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Ambulatory Surgery Centers

Currently, ambulatory surgery centers bill procedure code T1015 for any procedure performed (with the exception of family planning clinic procedures which must be billed with the appropriate CPT code) and the Department pays a provider specific rate regardless of the procedure or service.
Effective July 1, 2008, the Department intends to change its reimbursement methodology for ambulatory surgery centers.  Reimbursement for ambulatory surgery centers will be 100% of the 2007 Medicare ambulatory surgery fee.  Medicare maintains a list of approximately 2500 procedure codes that may be billed by an ambulatory surgery center and sets a fee for each depending on the complexity of the procedure.  Reimbursement is based on the procedure code and does not vary from one ambulatory surgery center to another.  
Consolidated Labs Reimbursement
The consolidated lab fee schedule contains fees for three types of labs: independent labs, physician labs and hospital labs.  Billing is limited to tests for which the provider has a CLIA certificate.  Reimbursement for multi-panel tests based on automated test panels (ATP) codes billed for the same client, the same date of service and by the same provider, will be subject to combined panel rate as shown on the spreadsheet.  Lab fees are reimbursed at approximately 95% of the Medicare.
Family Planning Clinics
Family planning services are reimbursed at approximately 80% of the 2007 Medicare physician fee schedule (participating, non-facility).  Abortion and other surgical procedures performed by family planning clinics are priced at 57.5% of the Medicare price for the facility and professional components combined.  Codes that are listed without a fee are reviewed and priced individually by the department.   
With the exception of J-codes and vaccinations, the above fees are not typically updated to reflect changes in Medicare pricing. 

For additional details on Family Planning Clinic services policy please refer to the Freestanding Clinic Services Policy available on the department’s website at www.ctdssmap.com. Go to “Publications”, “Provider Manuals”;  scroll down to Chapter 7 and select “Clinic” .  See the section on Family Planning”

Federally Qualified Health Centers (FQHC)

In order to enroll with Connecticut Medicaid as an FQHC, a provider must provide primary care services to underserved communities and be designated by CMS as an FQHC.  Each FQHC receives a provider specific fee for an encounter that is all-inclusive of the services provided on that date of service.  The encounter must be face to face.
The Department establishes separate provider specific FQHC rates for medical, behavioral, and dental services.  The rates included in this exhibit are for medical services only. 
Freestanding Dialysis Clinics 

Dialysis services are reimbursed at approximately 100% of the 2007 Medicare physician fee schedule (participating, non-facility) with the exception of HCPCS code J3490, unclassified drug, which is individually priced by the department based on the National Drug Code (NDC). 

The professional component performed by physicians and physician groups is reimbursed under the physician fee schedule in addition to the payment to the dialysis clinic.
With the exception of J-codes and vaccinations, the above fees are not typically updated to reflect changes in Medicare pricing. 

Note that the dialysis clinic fee schedule applies to freestanding dialysis clinics only; fees for hospital based clinics are described in outpatient fee schedules of the individual hospitals.
For additional details on Dialysis services policy please refer to the Freestanding Clinic Services Policy available on the department’s website at www.ctdssmap.com. Go to “Publications”, scroll down to “Provider Manuals”, Chapter 7 and select Clinic from the drop down menu and locate the section on dialysis.  

Freestanding Medical Clinics (i.e., school based health centers)

School based health center services are reimbursed at approximately 80% of the 2007 Medicare physician fee schedule (participating, non-facility).  

Other general medical clinics are enrolled as federally qualified health centers (FQHC) and do not bill off of the medical clinic fee schedule. 

With the exception of J-codes and vaccinations, the above fees are not typically updated to reflect changes in Medicare pricing. 

For additional details on medical clinic policy please refer to the Freestanding Clinic Services Policy available on the department’s website at www.ctdssmap.com. Go to “Publications”, scroll down to “Provider Manuals”, Chapter 7 and select Clinic from the drop down menu. Go to the chapter on Medical Clinics.  

General Hospital 

Inpatient

Payment for hospital inpatient services will be reimbursed based on a per diem, all-inclusive rate. The per diem reimbursement rate is considered payment in full for all hospital services when the client is an inpatient.  Unlike the Medicaid FFS program, the per diem rates paid under managed care are not cost settled.  Physician services may or may not be included in the per diem rate.  Community physicians may bill separately for their services; hospital-based physicians may not.  Please refer to the Department’s Provider Enrollment Regulation posted in chapter 2 of Provider Manuals available on the website for a definition of a hospital based provider.  
Outpatient 
Hospital Outpatient services are limited to one (1) visit per day to the same outpatient clinic.  The clinic fee includes the professional component.  
An ED visit may not be billed on the same day that a client is admitted to the hospital.  Clients who present in the ED are considered to be inpatient when the client is present for more than 23 hours or is present on an inpatient floor for the midnight census.  A hospital professional fee (RCC 981) may be billed in conjunction with the ED visit, with the exception of three hospitals who have arranged for a group of community physicians to provide and bill separately for the professional component of the ED service.  

Laboratory tests and pharmaceuticals may be billed in addition to the clinic or ED visit charge. 

Border hospitals and out of state hospitals are paid a percentage of the charges billed, typically 42.9%.  
Home Health

Fees for home health agencies are provider specific, although most are uniform.  A handful of agencies have add-ons to the general rate in accordance with Sec. 17b-242 of the Connecticut General Statutes.
Extended nursing services are services that extend beyond two hours for any given visit.  They are billed with the nursing visit code and modifier TG (complex visit).  When modifier TG is billed with a procedure code, the claim pays 45.70% of the fee on file for the code.
When more than one client is receiving nursing services in the same household, the nursing service for the second and any other additional clients are billed with modifier TT (individualized service for more than one patient).  When modifier TT is billed with the procedure code, the claim pays 50% of the fee on file for the code.
A nursing visit for the purpose of medication administration only is paid at the fee for medication administration, not at the fee for a skilled nursing visit.  Medication administration is defined as the administration of oral, intramuscular or subcutaneous medication and also those procedures used to assess the client's medical or behavioral health status as ordered by the prescribing practitioner.  Such procedures include, but are not limited to, glucometer readings, pulse rate checks, blood pressure checks or brief mental health assessments.  Medication administration visits include the administration of medication(s) while the nurse is present as well as the pre-pouring of additional doses, less than a one week supply, that the client will self administer at a later time and the teaching of self administration of the medication that has been pre-poured.
Home health services are not available to a client who is in a hospital, nursing facility, chronic disease hospital or ICF/MR.  
For additional details on home health policy please refer to the Regulations on Home Health Agency services available on the department’s website at www.ctdssmap.com.  Go to “Publications”, “Provider Manuals” and scroll down to Chapter 7.  Choose “Home Health” from the drop down menu in chapter 7.
Independent Radiology and Ultrasound Centers

The Department reimburses Independent radiology and ultrasound Centers for the procedures listed in the independent radiology fee schedule at the fee listed.

. 

For additional details on Independent radiology and ultrasound Centers policy please refer to the Independent Radiology and Ultrasound Centers Regulation available on the department’s website at www.ctdssmap.com. Go to “Publications”, scroll down to “Provider Manuals”, Chapter 7 and select “Independent radiology and ultrasound” from the drop down menu.  

Independent Therapists
The Department reimburses Independent therapists (audiologists, physical therapists and speech pathologists) for the procedures listed in the audiology or physical therapy fee schedule, as appropriate, at the fee listed.

. 

For additional details on Independent Therapy services policy please refer to the Independent Therapy Regulation available on the department’s website at www.ctdssmap.com. Go to “Publications”, scroll down to “Provider Manuals”, Chapter 7 and select “Independent therapy” from the drop down menu.  

MEDS 
DURABLE MEDICAL EQUIPMENT
Type of Service

A = fee for purchase

T = rental fee

0 = repair max fee; bill at list – 15%

Fees for durable medical equipment are procedure code specific.  The DME fee schedule has 5 columns: Purchase New, Purchase Used, Rental New, Rental Used and Repair/Modifications.  The fee for a purchase is shown as TOS A; the fee for repair is shown as TOS 0; and the fee for rental is shown as TOS T.  Used equipment is billed with modifier UE and pays at 75% of the purchase or rental fee.
Repairs and items without a fee listed are priced at list minus 15% based on an appropriate published manufacturer’s suggested retail price or Medicare price if available.

Medicaid will pay for only three items of durable medical equipment for clients in nursing facilities and or ICF/MR’s.  The items that may be covered if medically necessary are:  Customized wheelchairs, Group 2 Support Surfaces and Ventilators, each of these items require prior authorization.  All other DME is part of the facility’s per diem rate.  The department does not provide DME for clients in hospitals.
Items that are not listed on the fee schedule may be requested under the generic code, E1399 and require prior authorization.
PROSTHETIC and ORTHOTIC DEVICES

Fees for prosthetic and orthotic devices are HCPCS procedure code specific.  The O & P fee schedule has 3 columns which are the following: Purchase, Rental and Repair/Modifications.  Purchased equipment appears as TOS A; repairs as TOS 0; rentals as TOS T.
Repairs are priced at list minus 15% based on an appropriate published manufacturer’s suggested retail price or Medicare price if available.

Medicaid will pay for many prosthetic and orthotic devices for clients in nursing facilities and or ICF/MR’s.  

HEARING AIDS/PROSTHETIC EYES

Procedure code V5090 is the dispensing fee code used when billing for digital hearing aids.  The department pays the fee on file ($500) for a monaural, digital hearing aid and 150% of the fee on file ($750) for a binaural, digital hearing aid. 
Procedure codes V5256, V5257, V5260 and V5261 (digital hearing aids) are only billable for clients under age 21.
Hearing aids are covered for clients in all settings.
OXYGEN

Oxygen is available to clients in all settings.  However, procedure codes E1390-E1392 and K0738 are available only to clients who live at home.

If the prescribed amount of oxygen is less than 1 liter per minute, the department pays 65% of the fee listed; if the prescribed amount of oxygen exceeds 4 liters per minute (LPM) the claims pays at 196.00 % of the fee listed.
For additional details on MEDS policy please refer to the Regulations on MEDS available on the department’s website at www.ctdssmap.com.  Go to “Publications”, “Provider Manuals” and scroll down to Chapter 7.  Choose “MEDS” from the drop down menu in chapter 7.
Physicians 
The physician fee schedule has six categories as follows: 

	TOS
	Category

	1
	General medical

	2
	Surgical

	E
	Radiology

	G
	Anesthesiology

	L
	OB/GYN

	K
	Pediatric services billed by a physician


In general, TOS 1 fees are set at approximately 57.5% of the 2007 Medicare physician fee schedule (participating, non-facility).  Exceptions include dialysis at approximately 92-94% of Medicare and J-codes and vaccinations at 100% of Medicare.  When billed with professional component modifier 26, a claim will pay at 50% of the fee schedule price. 
TOS2 and TOS E fees are set at approximately 57.5% of Medicare.  When billed with professional component modifier 26, a claim will pay at 50% of the fee schedule price.

TOS G fees are the product of the conversion factor and relative value for each fee as established on the fee schedule. 
TOS L fees are set higher than Medicare, averaging about 160% of Medicare.  TOS K fees are set at approximately 85% of Medicare, while the well child visits are set at a fixed uniform fee.  Payment at the TOS L or K fees is based on the billing provider type and specialty, as well as client age and gender.  A claim is paid as a pediatric procedure if:

· The client is under the age of 21 and

· The specialty of the provider is pediatric or family practice.


 A claim is paid as an obstetrical procedure if:

· The client is female

· The provider specialty is ob/gyn, family practice or nurse-midwife and 

· The diagnosis is related to pregnancy, childbirth or contraceptive management (diagnosis codes 630-63499, 640-67699, V22-V259, V263, V28-V289)


With the exception of J-codes and vaccinations, the above fees are not typically updated to reflect changes in Medicare pricing. 

The following provider types pay 90% of the physician fee schedule within their scope of practice:

· Advanced Practice Nurse and Advanced Practice Nurse Groups

· Nurse Midwife and Nurse Midwife Group

· Naturopath and Naturopath Group

· Optometrist and Optometrist Group

· Podiatrist and Podiatrist Group

Podiatry and naturopath services are available only to clients under the age of 21.

For additional details on physician policies please refer to the Regulations on “Requirements for Payment of Physicians’ Services which can be found on the Department of Social Services’ website at www.ctdssmap.com under “Publications” > “Provider Manuals” > Chapter 7 under “Physician” in the drop down menu.

Rehabilitation Clinic

Rehabilitation clinic fees are set at approximately 110% of 2007 Medicare physician fee schedule (participating, non-facility).  Fees are not updated to reflect changes in Medicare pricing.  The codes contained in the department’s fee schedule have uniform rates of reimbursement; however it is important to note that each provider may bill only the codes approved for their site. 

Services may be billed by the provider clinic only; there is no additional, separate payment to the practitioner. 
For additional details on Rehabilitation Clinic services policy please refer to the Freestanding Clinic Services Policy available on the department’s website at www.ctdssmap.com. Go to “Publications”, “Provider Manuals”; scroll down to Chapter 7 and select “Clinic”.  See the section on “Rehabilitation Clinics”

Skilled Nursing Facilities
Nursing homes are paid a provider specific, per diem rate that includes all services provided.  Providers must hold a client’s bed for up to 15 days each time the client is admitted to a hospital.  They may bill for the days the client is in the hospital provided certain criteria are met.  They may also bill up to 21 days of bed hold for therapeutic/home leave per calendar year.  See section 19a-537 of the CGS for details of when the provider may bill.

Vision Care 

Vision care services are reimbursed through uniform established fees posted on the department’s fee schedule with the exception of HCPCS code V2799 which is billed at acquisition cost. 
The vision fee schedule includes all vision hardware that may be billed by an optician, optometrist or ophthalmologist as well as professional services billed by an optician only.  Professional services performed by optometrists are reimbursed at 90% of the physician fee schedule.  

For additional details on Vision Care services policy please refer to the Vision Care Regulation available on the department’s website at www.ctdssmap.com. Go to “Publications”, scroll down to “Provider Manuals”, Chapter 7 and select Vision Care from the drop down menu.  
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