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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES
OTHER TYPES OF CARE

I. Outpatient Hospital Reimbursement (continued)

E. Therapeutic Services

1. Payment is made for drugs and supplies for outpatient chemotherapy. A separately billable facility fee payment is made for
administration based on Medicare APC group 0117. Claims cannot be filed for an observation room, clinic, or ER visits on the
same day.

2. For each therapeutic radiology service or procedure, payment will be the technical component of the Medicare RBRVS. All
rates are published on the agency’s website at www.okhca.org. A uniform rate is paid to governmental and non-governmental
providers.

3. Effective for services provided on or after 04-01-10, the rates in effect on 03-31-10 will be decreased by 3.25%.

F. Clinic Services and Observation/Treatment Room

A fee will be established for clinic visits and certain observation room visits. Reimbursement is limited to one unit per day per
patient, per provider. The payment rates are based on APC groups 601 and 0339, respectively. Separate payment will not be
made for observation room following outpatient surgery. All rates are published on the agency’s website at www.okhca.org. A
uniform rate is paid to governmental and non-governmental providers.

Effective for services provided on or after 04-01-10, the rates in effect on 03-31-10 will be decreased by 3.25%.

G. Hospital-based Community Mental Health Centers (CMHCs) Operated by Units of Government

1. CMHCs will be paid on the basis of cost in accordance with the following methodology: An overall outpatient cost- to- charge
ratio (CCR) for each hospital will be calculated using the most recently available cost reports, with data taken from Worksheet C,
Part 1. The overall CCR for each hospital will be applied to the Medicaid charges for the state fiscal year to determine the
Medicaid costs for the year.

2. The agency’s fee schedule rates are set as of July 1, 2006 and in effect for services provided on or after that date. All rates are
published on the agency’s website located at www.okhca.org. A uniform rate is paid to governmental and non-governmental
providers.

3. Effective for services provided on or after 04-01-10, the rates in effect on 03-31-10 will be decreased by 3.25%.

H Partial Hospitalization Services (PHP)

PHP services are provided in accordance with 42CFR 410.43

Any child 0-20 that is an eligible member and who meets the medical necessity and programmatic criteria for behavioral health
services qualifies for PHP. Treatment is time limited and must be offered a minimum of 3 hours per day, 5 days a week.
Therapeutically intensive clinical services are limited to 4 billable hours per day as authorized. Services are prior authorized for
1-3 months based on medical necessity criteria.

The service must be ordered by a physician, licensed psychologists, physician's assistant or nurse vendor. An initial prior
authorization will be required via the statewide Quality Improvement Organization (QIO) vendor. This initial prior authorization
will ensure that the level of the service is appropriate and concurrent reviews will determine the ongoing medical necessity for the

service or the need to move up or down the continuum of services to another level of care.
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