






























































ATTACHMENT 4.18-A 
Page1.010 

STATE:  GEORGIA  
HCFA-PM-85-14 
OMB No: 938-0193 
 

 
 
 

 
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

 
 
A.  The following charges are imposed on the categorically needy for services other that those 
provided under Section 1905 (a) (1) through (5) and (7) of the Act. 
 
The co-payment structure was established to administer the Preferred Drug List program.  
Copayments listed below are applicable to drug identified as “non-preferred” only.  Preferred 
branded drug, as well as, preferred generic drug have a co-pay of $0.50. 
 

Type of Charge 
 
Service and Basis 
For Determination 

 
 

Deduct. Coins Co-pay. Amount 

 
Pharmacy Services  X  
 

 
Cost to State

 
Co-Payment  

$10.00 or less $0.50 co-payment 
$10.01 to $25.00 $1.00 co-payment 
$25.01 to $50.00 $2.00 co-payment 
$50.01 or more $3.00 co-payment 

 
 
Recipients under age twenty-one (21), pregnant women, institutionalized individuals, hospice 
care, QMB dual eligible, and Breast and Cervical Cancer Program participant recipients are not 
required to pay this co-payment.  Emergency services, family planning services, are also exempt 
from this co-payment.   
 
Copayments are based on the maximum allowable charges as described in CFR 447.54 (2) non-
institutional services. 
 
 
 
 
 
 
 
 
TN No:   08-001             
Supersedes         Approval Date:  04/25/08                  Effective Date: 01/01/08 
TN No:    94-030 
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ATTACHMENT 4.18-C 
PAGE 1.010 
STATE: GEORGIA 

OMB No.:    938-0193 
 
 
 
 
 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 
 

A.  The following charges are imposed on the medically needy for services: 
 
 
The co-payment structure was established to administer the Preferred Drug List program.  
Copayments listed below are applicable to drug identified as “non-preferred” only.  Preferred 
branded drug, as well as, preferred generic drug have a co-pay of $0.50. 
 

Type of Charge 
 
Service and Basis 
For Determination 

 
 

Deduct. Coins Co-pay. Amount 

 
Pharmacy Services    X  
 
 

 
Cost to State

 
Co-Payment  

$10.00 or less $0.50 co-payment 
$10.01 to $25.00 $1.00 co-payment 
$25.01 to $50.00 $2.00 co-payment 
$50.01 or more $3.00 co-payment 

 
 
Recipients under age twenty-one (21), pregnant women, institutionalized individuals, hospice 
care, QMB dual eligible, and Breast and Cervical Cancer Program participant recipients are not 
required to pay this co-payment.  Emergency services, family planning services, are also exempt 
from this co-payment. 
 
 
Copayments are based on the maximum allowable charges as described in CFR 447.54 (2) non-
institutional services. 
 
 
 
 
 
TN No:   08-001 
Supersedes                    Approval Date: 04/25/08                       Effective Date: 01/01/08  
TN No:   94-028  
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - INPATIENT SERVICES 
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Date: 01-01-10 ___________________ 

TN No. 09-005 
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7. To mitigate significant increases and decreases in hospital-specific DSH payments as compared to 

state fiscal year 2007, the following adjustments will be applied for the allocation of DSH funds: 

 

 Maximum DSH allocations for all hospitals are set at 75% of their specific adjusted DSH 

limits; however, for facilities ineligible for DSH payment adjustments prior to December 1, 

2007 but newly eligible under the criteria specified in section A above or facilities who did not 

receive a DSH payment prior to December 1, 2007, their maximum DSH allocation factor, as 

calculated in Section (III)(B)(6), step 2, is limited to 25% of the calculated amount.  

 Final DSH payment amounts for small, rural hospitals reflects blending of 50% of state fiscal 

year 2007 net DSH payments and 50% of the allocation calculation based on the methodology 

specified in section (III)(B)(6);  

 Final DSH payment amounts for all other hospitals reflects blending of 25% of state fiscal 

year 2007 net DSH payments and 75% of the allocation calculation based on the methodology 

specified in section (III)(B)(6). 

 

8. For private hospitals that meet the eligibility requirements of Section (III)(A) and meet Social 

Security Act Section 1923(b) criteria, allocations payments will be made at 100 % of calculated 

allocation amounts as determined by steps 1 through 7 of Section (III)(B).  For private hospitals 

that meet the eligibility requirements of Section (III)(A) but do not meet Social Security Act 

Section 1923(b) criteria, allocation payments will be made at 100% of calculated allocation 

amounts as determined by steps 1 through 7 of Section (III)(B).  

 

9. The state share of DSH payment amounts for state governmental and non-state governmental 

hospitals will come from intergovernmental transfers made on behalf of or by the hospital. 

 

For allocation of 2010 DSH funds, provider eligibility and DSH limit calculations will be based on 

information available from hospital fiscal years ending in 2007; for hospitals not in operation during 2007, 

data for 2008 may be used.  For allocation of DSH funds after 2008, eligibility and DSH limit calculations 

will be based on the most recent year for which comparable data would be available. 
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INPATIENT SERVICES 
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IV. Other Rate Adjustments 

 

Upper Payment Limit Rate Adjustments 

 

For payments made for services provided on or after July 1, 2005, the following types of 

hospitals will be eligible for rate payment adjustments: 

 State government-owned or operated facilities; 

 Non-State government owned or operated facilities; 

 Federally defined Critical Access hospitals; 

 Hospitals designated by the Georgia Department of Human Resources as Regional 

Perinatal Centers;  

 Hospitals providing the following program services for the Georgia Department of 

Human Resources: AIDS Clinic, Poison Control Center, Genetics/Sickle Cell 

Screening and Maternal and Infant Health Services; and    

 Hospitals participating in selected residency grant programs administered by the 

Georgia Board for Physician Workforce.   

 

The rate adjustment payments are intended to provide supplemental funding for Medicaid 

services to these facilities that need sufficient funds for their commitments to meet the 

healthcare needs of all members of their communities and to ensure that these facilities 

receive financial support for their participation in programs vital to the state’s healthcare 

infrastructure. 

 

The rate payment adjustments will be subject to federal upper payment limits. For the 

appropriate groupings of State government-owned or operated facilities, non-State 

government owned or operated facilities and all other facilities, aggregate rate adjustment 

payments available without exceeding upper payment limits will be determined by 

measuring the difference between: 

• Amounts paid for services provided to Medicaid patients and 

• Estimated payment amounts for such services if payments were based on 

Medicare payment principles.  Either cost-based determined in accordance with 

42 CFR 413s  or based on Medicare  Prospective payment methods determined in 

accordance with 42 CFR 412. 

 

Comparisons of amounts paid for services provided to Medicaid patients and estimated 

payment amounts for such services if payments were based on Medicare payment 

principles will also be made for each facility to determine facility-specific rate adjustment 

payments.  If an individual facility cannot be paid a portion of its full rate adjustment 

payment due to a facility-specific charge limit, this rate adjustment amount can be 
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allocated to other facilities that are eligible to receive additional rate adjustment payments 

without exceeding facility-specific charge limits.  These rate payment adjustments will be 

made on a monthly, quarterly or annual basis and will be determined in a manner that 

will not duplicate compensation provided from payments for individual patient claims. 

 

 

A sample of how a rate adjustment payment is calculated is presented on the following 

page. 

 

L
in

e 

Field Descripiton Comments 

XYZ 

Hospital  

        

1 base period report period beginning date   9/1/2003 

2 base period report period ending date   8/31/2004 

3 HS&R processing date for Medicaid data   9/6/2005 

4 

adjustment factor (if period not equal to 1 

year)   1 

        

5 

Medicaid inpatient claims paid at amount > 

0:     

6 covered charges From HS&R 3,949,268 

7 payments From HS&R 1,828,506 

8 annual covered charges From HS&R 3,949,268 

9 annual payments From HS&R 1,828,506 

10 Cost of Medicaid Services 

Worksheets C, Part 1 

and D-1, Part II 1,661,931 

11 Covered Charges for Medicaid Services 

Worksheets C, Part 1 

and D-1, Part II 3,725,000 

12 inpatient CCR Line 14 / Line 9 0.446156 
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13 annual cost of services 

Line 4 X Line 6 X Line 

12 1,761,990 

15       

16 adjustment factors     

17 claim completion  1 

18 inflation  1.073852 

19 volume allowance  1.014000 

20 combined adjustment factors 

Line 17 X Line 18 X 

Line 19 1.088886 

21 supplemental inpatient rate adjustments   0 

22 adjusted annual charges 

Line 4 X Line 6 X Line 

20 

       

4,300,302  

23 adjusted Medicaid payments 

Line 4 X Line 9 X Line 

20 

       

1,991,034  

24 adjusted cost of services Line 13 X Line 20 1,918,606 

25 total Medicaid payments Line 21 + Line 23 1,991,034 
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26 DRG differential   1.176249 

27 adjusted Medicare-based annual payments Line 23 X Line 26 2,341,952 

28 UPL estimate Line 27 - Line 25 350,918 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR 

OTHER TYES OF CARE OR SERVICE 

 

 

TN No. 09-012 

Supersedes                                  Approval Date  03-15-10                      Effective Date: 01/01/10 

TN No. 08-005 

 

 

W. Inpatient Psychiatric Facility Services (Psychiatric Residential Treatment Facility 

 Services) 

 

 

Effective July 1, 2008, Psychiatric Residential Treatment Facilities (PRTFs) will be 

reimbursed at provider specific prospective rates based on 2006, or more recently 

available cost reports, not to exceed the maximum amount of  $370 per day (the cap).  

PRTFs will be reimbursed at a provider-specific, prospective per diem rate based on 

allowable costs as reported on the provider’s Fiscal Year 2006, or more recent, cost 

reports filed with the Department of Community Health.  

 

Annual reporting of audited allowable costs and utilization data adjusted to 90% of 

licensed capacity is used to find the program specific per-diem costs. DCH will apply the 

utilization standard of 90% of operational capacity for those PRTFs demonstrating 

appropriate staff to child ratios as described in Section 600.5.B. of the provider manual 

(Part II: Policies and Procedures for Psychiatric Residential Treatment Facilities). 

Reimbursement is set at the lesser of cost or approved rate cap.  These rates will be 

trended for inflation to the mid-point of each rate year (State fiscal year), based on the 

CMS Hospital Market Basket (Global Insight's Health Care Cost Service, Fourth Quarter 

Forecast for each rate year)  

 

Rates for PRTFs that do not have 2006, or more recent, cost reports reflective of the 

provision of PRTF services will be based on the median rate of other PRTF providers 

then in effect and shall not  exceed the $370 per day.  These initial rates will be subject to 

cost settlement and will be established as the lesser of the cost-settled rate or the cap.  

New PRTF providers may submit per diem rate proposals based on budgeted estimates so 

long as these estimates are no greater than the median of rates then in effect and shall not 

exceed the cap. Upon notice of the provider specific rate, providers will have 30 days to 

appeal their new rates based on the submission of an amended cost report. 

 

PRTFs shall submit a cost report annually using a uniform cost report form prescribed by 

the Department of Community Health and supported by the facilities most recent certified 

financial audit. Cost reports are used as the basis for rate setting as well as establishing 

documentary support for federal reimbursement.  

 

The definitions for allowable and unallowable costs and expenditures for federal claiming 

are based on federal criteria.  These are identified in the Office of Management and 

Budget Circulars A-122, A-133 and A-87, "Cost Principles for Nonprofit Organizations“, 

“Audit Principles for Non Profit Organizations” and “Cost Principles for State and Local  
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The definitions for allowable and unallowable costs and expenditures for federal claiming 

are based on federal criteria.  These are identified in the Office of Management and 

Budget Circulars A-122, A-133 and A-87, "Cost Principles for Nonprofit Organizations“, 

“Audit Principles for Non Profit Organizations” and “Cost Principles for State and Local 

Governments."  Allocation of reasonable costs to the program shall be supported by 

approved methodology and documentation retained by the reporting agency. 

 

Cost reports are subject to federal and state audit.  An example of an Audit Reconciliation 

analysis for a fictitious Psychiatric Residential Treatment Facility is shown in the table 

below. 
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Program Name:   XYZ - Residential Care Facility 

Program Vendor Number XXXXXX 

  

Program Cost Totals Cost Report 

Personnel - Salaries (pg 2) $7,909,494 

Personnel - Fringe (pg 2) $2,035,789 

Personnel - Contract (pg 3) $423,660 

Indirect (pg 3) $5,703,999 

Consumables (pg 4) $972,609 

Occupancy (pg 5) $716,116 

Travel (pg 5) $10,226 

Equipment (pg 5) $166,899 

Total Program Cost per Cost Report $17,938,792 

  

Less revenue offsets $17,761,462 

Per diem Cost $284 

Program Cost per Audit -ENTER $20,366,242 

Variance $2,427,449 

Corp Unallowed (Alloc Depr Added) $19,248 

Education Costs $2,207,540 

Personal Client Needs/R&B Costs $32,310 

Bad Debt $119,109 

Public Relations $23,693 

Off Set Admin Income $25,549 

Total Expense Variance: $2,427,449 

    

Program Revenue Totals Cost Report 

USDA $177,330 

Other Federal $0 

DFCS $14,302,150 

DFCS OTHER $0 

DJJ $2,671,657 

Mental Health $0 

MAAC $0 

Other Public $3,488,489 

Private $0 

Total Program Revenue per Cost Report $20,639,626 

  

Program Revenues per Audit - ENTER $20,665,175 

Variance $25,549 

Admin Income Offset  $9,187 

Admin. Income Offset $16,362 
Total Revenue Variance: $25,549 
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State:  Georgia 
 
 
 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - 
INPATIENT PSYCHIATRIC FACILITY SERVICES  

(PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY SERVICES) 
 
 

 

 

TN No.:  06-015

Y. Inpatient Psychiatric Facility Services (Psychiatric Residential Treatment Facility) 
 
 
 Effective January 1, 2007, Psychiatric Residential Treatment Facilities (PRTFs) 

will be reimbursed at provider specific prospective rate: 
 

• PRTF per diem rates are based on allowable costs and patient days as 
reported on the provider’s Fiscal Year 2005 cost reports filed with the 
Department of Community Health. 

• PRTF per diem rates from the FY 2005 cost reports will be trended for 
inflation to January 1, 2007 based on the CMS Hospital Market Basket 
(Global Insight’s Health Care Cost Service, Second Quarter 2006 
Forecast, and Table 6.3). 

• PRTF rates will be subject to a maximum capped amount of $299.80 
based on the current rate paid to the Therapeutic Residential Intervention 
Services (TRIS) Level 6 providers for treatment and room and board. 

• Rates for new PRTF providers are set at the median total allowable costs 
as determined from the FY 2005 cost reports and trended for inflation to 
January 1, 2007 based on the CMS Hospital Market Basket (Global 
Insight’s Health Care Cost Service, Second Quarter 2006 Forecast, and 
Table 6.3). 

• Upon notice of the provider-specific per diem rate, providers will have 30 
days to appeal their new rates, based on the submission of an amended 
cost report for Fiscal Year 2005. 

 
 Cost information will be submitted annually using a uniform cost report form 

prescribed by the Department and supported by the facility’s most recent certified 
financial audit. 

Supersedes                 Approval Date:  02/28/07          Effective Date:  01/01/07 
TN No.:  New 
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POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES FOR 

OTHER TYPES OF CARE FOR SERVICES 
 

 

B. Clinic Services 

 

a. Family Planning Services 

 

Billing rates for family planning services are based on 84.645% of the 2000 Medicare 

fee schedule for the Atlanta area.  Reimbursement is provided at fixed rates for initial, 

annual, and follow-up visits using the CPT codes in the following table.  There is no 

cost settlement. 

 

2009 Medicaid 
Category of 

Service (COS) 

Medicaid 
Billing 
Codes Modifier 

2009 
Family Planning Medicaid 

Reimbursement Rate  

Fam.Pl. 99201 FP $35.13 

Fam.Pl. 99211 FP $17.33 

Fam.Pl. 99212 FP $38.95 

Fam.Pl. 99213 FP $24.08 

Fam.Pl.   99204   FP $105.75 

Fam.Pl. 99214 FP $60.01 

Fam. Pl. 99215 FP $89.43 

Fam.Pl.   J1055   FP $22.37 

Fam. Pl. J7307 FP $581.84 

Fam.Pl. 11975 FP $108.00 

Fam.Pl. 11976 FP $61.20 

Fam.Pl. 58300 FP $66.45 

Fam.Pl.  A4267   FP $2.88 

Fam.Pl. 81025 FP $7.96 

Fam. Pl. J1056 FP $14.18 

Fam. Pl. J7300 FP $439.66 

 

 

 

 

 

________________________________________________________________________ 

TN No.  07-004 

Supersedes  Approval Date: 09-24-09             Effective Date:  07-01-09 

TN No.  01-006 
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POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES 
FOR OTHER TYPES OF CARE OR SERVICES 

 
 
 
 

B. Clinical Services (continued) 
 

4. Dialysis Services 
 
 

a. Physician Services 
The Department will pay physicians the lower of the submitted charge or the 
statewide monthly capitation payment (MCP) as determined by Medicare.  
Reimbursement for the MCP is not to exceed the Medicare reimbursement for 
those services.  Physicians will receive the MCP each month for each enrolled 
patient (member) under their care.  Physicians enrolled in this program will 
receive the MCP for professional services.  Professional services include the 
monthly supervision of medical care, dietetic services, social services and 
procedures directly related to End Stage Renal Disease. 
 

b. Technical Services 
Facilities enrolled in this program will be paid per visit for technical services 
including routine laboratory work, and the cost of supplies and equipment as 
described in the policy manual.  Facilities will be reimbursed the lower of the 
submitted charge or the statewide fixed per visit rate.  The monthly aggregate 
of per visit reimbursement is not to exceed the monthly aggregate Medicare 
reimbursement for these services. Except as otherwise noted in the plan, state 
developed fee schedule rates are the same for both governmental and private 
providers of technical dialysis services and the fee schedule and any 
annual/periodic adjustments to the fee schedule are published in state plan 
amendments, Georgia Medicaid policy manuals and provider correspondence. 
     

 
 
 
 
 
 
 
 
 
 
 
 
 
TN No.:  07-009 
Supersedes   Approval Date:  08/31/07     Effective Date:  07/01/07
TN No.:  05-002 









 

 

 

 

POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES 

 FOR OTHER TYPES OF CARE OR SERVICES 

 
d. Prescribed Drugs 

 

1. Medicaid pays for prescribed legend and non-legend drugs authorized under the program.  

Reimbursement for covered multiple source drugs shall not exceed the lowest of: 

 

(a) The federal mandated upper limit for certain multiple source drugs as established and 

published by CMS plus a reasonable dispensing fee as established in item 2; or 

(b) The Georgia Maximum Allowable Cost (GMAC) as established by the Division for 

additional multiple source drugs plus a reasonable dispensing fee as established in item 2 

below; or 

(c) The Georgia Estimated Acquisition Cost (GEAC) for multiple source drugs plus a 

reasonable dispensing fee as established in item 2 below; or 

(d) The usual and customary charge as defined below by the Division for the prescription or 

(e) The submitted ingredient cost plus the submitted dispensing fee. 

 

Reimbursement for covered drugs other than multiple source drugs shall not exceed the lower of: 

 

(a) The GEAC for all other drugs plus a reasonable dispensing fee as established in item 2 

below or 

(b) The usual and customary charge as defined by the Division for the prescription; or 

(c) The Select Specialty Pharmacy Rate (SSPR) as established by the Division for select 

specialty drugs plus a reasonable dispensing fee as established in item 2 below; or 

(d) Most Favored Nations rate submitted by the provider and accepted by the Department.  

 

GEAC is defined as the average wholesale price (AWP) of the drug less an 11% discount for all 

drugs 

 

The Division defines usual and customary as the lower of the lowest price reimbursed to the 

pharmacy by other third party payers (including HMOs); or the lowest price routinely offered to 

any segment of the general public.  Donations or discounts provided to charitable organizations, 

or fees charged to or paid by federal or state funded programs are not considered usual and 

customary charges. 

 

Select Specialty Pharmacy Rate (SSPR) 
 

 SSPR - Disease State and Pharmaceutical Inclusion 

 

Selected pharmaceuticals that meet any of the following criteria are candidates for 

inclusion in the SSPR:   

1. used to treat a Georgia Medicaid SSPR identified disease state;  

2. available through limited distribution channels;  

3. part of a complex care regimen;  

4. carry a predicted annual cost of $5000 or more per year; or 

5. manufactured as a biological or large molecular product.    
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The SSPR applies to selected pharmaceuticals used to treat selected disease states that are 

rare and/or complex in nature and are treated by a pharmaceutical product that meets the 

Georgia Medicaid SSPR criteria.  Georgia Medicaid SSPR identified disease states 

include the following:      

1. Rheumatoid Arthritis 

2. Crohn’s Disease 

3. Psoriasis 

4. Multiple Sclerosis 

5. Neutropenia 

6. Anemia 

7. Growth Hormone Deficiency 

8. Cystic Fibrosis 

9. Respiratory Syncytial Virus (RSV) Prevention 

10. Pulmonary Hypertension 

11. Hemophilia 

12. Cancer 

13. Orphan Diseases 

 

SSPR - Rate Setting 

 

The SSPR is an Estimated Acquisition Cost (EAC) for select specialty pharmaceuticals based on 

the product dispensed and the State’s ability to ensure access to the medication at that 

reimbursement level. All other established lesser of payment methodologies and rules in the 

approved State Plan continue to apply.   

 

The rate setting methodology will be an on-going process and incorporate the following 

components: 

1. The specific drugs and corresponding disease states are identified 

2. No later than thirty (30) days prior to the end of the quarter, publicly available 

specialty pharmacy reimbursement rates of other payers will be reviewed.  This 

will include:   

a. A review of publicly available specialty pharmacy reimbursement rates paid 

by up to two (2) other state Medicaid agencies pursuant to a CMS-approved 

state plan will be reviewed. 

b. A review of specialty pharmacy reimbursement levels publicly available 

paid by up to two (2) commercial payers will be conducted.  

3. The proposed specialty rates will be compared to the Most Favored Nation Rates 

for providers currently dispensing the specialty pharmaceutical products  

4. The above elements will be considered and the pricing point set at a level no lower 

than where providers in the marketplace are currently providing the product.    

5. Fifteen (15) calendar days prior to the end of the quarter, the specialty pharmacy 

reimbursement levels will be finalized by the Department. 

6. No less than one (1) week prior to the end of the quarter the new rates will be 

published in the Pharmacy Services Manual.  
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7. Appeal Process:  On an ongoing basis, providers are allowed to submit a request for 

reimbursement review. 

a. Provider submits a Reimbursement Review Request Form  

i. Provider submits two (2) most recent wholesaler invoices. If this is 

the first time a provider has dispensed said product within the last 

three (3) months, then one (1) invoice will be accepted.. 

ii. The Provider will attest to that product is not available to the 

provider in the market at the published rate. 

b. The Department will review the invoices and compare to other dispensing 

providers within a geographical location. 

i. The Department will work with wholesalers and other providers to 

discern the availability of the product at the specialty pharmacy 

reimbursement rate in the marketplace. 

ii. The Department will identify any other provider in the geographic 

area that are accepting the specialty pharmacy reimbursement rate 

and coordinate access to those providers for any affected members. 

iii. Absent other providers accepting the specialty pharmacy 

reimbursement rate, the Department will adjust the specialty 

pharmacy reimbursement rate.   

c. The provider will be notified within five (5) business days of the 

determination of the request for Reimbursement Review.  

8. Any resulting adjustment in the specialty pharmacy reimbursement rate will be 

updated in the claims processing system within ten (10) business days of the 

determination. 

 
 

2. The dispensing fee for profit and non-profit community pharmacies is based on periodic 

surveys of pharmacy operating costs including professional salaries and fees, overhead costs 

and reasonable profit.  Between these periodic surveys, the Division, in consultation with the 

Governor’s Office of Planning and Budget, reviews the fee. When appropriate, the fee is 

adjusted based on an inflation factor.  The Medicaid dispensing fee shall be $4.63 for profit 

pharmacies and $4.33 for non-profit pharmacies.  The dispensing fee paid by the Division shall 

be subject to the usual and customary charge as defined by the Division above and shall not 

exceed the lower of submitted charges. 
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d. Prescribed Drugs (continued) 

 
 

3. No dispensing fee is allowed to the physician dispensing drugs.  
 

4. Payment for special approved drugs as requested by the prescribing physician is 
determined as in item 1 above. 
 

5. Prescriptions supporting Medicaid claims must be initiated and recorded in 
accordance with State and Federal laws.  The maximum quantity payable for a 
prescription or its refill will be one (1)-month supply unless the drug delivery system 
or package size is such that the smallest dispensable unit provides greater than a one 
month supply.  
 

6. Effective with the date of service on or after June 1, 2001, the Department will 
impose a co-payment for each non-preferred drug dispensed to a Medicaid recipient 
based on the typical payment by the Department for the prescription as follows: 

 
 

Cost to State Co-Payment  

  
$10.00 or less $0.50 co-payment 
$10.01 to $25.00 $1.00 co-payment 
$25.01 to $50.00 $2.00 co-payment 
$50.01 or more $3.00 co-payment 

 
 
Recipients under age twenty-one (21), pregnant women, institutionalized individuals, hospice care, 
QMB dual eligible, and Breast and Cervical Cancer Program participant recipients are not required 
to pay this co-payment.  Emergency services, family planning services, are also exempt from this 
co-payment.   
 
The Department will impose a nominal co-payment of $.50 for each preferred prescribed drug 
dispensed by the pharmacy. 
 
 
 
TN No:  08-001 
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POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES FOR OTHER TYPES 

OF CARE AND SERVICES 

 

 

E.  Durable Medical Equipment Services 

 

The maximum reimbursement for providers of medical equipment to Medicaid and 

PeachCare members is limited to the lower of: 

 

(a) the usual and customary charges for the item; or 

 

(b) 80% of the 2007 Medicare DME rate for the Atlanta area. 

 

Reimbursement for delivery mileage is limited to 100 miles, one way. 

 

Effective for dates of service July 1, 1994 and after, a $3.00 recipient co-payment is 

required on all Durable Medical Equipment and a $1.00 co-payment for all Durable 

Medical Equipment Supplies and Rentals. 

 

Pregnant women, recipients under twenty-one years of age, nursing home residents, and 

hospice care recipients are exempt from the co-payment.  Emergency services and family 

planning services are also exempt from a co-payment. 
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 METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES 

FOR OTHER TYPES OF CARE OR SERVICE 

 

F. HEALTH CHECK (EPSDT) SERVICES 

 
Reimbursement to Health Check (EPSDT) screening providers is based on the lower of 

submitted charges or the state's maximum allowable rate.  Vaccine costs and 

administration fees are reimbursed separately at established rates dependent on the source 

of the vaccine. Vaccines provided by the Vaccines for Children (VFC) program have an 

administration only reimbursement rate as specified in the Part II Policy and Procedure 

Manual for Health Check. Georgia Medicaid will reimburse for the administration and 

cost of vaccines purchased outside of the VFC program when used to immunize eligible 

Medicaid members. Medically necessary non-institutional and institutional services 

which are not otherwise covered under the State Plan require prior approval and will be 

reimbursed under the respective program using that program's established reimbursement 

methodology as described on Supplement 1 to Attachment 4.19-B, Page 1. 

 

For Health Check screenings and tests, the state’s maximum allowable rates are 

published in the Georgia Department of Community Health Policy and Procedure Manual 

for Health Check and other appropriate Georgia Department of Community Health Policy 

and Procedure manuals.  

 

Immunizations will be provided per the Department of Community Health’s periodicity 

schedule and recommendations of the Advisory Committee on Immunization Practices 

(ACIP). The state’s maximum allowable rates for immunizations and administration fees 

are published in the Georgia Department of Community Health Policy and Procedure 

Manual for Health Check as well as the Georgia Department of Community Health 

Policy and Procedure Manual for Physician’s Injectable Drug List. 

 

Except as otherwise noted in the plan or Part II Policy and Procedure Manual for Health 

Check Services, state-developed fee schedule rates are the same for both governmental 

and private providers of EPSDT services. The agency’s fee schedule rate was set as of 

7/1/2006 and is effective for services provided on or after that date. All rates are 

published on the www.ghp.georgia.gov website. 

 

 

                                                                                                                                                 

TN No.:  10-002 

Supersedes                          Approval Date: 07-06-10         Effective Date:  07/01/10 

TN No.:  06-008 

http://www.ghp.georgia.gov/


















 

 

TN No. 09-004 
Supersedes                                     Approval Date:11-12-09                     Effective Date: 09-01-09 
TN No. 01-029 

Attachment 4.19-B 

Page 4 

                                                                                                         STATE      Georgia 

 

 

POLICY AND METHODS FOR ESTABLISHING PAYMENT RATES FOR OTHER TYPES OF 

CARE OR SERVICES 

 

J. PHYSICIAN SERVICES (Includes Physicians, Podiatrists, Optometrists and Psychologists) 

 

Professional Services:  

 

Payments for certain professional services rendered in a hospital, outpatient, or Ambulatory 

Surgical Center setting which are normally performed in a physician’s private office or 

clinic, are made on a statewide basis and are limited to the lower of: 

 

(a) The actual charge for the service; or 

 

(b) The statewide rate in effect with the appropriate site of service differential on the date of 

service.  

 

Services that are primarily performed in office settings will be subject to a reimbursement 

reduction when performed in an inpatient, outpatient, emergency, or ambulatory surgical 

setting.  The reduced reimbursement is calculated at 90% of the Resource Based Relative 

Value Scale (RBRVS) facility-setting rate as specified by the current Medicare Fee 

Schedule.   

 

Injectable Drugs: 

 

Effective for dates of services on or after September 1, 2009, the maximum allowable 

reimbursement for physician’s injectable drugs administered by a provider or appropriate 

designee, in an office or outpatient setting, to the lower of: 

a) Usual and customary charge, or  

b) Average Sales Price (ASP) plus 6% as defined January 1st of each year or upon the 

drug’s initial  availability in the marketplace which ever is later; or  

c) Average Wholesale Price (AWP) minus 11%, for drugs that do not have a published 

ASP price until such time ASP pricing becomes available and ASP plus 6% pricing can 

be utilized.   

 

All agency rates for injectable drugs are published on the Physician’s Injectable Drug List 

(PIDL), which is published on the agency’s website. Except as otherwise noted in the plan, 

state developed fee schedule rates are the same for both governmental and private providers. 
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J. PHYSICIAN SERVICES (Includes Physicians, Podiatrists, Optometrists and Psychologists) 
 
Professional Services:  
 
Payments for certain professional services rendered in a hospital, outpatient, or Ambulatory Surgical 
Center setting, which are normally performed in a provider’s private office or clinic, are made on a 
statewide basis and are limited to the lower of: 
 

(a) The actual charge for the service; or 
 

(b) The statewide rate in effect with the appropriate site of service differential on the date of 
service.  

Services that are primarily performed in office settings will be subject to a reimbursement reduction 
when performed in an inpatient, outpatient, emergency, or ambulatory surgical setting.  The reduced 
reimbursement is calculated at 90% of the Resource Based Relative Value Scale (RBRVS) facility-
setting rate as specified by the current Medicare Fee Schedule.   
 
Injectable Drugs: 
 
Effective for dates of services on or after September 1, 2009, the maximum allowable reimbursement for 
physician’s injectable drugs administered by a provider or appropriate designee, in an office or 
outpatient setting, to the lesser of: 

a) Usual and customary charge, or  

b) Average Sales Price (ASP) plus 6% as defined January 1st of each year or upon the drug’s 
initial  availability in the marketplace which ever is later; or  

c) Average Wholesale Price (AWP) minus 11%, for drugs that do not have a published ASP price 
until such time ASP pricing becomes available and ASP plus 6% pricing can be utilized.   

 
All agency rates for injectable drugs are published on the Physician’s Injectable Drug List (PIDL), which 
is published on the fiscal agent’s website1.  Except as otherwise noted in the plan, state developed fee 
schedule rates are the same for both governmental and private providers.  
 
1The fiscal agent’s website is assessable via Georgia Medicaid’s website at www.dch.georgia.gov; click 
on the “Georgia Medicaid” link, then click on the fiscal agent, Georgia Health Partnership’s link (Hewlett 
Packard (HP) after July 1, 2010). 

Providers subject to this change include but may not be limited to: Physicians, Physician assistants, 
Nurse Midwives, Advanced Nurse Practitioners, Podiatrists, Oral Maxillofacial Surgeons, and related 
providers eligible to administer injectable drugs.  

http://www.dch.georgia.gov/
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J. PHYSICIAN SERVICES cont’d (Includes Physicians, Podiatrists, Optometrists and Psychologists) 

 
Vaccine Administration: 
 
Effective for dates of services on and after October 9, 2009, the maximum allowable reimbursement to 
providers administering the H1N1 influenza vaccine to adults over 19 years of age, where the vaccine is 
supplied at no cost to the provider, shall be paid at the lesser of (a) the usual and customary charge or 
b) the statewide maximum allowable reimbursement amount allowed for the procedure code reflecting 
the service rendered. 
 
The agency’s rates were set as of October 9, 2009, and are effective for services on or after that date.  
All rates are published on the agency’s fiscal agent’s website.  Except as otherwise noted in the plan, 
state developed fee schedule rates are the same for both governmental and private providers. 
 .   
Anesthesia Services: 
 
Payments to physicians for anesthesia services performed by the physician or the mid level providers 
supervised by the physician are paid based on the calculated anesthesia formula in effect on the date of 
service. 
 
The sum of Base Units plus Time Units plus Special Condition Units, if applicable, is multiplied times the 
conversion factor for anesthesia services.   
 
The conversion factor service dates beginning on or after January 1, 1992, is 16.00 for all geographic 
areas when filing modifier* AA or 78.   
 
For modifiers* QK and QY, the conversion factor is 5.58 and modifiers* QX and QZ conversion factors 
are 10.42 and 15.84, respectively. 
 
If a CPT procedure is non-covered, anesthesia for that service is also non-covered. 

Descriptions:  

AA  Anesthesia services personally rendered by an Anesthesiologist 

QK  Medical direction of 2, 3, or 4 concurrent anesthesia procedures involving qualified individual(s) 
[CRNA’s] or [PAAA’s] by an anesthesiologist.  

QX   Medically Directed—salaried employee of Anesthesiology 

QY   Medical direction of on anesthesia procedure involving a qualified individual [CRNA’s] or 
[PAAA’s] by anesthesiologist 

QZ   Non medically Directed—self employed 

78 Return to the operating room 
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M(2)  Specialized Transportation for Medicaid eligible Children under age 21, an with 
Individual Education Programs (IEP) 

 
1. Reimbursement for specialized transportation will be based on a flat rate. 
2. The statewide rate will be established using the average historic cost of 

providing specialized transportation services in the school districts. 
3. The cost of non-school provided transportation will be excluded form the 

calculation and will not be paid by Medicaid. 
4. The Department will consider periodic inflationary adjustments to the rate. 
5. The reimbursement authority to pay for specialized transportation services 

provided in schools will end effective June 30, 2008. 
 
A trip, for Medicaid billing purposes is defined as a trip for a Medicaid eligible 
student requiring special transportation services, picked up at home or school, 
delivered to a location where an approved Medicaid service is provided, or 
delivered back to home or school from the Medicaid service.  This definition is 
consistent with Section 3.1 a/b of the State Plan. 
 
The school districts will maintain daily transportation logs and provide data 
related to the number of specialized transportation trips per student.  These data 
will include the number of special transportation students transported and the 
number of days transported. 
 
Medicaid will be billed only for children who have been determined eligible for 
Medicaid.  In this way the total costs of specialized transportation will be 
allocated between Medicaid and Non-Medicaid.  A specialized transportation 
claim will only be accepted if the school district can document that the child 
received specialized transportation service on the same day that a Medicaid 
covered IEP service was provided. 

 

TN No.:  07-008 
Supersedes                                       Approval Date:  08/31/07                                Effective Date:  07/01/07 
TN No.:  06-018 
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Freestanding Birth Center Services 

 

1. The Agency’s rates were set as of July 1, 2003, and are effective for services on 

or after that date.  Except as otherwise noted in the plan, the statewide maximum 

allowable reimbursement rate is 84.645% of the 2000 Resource Based Relative 

Value Scale as specified by Medicare for Georgia Area 1 (referred to as, “RBRVS”) 

and is the same for both governmental and private providers. 
 

2. Medicaid covers and reimburses for services rendered by providers administering 

prenatal labor and delivery or postpartum care in freestanding birth care centers such 

as physicians, nurse midwives and other providers of such services as recognized 

under Title 43 of the Official Code of Georgia Annotated.  Practitioners furnish 

other covered mandatory services in accordance with Attachment 3.1-A, Page 4a-3. 

 

3. Pregnant women, recipients under twenty-one (21) years of age, nursing home 

residents, and hospice care recipients, are not required to pay-the co-payment. 

Emergency services and family planning services are exempt from co-payments. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

________________________________________________________________________ 

TN No.  11-004                Approval Date: 09-220-11           Effective Date: June 1, 

2011 

Supersedes   



 

 

TN No. NEW 
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R. OUTPATIENT HOSPITAL SERVICES 

 

1. Outpatient services by Georgia hospitals are reimbursed on a determination of 

allowable costs.  The determination of allowable costs is made retrospectively 

and is based on an appropriate CMS Form 2552 cost report submitted by the 

hospital and audited by the Department or its agents. Only costs incurred in 

providing patient care are eligible for reimbursement. Fees paid to the 

Department of Community Health pursuant to the Provider Payment 

Agreement Act of 2010 shall be considered allowable cost but will not be 

included in the retrospective cash settlement and reconciliation of the 

providers cost report. 

 

Allowable costs will not include costs that are in excess of charges.  

Allowable costs are documented costs that are ordinary and necessary in the 

delivery of a cost-effective service.  Allowable costs shall be determined in 

accordance with the CMS Provider Reimbursement Manual 15, except as may 

be modified in this plan or modified in the Department‟s “Policies and 

Procedures for Hospital Services” as published on January 1, 2008. 

 

The amount of interim payment is calculated as a percentage of covered 

charges. This payment rate is defined by covered as allowable outpatient costs 

divided by outpatient charges. An interim payment rate cannot exceed one 

hundred percent of covered charges and is subject to cash settlement 

determination after an audited cost report is received, reviewed and accepted. 

 

Clinical diagnostic laboratory services performed for outpatients and non-

hospital patients are reimbursed at the lesser of the submitted charges or at the 

Department‟s fee schedule rates used for the laboratory services program. 

 

2. The Department will provide for appropriate audit to assure that payments 

made to providers for outpatient hospital services meet the requirements of 

reasonable cost. 

 

3. Outpatient services provided by non-participating non-Georgia hospitals are 

reimbursed at 45% of covered charges. 

 

4. The maximum allowable payment for outpatient services will be 85.6% of the 

hospital specific inpatient per case rate, which includes the base rate amount 
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plus Capital add-on, Graduate Medical Education add-on, Newborn add-on 

and the Hospital Provider Fee rate add-on, for enrolled Georgia hospitals. This 

case rate for enrolled non-Georgia hospitals does not include the Hospital 

Provider Fee add-on amount. 

 

5. Emergency room visits for minor and non-acute illnesses which are not 

considered as true or potential medical emergencies will be reimbursed at an 

all-inclusive rate of $50.00. 

 

6. The maximum allowable payment to enrolled Georgia and non-Georgia 

hospitals for Medicare outpatient coinsurance (crossover claims) will be 

85.6% of the hospital-specific Medicaid per case rate. The maximum 

allowable payment to non-Georgia hospitals not enrolled the Georgia 

Medicaid program for Medicare outpatient crossover claims will be 85.6% of 

the average hospital-specific inpatient per case rate for enrolled non-Georgia 

hospitals. 

 

7. For the determination of reasonable and reimbursable costs, the costs listed 

below are non-allowable (this list is not exhaustive): 

 

a) Costs related to lobbying and government relations, including costs for 

employees with duties related to lobbying and government relations, 

honorariums and reimbursement of travel or other expenses of elected 

officials; 

 

b) Memberships in civic organizations; 

 

c) Out-of-state travel paid by the provider for persons other than board 

members or those employed or contracted by the provider. Out-of-state 

travel for provider personnel must be related to patient care; 

 

d) Vehicle depreciation or vehicle lease expense in excess the lesser of IRS 

limits per vehicle or the amount allowed under Medicare reimbursement 

principles; provided, however, such limit shall not apply to specialized 

patient transport vehicles(e.g., ambulances); 

 

e) Air transport vehicles that are not used to transport patient care staff or 

patients. If these vehicles are sometimes used for patient care staff or 
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patient transport, the portion of cost that is unrelated to patient care staff or 

patient transport is non-allowable; 

 

f) Fifty percent (50%) of membership dues for national, state, and local 

associations; 

 

g) Legal services for an administrative appeal or hearing, or court proceeding 

involving the provider and the Department or any other state agency when 

judgment or relief is not granted to the provider. Legal services associated 

with certificate of need issuance reviews, appeals, disputes or court 

proceedings are not allowable regardless of outcome. Legal services 

associated with a provider‟s initial certificate of need request shall be 

allowable; and 

 

h) Advertising costs that are (a) for fund-raising purposes, (b) incurred in the 

sale or lease of a facility or agency or in connection with issuance of the 

provider„s own stock, or the sale of stock held by the provider in another 

corporation, (c) for the purpose of increasing patient utilization of the 

provider„s facilities, (d) for public image improvement, or (e) related to 

government relations or lobbying. 

 

8. When the outpatient cost-based settlements are made, claims for outpatient 

services which were paid at the per case rate will be excluded from the 

settlement calculations. 

 

9. Hospital-based physicians services will not be reimbursed if billed to the 

Hospital program. These services must be billed to the Physician program in 

order to be reimbursed by the Department. 

 

10. The Department will limit payment on outpatient Medicare crossover claims 

as using the following steps: 

 

(a) multiply the allowable deductible and coinsurance amount by the hospital-

specific percent of charges rate in effect on the date of payment;  

(b) compare the dollar amount from (a) to the hospital‟s inpatient per case rate 

in effect on the date of payment and, 

(c) reimburse the lower of these two amounts.  
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11. A $3.00 recipient co-payment is required on all non-emergency outpatient 

hospital visits. Pregnant women, recipients under twenty-one years of age, 

nursing home residents, and hospital care recipients are not subject to the co-

payment. Emergency services and family planning services are exempt from 

co-payment. When the outpatient cost-based settlements are made for hospital 

services, the co-payments plus Medicaid and certain third party payments will 

be compared to the allowable cost to determine the amount of final settlement. 

 

12. The Department shall exclude from paid claims data used to calculate 

settlement claims for which a third party paid at or in excess of the amount 

Medicaid would pay. Third party payments which were below the Medicaid 

payment amount will be included in the interim payment amounts that are 

compared to reimbursable costs. The paid claims data used in the initial 

determination of outpatient settlements will be used when such settlements are 

adjusted. 

 

13. Effective  July 1, 2010, in order to recognize the Medicaid share of a facility‟s 

cost of paying fees under the Hospital Provider Payment Agreement Act, an 

adjustment will be added to the hospital outpatient payment rate.  Critical 

Access Hospitals (CAHs) Psychiatric Hospitals and State-Owned / State-

Operated Hospitals are exempt from the provider fee and the rate increase.  

Trauma hospitals will participate in the provider fee but at a lower percentage 

than other participating hospitals.  The table below shows the provider fee and 

associated rate adjustment for different classes of hospitals. 

 

Provider Type Provider Fee Percent Rate Increase Percent 

Participating 

Acute Care 

Hospitals and 

Specialty 

Hospitals 

1.45% 11.88% 

Trauma Hospitals 1.40% 11.88% 

Critical Access 

Hospitals, State-

Owned and State-

Operated 

Hospitals, Out-of-

N/A N/A 
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State Hospitals 

 

In order to partially offset the 1.45% and 1.40% hospital fee rates levied by 

Georgia HB 1055 (the Provider Payment Agreement Act), a new Base Rate 

Change factor will be created.  This new base rate change will be a multiplier, 

which will be expressed as a constant percentage of the Allowed Charge. 

There will be three different values for this Base Rate Change factor. One will 

be used for Inpatient Medicare Crossover claims. The second will apply to 

Outpatient Medicare Crossover claims. The Third will apply to non-Crossover 

Hospital claims.  

 

When calculating the Final Allowed Charge, the addition of this new Base 

Rate Change factor will be the final step before any cutbacks are considered. 

The dollar amount will be calculated as a percentage of the Allowed Charge at 

that point in adjudication.  

 

Outpatient Cost-to-Charge Ratio Base Payment is Calculated as:  

CCR Base Payment = Total Calculated Allowed Charge
**

 x Cost-To-Charge 

Ratio (CCR)
*
 percent 

CCR Base Payment + Cap/GME Add-on + Newborn Add-on = Allowed 

Charge 

Allowed Charge x .1188 (PPA %) = PPA Add-on (Base Rate Change) 

Allowed Charge + PPA Add-on – deductions (Copay, COB, Patient Liability) 

= Reimbursement Amount 

The payment is the lower of the reimbursement amount or the inpatient per 

case rate plus PAA add on. 

 

____________________________ 
*
The system finds the provider‟s Cost-To-Charge Ratio (CCR) percent on the 

reference institutional rate table using the provider number and the claim‟s 

admission date.   

 
**

Calculation of the Allowed Charge occurs for each claim line.  The total of 

the claim line Allowed Charges is used to calculate the cost-to-charge ratio 

(CCR) base payment. 
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Effective for dates of service on and after July 1, 2010, through June 30, 2013, the 

payment method is modified as follows:  

a. For enrolled hospitals other than those identified in items b and c below, the 

reimbursement rate is 95.77% of costs. 

b. For out-of-state enrolled hospitals, payments are made at the statewide average 

percentage of charges paid to Georgia hospitals that are reimbursed at 85.6% 

of costs and are not subject to cost settlement. The payment rate for out-of-

state enrolled hospitals will not exceed 65% of covered charges. 

c. For hospitals that are designated as a Critical Access Hospital, a historically 

minority-owned hospital, or as a state-owned hospital, the reimbursement rate 

continues at 100% of costs. 

 

Example settlement calculation for critical access, historically minority owned 

hospital, or state-owned hospitals: 

Percentage of charges paid on interim basis   60% 

Charges for services provided during cost report period  $1,000,000 

Interim payments       $600,000 

Retrospective determination of allowable costs*   $585,000 

% of allowable costs reimbursed     100% 

Retrospective determination of reimbursable costs  $585,000 

Settlement amount due from hospital    $15,000 

 

Example settlement calculation for all other enrolled Georgia hospitals: 

Percentage of charges paid on interim basis   52% 

Charges for services provided during cost report period  $1,000,000 

Interim payments       $520,000 

Retrospective determination of allowable costs*   $585,000 

% of allowable costs reimbursed     95.77% 

Retrospective determination of reimbursable costs  $560,250 

Settlement amount due from hospital    $24,750 

 

* amount would not exceed charges for services 

 

14. Governmental facilities and Critical Access eligible hospitals which meet 

departmental requirements will be eligible for rate payment adjustments.  The 

rate adjustment payments are intended to provide supplemental funding for 

Medicaid services to these facilities that based on their governmental status, 
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need sufficient funds for their commitments to meet the healthcare needs of all 

members of their communities. 

 

The rate payment adjustments will be subject to federal upper payment limits.  

For the appropriate groupings of State governmental facilities, non-State 

governmental facilities and non-governmental facilities, aggregate rate 

adjustment payments available without exceeding upper payment limits will 

be determined by measuring the difference between: 

 All amounts paid for services provided to Medicaid patients including 

interim Medicaid claim payments and estimated Medicaid cost report 

settlement amounts, based on data from cost report worksheet E-3 Part III, 

and 

 Estimated payment amounts for such services if payments were based on 

Medicare payment principles.  Costbased and rate payment measures (for 

clinical diagnostic lab services) will be used to determine Medicare 

payment amounts. 

Comparisons of amounts paid for services provided to Medicaid patients and 

estimated payment amounts for such services if payments were based on 

Medicare payment principles will also be made for each facility to determine 

facility-specific rate adjustment payments.  If an individual facility cannot be 

paid a portion of its full rate adjustment payment due to a facility-specific 

charge limit, this rate adjustment amount can be allocated to other facilities 

that are eligible to receive additional rate adjustment payments without 

exceeding facility-specific charge limits.  These rate payment adjustments will 

be made on quarterly or, at least, annual basis and will be determined in a 

manner that will not duplicate compensation provided from payments for 

individual patient claims.  A sample of how a rate adjustment payment is 

calculated is presented below. 

 

line Facility Name comments 

XYZ Hospital 

1 base period report period beginning date   9/1/xxxx 

2 base period report period ending date   8/31/xxxx+1 

3 HS&R processing date for Medicaid data   9/6/xxxx+2 

4 adjustment factor (if period not equal to 1 

year) 

  

1 
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5 CAH status (1 = yes)   0 

        

  subject to cost settlement     

6 cost of Medicaid covered services   755,769 

7 covered charges   2,511,680 

8 annual cost of Medicaid covered services Line 6 x 

line 4 755,769 

9 cost settlement rate   95.77% 

10 annual Medicaid payments after cost 

settlement 

Line 8 x 

line 9 721,382 

        

  fee schedule lab only     

    

11 payments   102,275 

   

 

12 annual interim payments Line 11 x 

line 4 102,275 

13 estimated payments for fee schedule lab 

services if paid on Medicare Lab fee schedule 

 

244,687 

        

  subject to fixed fee payment     

14 covered charges   223,627 

15 payments   26,427 

16 annual covered charges Line 14 x 

line 4 223,627 

17 annual interim payments Line 16 x 

line 4 26,427 
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8.9 

18 annual cost of services Line 16 x 

line 6 / 

line 7 
67,290 

        

  subject to limit of inpatient rate     

19 covered charges   137,463 

20 payments   48,481 

21 annual covered charges Line 20 x 

line 4 137,463 

22 annual interim payments Line 21 x 

line 4 48,481 

23 annual cost of services Line 21 x 

line 6 / 

line 7 
41,363 

        

  adjustment factors     

24 cost inflation from cost 

report to 

UPL 

period 
1.040 
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28 volume allowance from cost 

report to 

UPL 

period 
1.014 

        

29 adjusted Medicaid annual payments [(Line 10 

x line 24) 

+ (line + ] 

x line 28 

763,290 

30 adjusted annual cost of services (Line 8 + 

line 13 + 

line 18 + 

line 23) x 

line 24 x 

line 28 

1,169,622 

31 UPL amount Line 30 – 

line 29 406,332 

 

 
Footnotes for  UPL Adjustment Factors: 
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8.11 

 

Line 26: Cost Inflation: 

 

DCH uses Global Insight Hospital Market Basket (Table 6.3), as adopted by CMS, for all inflation-related 

hospital cost estimates.  This quarter-by-quarter index provides a breakout of all relevant categories of 

hospital cost. 

 

Line 30: Volume Allowance 

 

This is primarily eligibility growth. DCH currently predicts Medicaid fee-for-service eligibility in the 

Aged, Blind and Disabled (ABD) population to grow annually at 1.4%. 

 

15. Effective for dates of service April 1, 1991, and after, the Department will 

provide payment to enrolled hospitals which offer, either directly or through 

contract, birthing and parenting classes to Medicaid-eligible pregnant women. 

Reimbursement will be the lesser of the amount billed for revenue code 942 or 

the maximum allowable payment amount established by the Department. 

When the outpatient cost-based settlements are made, claims for outpatient 

services for birthing and parenting classes will be excluded from the 

settlement calculations as reimbursement is at a fixed payment rate. 
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4.b. EPSDT Related Rehabilitative Services – Community Based (continued) 

 

 Speech-Language Pathology Services 

Speech-language evaluation of auditory processing, expressive and receptive 

language and language therapy.  Providers’ qualifications are in accordance with 

42 CFR 440.110, and adhere to the scope of practice as defined by the applicable 

state licensure board. 

 

 Nutrition Services 

Nutritional assessment, management and counseling to children on special diets 

due to genetic metabolic or deficiency disorders or other complicated medical 

problems. Nutritional evaluation and monitoring of their nutritional and dietary 

status, history and any teaching related to the child’s dietary regimen (including 

the child’s feeding behavior, food habits and in meal preparation), biomedical and 

clinical variables and anthropometric measurements).  Development of a written 

plan to address the feeding deficiencies of the child that is incorporated into the 

child’s treatment program.  Providers’ qualifications must meet the applicable 

State licensure and certification requirements, hold a current state license, and 

adhere to the scope of practice as defined by the applicable licensure board in 

accordance with the federal requirements in 42 CFR 440.60(a). 

 

Limitations 

 

Provider enrollment is open only to individual practitioners, who are licensed in 

Georgia under their respective licensing board such as a licensed audiologist, 

registered nurse, occupational therapist, physical therapist, licensed clinical social 

worker, licensed counselor, licensed dietician or speech language pathologist.  For 

annual re-enrollment beginning July 1, 1996, all providers must obtain a 

minimum of one (1) continuing education credit annually in pediatrics in their 

area of professional practice.  Where applicable, providers will be in compliance 

with federal requirements defined in 42 CFR 440.110 or 42 CFR 440.60(a). 

 

 Prior Approval 

 

Services which exceed the limitations as listed in the policies and procedures 

manual must be approved prior to service delivery. 

__________________________________________________________________ 
 

TN No.:  10-014 

Supersedes      Approval Date: 08-10-11            Effective Date: 10/01/10 
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METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES FOR 

OTHER TYPES OF CARE OR SERVICE 

 

V. Therapy Services (Includes Physical, Occupational and Speech Pathology 

Therapists), Nursing Services, Counseling Services, Nutrition Services and 

Audiology Services. 

 

1. Reimbursement to Therapy Service providers under the Children’s 

Intervention Services program is based on the lower of submitted charges or 

the state’s maximum allowable rate as listed in the Policies and Procedures for 

Children’s Intervention Services. The state’s maximum allowable rate will be 

based on 84.645% of Medicare’s Resource Based Relative Value Scale 

(RBRVS) for 2000 for Region IV (Atlanta).  Except as otherwise noted in the 

plan, state developed fee schedule rates are the same for both governmental 

and private providers of therapy services and the fee schedule and any 

annual/periodic adjustments to the fee schedule are published in the Georgia 

Department of Community Health Policies and Procedures Manual for 

Children’s Intervention Services. 
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2. Reimbursement to Local Education Agencies (LEAs) under the Children’s 

Intervention School Services program is based on a cost based methodology. 

Medicaid Services provided under the Children’s Intervention School Services 

program are services that are medically necessary and provided to Medicaid 

recipients by LEAs in accordance with an Individualized Education Program 

(IEP) under the Individuals with Disabilities Education Act (IDEA) and 

defined in Attachment 3.1-A pages 1k – 1o: 

 

1. Audiology Services Performed by Licensed Audiologists 

2. Counseling Services Performed by Licensed Clinical Social Workers 

3. Nursing Services Performed by Licensed Registered Professional 

Nurses 

4. Nutrition Services Performed by Licensed Dieticians 

5. Occupational Therapy Services Performed by Licensed Occupational 

Therapists and/or Occupational Therapist Assistants 

6. Physical Therapy Services Performed by Licensed Physical Therapists 

and/or Physical Therapists Assistants 

7. Speech-Language Pathology Services Performed by Licensed Speech 

Language Pathologists and/or Masters Level Speech Language 

Pathologists (with professional certificate from GA Department of 

Education or Certificate of Clinical Competence in Speech Language 

Pathology by ASHA 

 

On an interim basis, providers will be paid the lower of submitted charges or 

the state’s maximum allowable rate as outlined within Section 4.19B, page 

13.1 of the Medicaid state plan and as listed in the Policies and Procedures 

Manual for Children’s Intervention School Services.  
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A. Direct Medical Services Payment Methodology 

 

Beginning with the cost reporting period October 1, 2010, the 

Department of Community Health (DCH) will begin using a cost based 

methodology for all LEAs. This methodology will consist of a Cost 

Report, a CMS approved Random Moment Time Study (RMTS) 

methodology, Cost Reconciliation, and Cost Settlement. If payments 

exceed Medicaid allowable costs, the excess will be recouped. If 

payments are less than Medicaid allowable costs, DCH will pay the 

federal share of the difference to the LEA and submit claims to CMS for 

reimbursement of that payment. 

 

To determine the Medicaid-allowable direct and indirect costs of 

providing direct medical services to Medicaid-eligible clients in the 

LEA, the following steps are performed: 

 

1) Direct costs for direct medical services include unallocated payroll 

costs and other unallocated costs that can be directly charged to 

direct medical services. Direct payroll costs include the total 

compensation (i.e., salaries and benefits and contract 

compensation) to the direct services personnel identified in Section 

2 on page 13.2 of Attachment 4.19-B of the Medicaid State Plan 

for the provision of health services listed in the description of 

covered Medicaid services delivered by LEAs in pages 1k – 1o of 

Attachment 3.1-A of the Medicaid State Plan and Section 900 of 

the GA DCH Policies and Procedures for Children’s 

Intervention School Services.   
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Other direct costs include costs directly related to the approved 

direct services personnel for the delivery of medical services, such 

as direct materials, supplies and equipment. Only those direct 

materials, supplies, and equipment that have been identified and 

included in the CMS approved DCH Medicaid cost reporting 

instructions and the Policies and Procedures for Children’s 

Intervention School Services are Medicaid allowable costs and can 

be included on the Medicaid cost report. 

 

Total direct costs for direct medical services are reduced on the 

cost report by any federal funding source resulting in direct costs 

net of federal funds. 

 

These direct costs net of federal funds are accumulated on the 

annual cost report, resulting in total direct costs net of federal 

funds. The cost report contains the scope of cost and methods of 

cost allocation that have been approved by CMS. 

 

2) The net direct costs for each service are calculated by applying the 

direct medical services percentage from the CMS approved time 

study to the direct costs from Item 1.  

 

The RMTS incorporates a CMS approved methodology to 

determine the percentage of time medical service personnel spend 

on IEP related medical services, and general and administrative 

time. This time study will assure that there is no duplicative 

claiming relative to claiming for administrative costs. 
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3) Indirect costs are determined by applying the LEA's specific 

unrestricted indirect cost rate to its net direct costs. Georgia LEAs 

use predetermined fixed rates for indirect costs. The Georgia 

Department of Education is the cognizant agency for LEAs, and 

approves unrestricted indirect cost rates for LEAs for the United 

States Department of Education. Only Medicaid-allowable costs 

are certified by LEAs. LEAs are not permitted to certify indirect 

costs that are outside their unrestricted indirect cost rate. 

 

4) Net direct costs and indirect costs are combined. 

 

5) Medicaid’s portion of total net costs is calculated by multiplying 

the results from Item 4 by the IEP ratio. The numerator will be the 

number of Medicaid IEP students in the LEA who have an IEP and 

received direct medical services as outlined in their IEP and the 

denominator will be the total number of students in the LEA with 

an IEP who received direct medical services as outlined in their 

IEP. Direct medical services are those services billable under the 

FFS program as defined in pages 1k through 1o of Attachment 3.1-

A and in the Policies and Procedures for Children’s Intervention 

School Services. 

 

B. Certification of Funds Process 

 

Each LEA will submit Certification of Public Expenditure Forms to 

DCH on an annual basis. On an annual basis, each LEA will certify 

through its cost report its total actual, incurred Medicaid allowable 

costs/expenditures, including the federal share and the nonfederal share. 

Providers are permitted only to certify Medicaid-allowable costs and are 

not permitted to certify any indirect costs that are outside their 

unrestricted indirect cost rate. 
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C. Annual Cost Report Process 

 

For Medicaid services provided in schools during the state fiscal year 

(July 1 through June 30), each provider must complete an annual cost 

report. The cost report is due on or before September 15 following the 

reporting period each year. At the discretion of DCH, providers may be 

granted extensions up to three months. 

 

Providers that fail to fully and accurately complete Medicaid cost reports 

within the time period specified by DCH or that fail to furnish required 

documentation and disclosures for Medicaid cost reports required under 

this Plan within the time period specified by the Department, may be 

subject to penalties for non-compliance.  

 

The primary purposes of the LEA provider’s cost report are to: 

 

1) Document the LEA provider's total CMS approved Medicaid-

allowable costs of delivering Medicaid coverable services using a 

CMS approved cost allocation methodology. 

 

2) Reconcile the annual interim payments to the LEA provider’s total 

CMS approved, Medicaid-allowable costs using a CMS approved 

cost allocation methodology.  

 

The annual Children’s Intervention School Services (CISS) Cost Report 

includes a certification of funds statement to be completed, certifying the 

provider's actual, incurred costs/expenditures. All filed annual CISS 

Cost Reports are subject to desk review by DCH or its designee. 
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D.  The Cost Reconciliation Process 

 

The cost reconciliation process must be completed within twenty-four 

months of the end of the reporting period covered by the annual CISS 

Cost Report. The total CMS-approved, Medicaid allowable scope of 

costs  based on CMS-approved cost allocation methodology procedures 

are compared to the LEA provider's Medicaid interim payments 

delivered during the reporting period as documented in the Medicaid 

Management Information System (MMIS), resulting in a cost 

reconciliation. 

 

For the purposes of cost reconciliation, the state may not modify the 

CMS-approved scope of costs, the CMS approved cost allocation 

methodology procedures, or its CMS-approved RMTS for cost-reporting 

purposes. Any modification to the scope of cost, cost allocation 

methodology procedures, or RMTS for cost-reporting purposes requires 

approval from CMS prior to implementation; however, such approval 

does not necessarily require the submission of a new state plan 

amendment. 

 

E. The Cost Settlement Process 

 

EXAMPLE: For services delivered for the initial period covering 

October 1, 2010, through June 30, 2011, the annual CISS Cost Report is 

due on or before September 15, 2011, with the cost reconciliation and 

settlement processes completed no later than September 15, 2013.  
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For all future years starting July 1, 2011, services delivered during the 

period covering July 1 through June 30, the annual CISS Cost Report is 

due on or before September 15 of that same year (i.e. services delivered 

July 1, 2011 through June 30, 2012 would be included in the annual cost 

report due September 15, 2012), with the cost reconciliation and 

settlement processes completed within twenty-four months of the cost 

report due date. 

 

If the LEA provider’s interim payments exceed the actual, certified costs 

for the delivery of school based health services to Medicaid clients, the 

LEA provider will return an amount equal to the overpayment. DCH 

will submit the federal share of the overpayment to CMS in the federal 

fiscal quarter following receipt of payment from the provider. 

 

If the LEA provider’s actual, certified costs exceed the interim 

payments, DCH will pay the federal share of the difference to the 

provider in accordance with the final actual certification agreement and 

submit claims to CMS for reimbursement of that payment in the federal 

fiscal quarter following payment to the provider. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

TN No.:  10-014   Approval Date: 08-10-11          Effective Date: 10/01/10 

Supersedes 

TN No.: New 

 

































































































































      Attachment 4.22-A 
 Page 3 

State:   GEORGIA 
 
 

 
 Accident questionnaires are mailed weekly to Medicaid members on all paid 
claims which involve trauma or accident related diagnosis codes. Follow-up actions are 
conducted within 60 days of receipt of responses to questionnaires which establish the 
probable existence of a liable third party.  This information is incorporated into the case 
file; eligibility file and third party resource file within 30 days after verification of the 
third party’s ongoing responsibility. 
 
 The State agency maintains a listing of all closed case data which reflects the 
primary trauma diagnosis and the amount of third party collections.  The data compiled is 
reviewed semi-annually to identify those trauma codes that yield the highest third party 
collections to prioritize follow-up activities. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TN No. 07-018 
 Supersedes  Approval Date: 02/08/08       Effective Date: 01/01/08 
TN No. 93-011 



 
  
Revision: October 2007      Attachment 4.22-B 
         Page 1  
 
 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State/Territory:   GEORGIA 
 

Requirements for Third Party Liability 
Payment of Claims 

 
 The State uses a cost avoidance method of claims processing when third party 
liability is established at the time a claim is filed.  A coverage specific matrix is utilized 
to cost avoid claim payment for categories of service covered by third party resources. 
Claims are rejected and returned to the provider if the service being billed is probably 
covered by the type of resource identified on the data base.  There are no thresholds used 
to trigger the cost avoidance process.   An exception to cost avoidance is the payment for 
such services as EPSDT, prenatal or preventive pediatric care, and all claims covered by 
absent parent maintained insurance under Part D of Title IV of the Act.  The State shall 
make payment in accordance with their usual payment schedule under the plan for these 
services without regard to any third party liability of payment.  In title IV-D court-
ordered medical support situations, the Department did not elect the option to require 
providers to wait for 30 days before submitting claims to the Medicaid agency. 
Therefore, no method to determine provider compliance is necessary due to the use of the 
Pay and Chase recovery methodology. 
 
 The State seeks reimbursement from insurance carriers through a monthly system 
generated post-payment billing process when the existence of third party liability is not 
known at the time of billing.  A threshold of $100.00 per member or what is deemed cost 
effective by the Department must be met prior to seeking reimbursement from Health 
insurance resources. 
 
 The State seeks reimbursement from verified liable third parties on claim 
payments involving accidental injuries when total potential recovery is $250.00 or 
greater.  Liens are filed if the recovery amount involves $500.00 or more in Medicaid 
expenditures.  No threshold is applied to the identification of paid claims with trauma 
diagnoses. 
 
________________________________________________________________________ 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
 

State:   GEORGIA
 

 
STATE LAWS REQUIRING THIRD PARTIES TO PROVIDE 

COVERAGE ELIGIBILITY AND CLAIMS DATA 
 
 

1902(a)(25)(I) The State has in effect laws that require third parties to comply with the 
provisions, including those which require third parties to provide the State with 
coverage, eligibility and claims data, of 1902(a)(25)(I) of the Social Security 
Act.    
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STATE PLAN UNDER TITLE III OF THE SOCIAL SECURITY ACT 

 

STATE:     GEORGIA 

 

INCOME AND ELIGIBILITY VERIFICATION SYSTEM 

PROCEDURES REQUESTS TO OTHER STATE AGENCIES 

 
The Department of Community Health matches with the Social Security Administration through the 

BENDEX and SDX processes.  These matches have been performed for several years and are not 

required to be modified by the IEVS requirements as the Department contracts with the Social Security 

Administration and the Department of Human Services for the determination of eligibility. 

 

The Department of Human Services, Division of Family and Children Services, conducts the following 

matches as part of the eligibility process: 

 

 1.     Social Security Administration 

 

a) BENDEX matches are completed for enumeration purposes and to obtain 

TITLE II information.  Match is completed monthly for new applications and 

on individuals for who ss-5’s have been completed.  An annual match is 

conducted for all active individuals.   

 

  b)   BEER matches are completed for income and wage information.  Match 

is completed monthly for new application and annually on all recipients. 

 

c) The State has an eligibility system that provides for quarterly data matching 

through the Public Assistance Reporting Information System (PARIS), or any 

successor system, including Federal, Veterans Affairs and matching with 

medical assistance programs operated by other States for the purpose of 

eligibility determinations of public programs.  The information that is 

requested will be exchanged with other States and other entities legally entitled 

to verify title XIX applicants and individuals eligible for covered title XIX 

services consistent with applicable PARIS agreements. 

 

2. Internal Revenue Services matches are completed for unearned income (interest and 

dividends) information.  Match is done monthly on all applications and annually for 

all recipients. 

 

3. Department of Labor (DOL) wage and unemployment compensation benefit (UCB) 

matches are excluded from follow-up because the data available through IVES has 

previously been made available through on-line computer matches.   

 

Georgia DOL wage and UCB files are accessed on-line through Clearinghouse during 

the application process and at each standard and alternate review.  Excluding matches 

in which IVES information has been made available through on-line matches 

eliminates duplication of effort and maximizes staff effectiveness.        

 

____________________________________________________________________________ 
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