
DEPARTMENT oP HEALTH AND HUMAN SERVICES FORM ApPK0vSD

HEALTH CARE FINANCING ADMINISTRATION OMB NO 09380193

TRANSMITTAL AND NOTICE OF AFfROVALOF 1 TRANSMITTAL NUMBER 2 STATE

STATE PLAN MATERIAL
Montana

FOR HEALTH CARE FINANCING ADMINISTRATION
3 PROGRAM IDENTIFICATION Title XIX of the

Social Security Act Medicaid

TO REGIONAL ADMINISTRATOR 4 PROPOSED EFFECTIVE DATE

HEALTH CARE FINANCING ADMINISTRATION 100112011

DEPARTMENT OF HEALTH AND HUMAN SERVICES

5 YPE OF PLAN MATERIAL Check One

L NEW STATE PLAN AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT Separate Transmittal for each amendmen
6 FEDERAL STATUTEREGULATIONCITATION 1 7 FEDERAL BUDGET IMPACT
NA a FFY 2011 0 Hearing Aids

FFY 2012 0 learing Aids
8 PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT 9 PAGE NUMBER OF THE SUPERSEDED PLAN SECTION

PagesI of I OR ATTACHMENT If Applicable
Attachment419B PagesI of I
Methods Standards For Establishing Payment Rates Attachment419B

12 c Hearing Aids Methods Standards For Establishing Payment Rates
12cHearing Aids

10 SUBJECT OF AMENDMENT

A change in licensing requirements for Audiologists no longer require Audiologists to have a dispensing fee licence to dispense hearing aids

11 GOVERNORSREVIEW Check One
GOVERNORSOFFICE REPORTED NO COMMENT OTHER AS SPECIFIED
COMMENTS OF GOVERNORSOFFICE ENCLOSED
NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

12 SIGNATURE OF STATE AGENCY OFFICIAL 16 RETURN TO

Montana Dept of Public Health and Human Services
F Mary E Dalton

13 TYPED NAME ilary E alton
State Medicaid Director

Attn Jo Thompson14 TITLE State Medicaid Director
PO Box 4210

Helena MT 59604
15 DATE SUBMITTED

FOR REGIONAL OMCE USE ONLY
17 DATE RECEIVED IS DATE APPROVED

PLAN APPROVED ONE COPY ATTACHED

19 EFFECTIVE DATE OF APPROVED MArRIAL
OFFICIAL

2 1 TYPED NAMEo
ZOO

23 REMARKS

FORM HCFA 179 0792



Fade 1 of 1
Attachment 419B

Methods Standards For

Establishing Payment
Etates

Servace 12

MONTANA

Reimbursement for Hearing Aid ServIces ex lading hearing aids
shall be the tower of the foll9wing

a The providers usual and customary charge for the service
o

b The departments fee schedule

3 Reimbursement for Hearing Aidsrshall be

a The invoice cosy for nearing aids from the manufacturer not
to exceed the established rate on the fee schedule

b The invoice cost frum the manufacturer for heating aid
repairs or

C 100 of the Mediare regin D fee f other n ari ng dev ies

and acressories

III The Departmentstee schedule is determined by

a Establishing a fee for each new service which has been
billed at least 50 times by all providers in the aggregate
daring the previous 12 month period The Department shall
sot each fee at 90 of the average charge billed by all
provides in the aggregate

IV All private and governmental providers are reimbursed according
to the same published fee schedule The agencys gates were set
as of August 1 2011 and are effective for services on or after
that elate All rates are available on the Departments website
at v4WWnorb

A provider is a Licensed hearrg aid dispenser or audiologist
who is individually enrolled in the Montana Mediraid program

TN 11 095 Approved 10qlj Effective 10012011

Supersedes TN 11 038




