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Department of Health & Human Services
Centers for Medicare & Medicaid Services
233 North Michigan Avenue, Suite 600
Chicago, Illinois 60601-5519

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES

Julie Hamos, Director

Illinois Department of Healthcare and Family Services (HFS)
Prescott E. Bloom Building

201 South Grand Avenue East

Springfield, Illinois 62763-0001

ATTN: Theresa Eagleson
RE: TN 13-007

Dear Ms. Hamos:

June 16, 2104

Enclosed for your records is an approved copy of the following State Plan Amendment (SPA).

Transmittal #13-007 - Approves Illinois’ request to increase, by $60, the rate paid to hospitals and

clinics for outpatient renal services or home dialysis treatment.

--Effective Date: July 1, 2013

If you have any questions, please have a member of your staff contact Cathy Song at (312) 353-5184

ot by email at Catherine.Songl(@cms.hhs.gov.
Sincerely,
/s/

Vetlon Johnson

Associate Regional Administrator
Division of Medicaid and Children’s Health Operations

Enclosure

cc: Mary Doran, HFS
Teresa Hursey, HFS
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State: lllinois

Attachment 4.19-B
Page 14

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES—

OTHER TYPE OF CARE—BASIS FOR REIMBURSEMENT

07/95
07/13

07/02

07/95

07/13

c. Payment for outpatient end-stage renal disease treatment (ESRDT) services shall be:

ii.

iii.

iv.

=

At the rate established by Medicare as of December 31, 2010. pursuant-to42-CER
HsSubpart 001
With respect to Illinois county-owned hospitals, as defined in Appendix to

Attachment 3.1A, the reimbursement rate described above shall be adjusted on a
retrospective basis. The retrospective adjustment shall be calculated as follows:

A. The reimbursement rates described in this section shall be no less than the
reimbursement rates in effect on June 1, 1992, except that this minimum shall be
adjusted on the first day of July of each year by the annual percentage change in
the per diem cost of inpatient hospital services as reported on the two most recent
annual Medicaid cost reports.

B. The per diem cost of inpatient hospital services shall be calculated by dividing
the total allowable Medicaid costs by the total allowable Medicaid days.

With the exception of the retrospective rate adjustment described above, no year-
end reconciliation is made to the reimbursement rates calculated under this
Section 1 c.

County-owned and State-owned hospitals shall be required to submit outpatient cost
reports to the Department within 90 days after the close of the facility's fiscal year.

Effective July 1, 2013, hospitals and freestanding chronic dialysis centers will receive
an add-on payment of $60 per treatment day to the rate described in c.i. above for
outpatient renal dialysis treatments or home dialysis treatments provided to Medicaid
recipients under Title XIX of the Social Security Act, excluding services provided to
individuals eligible for Medicare.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same
for both governmental and private providers of outpatient end-stage renal disease
treatment services. The agency’s fee schedule rate was set as of July 1. 2013 and is
effective for services provided on or after that date. All rates are published on the
Department’s website in Practitioner Fee Schedule located at
www.hfs.illinois.gov/feeschedule/.

TN # 13-007

Supersedes
TN # 02-26

Approval date: Q6/16/2014 Effective date: 07/01/2013
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