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Ohio Department of Human Services 
30 East Broad Street, Columbus, Ohio 43266-0423 

Medicaid Reimbursement corSelected OB Services 

Descript ion Medicaid MaximumCode-

59420 
59430 
59410 ivery
59500 

X5400 
X5430 
X5431 
X5432 
X5410 
X5411 
X5420 
X5421 
X5422 
X5500 

Prenatal v i s i t  
Postpartum v i s i t  

del 	 Vaginal 
Cesarean section, low cervical  

At-Risk Pregnancy Services 

PrenatalRisk Assessment 

I n i t i a l  Care Coordination 

Continuous Care Coordination 

EnhancedCare Coordination 

I n i t i a l  Counsel ing and Education 

Periodic Counseling and Education 

I n i t i a l  N u t r i t i o n a l  Counsel ing 

Per iod ic  Nutr i t ional  Counsel i n g 

Nutr i t ionalIntervent ion 

Home V i s i t  Travel 
 4 

$ 20.71 
$ 22.78 
$400.00 
$500.00 

$ 10.35 
$ 12.42 
$ 8.28 
$ 8.28 
$ 15.53 
$ 10.35 
$ 15.53 
$ 10.35 
$ 20.71 
$ 5.18 

concerning obstetr icalNOTE: Information the coverage of  services can be 
pages Medicaidfound on 11-11 through 11-20 of the Ohio Provider 

Handbook, PhysicianServices(Chapter 3336). 



AT-RISK  

VAGINAL  
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-

AT-RISK PREGNANCY SERVICES 

c o m p a r i s o n  of r e i m b u r s e m e n t  a m o u n t s  AS OF APRIL, 1990 

WITHOUT SERVICES 

PRENATAL OFFICE VISIT $20.71 
(59420 1 

PRENATAL R ISK ASSESSMENT 10.35 
(X5400 1 

SUBTOTAL $ 31.06 

ADDITIONAL PRENATAL V I S I T  $20.71 
(59420) 

SUBTOTAL $ 20.71 

2 V I S I T S  I N  2 MONTHS $ 51.77 

5 V I S I T SI N  5 MONTHS $113.90 

9 V I S I T S  9 MONTHS $196.74I N  

DELIVERY $400.00 

WITH AT-RISK SERVICES 


$ 20.71 PRENATAL OFFICE V I S I T  


$ 10.35 

$ 15.53 

$ 15.53 

$ 12.42 

$ 74.54 

$ 20.71 

$ 10.35 

$ 10.35 

$ 8.28 

$ 49.69 

$124.23 

$273.33 

$472.06 

$400.00 

TOTAL $596.74$872.06 

$275.32 

(59420) 

PRENATAL RISK ASSESSMENT 
(X5400 1 

I N I T I A L  COUNSELING 6 EDUCATION 
(X5410 ) 

I N I T I A L  NUTRITIONAL COUNSELING 
(X5420 1 

I N I T I A L  CARE COORDINATION 
(X5430) 

SUBTOTAL 

ADDITIONAL PRENATAL V I S I T  
(59420 1 

PERIODIC COUNSELING & EDUCATION 
(X5411 ) 

PERIODICNUTRITIONAL COUNSELING 
(X5421 1 

CONTINUOUS CARE COORDINATION 
(X5431 ) 

SUBTOTAL 

2 V I S I T S  I N  2 MONTHS 

5 V I S I T S  I N  5 months 

9 V I S I T S  9 MONTHSI N  

VAGIMAL DELIVERY 

TOTAL FOR 9 VISITS AND DELIVERY 

additional RE-

NOTE: 	 This i s  just an example. Individual patients may receive 
more prenatal visits or at-risk services than are listed here. 
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OMB No.: 0938- e 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT d
@m
State/Territory: OHIO 


METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES-
OTHER TYPESOF CARE 

payment of Medicare PartA and Part B Deductible/Coinsurance 


Except for a nominal recipient copayment(as specified in Attachment 

4.18 Of this State Plan),if applicable, the Medicaid agency usesthe 

following general method for payment: 


1. 


2 .  

3 .  

4 .  

Payments are limited to State plan rates and payment methodologies

for thegroups and payments listed below and designated
with the 

letters @*SP". 


which are not otherwise covered
For specific Medicare services by

this State plan, the Medicaid agency uses Medicare payment rates 

unless a special rate or method is set out on Page
3 in item-of 
this attachment (see 3. below). 

Payments are up to the full amountof the Medicarerate for the 

groups and payments listed below, and designated
with theletters 
"MR. I' 

Payments are up to theamount of a special rate, or according toa 

special method, described on Page
3 in item - of this attachment, 
for those groups and payments listed below and designatedwith the 
letters "NR" . 
Any exceptionsto thegeneral methods used for
a particular group or 

payment are specified on
page 3 in item -of this attachment(see
3. above). 


TN No. 91-71 

Supersedes Approval Date 1# /A C pa Effective Date 10-1-91 

TN No. NEW 


HCFA ID: 79823 

I 



Revision: HCFA-PM-91- 4 ( BPD1 Supplement 1 toATTACHMENT4.19-B 
AUGUST 1991 Page 2 

OMB NO.: 0938-

STATE PLAN UNDER TITLE
XIX OF THE SOCIAL SECURITY ACT 


State/Territory: OHIO s 
-METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 4 

OTHER TYPESOF CARE / 
payment of Medicare PartA and PartB Deductible/Coinsurance 

Part B Deductibles & Coinsurance 

Othe
Part A H f  Deductibles & Coinsurance 
Medicaid 

Part CoinsuranceRecipients B Deductibles 


Dua1 Part A & DeductiblesCoinsurance 


/ '  . (OMB Plus)
Eligible 

Part B Deductibles /& Coinsurance 

TN No. 	 91-21 
Approval Date 10-1-91Supersedes Date / / / d  9s Effective 

TN No. NEW 
HCFA ID: 7982E 

. 
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OMB No.: 0938-

STATE PLAN UNDER TITLE
XIX OF THE SOCIAL SECURITY ACT 


State/Territory: OHIO 

- w i’ 

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


@=­
payment of Medicare Part A and PartB Deductible/Coinsurance 


TN No. -

Supersedes 

NEW 
’’ ApprovalDate /-/&@Fa Effective Date 10-1-91 


TN No. 

HCFA ID: 7982E 




d 

Stateof Ohio 1 - . 

y3-i y 
ATTACHMENT 4.19-6 

Methods and StandardsforEstablishing Payment Rates 

1 .  Inpatient ServicesHospital 

Providersare p a i d  thereasonablecost of services provided t o  Medicaid 
beneficiaries.Hospitalbillings must reflectthehospital  I s  customary
and reasonablecharge f o r  theservicesrendered.Interim payments
approximatingtheallowablecostsestablished by theprovider's prior 
cos t  f i l ings  a re  made inthe most expeditious mannerwhich i s  administra­
t i  vely feasi b1 e .  i 

An interimadjustment based on allowablecostsare made af te r  the  end o f  
thereportingperiod on B f i r s t - inf i r s t -ou tbas i s .  All costreports and  
settlementsareconsideredinterimuntilnotified by the Ohio Department
o f  Publicwelfare Bureau o f  Fiscal Review. 

The principles and standardscontained i n  the"Provider Reimbursement 
Manual" HIM 15, a re  to  be used by providersinaccumulatingcostdatafor 
the Annual Reporting Forms ODPW 2950 . 
Out-of-stateHospitals 

Out-of-stateproviders o f  inpat ient  services  to  e l igible  Ohio T i t l e  X I X  
recipients  will not be requiredtof i le  Form ODPW 2930 annual "Hospital
Statement ofReimbursable Cost" a s  i s  required for a l l  Ohio hospitals
unlesstheirgrossbil l ings for servicesfurnishedwithinthereporting
periodequal or exceed $25,000.00. Out-of-statehospitalswithgross
b i l l ings  less  than $25,000.00 duringthereportingperiodwill be reim­
bursed a t  a percentagerateapproximatelyallowable costs based on the 
average of a1 1 Ohio-based hospitalpercentagerates. 

2.  Outpatient ServicesHospital 

Same as the method described for inpatienthospitalservices.  



--- -- - -- 

--- 

--- 

jl 
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3 .  I______Other Laboratory-and X-Ray ---.Services 

Payment for  laboratory and x-rayservice i s  based on the'lesser o f  thebilled 
chargeorthe Medicaid maximum for the particular service performed according 
tothedepartment'sprocedure code reference f i le .  

4a. - - - ~  -Skilled Nursing Faci l i ty  Services for Individuals21 years of Age or Older 

See Attachment 4.19-D. 

4b. 	 Early and PeriodicScreening and Diagnosis of Individuals Under 21 Years of Age
a n d  Treatment of Cadi tions Found-

Payment i s  made according to  the providertyperenderingservice'as described 
el sewhere in this schedule. 

4c. -_IFamily planning 

Payment is made accordingto the providertyperenderingservice as described 
elsewhere i n  t h i s  schedule. 

5 .  cesphys ic ian Servi II 
Payment i s  based on the lesser o f  thebilledcharge or the Medicaid maximum for  

theparticularservice performed according t o  the department'sprocedure code 

reference Fi 1e. I 


- _____c_6. Other types of  Remedial Care 

Payment i s  based on the lesser o f  the billed charge or the Medicaid 
maximum for the particular service performed according t o  the 
departmentsprocedure code reference f i le .  

b .  optometrists Service-

Payment i s  based on the lesser of thebilledchargeor the Medicaid 
maximum fortheparticularservice performed according t o  the 
department'sprocedure code reference f i le .  

-c.  Chiropractic Services 

Payment i s  based on thelesserofthebilledcharge or the Medicaid 
maximum for  the particular service performed according to  the 
departmentsprocedure code reference f i le .  

d .  mechanotherapist Services  

Thepayment i s  based on the  lesser  of  the billedchargeorthe 
Medicaid maximum for the particular service performed according
t o  the department' s Procedure code reference f i 1e. 

I 



--- 

. . 
S ta te  o f  Ohio 

e.  Psychologis t  -

The payment i s  basedon t h e  l e s s e r  o f  t h e  b i l l e d  c h a r g e  o r  t h e  M e d i c a i d  
maximum fo r the  pa r t i cu la r  se rv i ce  pe r fo rmed  acco rd ing  t o  thedepar tment 's  
procedurecodereferencef i le .  

7.  Home Hea l th  CareServices 

I n t e r m i t t e n t  o r  p a r t - t i m e  - n u r s i n g  s e r v i c e  f u r n i s h e da. -____-. by a home h e a l t h  agency. 

Usualandcustomaryreasonablechargesarepaidforservices up t o  a limit 
o f  $20.00 p e r  v i s i t .  I n  no ins tance may t h i s  reimbursementexceedthe 
amount paidbyMedicare. 

b. 	 I n t e r m i t t e n t  o r d a r t - t i m e  n u r s i n g  s e r v i c e  o f  a p ro fess iona l  RN o r  LPN when 
no h o m ehealth agencyisavailable e. 

Payment i s  based on thecustomaryandreasonablechargeswhichare made i n  
t h e  community fo rthenurs ingserv icesrenderedupto  a maximum o f  $40.00 
for a n  e i g h t  h o u r  s h i f t .  

---. ._---supplies, equipment, and a p p l i a n c eC. 	 Medical ----__f o r  t h e  p a t i e n t ' suse i n  h i s  
ownhome. 

Payment i s  based on l e s s o r  o f  t h e  b i l l e d  c h a r g e  o r  t h e  M e d i c a i d  maximum f o r  

the par t i cu la ri tempurchasedaccord ingtothedepar tment 'sfo rmulary  code 

re fe rencef i l e .Dec is ionsconcern ingpurchaseorren ta lo fdu rab lemed ica l  

equipment i s  made bytheauthor iza t ionun i to ftheBureauofMed ica l  

o p e r a t i o n s  


d. ..-Services of  a Home Hea l th  A id  g i v ing  pe rsona l  ca re  acco rd ing  to  a p lan  of 
t reatment.  

Usual and customaryreasonablechargesarepaidforservices up t o  a limit; 
o f  $20.00 p e r  v i s i t .  I n  no i ns tance may t h i s  reimbursementexceedthe 
amount paidbyMedicare. 

8 .  Pr ivate Duty Nurs ing Serv ices 

9. 

A.  AmbulatoryHealth Care Centers 

Payment i s  based,  on  the  lesser  o f  the b i l l e d  c h a r g e  or  the Medica id 
maximum f o r  the par t i cu la rserv iceper fo rmedaccord ingthedepar tment 's
procedure code reference fi? e. 
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COMMUNITY MENTAL HEALTH SERVICES PROVIDED BY COMMUNITY MENTAL HEALTH FACILITIES 

G E N E R A L  PROVISIONS: Payment for covered services i n  a community mental heal thfaci l i ty
is  calculated on a prospectivereasonablecostrelatedbasisfor each statefiscalyear.
Prospective costs recognized for covered services providedduring a par t icular  s ta te  
fiscalyeararethecosts which arereportedinthe community mental hea l th  fac i l i ty ' s
approved a n n u a l  budgetplan submitted t u  the Ohio Department of Mental Health and i n  
accordance w i t h  the Ohio Department o f  Mental Health'sprescribed methodology. The unit 
r a t e  for each covered serviceiscalculated on the community mental hea l th  fac i l i ty ' s
projectedcost of  allowableitems, and t h u s  may vary from c l i n i c  t o  clinic.Prospective 
rates  refer  t o  predeterminedcost-relatedratescalculatedfor each community mental 
heal thfaci l i ty  from t h a t  f a c i l i t y ' s  approved budget plan. The ratesthusestablished 
are  subject  to  subsequent reconciliation and costsettlement based upon the  fac i l i ty ’s
reportedactualcosts a t  the end of  each state fiscal  year for any overpayment made for  
t h a t  reportingperiod. There will beno adjustments made t o  compensate for  underpayments
d u r i n g  t h a t  reportingperiod. 

COST REPORTS: As a condition of participation i n  theTit le  X I X  program, a l l  community
mental hea l th  fac i l i t i es  must submit cost  reports at  least  annually for theperiod
beginningJuly 1st and Ending June30th o f  each s t a t e  f i s ca l  year.. Any community mental 
heal th  faci l i ty  fa i l ing t o  f i l e  a costreportwithin 90 days af ter  the close of a s t a t e  
fiscalyearshall  have theirproviderstatusterminated. When an incomplete or inadequate 
costreport i s  submittedwithintheprescribedtimeperiod,theproviderwill be notified 
t h a t  information i s  lacking. Lacking information i s  due w i t h i n  45 days af ternot i f icat ion 
of  inadequacy. 

ALLONABLE AND reasonable COSTS: Costs which arereasonable and  allowabletopatientcare 
arethosecontained i n  thefollowingreferencematerial i n  thefollowingpriorities:
"HealthInsurance Manual 15Provider Reimbursement Manual"; "HealthInsurance Manual 5 
Principles of  Reimbursement forProvider Costs"; and "General Accepted Accounting
Principles",except: 

(a)costrelated to  clienttreatment and services t h a t  arenot covered i n  community
mental health program asdescribedin Attachment 3.1-A, item13 ( d )  a re  not 
allowable. 

( b )  	 thestraight- l ine method of computing depreciation is required for cos tf i l ing  
purposes a n d  must.be used for alldepreciableassets.  

NEW FACILITIES: The u n i t  chargesfor new fac i l i t i e swi l l  becomputed as follows. Upon 
entry into the Title XIX program, new providerswill use u n i t  ra tes  developed from their 
approvedannualbudget plans for thefiscalyearofentry. These rateswill  become t he  
prospective rates for the remainderof the f iscal  year o f  entry into the Ti t le  XIX 
program. New fac i l i t i e s  w i l l  be required t o  submit cost reports a t  the end o f  thef iscal  
yearofentry. For purposes o f  reimbursement provisions contained i n  this paragraph, 
a "new facility" is defined as any one of the following: 

,i 
i 



. 
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( i )  	 a new f a c i l i t y  n e v e rc e r t i f i e d  o r  a c c r e d i t e do rp a r t i c i p a t i n g  i n  Medicaid 
p r i o r  t o  community mental  heal th faci l  ity  app l i ca t i on ;  

( i i )  	 a f a c i l i t yn o tp a r t i c i p a t i n g  i n  theMedicaidprogram.for one y e a rp r i o r  
t o  communitymentalhealth f a c i l i t y  a p p l i c a t i o n .  

CONVERSION 70 community MENTAL HEALTH FACILITY PROGRAM PARTICIPATION UPON THE EFFECTIVE 

DATE FOR IMPLEMENTATION: Forcommunitymentalhealthfaci 1 i t i e s  whichwereproviders 

undertheMedicaidAmbulatoryHealth Care F a c i l i t y  program p r i o r  t o  t h e  e f f e c t i v e  

implementat iondate o f  t h i s  new program,the u n i t  charges will bebasedupon t h e  c u r r e n t  

b i l l i n g  r a t e s  t h e  f a c i l i t i e s  a r e  u s i n g  i n  b i l l i n g  o t h e r  t h i r d  p a r t y  s o u r c e s  w h i c h  

reimburse on it cos t - re la tedbas is .  These r a t e s  will remain i n  p l a c e  u n t i l  the end of  

t h e  f i s c a l  y e a r  and will bereconcileduponsubmission o f  theannua lcos trepor t .  


AUDITS: The p r o s p e c t i v er a t e sf o r  community m e n t a lh e a l t hf a c i l i t ys e r v i c e s  upon being 

establ ishedarenotsubjecttosubsequentadjustmentsexcept  i n  i n s t a n c e s  o f  r a t e  

adjustmentsspeci f iedunderthesect ionent i t led"Genera lProv is ions"andexcept  as 

s p e c i f i e di nt h i ss e c t i o n .  The d i f ferencesbetweenthebudget-basedprospect iveuni t  

r a t e s  and t h e  u n i t  r a t e s  r e p o r t e d  by a f a c i l i t y  i n  a c o s t  r e p o r t  e s t a b l i s h e d  by a desk 

a u d i t  o r  o n - s i t e  a u d i t  a r e  s u b j e c t  t o  r e c o v e r y  i n  f u l l  means o f  a r e t r o a c t i v e  r a t e  

adjustment o f  the  c u r r e n t  f i s c a l  y e a r ' s  p r o s p e c t i v e  u n i t  r a t e s .  


A u d i t s  will be conducted by theOhiodepartment o f  M e n t a l  H e a l t h  o r  i t s  
designee forserv icesrenderedbythe community m e n t a lh e a l t hf a c i l i t i e s  
p a r t i c i p a t i n g  i n  T i t l e  X I X  (Medica id) .  The e x a m i n a t i o no f  c o s t s  will be 
made i n  accordance w i t h  genera l lyacceptableaudi ts tandardsnecessaryto 
f u l f i l l  t h e  .,cope o f  t heaud i t .  To f a c i l i t a t et h i se x a m i n a t i o n ,p r o v i d e r s  
a rerequ i red  t o  make a v a i l a b l e  all recordsnecessary to f u l l yd i s c l o s et h e  
ex ten t  o f  serv icesprov idedtoprogramrec ip ien ts .  The p r i n c i p l eo b j e c t i v e  
o f  the a u d i t  i s  toenabletheOhioDepartmentofMental  tical th or i t s  
designee t o  determinethatpaymentswhichhave been made arc  i n  accordance 
w i t hf e d e r a l ,s t a t e ,  andagency requirements.  Easedupon t h ea u d i t  
adjustments will be made as requ i red .  Recordsnecessary t of u l l yd i s c l o s e  
theex ten t  o f  serv icesprov ided and cos t  assoc ia tedw i th  these serv ices  
mustbemaintainedfor a pe r iod  of t h r e e  y e a r s  o r  u n t i l  a u d i t  is completed 
andeveryexception i s  r e s o l v e d  The recordsmust be available t ot h e  Ohio 
Department o f  MentalHealth,theOhioDepartment o f  Publ icWelfare,  and the  
health CareFinanceadministrat ion f o r  auditpurposes. no payment for' 
o u t s t a n d i n g  u n i t  r a t e s  can be made i f  a r e q u e s tf o ra u d i t  i s  re fused.  

(ii) 	 Therearetwotypes o fa u d i t s  . The f i r s t  i s  a desk a u d i to fc o s tr e p o r t s  
f i l e d  eachyear t o  ensuretha t  no mathemat ica ler roroccurs,thatthecost  
ca l cu la t i ons  E re  cons is ten t  w i th  the  ra te  se t t i ngmethodo logy  a s  es tab l i shed 
by the  agency,and t o  i d e n t i f yc a t e g o r i e s  o f  repo r tedcos ts .  A desk a u d i t  
w i l l  be conductedannually. The second type o f  a u d i t  i s  a f i e l d  a u d i t .  
These areper fo rmedon-s i teor  where the  necessa ry  d i sc losu re  i n fo rma t ion  i s  
ma in ta inedtoassuretheprov ider  hascomplied with b o t h  c o s t  p r i n c i p l e s  and 
programregulat ions.  The f i e l d  a u d i t  will beperformedeverythreeyears. 
Summary r e p o r t s  f o r  a l l  o n - s i t e  a u d i t s  s h a l l  be main ta inedfo rpub l i crev iew  
f o r  a pe r iod  o f  one year .  I 


