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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B
MEDICAL ASSISTANCE PROGRAM Item 2.a., Page 1
STATE OF LOUISIANA

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES — OTHER TYPES OF CARE OR
SERVICES LISTED IN SECTION 1905(A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER THE
PLAN AS DESCRIBED AS FOLLOWS:

CITATION Medical and Remedial OUTPATIENT HOSPITAL SERVICES

izwc 3F 2Rl ﬁ:;f 2212(.1 Services Clinical diagnostic laboratory services are reimbursed at the lower of:

1) billed charges;

2) the State maximum amount for CPT codes based on the 2008
Medicare fee schedule. These amounts are published on the
Medicaid provider website at www.lamedicaid.com; or

3) Medicare Fee Schedule amount.

Reimbursement for clinical diagnostic laboratory services complies with
UPL requirements for these services.
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i

Effective for dates of service on or after February 20, 2009, the
reimbursement paid to non-rural, non-state hospitals for outpatient
laboratory services shall be reduced by 3.5 percent of the fee schedule on
file as of February 19, 2009.

Effective for dates of service on or after August 4, 2009, the reimbursement
paid to non-rural, non-state hospitals for outpatient laboratory services shall
be reduced by 5.65 percent of the fee schedule on file as of August 3, 2009.
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Effective for the dates of service on or after February 3, 2010, the
reimbursement paid to non-rural, non-state hospitals for outpatient

laboratory services shall be reduced by 5 percent of the fee schedule on file
as of February 2, 2010.

Effective for the dates of service on or after August 1, 2010, the
v reimbursement paid to non-rural, non-state hospitals for outpatient
laboratory services shall be reduced by 4.6 percent of the fee schedule on
file as of July 31, 2010.

A

State-owned Hospitals

Effective for dates of services on or after July 1, 2008, state-owned
hospitals shall be reimbursed for outpatient clinical laboratory services at
100 per cent of the current Medicare Clinical Laboratory Fee Schedule.
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Outpatient hospital facility fees for office/outpatient visits are reimbursed
at the lower of:

1) billed charges; or

2) the State maximum amount (70% of the Medicare APC payment
rates as published in the 8/9/02 Federal Register). The fee
schedule is published on the Medicaid provider website at
www.lamedicaid.com.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM
STATE OF LOUISIANA

ATTACHMENT 4.19-B
Item 2.a., Page la

PAYMENT FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES — OTHER TYPES OF CARE OR

SERVICES LISTED IN SECTION 1905(A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER THE
PLAN AS DESCRIBED AS FOLLOWS:
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Effective for dates of service on or after February 20, 2009, the reimbursement paid to
non-rural, non-state hospitals for outpatient hospital facility fees shall be reduced by
3.5 percent of the fee schedule on file as of February 19, 2009.

Effective for dates of service on or after August 4, 2009, the reimbursement paid to
non-rural, non-state hospitals for outpatient hospital facility fees for office/outpatient

visits shall be reduced by 5.65 percent of the fee schedule on file as of August 3,
2009.

Effective for the dates of service on or after February 3, 2010, the reimbursement paid
to non-rural, non-state hospitals for outpatient hospital facility fees for

office/outpatient visits shall be reduced by 5 percent of the fee schedule on file as of
February 2, 2010.

Effective for the dates of service on or after August 1, 2010, the reimbursement paid
to non-rural, non-state hospitals for outpatient hospital facility fees for

office/outpatient visits shall be reduced by 4.6 percent of the fee schedule on file as of
July 31, 2010.

Outpatient hospital surgery facility fees are reimbursed at the lower of:
1)  billed charges; or
2)  established Medicaid payment rates assigned to each Healthcare Common
Procedure Coding System (HCPCS) code based on the Medicare payment

rates for ambulatory surgery center services. These rates are published on the
Medicaid provider website at www.lamedicaid.com.

Effective for dates of service on or after February 20, 2009, the reimbursement paid
to non-rural, non-state hospitals for outpatient surgery shall be reduced by 3.5
percent of the fee schedule on file as of February 19, 2009.

Effective for dates of service on or after August 4, 2009, the reimbursement paid to non-

rural, non-state hospitals for outpatient hospital facility surgery fees shall be reduced by
5.65 percent of the fee schedule on file as of August 3, 2009.

Effective for the dates of service on or after February 3, 2010, the reimbursement paid to
non-rural, non-state hospitals for outpatient hospital surgery facility fees shall be reduced
by 5 percent of the fee schedule on file as of February 2, 2010.

Effective for the dates of service on or after August 1, 2010, the reimbursement paid to

non-rural, non-state hospitals for outpatient surgery facility fees shall be reduced by 4.6
percent of the fee schedule on file as of July 31, 2010.

Current HCPS codes and modifiers shall be used to bill for all outpatient hospital
surgery services.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B
MEDICAL ASSISTANCE PROGRAM Item 2.a., Page 1b
STATE OF LOUISIANA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE OR
SERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM
UNDER THE PLAN ARE DESCRIBED AS FOLLOWS:

Rehabilitation services (physical, occupational, and speech therapy). Rates
for rehabilitation services are calculated using the base rate from fees on file
in 1997. The maximum rates for outpatient rehabilitation services are set
using the State maximum rates for rehabilitation services plus an additional
10%. Effective September 16, 2002 the reimbursement rates for services
rendered to Medicaid recipients over the age of 3 years are increased by 15%
for outpatient hospital rehabilitation services.

Effective for dates of service on or after February 20, 2009, the
reimbursement paid to non-rural, non-state hospitals for outpatient
rehabilitation services provided to recipients over the age of 3 years shall be
reduced by 3.5 percent of the fee schedule on file as of February 19, 2009.
The fee schedule is published on the Medicaid provider website at
www.lamedicaid.com.

Effective for dates of service on or after August 4, 2009, the reimbursement
paid to non-rural, non-state hospitals for outpatient rehabilitation services
provided to recipients over the age of three years shall be reduced by 5.65
percent of the fee schedule on file as of August 3, 2009.

Effective for dates of service on or after February 3, 2010, the reimbursement
paid to non-rural, non-state hospitals for outpatient rehabilitation services
provided to recipients over the age of three years shall be reduced by 5
percent of the fee schedule on file as of February 2 2010.

L]
« H sz\:ttlensr for outpa;ieﬁu rehabilitation services provided to recipients up to the age
of three are as follows:
Initial Speech/Language Evaluation $70.00
Q Initial Hearing Evaluation $70.00
Q ™M Speech/Language/Hearing Therapy 60 minutes $56.00
N N CSS { Visit with Procedure(s) 45 minutes $56.00
N YR ! Visit with Procedure(s) 60 minutes $74.00
‘Sla N %I ) Visit with Procedure(s) 90 minutes $112.00
BUEN Procedures and Modalities 60 minutes $74.00
N o g PT and Rehab Evaluation $75.00
3 8 Ay o Initial OT Evaluation $70.00
w X St OT 45 minutes $45.00
ARt OT 60 minutes $60.00
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STATE PLAN UNDER TITLE X1X OF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE PROGRAM

ATTACHMENT 4.19-B

[tem 2.a., Page 2
STATE OF LOUISIANA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

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

LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER THE PLAN ARE
DESCRIBED AS FOLLOWS:
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Outpatient hospital services other than clinical diagnostic laboratory, outpatient surgeries, rehabilitation
services, and outpatient hospital facility fees for office/outpatient visits are paid as follows:

In-state private hospital outpatient services are reimbursed on a hospital specific cost to charge ratio
calculation based on the latest filed cost reports. Updated cost to charge ratios will be calculated as filed
cost reports are received. Cost to charge ratios for the hospitals on which a filed cost report was received
will be adjusted at the beginning of the next quarter. Final reimbursement is adjusted to 83% of allowable
cost through the cost report settlement process. The allowable costs are determined from the
Medicare/Medicaid cost report for each hospital. The costs and charges on these cost reports are reported
in accordance with the instructions in the HIM-15 (Medicare Reimbursement Manual).

Effective for dates of services on or after August 1, 2006, the outpatient rates paid to private hospitals for
cost-based services are increased by 3.85% of the rates in effect on July 31, 2006. Final reimbursement
will be 86.2% of allowable cost through the cost report settlement process.

Effective for dates of service on or after February 20, 2009, the reimbursement paid to non-rural, non-
state hospitals for outpatient hospital services other than clinical diagnostic laboratory services, facility
fees for outpatient surgeries, rehabilitation services and outpatient hospital facility fees shall be reduced

by 3.5 percent of the rates effective as of February 19, 2009. Final reimbursement will be 83.18% of
allowable cost through the cost settlement process.

Effective for dates of service on or after August 4, 2009, the reimbursement paid to non-rural, non-state
hospitals for outpatient hospital services other than clinical diagnostic laboratory services, facility fees for
outpatient surgeries, rehabilitation services and outpatient hospital facility fees shall be reduced by 5.65

percent of the rates effective as of August 3, 2009. Final reimbursement shall be at 78.48 percent of
allowable cost through the cost settlement process.

Effective for dates of service on or after February 3, 2010, the reimbursement paid to non-rural, non-state
hospitals for outpatient hospital services other than clinical diagnostic laboratory services, facility fees for
outpatient surgeries, rehabilitation services and outpatient hospital facility fees shall be reduced by 5

percent of the rates effective as of February 2, 2010. Final reimbursement shall be at 74.56 percent of
allowable cost through the cost settlement process.

Effective for dates of service on or after August 1, 2010, the reimbursement paid to non-rural, non-state
hospitals for outpatient hospital services other than clinical diagnostic laboratory services, facility fees for
outpatient surgeries, rehabilitation services and outpatient hospital facility fees shall be reduced by 4.6

percent of the rates effective as of July 31, 2010. Final reimbursement shall be at 71.13 percent of
allowable cost through the cost settlement process.

In-state state-owned hospital outpatient services. Interim payment shall be one hundred percent of
each hospital’s cost to charge ratio as calculated from the latest filed cost report. Final reimbursement
shall be one hundred percent of allowable cost as calculated through the cost report settlement process.
Final cost is identified by mapping outpatient charges to individual cost centers on the Medicare Hospital
Cost Report then multiplying such charges by the cost centers’ individual cost to charge ratios. Dates of
service associated with the charges match the rate year on the Medicare Hospital Cost Report.

Out-of-state hospital outpatient services. Effective for dates of services on or after April 1, 2003,
services shall be reimbursed at 31.04% of billed charges.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B
MEDICAL ASSISTANCE PROGRAM Item 2.a., Page 2.a
STATE OF LOUISIANA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE OR
SERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER
THE PLAN ARE DESCRIBED AS FOLLOWS:

Enhancement Pool For Public Hospitals
a. Reserved

b. Reserved
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B
MEDICAL ASSISTANCE PROGRAM Item 2.a., Page 6a
STATE OF LOUISIANA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE OR
SERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM UNDER
THE PLAN ARE DESCRIBED AS FOLLOWS:

(4) Effective for the dates of service on or after August 1, 2010, the reimbursement paid to
children’s specialty hospitals for outpatient surgery services, and outpatient hospital
services other than clinical diagnostic laboratory services, facility fees for outpatient
surgeries, rehabilitation services, and outpatient hospital facility fees shall be reduced by
4.6 percent of the fee schedule on file as of July 31,2010. Final reimbursement shall be
87.91 percent of allowable cost as calculated through the cost report settlement process.

Effective for the dates of service on or after August 1, 2010, the reimbursement paid
to children’s specialty hospitals for outpatient hospital clinic services shall be reduced
by 4.6 percent of the fee schedule on file as of July 31, 2010.
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