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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B
MEDICAL ASSISTANCE PROGRAM Item 7, Page 2a

STATE OF LOUISIANA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE OR
SERVICES LISTED IN SECTION 1902 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM, UNDER
THE PLAN ARE DESCRIBED AS FOLLOWS:

Effective for dates of service on or after January 22, 2010, the reimbursement paid for medical
equipment, supplies and appliances shall be reduced by 5 percent of the rates on file as of January
21,2010. The following medical equipment, supplies and appliances are excluded from this rate

reduction: L:"'"—‘ N
a. enteral therapy, pumps and related supplies; ST’_Z\_TE OUisicma
b. intravenous therapy and administrative supplies;] PATE REC'D 3:5-10
c. apnea monitor and accessories; DATEAPPVD__ -2 -10 A
d. nebulizers; DATE EFF 1~ 22-)0 |
e. hearing aids and related supplies; | HCTA 179 /0-11 -j
f. respiratory care T e S e
g. tracheostomy and suction equipment and related supplies;
h. ventilators and related equipment;
i. vagus nerve stimulator and related supplies; and
J. augmentative and alternative communication devices.
k. oxygen, oxygen equipment and related supplies
B. Continuous subcutaneous insulin external infusion pumps shall be reimbursed the lesser of 5

percent over the provider’s actual cost or the provider’s usual and customary charge, not to
exceed $5,745. Related diabetic supplies shall be reimbursed the lesser of 10 percent over the
provider’s actual cost or the provider’s usual and customary charge.

C. Ostomy supplies are reimbursed at the lesser of:

e  billed charges; or

o eighty percent (80%) of 2000 Medicare fee schedule for the procedure codes that
were listed on the 2000 Medicare fee schedule and at the same amount for the HIPAA
compliant codes which replaced them or 80 % of the Medicare fee schedule under
which the procedure code first appeared; or

e  cighty percent (80%) of the Manufacturer’s Suggested Retail Price (MSRP)
D. Tracheostomy tubes and care kits are reimbursed at ninety percent (90%) of the 2000
Medicare fee schedule for the procedure codes that were listed on the 2000 Medicare fee

schedule and at the same amount for the HIPAA compliant codes which replaced them or 80
% of the Medicare fee schedule under which the procedure code first appeared.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B
MEDICAL ASSISTANCE PROGRAM Item 7, Page 2.a(1)

STATE OF LOUISIANA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES OF CARE OR
SERVICES LISTED IN SECTION 1902 (A) OF THE ACT THAT ARE INCLUDED IN THE PROGRAM, UNDER
THE PLAN ARE DESCRIBED AS FOLLOWS:

E. Enteral formulas are reimbursed at the lesser of:
. billed charges; or

e  eighty percent (80%) of the 2000 Medicare fee schedule for the procedure codes that
were listed on the 2000 Medicare fee schedule and at the same amount for the HIPAA
compliant codes which replaced them or 80 % of the Medicare fee schedule under
which the procedure code first appeared.

F. Enteral infusion pumps, standard type wheelchairs, hospital beds, commode chairs, and stationary
suction machines are reimbursed at the Medicaid established flat fee amount.
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