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D. Dispensing or Professional Fees

(1) The DHS establishes pharmacy dispensing fee payments based on the results
of surveys of pharmacies and other Medicaid programs, and by approval of
the State Legislature.

(2) The present dispensing fee payment mechanism is two tiered. The base fee is
$3.50 for retail pharmacies, $3.91 for institutional or pharmacies dispensing
with a true or modified unit dose dispensing system. The pharmacy must
provide documentation substantiating annual, Medicaid dispensing volume
and unit dose dispensing system employed.

(3) Pharmacies dispensing through a unit dose or 30-day card system must bill
the DHS only one dispensing fee per medication dispensed in a 30-day
period.

(4) Compound prescription fee allowances are made for preparation time and
dispensing. A prescription is considered a compound prescription when it is
prepared in the pharmacy by combining two or more ingredients and
involves the weighing of at least one solid ingredient or a legend drug in a
therapeutic amount. Pharmacies will receive a dispensing fze of $7.50 for a
compound, which contains two, or more ingredients listed in the compound.
Pharmacies must list all applicable NDC numbers included in the compound
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