 

2. There shall be rates for three (3) levels of service and an assessment fee: 
• Level I shall be those services billed using CPT codes 99281 and 

99282, reimbursed at $82.00. 
• Level II shall be those services billed using CPT codes 99283 and 

99284, reimbursed at $164.00. 
• Level III shall be those services billed using CPT codes 99285, 

reimbursed at $264.00 
• An assessment, or triage, shall be payable at $20.00 

Included in the flat rate are pharmacy (except for thrombolytic agents), 
medical supplies, radiology (except as described in 4 below), laboratory, 
physical and respiratory therapy, electrocardiogram, and 
electroencephalogram. 

3. The flat rates per visit were calculated in accordance with the following: 

The Level II rate was calculated by multiplying the average costs for Level 
II services in state fiscal years 2000 and 2001 (adjusted by the moving 
average of Data Resources, Inc. for the Hospital Market Basket) by .75. 

The Level I rate is established at 50% of the Level II rate. 
The Level III rate is established at $100 higher than the Level II rate. 

4. Separate rates were established for the following: 

The rates for treatment procedures including cardiac catheterization and 
lithotripsy are calculated at 150% of the average adjusted costs for the 
procedure in state fiscal years 2000 and 2001. 

The rates for diagnostic procedures including CT scans, ultra sounds, and 
magnetic reasoning imaging are calculated at 100% of the average 
adjusted costs for the procedure in state fiscal years 2000 and 2001. 

The rate for observation are calculated at 100% of the average adjusted 
costs for state fiscal years 2000 and 2001. 

5. Thrombolyptic agents shall be reimbursed at acquisition costs. 

TN # 02-13 
Supersedes 
TN # None 

Approval Date 10/15/02 Effective Date: 9/01/02 
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(1) The following home health services are paid in accordance with a fee schedule 
established by the state Medicaid agency, not to exceed billed charges: 

Skilled Nursing 
Home Health Aide 
Medical Social Service 
Physical, Occupational and Speech Therapy 

(2) Enteral nutritional products and disposable medical supplies shall be reimbursed 
based on costs as submitted on an annual cost report. Providers shall be paid an 
interim rate determined by multiplying a provider's facility-specific cost to charge ratio by 
its billed charges. Interim payments shall not exceed submitted charges and will be 
settled back to actual cost at the end of the home health agency's fiscal year, subject to 
lower of costs or charges. Interim payments will be settled back to allowable cost within 
18 months following the end of the agency's fiscal year. Allowable costs will be based 
on audited or desk reviewed cost reports and determined in accordance with Medicare 
reimbursement principles. Cost reports for each of the home health agencies described 
in sections (3), (4), and (5) must be received by the Department within five (5) months of 
the close of the agency's fiscal year (May 31). 

Public providers will not be subject to the lower of cost or charges and will be reimbursed 
their total allowable cost for enteral nutritional and disposable medical supplies. 

(3) Payment to a new home health agency for the services described in (1) will be in 
accordance with the methodology described in (1). New home health agencies will be 
paid for enteral nutritional prodUcts and disposable medical supplies on an interim basis 
by multiplying their billed charges for these products by seventy (70) percent. A new 
home health agency will be held to the seventy (70) percent threshold until a cost report 
is received by the state Medicaid agency. A home health agency that did not participate 
under the current ownership or a previous ownership in the prior year will be considered 

. a new home health agency. A new home health agency will be reimbursed as described 
above until a cost report is received by the department, no later than May 31 prior to the 
rate year beginning July 1. 

(4) Payment to an out of state home health agency for the services described in (1) 
will be in accordance with the methodology described in (1). Out of state agencies will be 
paid for enteral nutritional products and disposable medical supplies by multiplying billed 
charges by eighty (80) percent. 

TN# 02-11 
Supersedes 
TN# 02-06 

Approval Date 06/24/03 Effective Date: 11/01/02 
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(5) For home health services provided by licensed county health department 
home health agencies, a supplemental payment which represents the 
difference between the estimated costs of home health services for the 
eight month period beginning November 1, 2002 and ending June 30, 
2003 and the amount of payments made by the Department for these 
services under the flat fee reimbursement as describe in (1) will be made. 

Using cost reports filed with the Department, the Department will calculate 
the unit cost for a service listed under (1) and compare the unit cost to the 
rate per unit as described in (1). The supplemental payment will equal the 
difference between the cost per unit of service multiplied by the number of 
units of service provided during the period. In this way, the Department 
shall assure public providers reimbursement for their total allowable costs. 

If a provider's costs as estimated from the annual cost report are less than 
the estimated payments, the Department will recoup any excess 
payments. 

(6) • Services provided by County Health Department Home Health Agencies. 
For the fiscal period beginning July 1, 2003 and for subsequent periods 
beginning July 1, supplemental payments will be made on a quarterly 
basis. The supplemental payments will be compared to the provider's 
annual cost report and adjustments made as described in (5) above. 

TN#02-11 
Supersedes 
TN # None 

Approval Date 06/24/03 Effective Date: 11/01/02 
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XI. 

Eff. 
7-1-88 

XII. 

XIII. 

Eft. 
7-1-87 

Laboratory Services 

The State Agency will reimburse participating independent laborstories, 
outpatient surgical clinics, renal dialysis centers, and outpatient 
hospital clinics for covered laboratory services rendered on the basis 
of" the allowable payment rates set by Medicare. 

(Deleted) 

Family Planning Clinics 

The State Agency will reimburse participating family planning 
agencies for covered services in accordance with 42 CFR Section 
447.321; payments shall not exceed applicable Title XVIII upper 
limits. Payments to physicians and Advanced Registered Nurse 
Prac"titioners (ARNP) for individual services shall not exceed 
the following amounts: 

Initial Clinic Visit 
Annual Clinic Visit 
Follow-up Visit with Pelvic Examination 
Follow-up Visit without Pelvic Examination 
Counseling Visit 
Counseling Visit w/3 months 

contraceptive supply 
Counseling Visit w/6 months 

contraceptive supply 
Supply Only Visit - Actual acquisition 

cost of contraceptive supplies dispensed 

Physicians ARNP 

$50.00 $37.75 
$60.00 $45.00 
$25.00 $18.75 
$20.00 $15.00 
$13.00 $13.00 

$17.00 $17 • 00 

$20.00 $20.00 

_________________________ M ________________________________________________________________ _ 

TNII 90-20 
Supersedes 
TNII NONE 

Approved JUN 4 1993 Eff. Date 7-1-90 
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XIV. 

1. 

Durable Medical Equipment, Supplies, Prosthetics and Orthotics 

General DME Items 

For DME items that have an HCPC code (except for customized items) 
reimbursement shall be based on the Medicaid fee schedule, not to 
exceed the supplier's usual and customary charge. 

2. Manual Pricing of DME Items 

a. Customized items with a miscellaneous HCPC code of K0108 will 
require prior-authorization and will be reimbursed at invoice minus twenty­
two (22) percent, not to exceed the supplier's usual and customary 
charge. 

b. Customized components that do not have a HCPC code, and all 
other miscellaneous codes will require prior-authorization and will be 
reimbursed at invoice plus twenty (20) percent, not to exceed the 
supplier's usual and customary change. 

c. DME items that do not have HCPC codes and have been 
determined by the department to be covered will require prior 
authorization and will be reimbursed at invoice plus twenty (20) percent, 
not to exceed the supplier's usual and customary charge. 

d. Specialized wheelchair bases with codes of K0009 and K0014 will 
require prior authorization and will be reimbursed at manufacturers 
suggested retail price minus fifteen (15) percent, not to exceed the 
supplier's usual and customary charge. 

TN No. 03-06 
Supersedes 
TN No. 01-05 

~ ,-,r 8 1_ 2eG3 
Approval Date ~ ) L' i Effective Date 01-01-03 
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XVI. Other diagnostic, screening, preventive and rehabilitative services. 

Other diagnostic, screening, preventive and rehabilitative services provided by licensed 
community mental health centers and primary care centers shall be reimbursed in 
accordance with the limitations in 42 CFR 447.325. 

A. Comml1nity mental health centers. 

TN No: 02 - 12 
Supersedes 
TN No: 02-15 

1. Prior to July 1, 2002, participating in-state mental health centers shall be 
reimbursed as follows: 
a. The department shall establish final prospective rates for each 

direct service cost center using 'audited annual cost reports for the . 
prior year. If an audited costs report is not available, the most 
recent unaudited cost report shall be used with the rate adjusted 
as necessary at the time of audit or desk review. 

b. Costs used in setting the rates shall be trended to the beginning of 
the rate year and indexed for inflation using the Home Health 
Agency Market Basket National Forecast. 

c. Direct service costs shall be arrayed and an upper limit set at 130 
percent of the median cost per unit. 

d. The base rate per unit shall be the allowable cost or the upper 
limit, whichever is less. 

e. In addition to the base rate per unit, each center shall receive a 
cost savings incentive payment equal to fifteen (15) percent of the 
difference between the facility's allowable cost and the upper limit. 

f. A funding adjustment equal to $1.3 million shall be distributed 
based on the number of outpatient units of service provided . This 
adjustment is to improve services and to encourage the provision 
of additional services. 

g. The reimbursable departmental cost centers are inpatient 
psychiatry, inpatient other, intensive in home, personal care, . 
outpatient psychiatry, outpatient individual, outpatient group, and 
therapeutic rehabilitation. 

2. Participating out-of-state mental health center providers shall be 
reimbursed the lower of charges, or the facility's rate as set by the state 
Medicaid Program in the other state, or the upper limit for that type of 
service in effect for Kentucky providers. 

3. For state fiscal year July 1, 2002 - June 30, 2003, the payment rates for 
other diagnostic, screening, preventive and rehabilitative services 
provided by licensed community mental health centers will be the rates 
that were in effect on June.30, 2002. This payment shall not include any 
additional add-ons as described in 1.e and 1 f. above. 

J·. H 
Approval Date: ! 1 J1 Effective Date: 10/01/02 
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B. Effective for services provided on and after July 2, 2001, primary care centers will 
be reimbursed in accordance with the prospective payment system described in 
Attachment 4.19-8, page 20.16 for FQHCs and RHCs. 

TN . No. 01-22 
Supersedes 
TN . No. 90-12 
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For drugs for specified immunizations provided free from the ,Health 
Department to primary care centers for immunizations for Medicaid 
recipients, the cost of the drugs are paid to the Health Department. 
The specified immunizations are: diphteria and tetanus toxiods ·and 
pertuisis vaccine (DPT); measles, mumps, and rubella virus vaccine, 
live (MMR); poliovirus vaccine, live, oral (any type(s» (OPV,.; and 
hemophilus B conjugate vaccine (HBCV). 

Effective January 1, 1989, the cost for these immunizations will 
not be allowed as a part of the primary care center cost base -so 
long as these drugs are available free from the Health Department. 

TN /I 89-30 
Supersedes 
TN 1/ None 

Effective 
Date 7-1-89 
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For the period 10/01/02 through 6/30/04, adjusted payments will be made to 
Community Mental Health Centers to recognize and support their continued 
commitment to the provision of mental health services . These payments will be 
made on a quarterly basis and will reflect the difference in the costs used to 
determine current rates and Medicaid Costs determined as follows: 

1. Using audited cost reports ending June 30, 2000, costs for the covered 
mental health rehabilitation services described in Attachment 3.1- A, page 
7.6.1 (a) and Attachment 3.1-B, page 31.5(a) will be allocated to the following 
cost centers: therapeutic rehabilitation, outpatient individual, outpatient group, 
outpatient psychiatry, outpatient/personal care home, outpatient/in-home 
setting, and hospital psychiatric (professional services provided in an inpatient 
setting). 

2. The Medicaid percentage for each cost center will be determined by dividing 
Medicaid units of service by total units of service by cost center. 

3. Medicaid costs per cost center will be determined by multiplying costs by the 
Medicaid percentage per cost center. 

4. Medicaid costs per cost center will be inflated to the mid-point of the rate year 
using the Home Health Market Basket Index. 

5. The increased Medicaid capital will be determined by multiplying any capital 
increase from the base year to the rate year by the aggregate Medicaid 
percentage. The aggregate Medicaid percentage is determined by dividing 
total Medicaid costs by total costs. 

6. The difference between the base year Medicaid costs and the inflated 
Medicaid costs will be added to the increased Medicaid capital. 

7. Costs shall be determined in accordance with cost principles outlined in the 
Provider Manual. Only Medicaid recognized costs will be included in the 
calculation. 

8. These adjusted payments will expire on July 1, 2004. 

TN # 02-12 
Supersedes 
TN # None 

Approval Date: !" \I '2l '.'Eff8:ctive Date:1 0/01/02 
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Payment methodology for rehabilitative services for children in the custody of, or who 
are at risk of being in the custody of the state, and for children under the supervision of 
the state, and that are provided through an agreement with the State Health or Title V 
agency. 

A. Rehabilitative services for children in the custody of, or who are at risk of being in 
the custody of the state. 

The payment rates for rehabilitative services are negotiated rates between the 
provider and the subcontractor and approved by the Department for Medicaid 
Services, based upon the documented cost for the direct provision of each 
service. 

The payment rate for rehabilitative services that are authorized after June 30, 
2002, are uniform rates, determined by 98% of the weighted median of claims for 
each service for children in the custody of, or who are at risk of being in the 
custody of the state, for the period of calendar year 2001. 

B. Rehabilitative services for children under the supervision of the state and that are 
provided through an agreement with the State Health or Title V agency. 

Payments for rehabilitative services covered in Attachment 3.1-A, page 7.6.1 and 
Attachment 3.1 B, page 31 .5 for the target populations are per service. They are 
based upon one or more documented rehabilitative services provided to each 
client. The rates for the rehabilitative services are based upon the actual direct 
and indirect costs to the providers. An interim rate based on projected cost may 
be used as necessary with a settlement to cost at the end of the fiscal year. If a 
projected interim rate is to be used, it shall be based on the prior year's cost 
report, if available, or on estimates of the average cost of providing rehabilitative 
services based on financial information submitted by the provider. 

The provider shall accumulate the following types of information for submission 
to Medicaid as justification of costs and worker activities: identification, by 
reCipient and worker, of each individual service provided, a showing of all direct 
costs for rehabilitative services; and a showing of all indirect costs for 
rehabilitative services appropriately allocated by the agency cost allocation plan 
on file or by using generally accepted accounting principle if necessary. 

Rehabilitative service providers who are public state agencies shall have on file 
an approved cost allocation plan. If the state Public Health or Title V agency 
subcontracts with another state agency for the provision of the services, it shall 
be the subcontracting state agency's approved cost allocation plan that shall be 
required to be on file . 

TN No.: 02 - 14 
Supersedes 
TN No. : 96 - O~ 

Approval Date: Effective Date: 07/01/02 
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Reimbursement for Federally Qualified Health Centers (FQHCs ) and Rural Health 
Clinics (RHCs) shall be made in accordance with section 1902 of the Social Security Act 
as amended by section 702 of the Medicare, Medicaid, and SCHIP Benefits 
Improvement Act of 2000 (BIPA). 

For the period of January 1, 2001 through June 30, 2001, the state will implement an 
alternative reimbursement methodology that is agreed to by the state and the individual 
center/clinic and results in a payment rate to the center/clinic that is at least equal to the 
Medicaid PPS rate. The alternative methodology shall be in accordance with the state 
plan in effect on December 31, 2000. 

All FQHCs and RHCs are reimbursed on a prospective payment system beginning with 
State Fiscal Year 2002 with respect to services furnished on or after July 1, 2001 and 
each succeeding year. 

Payment rates will be set prospectively using the total of the clinic/center's reasonable 
cost for the clinic/center's fiscal years 1999 and 2000, adjusted to take into account any 
increase or decrease in the scope of services furnished during the clinic/center's fiscal 
year 2001 and increased by an appropriate medical index. These costs are divided by 
the number of visits/encounters for the two-year period to arrive at a cost per visit. The 
cost per visit is the prospective rate for state fiscal year 2002. For each state fiscal year 
thereafter, each clinic/center will be paid the amount (on a per visit basis) equal to the 
amount paid in the previous state fiscal year, increased by the percentage increase in 
the Medicare Economic Index (MEl) for primary care services, and adjusted to take into 
account any increase (or decrease) in the scope of services furnished by the clinic 
during that state fiscal year. The clinic/center must supply a budgeted cost report of the 
change in service to justify scope of service adjustments. 

For newly qualified FQHCs/RHCs after State Fiscal Year 2001, initial payments are 
established by cost reporting methods. A newly qualified clinic/center shall submit a 
budgeted cost report from which an interim rate shall be established. After completion of 
a clinic/center fiscal year, a final PPS rate will be established. After the initial year, 
payment is set using the MEl methods used by other clinics/centers, with adjustments 
for increases or decreases in the scope of service furnished by the clinic/center during 
that fiscal year. 

In the case of a FQHC or RHC that contracts with a Medicaid managed care 
organization, supplemental payments will be made quarterly to the center or clinic for the 
difference between the payment amounts paid by the managed care organization and 
the amount to which the center or clinic is entitled under the PPS. 

Until a prospective payment methodology is established, the state will reimburse 
FQHCs/RHCs based on the rate in effect on June 30, 2001 . This rate is based on the 
State Plan in effect on June 30, 2001 . The state will reconcile payments made under this 
methodology to the amounts to which the clinic is entitled under the prospective payment 
system. This is done by multiplying the encounters during the interim period by the 
prospective rate and determining the amounts due to (or from) the clinics for the interim 
period. 

TN No. 01-03 DEC ;J 
Supersedes Approval Date • 1 '. 20 0~ffective Date 1/01101 
TN No. 88-19 
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The Department shall utilize the 1996 Medicare ambulatory surgical center 
group rates for the federal Cincinnati, Ohio-Kentucky region to reimburse 
for an outpatient surgical center service. Following is a chart which states 
the reimbursement rate for each corresponding surgical group: 

ASC Group Reimbursement Rate 

Group 1 $307.38 

Group 2 $412.79 

Group 3 $471.90 

Group 4 $582.25 

Group 5 $664.02 

Group 6 $775.59 

Group 7 $921.15 

Group 8 $911 .55 

Procedures that are not included in one (1) of the eight (8) Medicare 
surgical groups, reimbursement shall be on the basis of forty-five (45) 
percent of the center's usual and customary charge for the procedure 
performed. Payment rates shall not exceed the provider's usual and 
customary charge to the general public. Hospital based outpatient 
surgical centers shall be reimbursed in the same manner as hospital 
outpatient services. 

TN# 02-17 
Supersedes 
TN# 88-11 

Approval Date 03/11 /03 Effective Date 10-01 -02 
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XIX Nurse-Midwife Services 

Participating nurse - midwife providers shall be paid only 
for covered services rendered to eligible recipients, and 
services provided shall be within the scope of practice 
of the nurse-midwife. 

For services provided on or after July 1, 1990, payments 
to nurse - midwives shall be at usual and customary actual 
billed charges on a procedure-by-procedure basis, with 
reimbursement for each procedure to be the lesser of the 
actual billed charge or at seventy- five (75) percent of 
the fixed upper limit per procedure for physicians. 

TN # 90 - 30 
Supersedes 
TN t 90 - 13 

Approval Date 
10-17-90 

Effective Date 7 - 1-90 
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XX Nurse anesthetist services 

Reimbursement will be made at the rate of seventy-five (75) percent 
of the anesthesiologist's allowable charge for the same procedure 
under the same conditions, or at actual billed charges if less. 

Exception: 
For inpatient delivery-related anesthesia services provided 
on or after December 1, 1988, a nurse anesthetist will be 
reimbursed the lesser of the actual billed charge or the 
standard fixed · fee paid by type of procedure. Those procedures 
and fixed fees are : 

TN /I 88-22 
Supersedes 
TN II 83-19 

Normal Delivery, $150.00; 
Low Cervical C-Section, $202.50; 
Classic C-Section, $240.00; 
Epidural Single, $236.25; 
Epidural Continuous, $251.25; 
C-Section with Hysterectomy, subtotal, $240.00; 
C-Section with Hysterectomy, total, $240.00; 
Extraperitoneal C-Section, $240.00 

JAN 2 3 1989 
Approved ____ -,-, __ __ 

. 'f!~;J lifAt 
Effective 
Date 12-1-88 
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XXI. Podiatrv Services 

The cabinet shall reimburse licensed, participating podiatrists for 
covered podiatry services rendered to eligible Medical Assistance 
recipients at the usual and customary actual billed charge up to 
the fixed upper limit per procedure established by the cabinet at 
65 percent of the median billed charge for outpatient services and 
50 percent of the median billed charge for inpatient services using 
1989 calendar year billed char-ges. If there is no median available 
for a procedure, or the cabinet determines that available data re­
lating to the median for a procedure is unreliable, the cabinet shall 
set a reasonable fixed upper limit for the procedure consistent with 
the general array of upper limits for the type of service. Fixed 
upper limits not determined in accordance with the principle shown 
in this section (if any) due to consideration of other factors (such 
as recipient access) shall be specified herein . 

TN n 90-25 
Supersedes 
TN /I 84-10 

Approval 
Date 

Effective 
10-17-90 Date 7-1-90 
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State: Kentucky 

XXII. Hospice Care 

A. General Reimbursement 

Revised 
Attachment 4.19-B 
Page 20.21 

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

1. Routine Homecare 
2. Continuous Homecare 
3. Inpatient Respite Care 
4. General Inpatient Care 

The Medicaid hospice rates are set prospectively by Centers for Medicare 
and Medicaid Services, based on the methodology used in setting 
Medicare hospice rates and 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. 

B. Reimbursement for Room and Board 

Hospice is reimbursed a per diem amount to cover room and board, for 
those recipients who reside in a nursing facility. The state shall reimburse 
ninety five percent (95%) of the nursing facility's Medicaid per diem to the 
hospice provider, to cover the expenses of the room and board provided 
to the hospice patient who occupies a Medicaid certified bed in a nursing 
facility. 

The hospice provider shall have a contract with the nursing facility 
stipulating that: 

1. Room and board shall be provided by the nursing facility for the 
hospice resident; 

2. The rate the nursing facility will charge the hospice provider for 
room and board furnished to the Medicaid hospice resident ; and 

3. The hospice is fully responsible for the professional management of 
the Medicaid hospice patient's care. 

TN# 02-07 
Supersedes 
TN# 91-20 Approval Date 03/11 /03 Effective Date: 10101/02 
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C. Limitation on Payments for Inpatient Care 

Revised 
Attachment 4.19-8 
Page 20.21.1 

1. The total payment to the hospice for inpatient care (general or respite) is 
subject to a limitation that total inpatient care days for Medicaid patients 
not exceed twenty percent (20%) of the total days for which these patients 
have elected hospice. 

2. At the end of the cap period, Medicaid will calculate a limitation on 
payment for inpatient care (general or respite) to ensure payment is not 
made in excess of twenty percent (20%) of the total number of days of 
hospice care furnished to Medicaid patients. 

3. If the number of days of inpatient care furnished to Medicaid patients is 
equal to or less than twenty percent (20%) of the total days of hospice 
care to Medicaid patients, no adjustment is necessary. Overall payments 
to a hospice are subject to the cap amount. 

D. Monitoring of Reimbursement 

The Department for Medicaid Services 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. 

TN# 02-07 
Supersedes 
TN# None Approval Date 03/11/03 Effective Date: 10/01 /02 
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XXIII. Case Management Services 

Revised 
Attachment 4.19-B 

Page 20.22 

A. Targeted case management services for severely emotionally disturbed 
children and adults with clu'onic mental illness. 

The Department will pay for a unit of targeted case management up to 
allowable reasonable cost per unit, not to exceed 130% of the median cost per 
unit of all providers. Reasonable costs shall be detennined from the latest 
prior year audited cost reports. Total payments will not exceed provider's 
actual costs. 

"Unit" is defined as a month. A unit consists of a minimum of four service 
contacts, for a child two of the contacts must be face-to-face, at least one with 
the child and the other with a parent or family member. The other contacts 
may be by telephone or face-to-face and may be with or on behalf of the child. 
For adults, four service contacts must also be made, two are required to be 
face-to- face. 

The unit cost is based on audited prior fiscal year cost reports. Adult TCM 
and child TCM are separate cost centers. Cost per unit is determined by 
dividing the overall costs for the service by the number of units of selvice 
provided. 

TN #: 03-02 
Supersedes 
TN #: 02-16 

Approval Date: 06/17/03 Effective Date: 01/01/03 
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XXV. Advanced Registered Nurse Practitioner Services 

(I) Reimbursement 

a. Participating licensed advanced registered nurse practitioners (ARNP) 
shall be paid only for covered services rendered to eligible recipients, and 
services provided shall be within the scope of practice of a licensed 
ARNP. 

b. Except as specified in subsection c of this section or Section 2 below, 
reimbursement for a procedure provided by an ARNP shall be at the lesser 
of the following: 
I. The ARl"lP's actual billed charge for the service; or 
2. Seventy-five (75) percent of the amount reimbursable to a 

Medicaid participating physician for the same service. 

c. An ARNP employed by a primary care center, federally qualified health 
center, hospital, or comprehensive care center shall not be reimbursed 
directly for services provide in that setting while operating as an 
employee. 

(2) Reimbursement Limitations. 

a. The fee for administration of a vaccine to a Medicaid recipient under the 
age of twenty-one (21) by an ARNP shall be three (3) dollars and thirty 
(30) cents up to three (3) administrations per ARNP, per recipient, per date 
of service. 

b. The cost of a vaccine available free through the Vaccines for Children 
Program shall not be reimbursed. 

c. Injectable antibiotics, antineoplastic chemotherapy, and contraceptives 
shall be reimbursed at the lesser of: 

TN No. 00-13 
Supersedes 
TN No. 90-33 

I. The actual billed charge; or 
2. The average wholesale price of the medication supply minus ten 

(10) percent. 

Approval Date: JUN 1 4 2001 EtTective Date: 9111100 
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d. Reimbursement for an anesthesia service provided during a procedure 
shall bc inclusive of the following elements: 
I. Preoperative and post-operative visits; 
2. Administration of the anesthetic ; 
3. Administration of intravenous fluids and blood or blood products 

incidental to the anesthesia or surgery; 
4. Post-operative pain management; and 
5. Monitoring services. 

e. Reimbursement of a psychiatric service provided by an ARNP shall be 
limited to four (4) psychiatric services per ARNP, per recipient, per twelve 
(12) months. 

[ Reimbursement for a laboratory service provided in an office setting shall 
be inclusive of: 
I. The fee for collecting and analyzing the specimen; and 
2. Should the test require an arterial puncture or venipuncture, the fee for 

the puncture. 

g. Reimbursement shall be limited to one (I) of the following evaluation and 
management services performed by an ARNP per rccipient , per date of 
service: 

TN No. 00-13 
Supersedes 
None 

I. A consultation service; 
2. A critical care service; 
3. An emergency department evaluation and management service; 
4. A home evaluation and management service; 
5. A hospital inpatient evaluation and management service; 
6. A nursing facility service; 
7. An office or other outpatient evaluation and management service; 
8. A preventive medicine service; or 
9. A psychiatric or other psychotherapy service. 

Approval Date: JUN 1 4 ZOO! Effective Date: 9-11-00 



State Kentucky 

XXVI: Federally Qualified Health Center Services 

(Revised) 
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Enrolled Federally Qualified Health Center providers shall be paid full 
reasonable cost determined in the same manner as for primary care centers 
except that cost shall not include an incentive payment. 

TN No. 90-11 
Supersedes 
TN No. None Approval Date 

NOV 14 1994 
Effective Date 4-1-90 
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XXVIII. Public Health Clinics 

Attachment 4.19-B 
Page 20.35 

A. This methodology applies to services described on Attachments 3.1-A, pages 7.6.1, 
7.6.1(c) - (e), and 3.1-B, pages 31 .5, 31.5(c) - (e). 

B. Reimbursement 

1. Covered services shall be paid based on Medicare RVU adjusted by the current 
Medicare conversion factor for Kentucky, multiplied by non-facility relative value 
unit weight for the procedure code. These factors will be adjusted each January 
as adjusted by Medicare. 

2. If a copayment applies to the service, the reimbursement rate shall be reduced 
by the amount of the copayment. 

TN No. : 03-021 
Supercedes 
TN No.: None 

Approval Date: 05/11 /07 
Effective Date: 07/01/03 
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XXIX Payments for Non-covered Services Provided Under the Early and Periodi<? Screening, 
Diagnosis, and Treatment Program (EPSD1) 

When services within the definition of medical services as shown in Section 1905(a) of the Act, but 
not covered in Kentucky's title XIX state plan, are provided as EPSDT services, the state agency 
shall pay for the services using the following methodologies: 

(I) For services which would be covered under the state plan except for the existence of specified 
limits (for example, hospital inpatient services), the payment shall be computed in the same 
manner as for the same type of service which is covered so long as a rate or price for the 
element of service haS been set (for example, a hospital per diem). These services, described 
as in Section 1905(a) of the Social Security Act, are as follows: 

(a) 1905(a)(l), inpatient hospital services; 
(b) 1905(a)(2)(A), outpatient hospital services; 1905(a)(2)(B), ruraJ health clinic services; 

1905(a)(2)(C), federally qualified health center services; 
(c) 1905(a)(3), other laboratory and X-ray services; 
(d) 1905(a)(4)(B), early and periodic screening, diagnosis, and treatment services; 

1905(a)( 4)(C), family planning services and supplies; 
(e) 1905(a)(5)(A), physicians serVices; 1905(a)(5)(B), medical and surgical services 

furnished by a dentist; 
(f) 1905(a)(6), medical care by other licensed'practitioners; 
(g) 1905(a)(7), home health care services; 
(h) 1905(a)(9), clinic services; 
(i) 1 905(a)(1 0), dental services; 
(j) 1905(a)(lI), physical therapy and related services; 
(k) 1905(a)(12), prescribed drugs, dentures, and prosthetic devices; and eyeglasses; 
(I) 1905(a)(13), other diagnostic, screening, preventive and rehabilitative services; 
(m) 1905(a)(15), services in an intermediate care facility for the mentally retarded; 
(n) 1905(a)(l6), inpatient psychiatric hospital services for individuals under age 21; 
(0) 1905(a)(17), nurse-midwife services; 
(P) 1905(a)(l8), hospice care; 
(q) 1905(a)(19), case management services; and 
(r) 1905(a)(22), other medical and remedial care specified by the Secretary. 

(2) . For medically-necessary evaluative, diagnostic, preventive, and treatment services listed in 

) 
Section 1905(a) of the Social Security Act included in an Individual Education Program under 

---' the provisions of the Individuals with Disabilities Education Act, the state shaJI pay in 
, accordance with items (I) or (3), as applicable, except that for public providers the payment 

shall be a fee-for-service system designed to approximate cost in the aggregate without 
settlement to exact cost. The following describes the methodology utilized in arriving at the 
rates. 

TNNo.~ 

Supersedes 
TN No. 22:8. 

Approval Date 9-//-90 Effective Date 8-1-95 
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(a) The aggregate will be calculated for all participating public providers in the state. Initial 
interim rates will be established using data provided by the Department of Education from 
most of the public providers in the state and data gathered in surveys. During the first 
year, participating providers will be required to provide data which will be used to 
calculate final rates; claims paid using the interim rates will be adjusted after final rates 
have been established. This process will be repeated each state fiscal year as new 
providers are added and as previously participating providers experience changes with 
regard to their costs. Through this process, cost in the aggregate will only reflect the cost 
of participating providers on a statewide basis. 

(b) Payments to public providers are based on a statewide fee for each procedure code. A fee 
for a particular procedure code is based on the lower of the mean or median statewide cost 
of providing the service. The statewide mean and median cost to participating providers 
for a service is based on a 100 percent sample of the contracted service cost and/or cost 
associated with publicly employed professionals. Co3t for publicly employed 
professionals consists of salary, fringe benefits and indirect overhead. Annual 
professional salaries are converted to hourly wages using 185 work days per year and six 
(6) work hours per day. For salaried employees the public provider fringe benefit rates for 
classified employees and for certified employees will be used. Indirect overhead cost 
computed at the rate of seven (7) percent of hourly wage salaries is added to the hourly 
wage rate and the fringe benefits to establish their hourly cost. 

(c) The mean and median hourly rate is calculated, for each class of qualified professionals, 
from an array of hourly cost data falling within one standard deviation oftlle mean. The 
resultant hourly rates are converted to fifteen (15) minute service units. 

(d) The following two (2) exceptions to usual cost reimbursement will be applicable: first, for 
emergency medical transportation, reimbursement will be based on the average cost per 
mile of pupil transportation calculated by the Kentucky Department of Education; and, 
second, for assistive technology, reimbursement will be based on the actual invoiced cost 
for the IEP authorized equipment. Transportation will be paid based on units of one (1) 
mile. 

(3) For all other uncovered services as described in Section 1905(a) of the Social Security Act 
which may be provided to children under age 21, the state shall pay a percentage of usual and 
customary charges, or a negotiated fee, which is adequate to obtain the service. The 
percentage of charges or negotiated fee shall not exceed 100 percent of usual and customary 

TNNo.2H.Q 
Supersedes ' 
TNNo.~ 

ApprovalDate 9-11-9G 

-, .. . 

Effective Date 8-1-95 
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charges, and if the item is covered under Medicare, the payment amount shall not exceed the 
amount that would be paid using the Medicare payment methodology and upper limits. 
Services subject to payment using this methodology are as follows: 

(a) Any service described in one (1), above, for which a rate or price has not been set for the 
individual item (for example, items of durable medical equipment for which a rate or 
price has not been set since the item is not covered under Medicaid); 

(b) 1905(a)(8), private duty nursing services; 
(c) 1905(a)(20), respiratory care services; 
(d) 1905(a)(21), services provided by a certified pediatric nurse practitioner or certified 

family nurse practitioner (to the extent permitted under state law and not otherwise 
covered under 1905(a)(6); and 

(e) 1905(a)(24), other medical or remedial care recogni~d by the Secretary but which are 
not covered in the plan including services of Christian Science nurses, care and services 
provided in Christian Science sanitariums, and personal care services in a recipient's 
home. 

NNo . .2i:l.n 
iupersedes 
TNNo.~ 

ApprovalDate 9-1/-f0 Effective Date 8-)-95 
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Payment for EPSDT Sllecial Service Limited by Medicaid 

For the services listed above in section XXIX subsection (I), the department sha ll reimburse for an 
expanded EPSOT service based upon the established methodology for other similar services under the 
Kentucky Medicaid Program." The reimbursement orthe expanded EPSDT serv ice shall not exceed 100 
percent of the usual and customary charges. I f the item is covered under Medicare, the payment amount 
shall not exceed the amount that would be paid using the Medicare payment nH!thodology ,md upper limits. 
If an expanded EPSOT service is provided before prior authorizatiun is received, the prov ider shall assume 
the financial risk that the prior authorization may not be subsequen tly approved. 

TN No: 06-0 I 2 
Supersedes 
TN No: None 

, :, . 

Approval Dale: 01/22/09 Effeelive Dale 7/ 1/2006 
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State Kentucky 

XXX. Radiological (X-ray) Services 

TN 1/ 

Payments for radiological services covered pursuant to the mandate 
contained in 42 CFR 440 . 30 shall be at usua l and customary charges up 
to sixty (60) percent of the allowable physician fee for the same 
procedures where the physician is performing both the professional and 
technical portions of the service. 

92-25 
Supers edes JAN 131993 Effective 
TN 1/ None Approved Date 12-1 - 92 
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XXXI. Payment methodology for targeted case management services for children in the 
custody of, or who are at risk of being in the custody of the state, and for children under 
the supervision of the state, and for adults in need of protective services. 

A. Targeted case management services for children in the custody of. or who are at 
risk of being in the custody of the state. 

The payment rate for targeted case management is a negotiated rate between 
the provider and the subcontractor and approved by the Department for Medicaid 
Services, based upon the documented cost for the direct provision of the service: 

The payment rate for a targeted case management service that is authorized 
after June 30, 2002, is a uniform rate, determined by 98% of the weighted 
median of claims for targeted case management services for children in the 
custody of, or who are at risk of being in the custody of the state, for the period of 
calendar year 2001 . 

The billable unit of service is one month 

B. Targeted case management services for children under the supervision of the 
state and for adults in need of protective services. 

Payments for targeted case management services for the target populations are 
monthly. They are based upon one or more documented targeted case 
management services provided to each client during that month. The monthly 
rate for the targeted case management services is based on the total average 
cost per client served by the provider. The monthly rate is established on a 
prospective basis based upon actual case management costs for the previous 
year. An interim rate based on projected cost may be used as necessary with a 
settlement to cost at the end of the fiscal year. If a projected interim rate is to be 
used, it shall be based on the prior year's cost report, if available, or on estimates 
of the average cost of providing case management services based on financial 
information submitted by the provider. 

Case management providers who are public state agencies shall have on file an 
approved cost allocation plan. If the state Public Health or Title V agency 
subcontracts with another state agency for the provision of the services, it shall 
be the subcontracting state agency's approved cost allocation plan that shall be 
required to be on file . 

The provider shall accumulate the following types of information for submission 
to Medicaid as justification of costs and worker activities: directly coded worker 
time; identification, by recipient and worker, of each individual service provided, a 
showing of all direct costs for case management activities; and a showing of all 
indirect costs for case management activities appropriately allocated by the 
agency cost allocation plan on file or by using generally accepted accounting 
principles if necessary. 

TN No.: 02 - 14 
Supersedes 
TN No.: 96 - 03 

/:J. {)'{.O:/, 
Approval Date: 12/19/82 ot..v Effective Date: 07/01/02 
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XXXII. 

TN No. 01-07 
Supersedes 
TN No. None 

Specialized Children's Services Clinics 

Clinic services provided by Specialized Children's Services Clinics will be 
reimbursed initially at a statewide uniform all-inclusive rate per visit 
(encounter rate) of $538. This rate is estimated to approximate the 
average statewide costs of all clinics providing the service. This rate 
includes the costs of professional services (physician and mental health 
professional), related costs of providing a sexual abuse exam, and facility 
costs (overhead). This rate is based on the projected cost of providing the 
service as submitted to the department by the providers and a 
consideration of rates paid to providers for similar services. 

Providers will submit cost reports annually. Upon receipt of completed 
cost reports from all clinics, the department will establish a rate within 90 
days using updated cost data. 

Payments made under this provision shall not exceed the upper limit of 
payment as specified in 42 CFR 447.325. 

Approval Date JAN 23 2002 Effective Date 07/02/01 
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XXIII. Targeted Case Management and Diagnostic, Preventive and Rehabilitative Early 
Intervention Services for children eligible for the Early Intervention program 
provided through a Title V agreement. 

This payment system is for all providers, including those providing services under 
the Title V agreement described in Supplement 1 to Attachment 4.16-A, Item 
#10. 

All costs shall be determined based on the methodology outlined in OM8 Circular 
A-87 . Payments for case management, diagnostic, rehabilitative, and preventive 
early intervention services shall be made in accordance with a fee schedule 
established by the Title V agency. Interim payments shall be based on the direct 
cost of providing the service. Payments for overhead and administrative costs 
associated with providing the service shall be determined with a settlement to 
cost at the end of the fiscal year. Providers will submit cost reports no later than 
180 days after the end of the state fiscal year. 

TN No. 01-27 
Supersedes 
TN No. 97-02 Approval Date FEFJ () 6 2LU2 Effective Date 10/22/01 
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XXXIV. Rehabilitation SeNices for Pregnant Women 

Substance abuse seN ices covered for pregnant women including postpartum women 
for a sixty (60) day period after the pregnancy ends and any remaining days in the 
month in which the 60th day falls, provided by any mental health centers, their 
subcontractors and any other qualified providers, licensed in accordance with 
applicable state laws and regulations. Payment for these seNices will be based on 
cost in accordance with attachment 4.19-8, pages 20.15-20.15.5. 

Reimbursement for seNices shall be based on the following units of seN ice: 

TN No. 99-08 
Supersedes 
TN No.'!l1-24 

Universal prevention seNice shall be a one-quarter (1/4) hour unit; 
Selective prevention seNice shall be a one-quarter (1/4) hour unit; 
Indicated prevention seNice shall be a one-quarter (1/4) hour unit; 
Outpatient seN ice shall be a one-quarter (1/4) hour unit for the following 
modalities: 

Individual therapy; 
Group therapy; 
Family therapy; 
Psychiatric evaluation; 
Psychological testing; 
Medication management; and 
Collateral care; 

An assessment seNice shall be a one-quarter (1/4) hour outpatient unit; 
Day rehabilitation seNices shall be a one (1) hour unit; 
Case management seNices shall be a one-quarter (1/4) hour unit; and 
Community support shall be a one-quarter (1/4) hour unit; 

Approval Date JUL 3 i L001 
Effective Date 10-20-99 
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XXXV. Chiropractic Services 

TN No: 06-012 
Supersedes 
TN No: New 

A. Definitions 

(I) "Resource-based relative value scale (RBRVS) unit" is a value based 
on Current Procedural Terminology (CPT) codes established by the American 
Medical Association assigned to the service which takes into consideration the 
physicians' work, practice expenses, liability insurance, and a geographic factor 
based on the prices of staffing and other resources required to provide the 
service in an area relative to national average price. 

(2) "Usual and customary charge" refers to the uniform amount the 
individual physician charges in the majority of cases for a specitic medicnl 
procedure or service. 

(3) "Covered chiropractic services" shall include the following: 

(a) An evaluation and management service; 
(b) Chiropractic manipulative treatment; 
(c) Diagnostic X-rays; 
(d) Application of a hot or cold pack to one (I) or more areas; 
(e) Application of mechanicol traction to one (I) or more areas; 
(I) Application of electrical stimulation to one (I) or more areas; and 
(g) Application of ultrasound to one (I) or more areas. 

B. Reimbursement 

(I)' Payment for covered chiropractors' services shall be based 
on the chiropractors' usual and customary actual billed charges up to the fixed 
upper limit per procedure established by the Depm1ment using a Kentucky 
Medicaid Fcc Schedule developed from a resource-based relative value scale 
(RBRVS). 

(2) If there is no RDRVS based fee the Depa.1mcnt shall set a reasonable 
fixed upper limit for the procedure consistent with the general rate sctting 
.!.nethodology. fixed upper limits not determined in accordance with the 
principle shown in this section (if any) due to consideration of other factors 
(such as recipient occess) sh.II be spccified hercin. RBRVS units shall be 
multiplied by the Non-anesthcsia Related Services dollar conversion factor of 
$29.67 to arrive at the fixed upper limit. 

C. Reimbursement Exceptions. 

(I) Payment for individuals eligible for coverage under Medicare Part B is 
made, in accordance with Sections A and B and items (I) through (4) and (6) of 
this section within the individual's Medicare deductible and coinsurance 
liability. 

'(2) cor scrvices provided on or aftcr July 1. 1990, chiropractors practicing 
ill geographic areas with no morc than one (I) primary care physician per 5,000 
population, as reported by the United Statcs Department of Hcalth and Human 
Services, shall be reimbursed at the chiropractors' usual nnd customary actual 
billed charges up to 125 percent of the fi xed upper limit per procedure 
established by the Department. 

Approval Date: 01 /22/09 Effective Date 711 12006 
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(3) . Procedures specified by Medicare and published annually in the 
federal Register and which arc cOlllmonly performed in the chiropractor's oHice 
are subject to outpatient limits if provided at alternative sites and shall be paid 
adjusted rates to take into account the change in lIsual site of services. 

D. Assurances. The slale hereby assures that (I) payment for chiropractor 
services arc consistent with efficiency, economy, and quality of care (42 eFR 447.200); 
and (2) payments for services do not c,xcced the prevailing charges in the locality for 
comparable services under comparable circumstances (42 eFR 4·17.325). 

:, '" 

Approval Date: 01122/09 Effective Date 71112006 
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Targeted case management services for at risk parents during the prenatal period and until the child's 
thi rd bil1hday 

This payment system is for all providers, including those providing services under the Title V 
agreement described in Attachment 4.16-A, Item # 1 O. 

Payments shall be based on cost. Interim rates based on projected cost shall be used with a settlement 
to cost at the end of the state fiscal year. Case management providers who are public state agencies 
shall have on file an approved cost allocation plan. 

Interim rates shall be established in the following manner: 

1) The rate for the assessment shall be based on the. projected cost of providing the service 
consistent with methodology in OMB Circular A-87. This will include a cost based on the 
average amount of time required to provide the service, and all related costs of providing 
the service, inCluding collateral contacts, telephone contacts, travel and indirect 
(overhead) costs. 

2) The rate for the professional home visit shall be based on the projected cost of providing 
the service. This will include a cost based on the average amount of time required to 
provide the service, and all related costs of providing the service, including collateral 
contacts, telephone contacts, travel and indirect (overhead) costs. 

3) The rate for the family service worker/paraprofessional home visit shall be based on the 
projected cost of providing the service. This will include a cost based on the average 
amount of time required to provide the service, and all related costs of providing the 
service, including collateral contacts, telephone contacts, travel and indirect (overhead) 
costs. 

Cost will be accounted for as follows: 

\) Case management staff directly related to the targeted case management program will 
code all direct time using categories designated for case management functions in 15 
minute increments. 

2) Any contract costs (i.e., for contracted services) will be based on the actual cost of 
acquisition of the service. 

3) Any indirect costs of any public state agency will be determined using the appropriate 
cost allocation plan. 

Provider~ will submit cost reports no later than 180 days after the end of the state fiscal year. Interim 
payments will be adjusted to actual cost based upon review and acceptance of these cost repol1s in 
accordance with usual agency procedures. 

TN No. 00-\1 
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STATE PLAN UNDER TITLE XIX of the SOCIAL SECURITY ACT 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES­
OTHER TYPES OF CARE 

Payment of Medicare Part A & Part B Deductible/Coinsurance 

A. 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 methodologies 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 unless a specified rate or 
method is set out on Page 3 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 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 3 in item __ of this attachment, for those groups and payments 
listed below and designated with the letters "NR". 

4. Any exceptions to the general methods used for a particular group or payment are 
specified on page 3 in item _B_ of this attachment (See 3. Above) 
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STATE PLAN UNDER TITLE XIX of the SOCIAL SECURITY ACT 
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Payment of Medicare Part A and Part B Deductible/Coinsurance (cont.) 

OMBs: Part A: MR Deductibles MR Coinsurance 

Part B: MR Deductibles MR Coinsurance 

••••••••• • ••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 

Other Part A: MR Deductibles MR Coinsurance 
Medicaid 
Recipients Part B: MR Deductibles MR Coinsurance 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 

Dual Part A: MR Deductibles MR Coinsurance 
Eligible 
(OMB Plus) Part B: MR Deductibles MR Coinsurance 

TN #: 03-03 Approval Date: 4/4/03 Effective Date: 02/01/03 
Supersedes 
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Payment of Medicare Part A and Part B Deductible/Coinsurance (cant.) 

B. Medicaid payment for specified Medicare crossover claims will be the lower of the 
allowed Medicaid payment rates or the Medicare coinsurance and deductibles. 

1. The specified Medicare Part A crossover claims are defined as: Inpatient 
Hospital and Nursing Facilities (effective 9/01/02). 

2. The specified Medicare Part B claims are defined as: 
a. Physician services, Community Mental Health Center services, Advanced 

registered nurse practitioner services, podiatry services, chiropractic 
services, dental services, hearing and vision services, and laboratory and 
x-ray services (effective 2/01/03); 

b. Durable Medical Equipment and Pharmacy (effective 4/01/03) ; 
c. Emergency ambulance services (effective 6/01/03); ' and 
d. Ancillary Services/Nursing Facilities (effective 11/01/03). 

In the event that Medicaid does not have a price for codes included on a crossover 
claim the Medicare coinsurance and deductible will be paid. 
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