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FOHC and RHC 


A. Reimbursement for FQHC 


For dates of service on or after January 1,2001, payment for FQHC services will 

r 

conform to section 702 of the Medicare, Medicaid, and SCHIP Benefits Improvement 
and Protection Act (BIPA) included in the Consolidated Appropriations Act of 2000, 
Public Law 106-554. 

This payment is set prospectively using the total of the center's reasonable costs for 
the center's fiscal years 1999 and2000, adjusted for any increase or decrease in the 
scope of services furnished during the center's fiscal year 2001. These costs are 
divided by the total number of visits for the two-year period to arrive at a cost per 
visit. The cost per visit is the prospective rate for calendar year 2001. Beginning in 
the center's fiscal year 2002, and for each fiscal year thereafter, each center is paid 
the amount (on a per visit basis) equal to the amount paid in the previous center's 
fiscal year, increased by the percentage increase in the Medicare Economic Index 
(MEI) for primary care services, and adjusted for any increase or decrease in the 
scope ofservices furnished by the center during that fiscal year. The center is 
responsible for supplying the needed documentation to the Stateregarding increases 
or decreases in the center's scope of services. The per visit payment rate shall include 
costs of all Medicaid covered services. 

Until the State transitions to the prospective payment system on October 1,2001, the 
State will reimburse FQHCs based on the provisions contained in the State Plan as of 
December 3 1,2000. Once the prospective payment system is in place, the State will 
retroactively cost settle FQHCs to the effective date of January 1,2001, according to 
the BIPA 2000 requirements. 

In the caseof any FQHC that contracts with a managed care organization, 
supplemental payments will be made no less frequently than every 4months to the 
center for the difference between the payment amounts paid by the managed care 
organization and the amount to which the center is entitled under the prospective 
payment system. 

For newly qualified FQHCs after the center's fiscal year 2000, initial payments are 
established based on payments to the nearest center with a similar caseload, or in the 
absence of such center, by cost reporting methods. After the initial year, payment is 
set using the ME1 methods used for other centers and adjustment for any 
increase/decrease in the scope of services furnished by the center during that fiscal 
year. 

TN #O 1-07 f. DATE APPROVED:/n,X& EFFECTIVE DATE: +qml:,2388 
SUPERSEDES 
TN # 90-13 



STATE OF OREGON 

Transmittal #O 1-07 
Attachment 4.19B 
Page 7 

r 

B. Reimbursement for RHC 

For dates of service on or after January 1,2001, payment for Rural Health Clinic 
services will conform to section 702 of the Medicare, Medicaid, and SCHIP Benefits 
Improvement and Protection Act (BIPA) included in the Consolidated Appropriations 
Act of 2000, Public Law 106-554 . 

This payment is setprospectively using the total of the clinic’s reasonable costs for 
the clinic’s fiscal years 1999 and 2000, adjusted for any increase or decrease in the 
scope of services FURNISHEDduring the clinic’s fiscal year 2001. These costs are 
divided by the total number of visits for the two-year period to arrive at a cost per 
visit. The cost per visit is the prospective rate for calendar year 2001. Beginning in 
the clinic’s fiscal year 2002, and for each fiscal year thereafter, each clinic is paid the 
amount (on a per visit basis) equal tothe amount paid in the previous clinic’s fiscal 
year, increased by the percentage increase in the Medicare Economic Index (MEI) for 
primary care services, and adjusted for any increase or decrease in the scope of 
services furnished by the clinic during that fiscal year. The clinic is responsible for 
supplying the needed documentation to the State regarding increases or decreases in 
the clinic’s scope of services. The per visit payment rate shall include costs of all 
Medicaid covered services. 

Until the Statetransitions to the prospective payment system on October 1,2001 ,  the 
State will reimburse RHCs based on the provisions contained in the StatePlan as of 
December 3 1,2000. Once the prospective payment system is in place, the Statewill 
retroactively cost settle RHCs to the effective date of January 1, 2001,according to 
the BIPA 2000 requirements. 

In the caseof any RHC that contracts with a managed care organization, 
supplemental payments will be made no less FREQUENTLYthan every 4months to the 
clinic for the difference between the payment amounts paid by the managed care 
organization and the amount to whch the clinic is entitled under the prospective 
payment system. 

For newly qualified RHCs after the clinic’s fiscal year 2000, initial payments are 
established based on payments to the nearest clinic with a similar caseload, or in the 
absence of such clinic, by cost reporting methods. After the initial year, payment is 
set using the ME1 methods used for other clinics and adjustment for any 
increase/decrease in the scope of services furnished by the clinic during that fiscal 
year. 
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