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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

1961 Stout Street, Room 08-148

Denver, CO 80294

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
Denver Regional Operations Group CENTER FOR MEDICAID & CHIP SERVICES

December 13, 2019

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-19-0004. This amendment revises the dialysis fee schedule, with a fee scheduled
effective date of July 1, 2019.

Please be informed that this State Plan Amendment was approved December 12, 2019, with an
effective date of July 1, 2019. 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

Director, Western Regional Operations Group
Denver Regional Office

Centers for Medicaid and CHIP Services

cc: Sheila Hogan, Montana Department Director
Mary Eve Kulawik, Montana



DEPARTMENT OF HEALTH AND HUMAN SERVICES
HEALTH CARE FINANCING ADMINISTRATION

FORM APPROVED
OMB NO. 0938-0193
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10. SUBJECT OF AMENDMENT:

to meet Upper Payment Limit (UPL) requirements.

The purpose of this State Plan Amendment is to update the bundled composite rate for services provided in an outpatient maintenance
dialysis clinic effective July 1, 2019. The Dialysis Clinic reimbursement rate will be decreased from $252.00 to $250.88, which is necessary
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Attachment 4.19B
Service 9

Clinic Services
Pagelof1l

MONTANA

The following are used for establishing reimbursement rates for Clinic Services:

l. Reimbursement methodology for ambulatory surgical centers (ASC’s) is based on the
method of establishing ASC rates for Medicare as published quarterly by CMS.
Reimbursement is set at the current Medicare rates in effect as of the date of service.
Effective July 1, 2018, rates are the current Medicare rates and are in effect for dates of
services on or after July 1, 2018.The fee schedule is updated effective the 1% day of the
quarter based on the Medicare quarterly adjustment.

Il. The methodologies for establishing the rates for diagnostic and evaluation services and
public health services are the same as the methods used for physicians’ services,
psychologist’ services, clinical social workers’ services, physical therapy services,
occupational therapy services, nurse specialist’ services, speech therapy services, and
audiology services.

Il Reimbursement for freestanding dialysis clinics is based on the Department’s fee
schedule published on the agency’s website at http://medicaidprovider.mt.gov. Unless
otherwise noted in the plan, reimbursement rates are the same for both governmental
and private providers. The Department’s fee schedule rates were set as of July 1, 2019,
and are effective for services provided on or after july 1, 2019.
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