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Medicaid, as authorized by Tille X1X of the Social Sacurity Act, ks a federal and state program of medical
assistance to qualified citizens, Each state desijnales a slate agency as the single state agency for the
adminisiration of Medicaid. State law has designated the Division aof Medicaid (DOM), Office of the
Governaor, as the single state agency 1o administer the Medicaid program in Mississippi.

In order o participate in the Mississippi Medicaid program, an organization must be approved as a
Federally Qualified Health Center (FQHC) or & Federally Qualified Health Center look-alike by the
Departmeant of Health and Human Services. Medicaid paymenls may not be made fo any organization
prior ta the date of approval and execution of a valid provider agreemwenl

A FQHC provider's participation in the Mississippi Medicald program is entirety voluntary, Hawever, if a
provider does choose (o participate in Madicaid, the provider must accept the Medicaid paymenl as
payment in full for thoss services covered by Medicaid, The provider cannaot charge the beneficiary the
difference betweean the usual and customary charge and Medicaid’s paymenl. The provider cannot
accepl payment from the benseficiary, bill Medicaid, and then refund Medicaid's payment Lo the
beneficiary. Services not covered under the Medieaid program can be billed direcily lo the Medicaid
heneaficlany.

The Mississippl Medicaid program purchases needed personal health care services for bensaficiarias as
determined under the provision of the Mississippi Madical Assistance Acl. The Division of Medicaid is
responsible for formulating program policy. DO staff s directly responsible for the administration of the
pragram. Undes the direction of DOM, the fiscal agenl is responsible for processing claims, issUing
payments o providers and for natifications regarding billing. Medicaid policy as it relates o these factors
i initiated by DOM,
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Whean DOM receives a copy of the latter and Provider Tig-in Motice from the Departmant of Health and
Human Servicas, Centers for Medicare and Medicaid (CMS), which states approval of the canter, the
Fodlowing steps will be taken by the Medicaid program:

1 A Mississippi Medicaid Provider Enroliment Request Farm, two {2) unsigned provider
agreaments, and & direct deposit authorization/agreement form will be sent to the center for

completion,

2. The Medicaid Provider Enrollment form and a cover letter directs thal the forms and bath
agreamants will be signed and returned o DOM along with:

*  acerified copy of the minutes or other legally sufficient documents aihorizing the person
who signs the agreements 1o do so on behalf of the corporation,

* & copy of the interim rate notice from the Medicara intermadian,

3. When lhe above material is received, it will be reviewed for complelenass and, if completa,
submitied 1o the Exscutive Director of DO for approval or disapproval.

4. If approved, the Executive Diractor will sign both agreements; one (1) will be returned o the
facility and ona (1) will be filed in the facility's Medicaid provider file. The center will be notified in
writing of the effective date and the interim encounter rate. The effective date is the date the
Executive Director signs the agreement. The Medicaid provider anmoliment forms will be sant
lo the fiscal agent with a copy of the approval letter for assignment of a Medicaid provider aroup
number. Multiple Medicaid provider aroup numbers may be requirad,

5. If disapproved, the facility will be notifiad in wriling. The reasons for the disapproval will be cleary
stated and informabon will be given an how to appeal the decision.

The provider agreement will be in affect until such lima that lhe center ceases to qualily as a Medicaid
FOHC provider.

Change of ip or C of izat | Stru

Rafer to Provider Information, Sactions 4.03 and 4.08 for information regarding change of ownership and
change of tax |D.
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Encounter’ Core Sarvices 43,10
%

The Divisian of Medicald {DOM) usas the Prospective Payment Systern method of reimbursemant far
FOHCE and FOHC Look-Alikes, All ambulatory services provided in the FOHC will be eimbursad an

encounter rale on a per visit basis. Refer to section 43.10 of this manual section for the definition af a
visit and palicy related to the encounter rate per visit reimbursement methodology.

All services provided in an inpatient hospital setling (place of service 21), outpatient haspital satting
{place of service 22), and an emergency room hospital (place of service 23) will ba paid on a fee-for-
service basis. If a physiclan employed by an FOHC provides physiclan services at the hospital, inpatient
or autpatient, the CMS-1500 claim form must be billed under the individual physician's Medicald provider
number. Payment will be made directly to the physician, and a 1099 form will be prowvided to the
physician for tax purposes. The financial arrangement batween the physician and the FQHC should be
handied through the agreement.

For services provided on and after January 1, 2001, during calendar year 2001, payment for services
shall be calculated (on & per visil basis) in an amount equal to 100% of the avarage of the FQHCs
reasonable costs of providing Medicaid covered services during fiscal years 1999 and 2000, The
average rate will be computed from tha FQHC Medicaid cost raparte by applying a forty percent (40%)
welght to fiscal year 1999 and a sixty percent (60%) weighl to fiscal year 2000 and adding those rates
logether. If a FOHC first qualifies during fiscal year 2000, the rate wiii only be compuled from the fiscal
vear 2000 Medicald cost report. The PPS baseline calculation shal include the cost of all Medicaid
covaraed sarvices including other ambulatary serviees that wers previously paid under & fee-for-servica
basis. This rate will be adjusted to take into account any increase of dacrease in the scope of sarvices
furnished by the FQHC during fiscal year 2001,

When a new provider first qualifies as a FQHC after fiscal year 2000, payment for services shall be
calculated (on a per visit basis) in an amount agual to 100% of the FQHC's reasanable costs af providing
Medicaid covered services during such calendar year based on the rates eslablished for ather FOHGC s in
the: sams or adjacent area with a similar case load. In the absence of such a FQHC, the rate for the new
provider will be based on projectad costs (estimated expanditures). After the FOHC s initial year, &
Medicaid cost repost must be filed. The cost report will be desk reviewed and = rate shall be calculated
{on & per visit hasis) in an amount equsl to 100% of the FOHC's reasonable costs of providing Madicaid
covered services, The FOHC may be subject to a refroactive adjusimant based on the diffarence
betwean projected and actual allowable costs. After the initial year, payment for services shall be
calculated in accordance with paragraph 2 above,

Payment rales may be adjusted by the Division of Madicaid pursuant to changes in Federal andfor State
kaws or regulations,

Beainning in calendar year 2002, and for each calendar year thareafier, the EQHC iz entilled to the
payment amount (on a per visit basis) to which the FOHC was antitled to in the previous year, increased
by the percentage increasa in the Medicare Econamic Index (MEI} for primary care servicas for thai
calendar yaar, and adjusted to take into account any increase or decreass in the scope of services

fumished by tha FOQHG during that calendar yvear, The rate will be retroactvely adjusted (o reflact the
MEI.

A change in the scope of service is defined as a change in the type, intensity, duration andior amournt of
service as follows:

* The addition of a new service (i.e., dental, EPSDT. aplomedry) not praviousty
provided by the FOHC andior
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= The ekmination of an existing service provided by the FOHC,

However, a change in the scope of service does not mean the addition or reduction of <taff members to or
from an existing service. Also, a change in the cost of a sarvice ks not considered in and of itself a
change in the scope of sanvice.

It is the responsibility of the FQHC 1o natify the Division of Medicaid of any change in the scope of service
and provide proper documentation of said change.

Cost Reports

All centers must submil to the Division of Medicaid a copy of their Madicare cost repart for information
purposes using the appropriale Medicare forms postmarked on or befare the last day of the fifth manth
foflowing the close of its Medicare cost reporting year, Al filing requirements shall be the same as for
Title XVl When the due date of the cost repor falls on a weekend or State of Mississippi or federal
holiday, the cost report ks due on the following business day. Extensions of time for filing cost reports will
nod be granted by the Division of Medicaid axcept for those supported by written notification of the
extension granted by Title ¥VIIl. Cost reports miest be prepared in accordance with the Slate Plan for
reimbursament of Federally Qualified Health Centers. The center's cost report shouwld include information
on all satellite ciinics. A copy of the Plan is available upan written roguest.

If the Medicara cost report ks nof received within thirty (30) days of the due date, payment of claims will ba
suspended unlil receipt of the required repart, This penalty may only be walved by the Execulive Direclos
of the Divisicn of Medicaid.

A FUHC that does nol fle a Medicare cost report within six (6] calendar monthe afler the close of its
Medicare cost reporiing year may be subject 1o cancellation of its provider agreement at the Division of
Medicaid's discrotion.

Centers beginning operations during & reporting year will prepare the cost repodl from the effectve date af
participation to June 30, the end of the regular reporting period,
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Fages: 1
Subject: Service Limits Cross Reference:

Visile by beneficiarias are limited to a total of welve (12} per fiscal year in any office, nursing facility, or
clinic setting. When a beneficiary has exhausted these visits. payment will o longer be made for sarvices
provided in the office or clinic setting. The encounter codes subjact to the limitation are:

09201 = 99205

SO212 - 09245
The procedure code 99211 (Established Patient - Minimal Office Madical Service) may be used to allow a
visit to the canter when a patiant is seen for follow-up care, such as blood pressure check, injections, et
This procedure does not accumulate toward the 12-visit limit, However, ance the limi has been reached,
the procedure is no longer rembursahle,

All service limits of the Mississippl Medicaid Program are applicable.
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Expanded EPSDT services includa any necessary Medicaid relmbursahle health care to commest ar
ameliorale illnesses and conditions found on screening.  Services not covered, ar excaeding the limis
sel forth in the Mississippi State Plan, must be prior authorized by DOM to ensure medical necessity.
Expanded services are available o children fram birth 1o 21 years of aga. Eligibility extends through the
last day of the child's birth manth only.

Prior authorization is required for Expanded EPSDT services. The primary physician must submit a copy
of the Plan of Care Authorization Request Form (MA-1 148) fo;

Division of Medscaid
Bureau of Matarnal and Child Haalth

The physician who submits the Plan of Care will be nolified of approval or denial

Refer to Section 73.0, EPSDT of the Provider Policy Manual for further infarmation on senvdces available
fo children.
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Subject: Co-Payments on Madicald Services Cross Reference: 3.08 Beneficlary

Infarmation
——

Refer to Beneficiary Information, Section 3.08 of this manual for co-payment information.
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Suh!m:t Preﬂngaﬂulm Elm Cross Reference: Dental 11.0

Women who are eligible for Medicaid only because of pregnancy, as specifiad in the Mississippi State
Plan, are covered only for those services which are related to;

= Pregnancy {including prenatal, delivery, postpartum, and family planning services): and
= Other conditions which may complicate pregnancy.

Therefore, dental and eyeglass services are NOT covered for women in these eligibility categories,
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General Policy 7.0
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Al profassional and institutional providers participating in the Medicaid program are required to maintain
records that will disclose services rendered and billed under the program and, upon request, make such
records available to represantatives of DOM or the Office of the Atiorney General in substantialion of any
or all claims. These racords should be retained a mirdmurm of five (5) years in order to comply with all
state and federal regulations and laws.

in order for DOM fo fulil its obligations to verify services to Medicald benaficiaries and those paid for by
Medicaid, FOHC faciliies must maintain auditable records that will substantiate the claim submitied Lo
Medicaid, Al a minimuwm, the records must contain the fallowing on each patient:

+  date of sarice

= patient's prasenting complain
s providers findings

=  freatment rendarad

= provider's signature or Initials

Providers must maintain proper and complete documentation to verify the services pravided. The
provider has full responsiblily for maintaining documantation to justify the services provided.

Cerlain services require additional documentation. Labaratory procedures paid for by Medicaid must be
siibstantlaled by records thal reflact the type of lab procedure performed and the findings. X-ray
procedures paid for by Medicaid must be recorded as to the type of x-ray (iLe., full chast, eic.) and

the findings. injactions paid for by Medicaid must ba recorded as to the arug name, strength, and dosage.

The Omnibus Budget Reconciliation Act of 1990 (OBRA 80) incledes a provision which provides
continuous Medicaid eligibility to any infant bom 1o a Medicaid aligible mother for the first full vear of the
infant’s fife, provided he/she remains in the household of the mother. This is without regard to the
mather's Medicaid status during the infant's first vear of Iife. To establish eligibility for children living in the
maother's household, the following three itams of information must be maintained an fila in wour facility or
office with the patient's char

= the infant's name;
o fthe infant's birth date; and
+ astatement that the infant resides in the mather's howsshaold,

DOM and/or the fiscal agent have the authority to request any patient records at any time to conduct a
random sampling review and'or document any sarvices billed by the FOHC facility

a FQHC provider's records do not substantiate services paid for under the Mississippi Medicaid
program, as previously noted, the pravider will be asked 1o refund to the Mississippl Medicaid program
2Ny maoney resaived from the program for such non-substantiated services. If a refund is nal received
within 60 days, 3 sum equal to the amount paid for such services will be deducted from any future
paymants thal are deemed to be due the FOHC provider.
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A FOQHC provider who knawingly or willfully makes, or causes to be made, false statement or
reprasentation of a material fact in any application for Medicaid benefits or Medicaid payments may be
prosecuted under fedaral and state criminal laws, A false attesiation can result in civil monelary penaltias
as well as fines, and may automatically disqualify the FQHC provider as a provider of Medicaid Servicas.

Refier to General Policy, Section 7.03 Maintenance of Records, for additional documentation information.
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Dendal
Refer to Dental, Section 11.0 for information regarding dental services requiring prior aulhornization,
EPSDT

Refer ta EPSDT, Section 73.0 for information regarding thosa EPSDT or Expanded EPSDT services
requiring prior authorization,

EharmE!

Rafer to Pharmacy, Sechon 31.0 far information regarding pricr authorization and reimbursement for

drugs provided in an FOHG,

Vision

Refer to Vision, Section 29.0 for those vision services requiring pricr autharzation.
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Core Services

Core services are thase which are nomally provided by a core service provider including physicians,
physician assistants, nurse practitioners, dinical peychologists, dentists, optometrists, ophthalmologists
and certified social workers. A center's encounter rate covers the beneflciary's visil to the canter,
including all services and supplies (drugs and biologicals which are not usually self-admintstared by the
patient) furnished as an incident fo a physician's professional service and which are included in the PPS.
¥ihen services, supplies, drugs and biologicals are included in the PPS, the clinic cannol send the
beneficlary to another provider that will bill Medicaid for the same service, supply, drug or biological. Al
services and drugs are included in the encounter rate and cannot be billed soparataly.

A visit is defined as a face-lo-face encounter balween a FOHC patient and a health professional during
which a FOHC service is furnished. Encounters with more than one health professional and multiple
encounters with the same health professional which take place on the same day and at a single
location constitute a single visit, except cases in which the patient, subsequent fo the first
encounter, suffers iliness or Injury requiring additicnal diagnosis or treatment.

For Example;

* A beneficiary under age 21 receives an EPSDT screening at the FOMC, Iater becomes i,
relumns fo the FLIHC and is axamined by a physician, In this scenaric the clinic would be paid
for two (2) encountars,

*  Abeneficlary under age 21 has an EPSDT screening and dental exam scheduled on the same
day. In this scenario the clinlc would receive payment for ane {1} ancountar,

= A beneficiary under age 21 is examined by the phiysician and recsives an EPSDT screening.
In this scanario the clinie would be pald for one (1) encounter,

Encounters requiring additional diagnosis or treatment must be submittad 1o the fiacal agent as a paper
claim. Claims submitted o the fiscal agent for a beneficiary will pay one encounter rate for each date of
sefvice and each location code (i.e., dinic, nursing facility). All madical services for a beneficiany provided
on the same date of service must be billed on the same claim farm. In addition, daims for dentzl and
ayeglass visits on the same date of service should be billad on separate claims. Refer to tha DOM

website al www.dom state.ms.us for a kst of procedure codes which generate an encounber rate,
r Pla ice

All ambulatary sarvices performed by a center employee or contraciual worker for a center patiant must
b billed as an FOHC claim_ This inchsdes services provided in the dlinic, skilled nursing facility, nursing
facility or other institution used as a patient's home. The program will pay for visils at multiple places of
sefvice for a patient. Services performed for clinic patients by an outside fab should be bllled to Medieais
by the outside lab. However, claims for in-house lah senices mist be bfled with the sams place of
sanace code as the visit. In-house lab services are coverad in tha visit payment.
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Federally Qualified Health Center services are nol covered when performead in a hospital {inpatient or
cutpatient). Physicians employed by an FQHC and rendering services to Medicald beneficiaries in a
hospital will be reimbursed fee-for-servica. The physician must obtain a provider numbser fram the Division
of Medicaid and bl using the CMS 1500 clalm farm.

ga=for (-]
Mo services (same or separate dates) will be reimbursed to the clinic &t a fee-dor-sarvice rate. M

ambulalory services provided in an FOHC will be reimbursed an encounter rate on a per wisil hasis,

M Servi

Non-core services include those which do not fall into the core ssrvice calegory. Refer to page one of
this saction for 3 definition of services classifled as core services.

The Veterans Health Care Act applies to FOMCs and allowe centers Io sign an agresment with drug
companses to purchase drugs at a discount price. DOM Is nol allowed fo file for a rebale on drugs
purchased through a discount agreement, Therefore, all drugs purchased at a discounted price through a
discount agresment must not be biled through the Medicaid pharmacy program, The reimbursement for
the drugs Is included in the encounter rata.

Obstetrical

Providers must utilize CPT evaluation and management codes 99201 through 99215, 59425, and 59426
for bill amteparum visits as listed below,

(A} Providers must bill CPT codes in the 89201 through 99215 range for antepartum visits 1 or 2 or
3. Bill ane code per visil.

(B} Providers must bill CPT code 59425 for anteparturm visits 4, 5, or 6. Bill one code per visit.
(C} Providers must bil CPT code 52426 for antepartum visite 7 or over, Bill ona coda pear visit,

The number of tha antepartum visit is defined as to the number of the visit(s) that the beneficlary has
been lo one physician. For example, if a beneficiary goes to Dr. A for antepartum visit 1, 2, 3, and 4 and
then moves and goes to Dr. B, Dr. A will bill the appropriate evaluation and management code for sach
antepartum visit 1 or 2 or 3 and CPT code 50425 for antepartum visit 4. Dr. B will then kil for Ris
antepartum visits starting with antapartum visil numbear 4 , Bl

CPT codes 53410, 59515, 59614, and 50622 will be used o reimburse daliversss and poslpartum carg as
af Cctaber 1, 2003, The posipartum care is inclusive of bott hospital and office visits following vaginal or
cesarean seclion deliveries. These codes musl be billed under the indhvidual physician's Medicaid
prowidar number,

CPT code 59430 can only be billed for postpartum visits when the clinic physician was not the delvaring
physician.
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Modifier TH identifies “chstetrical ireatmantaervices, prenatal and postpartum” and must he reporied with
each code for anteparium visits and deliveries and postpartum care. The Division of Medicakd will utilize
this modifier to track data and to bypass the physician visit limilation of twelve (12). Antepartum office
vigits will not be applied to this imitation.

Refer to the Malemity, Section 38.0 of the Provider Podicy Manual.

Subdermal Implant

The cost of a subdermal implant is included in the encounter rate and will nat be raimbursed separataly.
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Pages: 1
Subject: Vision (Eyeglasses) Cross Referance: Vision 28.0

Encounter! Core Services 43.10
%

All Madicaid policy related to vision services Is applicable. Vision sarvices performed in an FQHC are
resmbursed al an encounter rate. ANl vision services for the same date of sarvice must be billed on one
claim form

Refer to Section 29.0, Vision Services, of this manual for policy refatad to vision services.

It Enco s/ Same Da Brvice

Refer to Section 43,10, Encounter'Core Services, in this manual,
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Encounter/ Core Services 43.10
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All Medicaid policy related to dental services is applicable. Denlal services performed in an FQHC are
reimbursed al an ancountar rate, Al dental servicas for the same date of service must be billed an ana

Glaim farm.

Refer io Section 11.0, Dental, of this manual for policy refated to denial services,

Multipla En v

Refar to Saction 43,10, EncounterCore Services, in this manieal
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Section: Federally Qualified Health Centers [FQHC) Section: 43.13
Pages: 1
Subject: Solid Organ/Tissue Transplant Cross Reference: Transplants 28.0

Refer to the Transplant, Section 28.0 of this Provider Policy Manual,
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Pages: 1
Subgct: Resarved For Future Use Cross Reference:

Section 43.14 s RESERVED FOR FUTURE USE.
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Pages: 1
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Services 43.10
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Federally Clualified Health Center services are covered when provided in oulpatient setlings only,
including a patient’s place of residence, which may be a skilled nursing facility or a nursing facility or othar
institution used as a patient’s home.

“Physician senices” are professional services that are performed by a physician at the clinle or away fram
the clinic by a physician whose agreement with the clinic provides that he or she will be paid by the clinic
for sich services.

If & physician employed by a FOHC provides physician services at the hospital, inpatient or oulpatient,
the CMS 1500 claim form must be billed under the individual physician's Medicaid provider number and
will be reimbursed fee-for-service. Payment will be made direclly to the physician, and a 1099 form will
ke provided to the physician for tax purposes. The financial arrangameni batwean the physician and the
FQHC should be handlad through the agreement

Refer lo Section 43,10 Encounter’ Core Sarvices of this manual section.
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