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66(b)

Revision: HCFA-PM-94-9 (MB)
JUNE 2009

State/Territory: North Dakota

Citation

4.19 (m) Medicaid Reimbursement for Administration of Vaccines
Under the Pediatric Immunization Program

1928 (c) (2) (i) A provider may impose a charge for the

(C) (ii) of the Act administration of a qualified pediatric vaccine as
stated | 1928(c) (ii) of the Act. Within this overall
provision, Medicaid reimbursement to providers will
be administered as follows:

(i)  The State:

X] sets a payment rate at the level of the regional
maximum established by the DHHS Secretary.*

*The State pays the regional maximum for all
initial immunizations.

The state pays $11.02 for each subsequent
immunization vaccine administration received
during the same visit.

The State pays $8.93 for each subsequent
intranasal/oral vaccine administration received
during the same visit.

The reimbursement rates are the same for both
public and private providers and the
subsequent administration fees will be updated
by annual or periodic physician fee
adjustments.
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66 (c)

Revision: HCFA-PM-94-9 (MB)
JUNE 2009

State/Territory: North Dakota

(] is a Universal Purchase State and sets a payment
rate at the level of the regional maximum
established in accordance with State law.

[ ] sets a payment rate below the level of the
regional maximum established by the DHHS
Secretary.

[] is a Universal Purchase State and sets a payment
rate below the level of the regional maximum
established by the Universal purchase State.
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