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TITLE 12. HEALTH

DEPARTMENT OF MEDICAL ASISTANCE SERVICES

Proposed Regulation

Title of Regulation:  12 VAC 30-80. Methods and Standards for Establishing Payment Rates; Other Types of Care (amending 12 VAC 30-80-30 and adding 12 VAC 30-80-75).

Statutory Authority:  §§ 32.1-324 and 32.1-325 of the Code of Virginia.
Public Hearing Date:  N/A -- Public comments may be submitted until August 10, 2007.

(See Calendar of Events section

for additional information)

Agency Contact:  Mike Lupien, Provider Reimbursement Division, Department of Medical Assistance Services, 600 East Broad Street, Suite 1300, Richmond, VA 23219, telephone (804) 786-3673, FAX (804) 786-1680, or email michael.lupien@dmas.virginia.gov.

Basis:  Section 32.1-325 of the Code of Virginia grants to the Board of Medical Assistance Services the authority to administer and amend the Plan for Medical Assistance.  Section 32.1-324 of the Code of Virginia, authorizes the Director of DMAS to administer and amend the Plan for Medical Assistance according to the board's requirements.  The Medicaid authority as established by § 1902 (a) of the Social Security Act (42 USC § 1396a) provides governing authority for payments for services.

Item 302 NN of Chapter 3 of the 2006 Acts of Assembly directed the agency to implement these changes and provided regulatory authority.  These reimbursement changes were mandated by the Centers for Medicare and Medicaid Services (CMS) as all states are being required to implement cost-based reimbursement for schools effective with the 2006-2007 school year.
Purpose:  This regulatory action is intended to implement reimbursement changes authorized by Item 302 NN of Chapter 3 of the 2006 Acts of Assembly.  Reimbursement changes were mandated by the Centers for Medicare and Medicaid Services (CMS).  CMS is requiring all states to implement cost-based reimbursement effective with the 2006-2007 school year.  If DMAS declines to implement this federal mandate, CMS would not provide the federal funding it currently provides to Virginia for 50% of the costs for covered school health services.  Without that funding stream, Virginia school divisions would be severely hampered in obtaining sufficient resources to maintain school health services, especially for disabled students.  This would have a negative impact on the health and welfare of school-age children in the Commonwealth who qualify for school health services.

Substance: The reference to school divisions in 12 VAC 30-80-30 will be deleted.  Currently this provision permits local school divisions to be paid under a fee-for-service methodology for the school health services that they render.

Effective November 21, 2006, DMAS promulgated an emergency regulation in order to repeal the fee-for-service reimbursement methodology and establish the cost-based reimbursement methodology.  Payment for each school year will be based on actual cost as determined by completed and certified cost reports (approved by CMS) and a desk audit.  Cost is limited to the amount of medical services and special transportation costs allocated to Medicaid, Medicaid expansion and FAMIS special education recipients.
DMAS will pay each school division an interim rate for services provided.  Final reimbursement will be based on each individual school division’s cost as determined through annual cost reports.  One cost report will be used for all medical services and a separate cost report will be used for special transportation.  The proposed amendments will permanently change the current fee-for-service reimbursement methology for school divisions to the cost settlement method.
Issues:  Regulatory action poses no disadvantages to the public or Commonwealth.  The action will allow DMAS to remain in compliance with CMS promoted methods for reimbursing school divisions for medical services provided to Medicaid and FAMIS-eligible students.
Department of Planning and Budget's Economic Impact Analysis:  

Summary of the Proposed Regulation.  Upon request by the Centers for Medicare and Medicaid Services and pursuant to Chapter 3, Item 302 NN of the 2006 Acts of Assembly, the proposed regulations will permanently change the current fee-for-service reimbursement methodology for school divisions to the cost settlement methodology.

The proposed changes have been in effect since November 21, 2006, under emergency regulations.

Result of Analysis.  The benefits likely exceed the costs for all proposed changes.

Estimated Economic Impact.  Prior to July 2006, school divisions were being reimbursed for their Medicaid eligible special education health expenses based on a statewide fee-for-service schedule. The Medicaid reimbursement covers only the federal participation amount while the local governments are responsible for the state share. Covered services include skilled nursing, psychology, physical therapy, occupational therapy, and speech language pathology services. In fiscal year 2006, approximately 95 participating school divisions received $5.4 million in federal matching dollars for covered services. These services were provided by approximately 74 service providers to about 5,976 recipients.

Upon request by the Centers for Medicare and Medicaid Services and pursuant to Chapter 3, Item 302 NN of the 2006 Acts of Assembly, the proposed regulations will permanently change the current fee-for-service reimbursement methodology for school divisions to the cost settlement methodology.

The proposed cost-based reimbursement is expected to increase the administrative costs of school divisions.  Also, based on limited data, the proposed change in reimbursement methodology is estimated to generally lower per unit costs of services but the utilization of services may increase. Thus, the net fiscal impact of the proposed change in reimbursement methodology is not known with a reliable degree of certainty. However, the proposed regulations are expected to produce a significant benefit in the sense that they will allow the Commonwealth school divisions to continue to finance one-half of their costs from the federal government as the Centers for Medicare and Medicaid Services would be unlikely to provide any funding if this required change has not been made.

Businesses and Entities Affected.  In 2006, approximately 95 school divisions and 74 service providers were participating in this particular Medicaid reimbursement program.

Localities Particularly Affected.  The proposed regulations apply throughout the Commonwealth.

Projected Impact on Employment.  The proposed regulations are unlikely to create any significant effect on current employment. However, the avoidance of possibly losing federal matching funds and consequent impact on employment could be considered as a positive economic effect. 

Effects on the Use and Value of Private Property.  The proposed regulations are unlikely to create any significant effect on the use and value of private property. However, the avoidance of possibly losing federal matching funds and consequent impact on the asset value of providers could be considered as a positive economic effect.

Small Businesses: Costs and Other Effects.  The proposed regulations are unlikely to introduce any significant costs on small businesses. However, the avoidance of possibly losing federal matching funds and consequent impact on the asset value of providers could be considered as a positive economic effect some small businesses.

Small Businesses: Alternative Method that Minimizes Adverse Impact.  The proposed regulations are not anticipated to create an adverse impact on small businesses.

Legal Mandate.  The Department of Planning and Budget (DPB) has analyzed the economic impact of this proposed regulation in accordance with § 2.2-4007 H of the Administrative Process Act and Executive Order Number 36 (06).  Section 2.2-4007 H requires that such economic impact analyses include, but need not be limited to, the projected number of businesses or other entities to whom the regulation would apply, the identity of any localities and types of businesses or other entities particularly affected, the projected number of persons and employment positions to be affected, the projected costs to affected businesses or entities to implement or comply with the regulation, and the impact on the use and value of private property.  Further, if the proposed regulation has an adverse effect on small businesses, § 2.2-4007 H requires that such economic impact analyses include (i) an identification and estimate of the number of small businesses subject to the regulation; (ii) the projected reporting, recordkeeping, and other administrative costs required for small businesses to comply with the regulation, including the type of professional skills necessary for preparing required reports and other documents; (iii) a statement of the probable effect of the regulation on affected small businesses; and (iv) a description of any less intrusive or less costly alternative methods of achieving the purpose of the regulation.  The analysis presented above represents DPB’s best estimate of these economic impacts.
Agency's Response to the Department of Planning and Budget's Economic Impact Analysis:  The agency concurs with the economic impact analysis prepared by the Department of Planning and Budget regarding the proposed regulation, concerning Methods and Standards for Establishing Payment Rates; School Division Reimbursement (12 VAC 30-80-75).

Summary:

This proposed regulation changes reimbursement for school divisions from statewide fee- for-service to a cost settlement process.  School division providers shall file annual cost reports for these services and the department shall settle reimbursement to actual costs.  Reimbursement to school divisions shall continue to be subject to the provisions of § 32.1- 326.3 A 1 of the Code of Virginia that only the federal share shall be reimbursed for special education health services and that local governments fund the state match for special education health services provided by school divisions.  This reimbursement methodology change is being required by the Centers for Medicare and Medicaid Services, the federal funding agency for the Medicaid program.

12 VAC 30-80-30. Fee-for-service providers.

A. Payment for the following services, except for physician services, shall be the lower of the state agency fee schedule (12 VAC 30-80-190 has information about the state agency fee schedule) or actual charge (charge to the general public): 

1. Physicians' services (12 VAC 30-80-160 has obstetric/pediatric fees). Payment for physician services shall be the lower of the state agency fee schedule or actual charge (charge to the general public), except that reimbursement rates for designated physician services when performed in hospital outpatient settings shall be 50% of the reimbursement rate established for those services when performed in a physician's office. The following limitations shall apply to emergency physician services. 

a. Definitions. The following words and terms when used in this subdivision 1 shall have the following meanings when applied to emergency services unless the context clearly indicates otherwise: 

"All-inclusive" means all emergency service and ancillary service charges claimed in association with the emergency department visit, with the exception of laboratory services. 

"DMAS" means the Department of Medical Assistance Services consistent with Chapter 10 (§ 32.1-323 et seq.) of Title 32.1 of the Code of Virginia. 

"Emergency physician services" means services that are necessary to prevent the death or serious impairment of the health of the recipient. The threat to the life or health of the recipient necessitates the use of the most accessible hospital available that is equipped to furnish the services. 

"Recent injury" means an injury that has occurred less than 72 hours prior to the emergency department visit. 

b. Scope. DMAS shall differentiate, as determined by the attending physician's diagnosis, the kinds of care routinely rendered in emergency departments and reimburse physicians for nonemergency care rendered in emergency departments at a reduced rate. 

(1) DMAS shall reimburse at a reduced and all-inclusive reimbursement rate for all physician services, including those obstetric and pediatric procedures contained in 12 VAC 30-80-160, rendered in emergency departments that DMAS determines are nonemergency care. 

(2) Services determined by the attending physician to be emergencies shall be reimbursed under the existing methodologies and at the existing rates. 

(3) Services determined by the attending physician that may be emergencies shall be manually reviewed. If such services meet certain criteria, they shall be paid under the methodology in subdivision 1 b (2) of this subsection. Services not meeting certain criteria shall be paid under the methodology in subdivision 1 b (1) of this subsection. Such criteria shall include, but not be limited to: 

(a) The initial treatment following a recent obvious injury. 

(b) Treatment related to an injury sustained more than 72 hours prior to the visit with the deterioration of the symptoms to the point of requiring medical treatment for stabilization. 

(c) The initial treatment for medical emergencies including indications of severe chest pain, dyspnea, gastrointestinal hemorrhage, spontaneous abortion, loss of consciousness, status epilepticus, or other conditions considered life threatening. 

(d) A visit in which the recipient's condition requires immediate hospital admission or the transfer to another facility for further treatment or a visit in which the recipient dies. 

(e) Services provided for acute vital sign changes as specified in the provider manual. 

(f) Services provided for severe pain when combined with one or more of the other guidelines. 

(4) Payment shall be determined based on ICD-9-CM diagnosis codes and necessary supporting documentation. 

(5) DMAS shall review on an ongoing basis the effectiveness of this program in achieving its objectives and for its effect on recipients, physicians, and hospitals. Program components may be revised subject to achieving program intent objectives, the accuracy and effectiveness of the ICD-9-CM code designations, and the impact on recipients and providers. 

2. Dentists' services. 

3. Mental health services including: (i) community mental health services; (ii) services of a licensed clinical psychologist; or (iii) mental health services provided by a physician. 

a. Services provided by licensed clinical psychologists shall be reimbursed at 90% of the reimbursement rate for psychiatrists. 

b. Services provided by independently enrolled licensed clinical social workers, licensed professional counselors, licensed clinical nurse specialists-psychiatric or licensed marriage and family therapists shall be reimbursed at 75% of the reimbursement rate for licensed clinical psychologists. 

4. Podiatry. 

5. Nurse-midwife services. 

6. Durable medical equipment (DME). 

a. The rate paid for all items of durable medical equipment except nutritional supplements shall be the lower of the state agency fee schedule that existed prior to July 1, 1996, less 4.5%, or the actual charge. 

b. The rate paid for nutritional supplements shall be the lower of the state agency fee schedule or the actual charge. 

c. Certain durable medical equipment used for intravenous therapy and oxygen therapy shall be bundled under specified procedure codes and reimbursed as determined by the agency. Certain services/durable medical equipment such as service maintenance agreements shall be bundled under specified procedure codes and reimbursed as determined by the agency. 

(1) Intravenous therapies. The DME for a single therapy, administered in one day, shall be reimbursed at the established service day rate for the bundled durable medical equipment and the standard pharmacy payment, consistent with the ingredient cost as described in 12 VAC 30-80-40, plus the pharmacy service day and dispensing fee. Multiple applications of the same therapy shall be included in one service day rate of reimbursement. Multiple applications of different therapies administered in one day shall be reimbursed for the bundled durable medical equipment service day rate as follows: the most expensive therapy shall be reimbursed at 100% of cost; the second and all subsequent most expensive therapies shall be reimbursed at 50% of cost. Multiple therapies administered in one day shall be reimbursed at the pharmacy service day rate plus 100% of every active therapeutic ingredient in the compound (at the lowest ingredient cost methodology) plus the appropriate pharmacy dispensing fee. 

(2) Respiratory therapies. The DME for oxygen therapy shall have supplies or components bundled under a service day rate based on oxygen liter flow rate or blood gas levels. Equipment associated with respiratory therapy may have ancillary components bundled with the main component for reimbursement. The reimbursement shall be a service day per diem rate for rental of equipment or a total amount of purchase for the purchase of equipment. Such respiratory equipment shall include, but not be limited to, oxygen tanks and tubing, ventilators, noncontinuous ventilators, and suction machines. Ventilators, noncontinuous ventilators, and suction machines may be purchased based on the individual patient's medical necessity and length of need. 

(3) Service maintenance agreements. Provision shall be made for a combination of services, routine maintenance, and supplies, to be known as agreements, under a single reimbursement code only for equipment that is recipient owned. Such bundled agreements shall be reimbursed either monthly or in units per year based on the individual agreement between the DME provider and DMAS. Such bundled agreements may apply to, but not necessarily be limited to, either respiratory equipment or apnea monitors. 

7. Local health services, including services paid to local school districts. 

8. Laboratory services (other than inpatient hospital). 

9. Payments to physicians who handle laboratory specimens, but do not perform laboratory analysis (limited to payment for handling). 

10. X-Ray services. 

11. Optometry services. 

12. Medical supplies and equipment. 

13. Home health services. Effective June 30, 1991, cost reimbursement for home health services is eliminated. A rate per visit by discipline shall be established as set forth by 12 VAC 30-80-180. 

14. Physical therapy; occupational therapy; and speech, hearing, language disorders services when rendered to noninstitutionalized recipients. 

15. Clinic services, as defined under 42 CFR 440.90. 

16. Supplemental payments for services provided by Type I physicians. 

17. Supplemental payments to nonstate government-owned or operated clinics. 

a. In addition to payments for clinic services specified elsewhere in the regulations, DMAS provides supplemental payments to qualifying nonstate government-owned or operated clinics for outpatient services provided to Medicaid patients on or after July 2, 2002. Clinic means a facility that is not part of a hospital but is organized and operated to provide medical care to outpatients. Outpatient services include those furnished by or under the direction of a physician, dentist or other medical professional acting within the scope of his license to an eligible individual. Effective July 1, 2005, a qualifying clinic is a clinic operated by a community services board. The state share for supplemental clinic payments will be funded by general fund appropriations. 

b. The amount of the supplemental payment made to each qualifying nonstate government-owned or operated clinic is determined by: 

(1) Calculating for each clinic the annual difference between the upper payment limit attributed to each clinic according to subdivision 17 d and the amount otherwise actually paid for the services by the Medicaid program; 

(2) Dividing the difference determined in subdivision 17 b (1) for each qualifying clinic by the aggregate difference for all such qualifying clinics; and 

(3) Multiplying the proportion determined in subdivision (2) of this subdivision 17 b by the aggregate upper payment limit amount for all such clinics as determined in accordance with 42 CFR 447.321 less all payments made to such clinics other than under this section. 

c. Payments for furnished services made under this section may be made in one or more installments at such times, within the fiscal year or thereafter, as is determined by DMAS. 

d. To determine the aggregate upper payment limit referred to in subdivision 17 b (3), Medicaid payments to nonstate government-owned or operated clinics will be divided by the "additional factor" whose calculation is described in Attachment 4.19-B, Supplement 4 (12 VAC 30-80-190 B) in regard to the state agency fee schedule for RBRVS. Medicaid payments will be estimated using payments for dates of service from the prior fiscal year adjusted for expected claim payments. Additional adjustments will be made for any program changes in Medicare or Medicaid payments. 

B. Hospice services payments must be no lower than the amounts using the same methodology used under Part A of Title XVIII, and take into account the room and board furnished by the facility, equal to at least 95% of the rate that would have been paid by the state under the plan for facility services in that facility for that individual. Hospice services shall be paid according to the location of the service delivery and not the location of the agency's home office.

12 VAC 30-80-75. Local Education Agency (LEA) providers.

A.  Definitions.

The following words are terms when used in this section shall have the following meanings unless the context clearly indicates otherwise:

"CMS" means Centers for Medicare and Medicaid Services.

"DMAS" means Department of Medical Assistance Services.

"FAMIS" means Family Access to Medical Insurance Security Plan.

"FFP" means Federal Financial Participation.

"IDEA" means Individuals with Disabilities Education Act.

"IEP" means Individual Education Plan.

"LEA" means Local Education Agency.

"MMIS" means Medicaid Management Information System.

B. Medical services provided by LEA providers for special education students.  The following methodology will determine the reimbursement for (LEA) providers.
1. For each of the IDEA-related school-based medical services covered under the State Plan other than specialized transportation services, the LEA provider's actual cost of providing the services shall be certified and the FFP shall be paid to LEA providers based on the methodology described in subdivisions 2 through 7 of this subsection. All costs to be certified and used subsequently to determine reconciliation and final settlement amounts as well as interim rates are identified on the CMS-approved Medical Services Cost Report. Final payment for each school year is based on actual costs as determined by desk review or audit for each LEA provider.

2. Step 1: Develop the personnel cost base for medical services.  Total annual salaries and benefits paid as well as contracted (vendor) payments shall be obtained initially from each LEA’s payroll/benefits and financial system. This data shall be reported on the DMAS Medical Services Cost Report form for all direct service personnel (i.e., all personnel providing medical services covered under the State Plan). Personnel costs are reduced by any reimbursement that is not from state or local funding sources.  The personnel cost base does not include any amounts for staff whose compensation is 100% reimbursed by a funding source other than state or local funds. The application of Step 1 results in total adjusted salary cost. 

3. Step 2: Determine medical services personnel cost using a time study.  A time study that incorporates the CMS-approved time study methodology shall be used to determine the percentage of time medical service personnel spend on medical services and general and administrative (G&A) time. This time study shall assure that there shall be no duplicate claiming relative to claiming for administrative costs. G&A time shall be allocated to medical services based on the percentage of time spent on medical services. To reallocate G&A time to medical services, the percentage of time spent on medical services shall be divided by 100% minus the percentage of time spent on G&A. This shall result in a percentage that represents the medical services with appropriate allocation of G&A. This percentage shall be multiplied by the personnel cost base as determined in Step 1 to allocate personnel cost to medical services. The product represents medical services personnel cost. A sufficient number of medical service personnel shall be sampled to ensure time study results that will have a confidence level of at least 95% with a precision of plus or minus 5.0% overall.

4. Step 3: Develop medical services nonpersonnel costs.  Costs for materials and supplies, employee travel, and capital used in the delivery of medical services shall be obtained from each LEA’s financial system. Capital costs must exceed $5,000 and have a useful life greater than two years. The straight line method of depreciation is used for capital costs. Nonpersonnel costs shall be reduced by any reimbursement that is not from state or local funding sources.

5. Step 4: Determine indirect costs.  Indirect costs shall be determined by multiplying each LEA’s indirect rate assigned by the cognizant agency (the Department of Education) by total direct costs as determined under Steps 2 and 3. No additional indirect costs shall be recognized outside of the indirect costs determined by Step 4. 

6. Step 5: Total medical services costs. Total medical services costs shall be determined by adding costs from Steps 2, 3 and 4. 
7. Step 6: Allocate total medical services costs to Medicaid, Medicaid expansion and FAMIS. To determine the Medicaid, Medicaid expansion, and FAMIS medical services costs to be certified, total medical services costs shall be multiplied by the ratios of Medicaid, Medicaid expansion and FAMIS recipients with an IEP to all students with an IEP.
C. Special transportation services provided by LEA providers for special education students.

1. The participating LEA’s actual cost of providing special transportation services shall be claimed for Medicaid FFP based on the methodology described in subdivisions 2 through 6 of this subsection. Special transportation refers to transportation on buses modified and dedicated for special education. All costs to be certified and used subsequently to determine the reconciliation and final settlement amounts as well as interim rates shall be identified on the CMS-approved Special Transportation Cost Report. Final payment for each school year shall be based on actual costs as determined by desk review or audit for each LEA provider.

2. Step 1: Develop special transportation nonpersonnel costs.  The costs for special transportation fuel, repairs and maintenance, rentals, contract vehicle use costs, insurance and capital shall be obtained from the LEA’s accounts payable system and reported on the Special Transportation Cost Report form. Nonpersonnel costs shall be reduced by any reimbursement that is not from state or local funding sources.

3. Step 2: Develop special transportation personnel costs.  Total annual salaries and benefits paid as well as contract costs (vendor payments) for special transportation services shall be obtained from each LEA’s payroll/benefits and financial systems. This data shall be reported on the Special Transportation Cost Report form for all direct service personnel.

4. Step 3: Determine indirect costs.  Indirect cost shall be determined by multiplying each LEA’s unrestricted indirect rate assigned by the cognizant agency (the Department of Education) by total special transportation costs as determined under Steps 1 and 2. No additional indirect costs shall be recognized outside of the indirect costs determined by Step 3. 

5. Step 4: Total special transportation costs.  Total special transportation services costs shall be determined by adding costs from Steps 1, 2 and 3.

6. Step 5: Allocate total special transportation services cost to Medicaid, Medicaid expansion, and FAMIS. Special transportation drivers or other school personnel shall maintain logs of all students transported on each one-way trip. These logs shall be used to calculate reimbursable percentages for Medicaid, Medicaid expansion and FAMIS. The denominator shall be the total annual one-way trips on special buses. The numerator shall be Medicaid, Medicaid expansion or FAMIS special transportation one-way trips. To qualify as a special transportation trip, the student must be eligible for Medicaid, Medicaid expansion or FAMIS; transportation must be included in the IEP; and the student must have received a covered medical service on the day of the special transportation. To allocate special transportation costs to Medicaid, Medicaid expansion and FAMIS, total special transportation cost as determined under Step 4 shall be multiplied by the reimbursable percentages described above.
D. Reconciliation of the federal share of LEA-certified costs and MMIS paid claims.

1. Each LEA provider will complete the Medical Services and Special Transportation Cost Reports and submit the cost reports no later than five months after the end of the LEA’s fiscal year. All cost reports shall be reviewed and the total certified expenditures shall be initially settled within 180 days of the receipt of a completed cost report based on a desk review by the agency’s audit contractor. DMAS may conduct additional desk or field audits up to two years after the fiscal year-end based on risk assessment developed by DMAS. LEA providers may appeal audit findings in accordance with DMAS appeal procedures. 

2. The agency’s audit contractor shall reconcile the FFP from the Medical Services and Special Transportation Cost Reports against the MMIS paid claims data and DMAS shall issue a notice of reconciliation that denotes the amount due to or from the LEA provider. This reconciliation shall be inclusive of both medical services and special transportation services provided by the LEA provider. 

a. 
If the interim payments exceed the FFP of the certified costs of an LEA’s Medicaid, Medicaid expansion or FAMIS services, DMAS shall recoup the overpayment in one of the following methods:

(1)
 Offset all future claim payments from the affected LEA until the amount of the overpayment is recovered; 

(2)
 Recoup an agreed upon percentage from future claims payments to the LEA to ensure recovery of the overpayment within one year; or 

(3)
 Recoup an agreed upon dollar amount from future claims payments to the LEA to ensure recovery of the overpayment within one year.

b.
 If the FFP of the certified costs exceed interim payments, DMAS shall pay the difference to the LEA provider.  

E. Interim rates.  At the end of each settlement, interim rates for each LEA provider shall be determined by dividing total medical services cost and special transportation services cost by an estimate of the number of units of service. For the initial interim rates or for new providers, interim rates shall be based on pro forma cost data. Interim rates shall be provisional in nature pending completion of the cost report.

F. Billing.  Each LEA provider shall submit claims in accordance with the school division manual and shall be paid an interim rate for approved claims. 

G. State monitoring.  If DMAS becomes aware of potential instances of fraud, misuse or abuse of services and funds, it shall perform timely audits and investigations to identify and take the necessary actions to remedy and resolve the problems. 

H. Other services.  Other covered services provided to Medicaid, Medicaid expansion, and FAMIS recipients shall be reimbursed according to the agency fee schedule for all providers. These costs shall not be included on the cost report.
NOTICE: The forms used in administering 12 VAC 30-80, Methods and Standards for Establishing Payment Rates; Other Types of Care, are not being published; however, the name of each form is listed below. The forms are available for public inspection at the Department of Medical Assistance Services, 600 East Broad Street, Richmond, Virginia, or at the office of the Registrar of Regulations, General Assembly Building, 2nd Floor, Richmond, Virginia.
FORMS

Pharmacy Claim Form (3/96). 

Compound Prescription Pharmacy Claim Form (3/96). 

I.V. Therapy Implementation Form, DMAS-354 (eff. 6/98). 

Questionnaire to Assess an Applicant's Ability to Independently Manage Personal Attendant Services in the CD-PAS Waiver or DD Waiver, DMAS-95 Addendum (eff. 8/00). 

DD Waiver Enrollment Request, DMAS-453 (eff. 1/01). 

DD Waiver Consumer Service Plan, DMAS-456 (eff. 1/01). 

DD Medicaid Waiver-Level of Functioning Survey-Summary Sheet, DMAS-458 (eff. 1/01). 

Documentation of Recipient Choice between Institutional Care or Home and Community-Based Services (eff. 8/00). 

Direct Services Cost Report Form (eff. 3/07).
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