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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services

Denver Regional Office
CENTERS FOR MEDICARE & MEDICAID SERVICES

1961 Stout Street, Room 08-148
Denver, CO 80294

REGION VIII - DENVER

August 23, 2018

Marie Matthews, Medicaid & CHIP Director

Montana Department of Public Health & Human Services
P.O. Box 4210

Helena, MT 59604

Dear Ms. Matthews:

We have reviewed the proposed State Plan Amendment (SPA) submitted under transmittal
number MT-18-0012. This amendment clarifies MT’s transportation service reimbursement, and
adds Transportation to MT’s Introduction (or Frontice) Page for non-institutional services 4.19B
reimbursement. There is no change to methodology or rates. The fee schedule effective date
move to the Intro Page will be effective July 1, 2018.

Please be informed that this State Plan Amendment was approved today, with an effective date
of July 1, 2018. We are enclosing the summary page and the amended plan page(s).

If you have any questions regarding this SPA please contact Barbara Prehmus at (303) 844-7472.

Sincerely,

Richard C. Allen
Associate Regional Administrator
Division for Medicaid & Children’s Health Operations

cc: Sheila Hogan, Department Director
Duane Preshinger
Mary Eve Kulawik
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Attachment 4.19B

Methods and Standards for
Establishing Payment Rates
Service 24.a
Transportation Services

MONTANA

Reimbursement for Transportation Services will reimburse Medicaid
providers for transportation services based on the lower of:

a. the provider’s usual and customary charge; or
b. the Department’s fee schedule.

Reimbursement for ambulance services are comprised of a base rate for
the category of service plus a separate payment for mileage and certain
supplies. The Medicaid fee is determined by:

a. Reviewing cost information for the service (if available) or by
reviewing the reimbursement of similar services for procedure codes
that are new (less than one year in existence); have no or low
utilization; or have inconsistent charges.

b. For procedure codes that cannot be determined by the
methodology in II. a., by multiplying the average charge for the
service by the payment-to-charge ratio. The payment-to-charge ratio
means the percent determined by dividing the previous state fiscal
year’s total Medicaid reimbursement for resource-based relative
value scale (RBRVS) provider covered services by the previous state
fiscal year’s total Medicaid charges for RBRVS provider-covered
services.

c. For supplies or equipment where utilization cannot meet the
methodology outlined in II. A. or b., reimbursement will be set at
the same rate set in the Department’s approved Methods & Standards
for Establishing Payment Rates Service 7.C Durable Medical Equipment
and Supplies State Plan for items billed under generic or
miscellaneous codes.

d. Reimbursement for drugs is made according to the department's
ambulance fee schedule or the provider's usual and customary charge,
whichever is lower. Drugs delivered in conjunction with ambulance
transportation services will be set at the same rate as physician
administered drugs in the Department’s approvedMethods and Standards
for Establishing Payment Rates, Service 12 a., Outpatient Drug
Services.

TN 18-0012 Approved Date:8/23/18 Effective Date: 07/01/2018
Supersedes TN 01-022
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Attachment 4.19B

Methods and Standards for
Establishing Payment Rates
Service 24.a
Transportation Services

MONTANA

Reimbursement for Personal Transportation services are comprised of a
separate payment for mileage, meals, and lodging. Reimbursement for
Non-Emergency Transportation services are comprised of a base rate for
the category of service plus a separate payment for mileage. The
Medicaid fees are determined by:

a. Reviewing cost information for the service if available or by
reviewing the reimbursement of similar services if cost information
is not available for procedure codes that are new (less than one
year in existence); have no or low utilization; or have inconsistent
charges.

Unless otherwise noted in the plan, state-developed fee schedule rates
are the same for both governmental and private providers. The agency’s
rates were set as of the date on the Attachment 4.19B Introduction Page
and are published at www.medicaidprovider.mt.gov.

TN 18-0012 Approved Date:g/23/18 Effective Date: 07/01/2018
Supersedes TN New
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Attachment 4.19B

Methods and Standards for
Establishing Payment Rates
Service 24.a
Transportation Services

MONTANA

Supplemental Medicaid Payment to An Ambulance Provider

a. An ambulance provider located in Montana is eligible for a
supplemental Medicaid payment if:

1. It is a city or county government entity;

2. It enters into a written agreement with the Department of Public
Health and Human Services and agrees to abide to the terms of the
written agreement;

3. The Medicare allowed amount for ambulance services per Healthcare
Common Procedure Coding System (HCPCS) code is greater than the
Montana Medicaid allowed amount per HCPCS code. In very limited
situations where there is no Medicare fee schedule, the billed
charges from the provider will be used in the computation. The
ambulance provider is not allowed to bill Medicaid more than it
bills private payers and other insurers.

b. The supplemental payment is computed separately for all eligible
ambulance providers and represents the difference between the
Medicare allowed amount per HCPCS minus the Medicaid allowed amount
per HCPCS times utilization.

1. In very limited situations where there is no Medicare fee
schedule, the billed charges from the provider will be used in
the computation. The ambulance provider is not allowed to bill
Medicaid more than it bills private payers and other insurers.

c. Submitted information from eligible ambulance providers, the
local Medicare fiscal intermediary and the Montana Medicaid paid
claims database will be used for calculations. The Medicare allowed
amount, originates from the Medicare Ambulance fee schedule for
Montana’s regional carrier and locality code effective the calendar
vear of the last date of service used in the calculation. The most
recent state fiscal year with complete Medicaid paid claims data
will be used for the calculations.

d. The state will make annual lump sum supplemental payments to
eligible ambulance providers. Absolutely no funds will be retained
by the State or Department of Public Health and Human Services.

TN 18-0012 Approved Date:g/23/18% Effective Date: 07/01/2018
Supersedes TN New



