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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 53-14-28
Baltimore, Maryland 21244-1850

Center for Medicaid and CHIP Services

Mr. Billy Millwee

Associate Commissioner for Medicaid & CHIP

Health and Human Services Commission FEB -8 e
Post Office Box 13247

Austin, Texas 78711

RE: TN 11-60
Dear Mr. Millwee:

We have reviewed the proposed amendment to Attachments 4.19-A and 4.19-B of your
Medicaid State plan submitted under transmittal number (TN) 11-60. The purpose of this
amendment is to delete the pages in the Texas state plan governing the methodology for
computing inpatient, outpatient, and physician supplemental Medicaid payments, also called the
Upper Payment Limit (UPL) program. ' ' '

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)3M. 503(a), and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CR 447 Subpart C. As part of the review process the
State was asked to provide information regarding funding of the State share of expenditures
under Attachments 4.19-A and 4.19-B. Based upon your assurances, Medicaid State plan
amendment 11-60 is approved effective October 1, 2011. We are enclosing the HCFA-179 and
the amended plan pages. ‘

If you have any questions, please call Sandra Dasheiff, CPA at (214) 767-6490.

Sincerel

Cindy Mann
Director
" Center for Medicaid and CHIP Services

Enclosures
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CENTEAS FOR MEDICARE AND MEDICAID SERVICES

FORM APPROVED
OMB NO. 0338-0193
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STATE PLAN MATERIAL
FOR: CENTERS FOR MEDICARE AND MEDICAID SERVICES
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Attachment to Blocks 8 & 9 of CMS Form 179

Number of the

Pian Section or Attachment

Transmittal Number 11-060

Number of the Superseded
Plan Section or Attachment

Attachment 4.19-A

Page 9b

N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page

Attachment 4.19-B
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page
N/A - delete page

Attachment 4.19-A

Page 9b (TN 10-069)
Page 10 (TN 10-064)
Page 10a (TN 10-064)
Page 10a.1 {TN 09-034)
Page 10b (TN 10-064)
Page 10c (TN 03-030)
Page 10c.1 (TN 08-012)
Page 10d (TN 06-027)
Page 10e.1 (TN 09-034)

Attachment 4.19-B

Page 1a.4 (TN 09-031)
Page 1a.5 (TN 039-031)
Page 1a.6 (TN 11-003)
Page 1a.7 (TN 09-031)
Page 1a.8 (TN 09-031)
Page 1a.9 (TN 09-031)
Page 2a.1 (TN 10-064)
Page 2a.2 (TN 10-064)
Page 2a.3 (TN 09-034)



State of Texas
Altachment 4.19-A
Page 9b

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES ~ INPATIENT
HOSPITAL SERVICES {continued)

{) State-Owned Teaching Hospital Reimbursemant Methodology.

(1) For cost reporting periods beginning on or after September 1, 2008, HHSC or its
designee reimburses state-owned teaching hospitals under méthods and procedures
described in the Tax Equity and Fiscal Responsibility Act of 1982 (TEFRA)}.

{2} For dates of admission on or after September 1, 2003, state-owned teaching
hospitais with allowable direct graduate medical education (DGME) costs will receive
a pro rata share of their annual DGME cost basad on the availability of appropriated
funds. DGME expenses are not considered costs associated with inpatient hospital
services and are not settied to cost.

(3) interim payments are determined by multiplying a hospital’s charges aflowed under
Medicaid by the interim rate sffective on the date of atmission derived from the
hospital's most recent Medicaid cost report settlement, whether tentative or final.

(4) Interim payments are subject to settlement at both tentative and final audit of &
hospital's cost report.

{6} Cost Setlemant.

(A) The cost settliement process is limited by the TEFRA target cap set pursuant to
the Social Security Act §1886(b) (42 U.S.C. §1385ww(h)).

{B) Notwithstanding the process in {1}, HHSC or its designee uses each hospital's
final audited cost report, which covers a fiscal year ending during a base year
period, for calculating the TEFRA target cap for each hospital.

(C) HHSC or its designee selects a new base year period for calculating the
TEFRA target cap at least every three years.

(D) HHSC or its designee increases a hospital's TEFRA target cap in years in
which the targst cap is not reset under this paragraph, by multiplying the target
cap by the CMS Prospective Payment Systern Hospital Market Basket lndex
adjusted to the hospital's fiscal year.

(m) —(x) Intenticnatly left blank.
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(t} Inpatient Supplemental Payments to Hospitals

(1) Calculation of the Medicald Upper Payment Limit (UPL). The inpatient
supplemental payrments described in subsections {u) - {Z) will be made in
accordance with the applicable regulations regarding the Medicaid upper kmit

. provisions codified at 42 CFR §447.272. The foliowing method is used io
reasonably estimate the Medicald upper limit. The Medicare Standardized
Amount is multiplied by the Medicaid Case Mix derived using Medicare Relative
Weights to yield the Medicare DRG Reimbursement for Madicaid Claims.
Medicare Pass-Through Payments is divided by Medicaid Discharges to yield
Medicare Pass-Through Payments per Discharge. The Medicare DRG
Reimbursement for Medicaid Claims is added to Medicare Pass-Through
Payments per Discharge o yield the Medicare Equivalent Reimbursement per
Discharge per Hospital. This Medicare Equivalent Reimbursement per

Discharge per Hospital is multiplied by Medicaid Discharges to yield the
Medicaid UPL per Hospital.

(2) Definitions. When used in {u) - (2), the foliowing terms have the following
meanings, uniess the context clearly indicates otherwise.

(A) Adjudicated Medicaid Claim - A hospital claim for payment for a covered
Medicaid service that is paid or adjusted by HHSC or ancther payer.

(B) Disproportionate Share Hospitals (DSH) - Hospitals participating in the
Texas Medical Assistance {Medicaid) program that meet the conditions
of participation and that serve a disproportionate share of low-income
patients are eligible for additional reimbursemeant from the DSH fund.

{C) DSH Limit - DSH Limit has the meaning assigned to the term “hospital
specific imit,” as determined under Appendix 1 to Attachment 4.18-A
{relating to Reimbursement to Disproportionate Share Hospitals).

{D) Publicly-Owned or Publicly-Affillated Hospltal - A hospital owned by or
effiliated with a city, county, hospital authority or hospital district.

(3) The supplemental payments authorized for all hospitals identified in (1), (v) and
(2) are subject to the following limits:

(A) For Disproportionate Share Hospitals, In each fiscal year the amount of
any inpatient suppiemental payments and outpatient supplementa!
payments will not exceed the hospital's Disproportionate Share Hospital
Limit, as determined under Appendix 1 to Attachment 4.19-A (relating to
Reimbursement to Dispraportionate Share Hospitals); and

™___10-&4 Approval Dae 22~} Effective Date /0~ | ~ [
Supersedes TN _(V4 - 34 SupemededRy___ (%4 -3 4




Detcted oy ™™ H-¢6o State of Texas
Attachment 4.19-A
Page 10a

{B) For all eligible hospitals, the amount of inpatient supplemental payments
and fea-for-service Madicaid inpatient payments the hospial receives in a
fiscal year will not exceed Medicald inpatient billed charges for inpatient
services provided by the hospital to fee-for-service Medicaid recipients in
accordance with 42 CFR §447.271.

{4) An eligible hospital under (u), (v} or {z) will receive quarterly supplemental
payments. The quarterly payments will be:

(A) For Non-Disproportionate Share Hospitals, the difference between a
- hospitai's fee-for-service billed charges for adjudicated inpatient Medicaid
claims and all Medicak! and other payments received during the
calculation period for such claims.

{B) For Disproportionate Share Hospitals, the lesser of;

{I) The difference between a hospital's fee-for-service billed charges for
adjudicated inpatient Medicaid claims and all Medicaid and other
payments received during the calculation period for such claims; or

(i) One fourth of the difference between the hospital's DSH Limit and the
hospital's DSH payments for the federal fiscal year.

{5) Atthe time the fourth quarter payment is made for a given federal fiscal year,
an ealigible hospital under (u), (v) or (2) may be paid any unfunded suppiemental
payment which they were eligible to receive from the first three quarters of the
federal fiscal year, '
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State of Texas

4.10-A
Detched by TN t1~Go Attachment

Page 108.1

(u) Supplemental Paymenits to Certain Urben Moepitale

&)
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Datos of efigibilty. Supplemental payments will be made for
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Paso, Herris, Lubbook, Nueces, Tarrant, and Travis counties.
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State of Toxas
Attachment 4.19-A
Delcred oy TN H-GO Page 10b

(v) sﬂpphmmul Payments to Rural Public Hospitals

{1) Introduction. Supplemental payments are available under (t) for inpatient
hospital services provided to Medicald patients by rural public hospitals.

(2) Eligible hospitals. A publicly owned hospital located in a county of less than
100,000 population based on the most racent federal decennial census is
eligible to receive supplemental payments under (t).
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Page 10c ATTACHMENT 4.19-A

{w) Notwithstanding other provisions of this attachment, supplemental payments will be
made each state fiscal year in accordance with this subscction to state government-owned
or operated hospitals for inpatient services provided to Medicaid patients.

() Supplemental payments are available under this subsection for inpatient
hospital services provided by state govermnment-owned or operated hospitals on or
after December 13, 2003. To qualify for a supplemental payment, the hospital
must be owned or opecated by the statc of Texas.

{2) The aggregate supplemental payment amount will be the annual difference
between the aggregaie upper payment limit and the inpatient fee-for-service
Medicaid payments made 1o the state government-owned or operated
hospitais under this attachment. The aggregale upper payment {imit will be
cakeulated, based on Medicarc payment principies and in accordance with the

- federal upper limit regulations at 42 CFR 447,272, using the most recent cost
report data available.

(3) The amount of the supplemental payment made (o each stale government-
owned or operated hospital will be determined by:

{A) dividing each hospital’s fee-for-service Medicaid payments by the
sum of the Medicaid fee-for-service payments of all state government-
owned of operated hospitals;

(B) multiplying the percentage calculated in (A) by the aggregate
supplemental payment calculated in (2).

(4} Supplcmental payments determined under this subsection will be calculated
annually and paid at the end of each quarter.

{5) Supplemental payments made under this subséclion when combined with
other inpatient payments niade under this attachment shall not exceed the
maximum amounts allowable under applicable federal regulations at 42 CFR
447.271.
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Page 10c.1 ATTACHMENT 4.19-A

{x) Children’s Hospital Inpationt Supplemental Paymenis. Notwithstanding other provisions of this
subchapter, supplemental pryments are svailable under this section for inpatient hospital services provided by
certain children's hospitals.

(1) Por parposes of this section. *Children's Hospital” means » freestanding, non-profit children's hospital
within Texas that is recognizad by Medicars as u children's hospital and is exettipted from the Medicare prospective
payment sysiem.

(2) Suppletaental payments described in this section are mude in sccordance with the applicable regulations
regarding the Medicaid upper payment limit provisions codified at 42 C.F.R. § 447272,

(3) Supplememal pryments are calculated on & quarterly basis and payments made on a periodic basis to
eligible Chiidren's Hospitals.

(4) The total smount of all sanual supplemental payments is determined by dividing $12,500,000 by (100%
minus the current state fiscal year Federsl Medical Assistance Percentage (FMAP)).

{(5) The amount of the supplemental payment to a children’s hospital is determined by the following
Process:

{A) HHSC shall detsrmine the hospital specific Dispeoportionate Share Hospital (DSH) limit for each
children’s hospital, as determined under Appendix 1 1o Attachment 4,19A of the Ste Plan, using
4 12-month consecutive period of the most recent data from the DSH

(B)'l'hhosphl DSH limi Mlbemlﬁplhdbyawiﬂmn;fmmybﬂhwew
hospith! specific Timit for each hospitel. The woighting factor for each hospital equals 40% divided
by{lm Medicaid %). The Medicakd % is the percent of » hospital's inpatient days of care
provided 10 Medicaid eligible putients and shall be determined by using the most recent data from
the O5H program. The maximum weight shall be 3.000.

(C) Each hospital’s pro rats shase: of the sum of the weighted hospital specific DSH limits for all
childeen's hospitals shall be multiplied by the wotsl amount of supplemental payments for & fiscal
year ta yield in inltinl computation of 8 hospital's annual payment.

(D) Using the most recent data from the DSH program, DSH Roow is determined for each hospital,
which eqguals the difference batween the hospita! specific DBH Hmit am the sotsl DSH payment 1o
lhemtmpihl for the fiscal year. A supplemental payment to a hospital cannot exceed the hospitsl's
DSH Room.

{E) Since s supplemental peyment to a hospital cannet exceed the hospital’s DSH Room, the fesser of
the initia} computation of & hospital's supplementa) payment and the hospital’s DSH Room is
%m.m&whm»mmmwmmmmmmmm
stup (H) below,

{F) The supplemental payment excess s the sum of the initial computation of a hospisal’s annual
suppiemenial payment minus the hospital’s DSH Room.

(G} The supplemental payment excess chall be distributed, according 1o thelr proportionate share of
toral miaximum DRH room, 10-hospitals that have not reached their hospitat specific DSH limit.

{H) The totsl supplementsl payment 3o each children's hospital shall be the lesser of the initial
supplemental payreent catculation snd their DSH Room plus their proportionate share of the
supplemental payment excess.
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ATTACHMENT 4.19-A
D-ﬂ:-—\c;\c_é. B\! T‘\l =0 Page 10d

{(x) Effective September 1, 2006, reimbursement to hospitals in Bexar, Dailas, El Paso,

'Hasris, Lubbock, Nueces, Tarrant and Travis service areas for inpatient services will
. be determined mrdmctothemethodology described and shall be reduced by the
percent discounts in subsections (1) and (2) of this section. The percent discounts are
ncmsary to achieve budgetary savings.

(1) An ﬂﬂlt percent discount mey be applied to the reimbursement rates of all
hospitals for inpatient services provided to Supplemental Security Income (SSI)
and SSi-relaved clients in service areas as determined by the Health and Human
Services Commission (HHSC).

(2) tn addition to the discount in subsection (1) of this section a percent discount as
. determined by HHSC may be applied to inpatient reimbursement rates in order to
achieve necessary budgetary savings. This additional discount may be targeted to
- specific hospitals and vary by service area, depending on the amount necessary to
- achieve the targeted savings for each service area. This additional discount may
also be applied to all inpatient services for traditional fee-for-service clients in
service areas determined by HHSC.

(3) In-state children’s hospitals that are cost reimbursed are exempt from the percent
discounts in subsections (1) and (2) of this section.

{4) Definitions:

(A)Bexar Service Area means Atascosa, Bexar, Comal, Guadalupe, Kendall,
Medina and Wilson counties.

(B) Dallas Service Area means Collin, Dallas, Elis, hunt, Kaufman, Navarro
and Rockwall counties,

{C) El Paso Service Area means E{ Paso County.

(D)Harris Service Area means Brazoria, Fort Bend, Galveston, Harris,
Montgomery and Waller counties.

{E) Lubbock Service Area means Crosby, Floyd, Garza, Hale, Hockley,
Lamb, Lubbock, Lynn and Terry counties.

(F) Nueces Service Area means Aransas, Bee, Calhoun, Jim Wells, Kleberg,
Nueces, Refugio, San Patricio and Victoria counties.

{G) Tarrant Service Area means Denton, Hood, Johnson, Parker, Tarrant and
Wise counties.

(H) Travis Service Area means Bastrop, Bumet, Caldwc!l Hays, Lee, Travis
and Williamson counties.
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Deteied by TN #7602
Siate of Texas
Attachment 4.19-A
Page 108.1

(@ Supplemental Payments 1o Private Hospitals.

(1) introduction. Private Hospitals with an indigent care afSliation agreement with
awduwuumwwmwmmw
receive supplemental payments under this section. oon "

{2) Elgible Hoepitals. Supplemental payments will be made for inpatient
moqormmmu.m;mmhmmghamumo.
gm.m.m‘;r'“' sorve -
ouie g e R mmmwmummz.m.
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. Supplumnhl Payments for Physician Services

(1) Introduction. Enrolied Medicaid providers that are identified in subsection (3)
of this section.may receive supplernental payments for physician services
provided to Medicaid-eligible patients.

(2) Definitions. For purposes of this section, the following definitions apply:

(A} Adjudicated ciaim - A fee-for-service physician claim for a covered
Medicaid service that is paid or adjusted by HHSC.

(B) Approved place of sesvice - A hospital-sponsored location, such as an
inpatient hospital, outpatient hospital, hospital-based clinic, or hospital-
affiliated cliric.

(C) Calculation period - The federal fiscal quarter determined by HHSC for
which supplemental payment armnounts are calculated.

(D) Facility seting — An inpatient or outpatient hospital.

(E) Giobal payment - The payment amount for a defined subset of services
encompassing the combined technical and professional components
rendered during an episode of care.

{F} Governmental hospital - A hospital or hospital system affiliated with a
hospital districi created under Texas Health and Safety Code, Chapter
281,

(G} Medicaid Final Equivalent Units—Elements of measure used by HHSC
to assign values to an individual physician service in the Medicaid
program relative to the same individual physician service in the Medicare
program. Medicald Final Equivalent Units are determined using the
methodologiss described in subsection (6){c) of this section, and are a
factor in calcutating supplemental payment amounts.

SUPERSEDES: 1. 0%-29
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State of Texas
Attachment 4.19-B
Page 1a.5

Medicare anesthesia base units — Elements of measure used by
Medicare to asaign values to anesthesia services with time-based fees.
The base units are a factor used in calculating the Medicaid Final
Equivalent Units.

Medicare anesthesia conversion factors - A factor used in calculating

the Medicare Fee Equivaient Payment for aneathasia services with time-
based fees. The Medicare anesthesia conversion factor for the "Rest of
Texas” locality is used for calculating the anesthesia rate. HHSC will not
compensate for regional variation in practice costs.

Medicare Fee Conversion Factor (MFCF) - A CMS approved factor
(145% of Medicare rates) used to convert the applicable Medicare fee to
a fee that represents what commercial payors would reimburse
physicians for eligible professional services.

Nonfacility setling — A location other than an inpatient or outpatient
hospital. :

Public funds - Funds derived from taxes, assessments, jevies.
investmenis, and other public revenues within the sole and unrestricted
controi of the govemnmental entity that owns or is affifiated with the
enrofied Medicaid provider identified in subsection (3) of this section.
Public funds do not include gifts, grants, trusts, or donations, the use of
which is conditioned on supplying a benefit solely o the donor or grantor
of the funds. such as the private operator of a hospital district’s facility.

Availabiiity of supplemental payments. Suppiemental payments are available
umder this section only for physician services performed by doctors of
medicine and ostéopathy licensed in Texas and afffiated with an enrolled
Medicaid provider in one of the following ways:
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~ State of Texas
Attachment 4.19-8

Veleved by TH H-00 Page 1a.8

(A) Employed by an eligible physician group practice that is state-owned or
state-operated, Physicians under contract with such a physician group
practice are not inciuded in supplemental payment calculations.

Eligible state-owned or state-operated physician group practices consist of
those affiliated with:

University of Texas—Southwestem

University of Texas-San Antonio

University of Texas-Tyler

University of Texas-Houston

University of Texas Medical Branch-Galveston
University of Texas-MD Anderson Cancer Center
University of North Texas

Texas Tech University-Amarilio

Taxas Tech University-El Paso

Texas Tech University-1.ubbock

Texas Tech University-Odessa

Texas ASM Health Science Center

(B) Employed by a governmental hospital;

(C) Employed by or under coniract with a physician group practice organized
by, under the control of, or under contract with a governrnental hospitat; or

(D) Employaed by or under contract with a physician group practice organized
by, under the control of, or under contract with a non-profit, tax axempt

hospitat where both the hospital and the physician group practice provide
medical edication under contract o a state-owned medical school.
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State of Texas
: Attachment 4.18-B
Deteted 'b\t T 6o Page 1a.7

{4} Required certification. Before a private physician practice group may receive
-supplemental payments under this section, the appropriale govemmental
entity and the private physician practice group must certify certain facts,

representations, and assurances regarding program reguirements.

(5) Calcutation of supplemental payments. For each enrollad Medicaid provider
identified in subsection (3) of this rule that is participating in this program,
HHSC will calculate the supplemental payments for physicians' services
under this section using the following methodology:

(A) HHSC wikt identify Medicaid claims adjudicated during the calculation
period for services performed by eligible physicians at approved places
of service.

(i) The identification of claims will be based on individual Current
Procedural Terminology (CPT) codes contained in the Texas
Medicaid Management information System.

(i) Supplemental payments for physician services are available only
for benefits covered by Medicare.

(B) HHSC will determine the appropriate Medicare fee schedule based on
~ the foliowing criteria:

() ¥ more than 50 percent of the claime identified in the calculation
period were performed in a nonfacility setting, HHSC will use the
nonfacility Medicare physician fee schedule for that physician
group.

{iy ¥ 50 percent or more of the claims identified in the caiculalion
period were performed in a facility setting, HHSC will use the facility
Medicare physician fee schedule for that physician group.
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(i) 1f a Medicare fee schedule is not available for a paricular service,
" HHSC may use an alternative appiicable Medicare fee schedule for
those physician services.

(¥) HHSC will uss the Medicare fee schedule in effect at the time the
supplemental payments are calculated.

© (C) Using all eligible procedures identified in subsection (S){A), HHSC will
determine the Medicaid Final Equivalent Units in one of the foliowing
ways, depending on whether the CPT code is related or unrelated to
anesthesia.

{) Related to Anesthesia

{) For each anesthesia CPT code and unique set of modifiers
that is paid using a time-based fee, the Medicaid Final
Equivalent Units are derived using the following formula:

{number of occurrences of CPT code with modifiers x
" Medicare anesthesia base units) + the sum of the Medicaid
peid uniis for that CPT code with modifiers;

() For those kmited anesthesia codes that are not paid using a
time-based fee, the Medicaid Final Equivalent Uinits equal the
sum of the Medicaid paid units for that CPT code with
modifiers.

(i) Unrelated to Anesthesia. The Medicaid Final Equivalent Units

equal the sum of the Medicai paid units for that CPT code with
miodifiers.
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(D) HHSC wil calculste the Medicare Fee Equivalent Paymentby
multiplying the Medicaid Final Equivalent Units by either the applicable
Medicare fee or the applicable Medicare anesthesia conversion factor.

(E) HHSC will reduce the Medicare Fee Equivalent Payment determined
under paragraph (D) by applying Medicaid pricing modifier reductions
and assistant surgeon pricing adjustments in accordance with Texas
Medicaid policy.

(F) HHSC will calculate the Payment Ceiling Amount by adding the
- Medicare Fee Equivalent Payments for all eligible CPT codes and
multiplying the total by the Medicare Fee Conversion Factor of 145%.

(G) HHSC will calculate the supplemental payment amount by subtracting
, the Medicaid payments for all eligible CPT codes from the Payment
Caeiling Amount.

(6) When a giobal payment that includes a technical component is made for
- physician services. supplemental payment is available anly for the
professional companent and only when a doctor of medicine or doctor of
osteopathy rendered those services.
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(a)

®)

(c)

The supplemental payments described in this section 8 will be made in accordance
with he applicable regulations regarding the Medicald upper limit provisions
codified at 42 CFR §447.321,

auﬁniﬂom When used in this section, the following terms have the following
meanings, unjess the context cleerty indicates otherwise.

{1 : Mmasd Claims - A hospital claim for payment for a covered Medicaid
‘sarvice that is paid or adjusted by HHSC or another payer.

(2) Disproportionate Share Hospital (DSH) - Hospitals participating in the Texas
- parficipation and $iat serve a disproportionate share of low-income patients

are eligible for addifional reimbursement from the DSH fund.

{3) DSH Limit - DSH Limit has the meaning assigned o the term “hospital
specific limit," as determined under Appendix 1 to Afiachment 4.19-A (relating
to Reimbursement to Disproportionate Share Hospitais) for DSH Hospitals.

@ WﬁmthManm when total

atient hospital charges are reduced by a hospital outpatient
reduction factor in accordance with 4(a) of Attachment 4,19-B (relating to
Gmpaﬁmﬂoiwmimbumaﬂ).‘

{(5) Publicly-Owned or Publicly-Affiliated Hospital - A hospital owned by or
affilated with a gity, county, hospital authority or hospital district.

Supplemental Payment Limits

" (1) The supplemental payments authorized for all hospitals identified in 8(e), 8

{H, and 8{h) are subject to the following limits:

()  For Disproportionate Share Hospitais, in each fiscal year the amount of
any inpatient supplemental payments and outpatient supplemental
payments may not excead the hospital's DSH Limit, as determined
under Appendix 1 10 Attachment 4.19-A (relating to Reimbursement to
Disproportionate Share Hospitats);

(i) The amount of cutpatient supplemental payments and fee-for-service
Medicaid outpatient payments the hospital recsives in a fiscal year may
not excesd Medicaid bifled charges for outpatient services provided by
the hospital to fee-for-servica Medicaid recipients in accordance with 42
CFR §447.325.
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() Outpatient Suppiementsl Payments to Rural Public Hospitals

{1} introduciion. Supglsmental payments ars swallable under this subsection (h)
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" (2) Egible Hospias. Supplementsl peyments are sveiabile under e

subesction () for outpatient hospital services provided by rursl public .
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