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

601 East 12th Street, Suite 355

Kansas City, Missouri 64106-2898

CMS

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Medicaid and CHIP Operations Group

December 11, 2024

Ms. Lisa Lee

Commissioner, Department for Medicaid Services
Commonwealth of Kentucky

Cabinet for Health and Human Services

275 East Main Street, 6 West A

Frankfort, KY 40601

RE: State Plan Amendment (SPA) Transmittal Number 24-0021

Dear Commissioner Lee:

The Centers for Medicare & Medicaid Services (CMS) reviewed your Medicaid State Plan
Amendment (SPA) submitted under transmittal number (TN) 24-0021. This amendment makes
changes to update the reimbursement language for Independent Laboratories.

We conducted our review of your submittal according to statutory requirements in 42CFR Part
493. This letter is to inform you that KY Medicaid SPA 24-0021 was approved on December 9,
2024, with an effective date January 1, 2025.

Enclosed are copies of Form CMS-179 and approved SPA pages to be incorporated into the
Kentucky State Plan.

If you have any questions regarding this State Plan Amendment, please have a member of
your staff contact Keri Toback at 312 353 1754 or by email at keri.toback@cms.hhs.gov.

Ruth A. Hughes, Acting Director
Division of Program Operations

Enclosures

cc: Erin Bickers, KY DMS
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Swete ____ Kenhwky

Aftachment 3.1-A
Page 7.1.1 (bX1)

3. Other Lab and X-Ray Services

A Coverage.

(1) The deparsnent shall reimbuise for a procedinre provided by an independent laboratory if the

procedure:
(@) Is one that the laboratory is certified to provide by Medicare and in accordance with state
regulason.
®) Is prescribed in wnkng or by elecionic requestbya physician, podiawist, denist, oral
surgeon. advanced regstered nurse practidoner. or optametnst; and
© Is supervised by a [aboratory director: and
@ Is independent of an msktunonal sethng,
@ The deparunent shall reimburse for a radiological setvice if the service:
@ Is prownided by a facility that:
1) Is licensed to provide radiclogucal services;
2) Meets the requizements established in 42 CFR 44030,
3) Is cermfied by Medicare to provide the given servioe;
4) Meets the requirements established in 42 CFR 493 regarding laboratory
certificadon. regustranon, or other accreditaton as appropriate; and
®) Is prescribed 1n wrikng or byelectronic request by a physician, oral smgeon, denmst,
podiatnst, optometnst, advanced 1egustered nurse pracioner, or a physician’s assistant;
© Is provided under the direction or supervision of a licensed physician: and
B. Exclusions. The department shall not 1eimburse for an independent laboratory or radiological service for

the following setvices or procedures:

) A procedure or services that has been included 1n a hospital payment:

2 A service provided to a resident of a nursing faciity or an imtermediate care facility for
individuals with mensal retardanon or a developmental disability; or

3) A courtordered laboratory or toaicology test The court-ordered exclusion does not apply when
medically necessary and in the scope of the Medicaid program.

C. Provider Pamwcipanon Condidons.

TN # 24-021

Supersedes
TN # 09-006

Approved: 12/09/2924 Effecuve Date: 1/1/2025



Seete____ Kentucky

Attachment 3.1-B
Page 134

3. Other Lab and X-Ray Services

A Coverage.

(1) The deparsnent shall reimburse for a procedire provided by an independent laboratory if the

procedure:

(2) Is one that the laboratory is certified to provide by Medicare and 1n accordance with state
regulason.

®) Is prescribed in wnkng or by elecionic requestbya physician, podiawist, denist, oral
surgeon. advanced registered nurse practidoner, or optometnist; and

© Is supervised by a [aboratory director: and

@ Is independent of an msktunonal sethng,

@ The deparunent shall reimburse for a radiological setvice if the service:

@ Is prownided by a facility that:
1) Is licensed to provide radiclogucal services;
2) Meets the requizements established in 42 CFR 44030,
3) Is cermfied by Medicare to provide the given servioe;
4) Meets the requirements established in 42 CFR 493 regarding laboratory
certificadon, registradon, or other accreditanon as appropnate; and
®) Is prescribed 1n wrikng or by eleckronic request by a physician, o1al sugeon, denmst,
podiatnst, optometnst. advanced 1egustered nurse pracioner, or a physician’s assistant;
© Is provided under the direction or supervision of a licensed physician: and
@ Is a covered service within the CPT code range of 70810 — 78999.
B. Exclusions. The department shall not reimburse for an independent laboratory or radiological service for

the following setvices or procedures:

) A procedure of service that has been included 10 a hospital payment,

(4] A service provided to a resident of a nursing facility or an i1mtermediate care facility for
individuals with mensel retardanon or a developmental disability; or

3) A courtordered laboratory or toacology test The court-ordered exclusion does not apply when
medically necessaty and in the scope of the Medicaid program.

C. Provider Partcipation Condidons
TN # 24-021
Supersedes
TN#09-006 Approved: 12/09/2024 Effechve Date: 1/1/2025



Stete: Kemtucky.., Attechment 4.19-B
Page 20 13-

XL Laboratary Services

The swte agency will reimburse parmcipatng independent laboratories, outpatient surgical clinics, renal
dialysis centers, and outpatient hospital clinics 62% of the current Medicare Chnical Laboratory Fee
Schedule

X For services provided on or after July 1, 1990, physician (clinical diagnoskc) laboratory services shall be
reimbuised 60% of the current Medicare Clinical Laboratory Fee Schedule For laboratory services with no
esteblished allowable payment rate, the payment shall be sixty-five (65) percent of the usual and customary
actual billed charges.

X Family Planmng Clmics

The Stete Agency will resmburse particapating farly planning agencies for covered services in accordance
with 42 CFR 44732. Payment to physicians and Advanced Registered Nurse Prachtioners (ARNP) for
1ndividual services shall be reimbursed the lesser of the actual billed amount or the fees listed on the
Physican’s Fee Schedule or the Climcal Laboratory Fee Schedule.

hitps//www chfs kv sov/agencies/dms/Pages/feesrates aspx

TIN# 24-021
Supersedes Approval Date: 12/09/2024 Effective Date: 1/1/25
TN#14-004





