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LIMITATIONS OF SERVICES (Continued) .

b. Rural Health Clinic Services

Rural Health Clinic Services (RHC) is limited to otherwise covered

services provided by licensed physicians and/or certified nurse practitioners

in Rural Health Clinics certified by the Department of Health and Human
Services. In addition to the above provider types, Maternity Case Management
(MCM) services provided through a Rural Health Clinic may be provided by
physician assistant, certified nurse midwife, direct entry midwife, social
worker, or a registered nurse with a minimum of two years related and relevant
work experience employed by the Rural Health Clinic. Specific services not
within the recognized scope of practice of the provider of MCM services must
be referred to an appropriate discipline.

C. Federally Qualified Health Center (FQHC) Services

Limited to ambulatory services.
3. Clinical laboratory and pathology services and procedures*

*performed by any provider are reimbursable only after the provider is
certified by HCFA as meeting the requirements of the Clinical Laboratory
Improvement Amendments of 1988 (CLIA) and HCFA has notified OMAP
of the assignment of a ten-digit CLIA number. Enforcement of compliance
with CLIA requirements will occur only after notification in writing from
HCFA.

*are provided subject to the rules and procedures set forth in the
Medical-Surgical Services Administrative Rules and Billing Instructions for
Oregon Medical Assistance Programs
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